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Background and Objectives: We compared experiences of patients who reported
usually being seen by a resident with those usually seen by a staff physician.

Methods: We analyzed responses to a patient experience survey distributed at 13
family medicine teaching practices affiliated with the University of Toronto between
May and June 2020. We analyzed responses to seven questions pertaining to timely
access, continuity, and patient-centeredness. We compared responses between two
types of usual primary care clinicians and calculated odds ratios before and after
adjustment for patient characteristics.

Results: We analyzed data from 6,545 unique surveys; 18.6% reported their usual
clinician was a resident physician. Resident patients were more likely to be older,
born outside of Canada, report a high school education or less, and report having
difficulty making ends meet. Compared to patients of staff physicians, patients of
resident physicians had lower odds of being able to see their preferred primary
care clinician and lower odds of getting nonurgent care in a reasonable time. They
also had lower odds of reporting patient-centered care, but we found no significant
differences in whether the time for an urgent appointment was about right or
whether accessing care after hours was easy.

Conclusions: In our setting, patients who reported usually seeing resident
physicians had worse continuity of care and timeliness for nonurgent care than
patients who reported usually seeing staff physicians despite resident patients being
older, sicker, and having a lower socioeconomic position. Postgraduate training
programs need to test models to support access and continuity for resident patient
panels.
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Continuity and patient-centered care are central to family
medicine postgraduate training programs. Relational
continuity—seeing the same clinician over time—has been
shown to be associated with better adherence to recommended
care guidelines,'~3 better health outcomes,%~¢ lower health
service use, 13 lower costs, 415 and even lower mortality. 1017
To model time in practice and to increase patient-clinician
continuity, some residency programs encourage residents to
build their own patient panels. This approach allows patients
to book directly with resident physicians in addition to their
primary staff physician and helps residents gain experience in
long-term management of patients.

While resident physicians often are viewed favorably by
patients, 819 studies have found that resident physicians have
lower continuity with patients compared to staff physicians;
this finding usually is attributed to scheduling and resident
requirements to attend to off-service rotations such as general
surgery or internal medicine.?° Time in clinic, panel size, and
feeling of ownership are factors that have been associated
with resident-patient continuity.?°:>! A recent scoping review
found that interventions to improve continuity have had mixed
effects, but outcomes were largely measured through adminis-
trative data and not from a patient perspective.*!

Few studies have examined patients’ experience of care,
including dimensions of timely access and continuity, when
a resident is most responsible for their primary care. Studies
that have assessed the effects of innovations in academic clinic
structure on access and continuity often did not use patient-
reported measures or did not stratify responses by level of
training of the primary care clinician.>?>-2>

We conducted a subanalysis of responses to a common
patient experience survey done in 2020 at multiple teaching
sites affiliated with a large Canadian family medicine residency
program. All patients at the teaching clinics are enrolled to staff
physicians. A subset of staff physician patients are selected to
be followed by resident physicians during their standard 2-year
training period. These patients are selected by residents and/or
staff physicians based on learning needs, complexity, and
comorbidities, and with the patients’ permission. In our set-
ting, residents typically empanel approximately 150 patients.
Clerical staff try to preferentially book resident patients with
resident physicians, although patients can choose to book an
appointment with their staff physician instead.

We analyzed patient experience data to understand differ-
ences in timely access, continuity, and patient-centeredness
between patients who reported usually seeing a resident versus
a staff physician as their primary care clinician.

Context and Setting

We analyzed results from a cross-sectional patient survey
distributed at 13 academic family medicine teaching clinics
associated with the University of Toronto between May 2020
and June 2020. The University of Toronto has the largest

family medicine residency program in North America, training
approximately 320 residents in any given year. Clinics range in
size, serving between 14,000 and 50,000 patients. Twelve of the
13 sites receive funding from the government for nonphysician
health professionals, including nurses, nurse practitioners,
social workers, and pharmacists who are part of the clinical
team.

Almost all teaching clinics provide after-hours care on
some evenings and weekends. At most sites, patients also can
access care outside of clinic hours through an on-call phone
line, which is usually run by family medicine residents. Urgent
daytime appointments may be triaged at some sites by nursing
staff at the clinic, and same- or next-day appointments are
given to those who require urgent medical attention. During
the study period, both in-person and phone appointments were
offered.

At all times, to maintain patient continuity, family
medicine residents are scheduled for a minimum of one half
day per week of clinic. On average, most have 3 months per
year when they are scheduled in clinic more intensively for 4
days per week, although some residents spread out their family
medicine clinics more evenly through the year. The remaining
clinical time is scheduled for off-service rotations such as
general surgery or internal medicine.

Residents are paid by salary. Staff physicians working at the
teaching clinic are paid largely by capitation with some fee-
for-service payments, financial incentives for preventive and
chronic condition care, and stipends.

Study Population and Recruitment

Surveys were conducted from May to June 2020 for the pur-
poses of quality improvement. Every quarter, sites email a link
to an online patient experience survey to patients with a valid
email address on file; sampling each quarter is based on birth
month, with all eligible patients receiving a survey in a given
year. This subanalysis includes the results of the survey sent
to patients whose birthdays fall in March, April, or May. The
survey was hosted on Qualtrics (Qualtrics LLC), a secure web-
based survey system. One reminder email was sent 2 weeks after
the initial invitation to complete the survey. All responses were
anonymized. Patients were not provided any incentives, and
participation was voluntary. In some cases where patients could
not complete the survey themselves, caregivers were allowed
to complete it on the patients’ behalf. Surveys were conducted
in English, except for one site also conducting the survey in
French.

Study Design and Survey

Details on survey development can be found elsewhere.2® The
survey included questions in the following domