
2023, Volume 55, Issue 5, 298-303, e-ISSN 1938-3800

ORIGINAL ARTICLE

Perceived Access and Appropriateness: Comparison of Teaching and Resident
Family Physicians’ Patients
Isabel Rodrigues, MD, MPHa; Marie Authier, PhDa; Jeannie Haggerty, PhDb

AUTHOR AFFILIATIONS:
aDepartment of Family Medicine,
University of Montreal, Montreal, QC,
Canada
bDepartment of Family Medicine, McGill
University, Montreal, QC, Canada

CORRESPONDING AUTHOR:

Isabel Rodrigues, Department of Family
Medicine, University of Montreal,
Montreal, QC, Canada,
isabel.rodrigues@umontreal.ca

HOWTO CITE: Rodrigues I, Authier M,
Haggerty J. Perceived Access and
Appropriateness: Comparison of Teaching
and Resident Family Physicians’ Patients.
FamMed. 2023;55(5):298-303.
doi: 10.22454/FamMed.2023.734267

© Society of Teachers of Family Medicine

ABSTRACT
Background and Purpose: Teaching clinics aim to provide patients with care that
is comprehensive, high quality, and timely. Since resident presence at the clinic is
irregular, timely access to care and continuity remain challenging. The two main
objectivesofour studywere to compare theexperienceof timelyaccessbypatientsof
family residents vs staff and to determine if there was a difference between resident
and staffpatients in reported appropriateness and patient-centeredness of the visit.

Methods: This cross-sectional survey studywas carried out in nine familymedicine
teaching clinics part of University of Montreal and McGill University Family
Medicine Networks. Patients self-administered two anonymous questionnaires,
before and after their consultation.

Results: We collected 1,979 preconsultation questionnaires. Teaching physician
(staff) patients rated the usual wait time for an appointment as very good or
excellent more frequently than resident patients (46% vs 35 %; P=.001). One out
of five reported consulting another clinic in the last 12 months. Resident patients
consulted elsewhere more often. In postconsultation questionnaires staff patients
rated their visit experience better than resident physician patients and patients of
second-year residents better than first-year residents.

Conclusion: Althoughpatients generally have a positive perception of access to care
and adequacy of the consultations meet their needs, staff also face the challenge of
providing better access to their patients. Finally, we found the patients’ perceived
visit-based patient centeredness was higher for visits of second-year than first-
year resident physicians, supporting the impact of training efforts toward patient-
centered best practices.

INTRODUCTION
Teaching clinics train the next generation of family physicians
in community-based care that is comprehensive, high quality,
and timely, with continuity assured by a most responsible
health care provider and care team. These are important
pillars of the patient medical home (PMH) model promoted by
the College of Family Physicians of Canada, 1 which accredits
family medicine residency programs. In Canada, all family
medicine teaching clinics are affiliated with a medical school
and offer academic training to family medicine residents,
medical students, and other health care professionals.

The 2-year family medicine residency curriculum inte-
grates outpatient family practice with rotations in hospital (eg,
obstetrics or internal medicine) and formal teaching activities.
During the 4-week hospital rotations, these physicians in
training, called residents, spend 1 day per week at the teaching
clinic to provide care to their patients. Residents assume full

primary care responsibility for a panel of patients right from
their entry into the program,2 enabling them to experience
continuity of care. 3,4 Residents are supervised by teaching
family physicians, also called staff, who typically also have a
panel of patients at the teaching clinic. With this role model
residents are learning what it is like to work in a community-
based practice versus hospital rotations. These residents are
working in an environment that supports the patient’smedical
home. 1 Since the residency program is short and resident
attendance at the clinic is irregular, it is a challenge to achieve
both continuity of care and timely access.5,6 Consequently,
many teaching clinics implement advanced access scheduling
systems that attempt to meet goals of both timely access
and continuity of care.7–9 However, it is not clear whether
residents’ patients experience the same timely access as staff
patients.
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We examined how access is perceived by patients in
teaching clinics with two main objectives: (1) to compare the
experienceof timely accessbypatients of residents versus staff,
and (2) to determine if there was a difference between both
groups in reported appropriateness and patient-centeredness
of the visit. To our knowledge, no studies have been conducted
in teaching clinics where residents are responsible for a panel
of patients and use advanced access.

METHODS
Study Design and Setting
This was a cross-sectional survey of patients visiting nine
familymedicine teaching clinics with advanced access in place,
at the University of Montreal and McGill University in Quebec
(Canada) in 2018. Ethical approval was received from Centre
Intégré de Santé et Services Sociaux de Laval, as well as from
the ethics boards associatedwith participating clinics (Number
2017-2018 / 04-01-E).

Theoretical Framework
To help us conceptualize access to health care and develop
our survey instrument, we adopted Levesque’s Patient Cen-
tered Accessibility Framework (2013), 10,11 which synthesizes
access into five dimensions. This framework is well suited to
primary health care and describes characteristics of both the
organization and patients that interact to produce appropriate
access to care. This article presents results related to two of
the five dimensions: availability and accommodation, which
refers to the ease of obtaining services in a timely manner, and
appropriateness,which refers tohowwell the services provided
meet patient needs.

Study Population
Patients attending the clinic for their own care, either sched-
uled or walk-in (urgent), were eligible if they were: (1) 18 years
of age or over, (2) registered with a clinician at the clinic, and
(3) able to read and answer a questionnaire in French or English
on their own. Patients were excluded if they were on their first
visit to the clinic or had already completed the questionnaire on
a previous visit.

Patient Questionnaire Development
The questionnaires were developed by selecting specific ques-
tions from validated instruments that mapped onto concepts
in the Accessibility Framework. 12–16 Questions were adapted to
our care context and translated into French. A patient partner
verified the relevance and the clarity of the questions. The self-
administered and anonymous questionnaire package consisted
of two parts: (1) a longer previsit questionnaire to be completed
while waiting for their consultation; and (2) a short postvisit
questionnaire completed following their consultation.

Previsit Questionnaire
The previsit questionnaire of 33 questions elicited patient
experience with access to care in the teaching clinic, both
usual and for that specific day’s experience access for sched-
uled or urgent care. There were seven questions on clinic

approachability related to patient health care needs, nine on
clinic availability and accommodation in response to patient
health care seeking, and two on economic affordability of using
health care. The questionnaire also elicited affiliation with a
professional (three questions), the reason for the appoint-
ment, and sociodemographic characteristics (nine questions).
Finally, two open-ended questions asked patients to indicate
what needed improvement and what was appreciated in the
delivery of health care services.

Postvisit Questionnaire

The short postvisit questionnaire assessed appropriateness
dimensions of the patients’ experience in their medical
appointment. Validated questions were selected and adapted
slightly to reflect patient-centered communication (Q1 to Q5),
how well needs had been met (Q8), 14 17 patient enablement
(Q7), 18 and one question about the visit duration, taking into
account the time spent on supervision whichmay lengthen the
visit (Q6).

Data Collection Process

The researchers trained reception staff and provided a stan-
dardized script to recruit patients. Reception staff noted on
the questionnaire the type of professional (resident, staff,
nurse practitioner) being seen that day. Pre and postvisit
questionnaires were given to patients upon their arrival at the
clinic. Patients could refuse to participate in the study either
explicitly or by leaving blank questionnaires in the sealed box
in the waiting room.

Data Analysis

For individual questions, differences between residents and
staffpatientswere tested using aχ2 test. Analysis of the previsit
questions compared experience by type of most responsible
physician (staff vs resident) reported by patients; postvisit
questionnaire analysis compared type of physician seen noted
by the reception staff, who also differentiated between first-
year and second-year residents. Because of the multiple group
comparisonsbetweenfirst-yearandsecond-year residentsand
staff, we applied Bonferonni correction 19 to the significance
level and set at 0.017. We performed analyses using SPSS
Statistics 26 (IBM Corp, Version 26.0).

RESULTS
Seven of the nine clinics were located in urban areas, each with
between4,400and29,435 registeredpatients (median=11,921).
In the five clinics that kept careful recruitment logs, the
refusal rate ranged from 4% to 10%. A total of 1,979 patients
participated, with 201 to 239 completed questionnaires per
participating clinic. The analytic sample for this study consists
of the 1,676 patients who answered the previsit questionnaire
and identified their primary care provider as either a resident
(21%, n=409) or staff (64%, n=1,267). We excluded from
previsit analysis 169 patients (9%) whose identified primary
care provider was a nurse practitioner, 33 (2%) who were
uncertain, and 101 (5%) who did not answer the question.
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A total of 1,651 of 1,979 (83%) responded to the postvisit
questionnaires, ofwhich 1,387 (1,387/1,651; 84%)hadcomplete
information on the physician status (especially resident train-
ing level) and were used in the secondary comparison by level
of experience of treating physician.

Patient Characteristics
As shown in Table 1, the only statistically significant sociode-
mographic difference between patients of residents and staff is
occupation, where resident patients are less likely to be retired
or students. Self-reported overall health status was similar.
The length of affiliation with the clinic did not differ between
groups: 43% (n=172) of resident patients had been enrolled in
the clinic for more than 5 years, compared to 48 % (n=601) of
staff patients.

Continuity of Care for Today’s Appointment
In both groups most patients (69%) had an appointment with
their own primary care physician. In each group around 83% of
patientswere there for a routine or follow-up visit, and 18% for
a minor urgent problem (Table 2).

Timeliness of Access to Care
Table 2 shows there is no difference between resident and staff
patients in the wait for this appointment; in both groups 26%
waited 1 day or less (including urgent care) and more than
one-third had waited 14 or more days. When asked to rate the
usualwait time for an appointmentwith their usual responsible
physician, staffpatientsweremore likely than residentpatients
to rate the wait time as very good or excellent (46% vs 35%)
whereas resident patients were more likely to rate the wait
time as poor or fair (23% vs 19%; P=.001). There was also
a slight difference between groups in the ease of obtaining
an appointment sooner than the usual wait time frame, with
resident patients being more likely to report difficulty getting
an appointment sooner than staff patients (41% vs. 34%;
P=.47).

To better capture potential problematic access, we asked
patients if they consulted other providers in the past year and if
so, for what reasons (Table 3). Although the overall proportion
seeking urgent care from another clinic was similar in both
groups (23% vs 24%), resident patients were more likely than
staff patients to make two or more visits to another clinic:
73% compared to 56% (P=.01). A much higher proportion of
resident patients than staff patients invoked lack of physician
availability or long wait for next appointment as the reason,
although the difference did not reach statistical significance.
The proportion of patients who reported seeking care at
the hospital emergency department was higher for resident
patients (35%) compared to staff patients (29%; P=.01).

Postvisit Questionnaire: Appropriateness
Patient perceptions of appropriateness dimensions are
reported in Table 4. The results reveal a tendency for staff
patients to rate dimensions of appropriateness more highly
than resident patients. All three statistically significant
differences were in favor of staff patients. The results

show significant differences between the two groups on
the patient-centered communication dimension, with fewer
resident patients believing that their physician had adequately
explained their problem or condition (67% vs 76%) or
questionned whether the recommended treatment or advice
was realistic compared to staff (72% vs 78%). Surprisingly,
only 1% of the resident patients considered their consultation
too long, despite the added time for supervision.

This finding led us to further secondary analysis of appro-
priateness by training level of the resident (Table 5). Results
showed that second-year (senior) residents had a tendency to
have better postvisit results than first-year (junior) residents
and junior residents scored statistically significantly lower
than staff on four out of eight questions. Patients of junior
residents were less likely (53%) to feel that the visit completely
meets their needs (Q6) compared to senior residents (66%)and
staff (69%).

DISCUSSION
Our study compared the perceptions of resident and staff
patients ondimensions of access to care andon the experienced
appropriatenessof care. As expected, residents’ patientsdo rate
more poorly the usual wait time for an appointment, and they
also more frequently seek care at other clinics or the hospital
emergency room. However, despite advanced access, staff
patients wait as long as resident patients for an appointment,
and more than half rate the usual wait time as poor, fair,
or good, suggesting that timeliness is also an issue for staff
patients. Finally, our findings suggest that training impacts
positively on visit appropriateness as reported by patients,
with senior residents often achieving higher scores than junior
residents and not statistically different from those reported by
staff patients.

Our study confirms the expectation that resident patients
experience more difficult access than staff patients. These
results can be explained, in part, by the irregular presence of
residents in the clinic.When they are on off-site rotations, they
are only present at the clinic to see their patients about 1 day per
week.

Another explanation for patients still seeking care else-
where is not being comfortable with the assigned professional
or an imbalance between supply (service offered either by
the resident or by the clinic’s team of professionals) and
demand (patients’ need for service or wants for their services).
These findings confirm previous data on the challenge of
implementing advanced access, based on resident availability
and training needs.6,20Weassume,with our clinical experience
in these teaching clinics, that a team-based approach is com-
pensating, in part, for resident reduced availability. However,
we did not measure this type of care in the questionnaire.
While team-based care is a pillar of advanced access, PMH
2019 also recognizes “that a patient will not be able to see
their personal family physician at every visit.” 1 To propose
team-based care21,22 to ensure timely access for more urgent
needs during times when the responsible professional is not
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available is part of the solution when facing the challenge of
balancing continuity and timeliness of care. This challenge is
not specific to family medicine residents; it is also shared by
other disciplines. 3

Our results reveal that timeliness of access is an issue for
staff as well, despite the implementation of advanced access.
Staff patients wait as long as resident patients to receive care,
and a significant proportion of them have consulted elsewhere
either in another clinic or in the emergency room, in the past
year. This may be particular to the Quebec context, where
policies requiring a versatile practice limit the availability of
staff. All new family physicians have an obligation to dedicate
approximately 20% of their time to providing clinical activities
such as obstetric care, palliative care, in-patient and long-term
care according to regional family medicine workforce plans23;
staff additionally have teaching responsibilities. As developers
of advanced access scheduling have suggested, “continuity is
difficult to achieve for providers who work in continuing care
less than 6 out of 10 half days per work week.”6 Moreover, one
of the selection criteria for the clinics was to have implemented
advanced access. However, experience with advanced access
and the length of time residents had beenusing it varied greatly
between clinics. Today, we know that if the pillars of themodel
are not monitored, it is easy to get overwhelmed and reach an
imbalance between supply and demand.24,25 These facts could
probably explain the lack of access, given the combination of
multiple clinical and pedagogical duties (direct and indirect
supervision of students, courses, workshops, journal clubs), or
insufficient collaborative practice, which we did not explore in
this study.

Despite the brevity of the family medicine residency pro-
gram, our results suggest progress in appropriateness by
level of resident training and especially in patient-centered
communication, another important pillar of the PMH. 1 It is
good news that such a short curriculum can train residents to
develop a patient-centered approach to care.

To our knowledge, our study is the first to report compar-
ison in patients’ perception of timely access and appropriate-
ness between patients of residents and patients of staff, in an
academic primary care setting. Results in the few studies con-
cerning postgraduate residents are difficult to compare.26–33

Either they did not compare patients’ opinion with staff27,28,32

or were not in a primary care setting.29,31–33 Moreover, resi-
dents in some study settings provide episodic care to patients
of staff, whereas our residents assume full responsibility for
a panel of patients over 2 years. This may also account for
the gradient in visit appropriateness observed between first
and second-year residents. We observed a similar gradient in
a paediatric study, where patients of junior residents received
lower satisfaction scores than senior residents, who in turn
were rated lower than staff.29 Another study in a pediatric
setting had a similar gradient with no comparison with staff. 32

Two studies in internal medicine, however, report divergent
results. 30,31 Our study also elicited patient experience of access
dimensions while some studies asked about satisfaction.26,29,31

Experience-based measures are considered more comparable
across respondents because the patient reports what happened
whereas theevaluator judgeswhethera satisfactorybenchmark
was achieved, as reflected in our reporting of percentage
achieving only the best response option (eg, “completely”).
This is consistent with the recommendation in satisfaction
studies that any patient rating below “excellent” implies room
for improvement. 34,35

Strengths and Limitations

Our analysiswas based on a large sample of patients inmultiple
settings. Our results are generalizable to teaching clinics in our
context because the sample includes both urban and rural areas
and response rates over 90%, and an 83% response rate to the
postvisit questionnaire. This large sample size gives adequate
statistical power to detect even small differences between
staff and resident patients. The similarities between these two
groups give confidence that our comparisons are not biased by
differences in patient characteristics. However, a selection bias
for dimensions of access is possible because we only surveyed
patients who reach the primary care clinic, so those with the
most access difficulty are less likely to be sampled. But this
bias is not likely to differ by type of professional, making
our comparisons internally valid. Our results do show that
resident patients aremore likely than staffpatients to seek care
elsewhere more often for minor urgencies, which may explain
the few statistically significant differences on the accessibility
indicators.

We acknowledge some limitations. Although we used pre-
viously validated, patient-reported experience measures that
had been shown to be equivalent in French and English, 36

we sometimes selected a subset of items from a construct to
reduce the responseburdenandalso adapted the statements for
relevance to our primary care context. However, the selection
and editing was based on our intimate knowledge of individual
performance and discriminability of these items within the
construct. 37 This study was conducted in one province in
Canada. The structure of family medicine practices is similar,
but also different across the country with variations in their
funding, solo versus group practice, and the adoption of team-
based care.

CONCLUSION
Our study reveals that in teaching clinics, residents’ patients do
experience more difficulties with timely access, but staff also
face challenges in providing services in a timely manner. The
particular challenges of the residency program and the burden
of balancing clinical duties and teaching activities for staff,
suggest the need to develop robust strategies to improve timely
access for both staff and residents in teaching clinics. Finally,
a novel and promising finding of this study is the observed
improvement in appropriateness between visits to first- and
second-year residents that affirms the value of training efforts
in patient-centered practice.
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TABLE 1. Characteristics of Resident and Staff Patients, Showing Test of Statistically Significant Differences

Primary Care Provider Identified by the Patient
n=1,676

Resident, n=409
n (%)

Staff, n=1,267
n (%)

P Value

Patient Gender (n=1,618) ns

Male 114 (29) 393 (32)

Female 281 (71) 830 (68)

Age (Years) (n=1,538)

Mean (standard deviation) 48.4 (SD 17.7) 48.8 (SD 17.2) ns

Median 45 47

Range (18-96) (18-95)

Occupation (n=1,581) .004

Unemployed 39 (10) 96 (8)

Retired 84 (22) 324 (27)

Student 15 (4) 92 (8)

Working (part-time or full-time) 246 (64) 685 (57)

Which Option Best Describes Your Financial Situation? (n=1,601) ns

Very poor, poor, tight 137 (35) 397 (33)

Comfortable, income is sufficient 216 (56) 659 (54)

Very comfortable financially 36 (9) 156 (13)

In General, Would You Say Your Health Is? (n=1,618) ns

Bad or fair 88 (22) 246 (20)

Good 166 (42) 530 (43)

Very good, excellent 141 (36) 447 (37)

What is Your Highest Level of Education? (n=1,570) ns

No schooling or primary school completed or not 17 (4) 52 (4)

Secondary school or high school completed or not 138 (36) 406 (34)

Community college, CEGEP, postsecondary school, completed or not 95 (25) 278 (24)

University, completed or not 137 (35) 447 (38)

Abbreviation: CEGEP, Collège d’enseignement général et professionnel (ie, vocational college).
Statistically significant at P<.05.
ns=nonsignificant.
Although the total number of residents was 409 and staff 1,267, the totals for each question may vary since the patients did not answer all the questions.

304 https://doi.org/10.22454/FamMed.2023.734267 Rodrigues, Authier and Haggerty

https://doi.org/10.22454/FamMed.2023.734267


Family Medicine, Volume 55, Issue 5 (2023): 298–303

TABLE 2. Patient Report of Visit Continuity of Care and Perspective on Timeliness of Access to Care, Comparison of Resident and Staff Patients

Previsit Questionnaire, n=1,671 Resident, n=409
n (%)

Staff, n=1,267
n (%)

P Value

Are You Seeing the Person Responsible for Most of Your Care today? .005

Yes 274 (68) 861 (69)

No 100 (25) 343 (28%)

Not sure 29 (7) 43 (3)

Why Did You Come Here Today? 408 1,245 ns

Routine or follow-up visit 328 (82%) 1,029 (83)

Urgent but minor health problem 73(18) 214 (17)

How LongWas theWait for This Appointment?

1 day or same day 81(26) 258(26) ns

2 to 6 days 5518) 191(19)

7 to 13 days 59(19) 185(19)

More than 14 days 118(38) 351(36)

If You Need to Be Seen Quickly, How Easy Is It to Be Seen Sooner Than the Usual Appointment Time? .047

Not easy at all, not very easy or moderately easy 132 (41) 355 (34)

Easy, very easy 194(60) 676(66)

How Do You Rate the Usual Wait Time for an Appointment With Your Doctor or Nurse? .001

Poor, fair 92(23) 231(19)

Good 167(42) 446(36)

Very good, excellent 139(35) 568(46)

Statistically significant at P<.05.
ns=nonsignificant.
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TABLE 3. Patient-Reported Frequency and Reasons for Consulting Elsewhere, Comparison of Resident and Staff Patients

Previsit Questionnaire Resident, n=409 Staff Physician,
n=1,267

P Value

In the Past 12 Months, Did You Consult Another Clinic for Minor
Emergencies? (n=1,625)

n (%) n (%)

Yes 92 (23) 293 (24) ns

If yes, howmany times n=78 n=224

Once 20 (27) 101 (44)

2 times 30 (41) 76 (33)

at least 3 times 24 (32) 50 (23)

If yes, what were the reasons you visited another clinic? (Check all that
apply)

Because my regular doctor was not available 20 (23) 92 (32) ns

The next appointment was too far away 29 (33) 74 (25) ns

No appointment was available at the clinic 15(17) 48(16) ns

In the Past 12 Months, Did You Go to the Hospital Emergency Room to
Obtain Health Care Services? (n=1,622)

Yes 140 (35) 356 (29) .013

If yes, what were the reasons for which you chose to go to a hospital
emergency room (check all that apply)?

The next appointment was too far away 17 (12) 40 (11) ns

The clinic was closed at the time I needed care 38 (27) 73 (21) ns

The clinic was closed during the hours that I could go 17 (12) 25 (7) ns

Too hard to get the phone to book an appointment 4 (3) 7 (2) ns

No appointment was available 15 (11) 38 (11) ns

My physician was not available 10 (7) 55 (16) .013

Statistically significant P<.05.
ns=nonsignificant.
Only the most frequent reasons related to access to the clinic were chosen, thus the total doesn’t add up to 100%.
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TABLE 4. Patient-Reported Experience of Appropriateness of Visit, Comparison of Resident and Staff Patients

Thinking About Your Visit Today: Resident First and Second Year, n (%) Staff Physician, n (%) P Value

(Patient-Centered Communication Q1 to 4)

Q1. Was the Problem You ConsideredMost Important Discussed? (n=1,387)

n=346 n=1,041 ns

Not at all, a little 7 (2) 38 (4)

Mostly 58 (17) 142 (14)

Completely 281 (81) 861 (83)

Q2. Did Your Provider Listen Carefully to What You Had to Say?

n=348 n=1,042 ns

Not at all, a little 4 (1) 9 (1)

Mostly 38 (11) 107 (10)

Completely* 306 (88) 926 (89)

Q3. Did Your Provider Explain Your Problem or Health Status to You? (n=1,375)

n=341 n=1,034 .01

Not at all, a little 14 (4) 32 (3)

Mostly 97 (28) 213 (21)

Completely* 230 (67) 789 (76)

Q4. Did Your Provider Explore HowManageable Recommended Treatment or Advice Would Be for You? (n=1,320)

n=27 n=993 .03

Not at all explored or a little 15 (5) 22 (2)

Mostly 77 (24) 200 (20)

Completely explored* 235 (72) 771 (78)

Q5. Were You Able to Discuss All Your Questions or Worries? (n=379)

n=342 n=1,037 .047

No, I was not able/a little 22 (6) 40 (4)

Sufficiently 100 (29) 269 (26)

Completely 220 (64) 728 (70)

Enough Time

Q6. Did Your Provider Give You Enough Time?

n=340 n=1,339 ns

No, not enough 8 (%) 16 (2)

Sufficiently 231 (68) 663 (64)

Beyondmy expectations 99 (29) 347 (33)

It was too long 2 (1) 13 (1)

Enablement

Q7. After Today’s Visit, How Able Are You to Understand Your Health Status or Health Problem(s)? (n=1,358)

n=335 n=1023 ns

Less than before the visit 3 (1) 8 (1)

Same as before the visit 75 (22) 196 (19)

A little more or muchmore than before the visit 257 (77) 819 (80)

Meet Needs

Q8. Did This Visit Meet Your Needs? (n=1,381)

n=334 n=1,038 ns

Not at all, a little 19 (6) 42 (4)

Mostly 110 (32) 291 (28)

Completely 214 (62) 705 (68)

* Type of professional you saw today (responses verified by reception clerk).
Statistically significant P<.05.
ns=nonsignificant.
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TABLE 5. Postvisit Questionnaire

Type of Professional You Saw Today Resident First Year Resident Second Year Staff Physician P Value

Thinking About Your Visit Today: n (%) n (%) n (%)

Patient-Centered Communication: Q1-2-3-4-8-5

Q1. Was the Problem You ConsideredMost Important Discussed? (n=1,187)

Not at all, a little 6 (4) 5 (2) 27 (3) *ns

Mostly 24 (16) 37 (18) 111 (13) **ns

Completely 121 (80) 168 (80) 688 (83) **ns

Q2. Did Your Provider Listen Carefully to What You Had to Say? (n=1,092)

Not at all, a little 1 (1) 2 (1) 6 (1) *ns

Mostly 23 (15) 29 (14) 71 (9) **ns

Completely 129 (84) 181 (85) 750 (91) ***ns

Q3. Did Your Provider Explain Your Problem or Health Status to You? (n=1,180)

Not at all, a little 3 (2) 8 (4) 22 (3) * ns

Mostly 50 (34) 56 (27) 151 (18) **.000

Completely 95 (64) 147 (70) 648 (80) ***ns

Q4. Did Your Provider Explore HowManageable Recommended Treatment or Advice Would Be for You? (n=1,135)

Not at all explored, a little 6 (4) 8 (4) 19 (2) * ns

Mostly 35 (25) 43 (22) 152 (19) * ns

Completely explored 102 (71) 148 (74) 622 (78) *** ns

Q5. Were You Able to Discuss All Your Questions or Worries? (n=1,182)

No, I was not able, a little 10 (7) 11 (5) 28 (3) * ns

Sufficiently 47 (32) 67 (32) 197 (24) ** .012

Completely 91 (62) 134 (63) 597 (73) *** ns

Enough Time

Q6. Did Your Provider Give You Enough Time? (n=1,189)

No, not enough 3 (2) 7 (3) 8 (1) * ns

Sufficiently 104 (69) 140 (67) 523 (63) ** ns

Beyondmy expectations 42 (28) 62 (30) 289 (35) *** ns

It was too long 2 (1) 1 (1) 8 (1)

Enablement

Q7. After Today’s Visit, How Able Are You to Understand Your Health Status or Health Problem(s)? (n=1,168)

Less than before the visit 4 (3) 2 (1) 3 (0.4) * ns

Same as before the visit 30 (21) 38 (18) 148 (18) ** .011

A little more than before the visit 47 (32) 73 (35) 253 (31) *** ns

Muchmore than before the visit 64 (44) 95 (46) 411 (50)

Meet Needs

Q8. Did This Visit Meet Your Needs? (n=1,183)

Not at all, a little 8 (5) 12 (6) 21 (3) * ns

Mostly 62 (42) 61(29) 231 (28) ** .000

Completely 79 (53) 139 (66) 570 (69) *** ns

Statistically significant P<.017 (Bonferonni applied)
* R1 vs R2.
**R1 vs staff physician.
*** R2 vs staff phsysician.
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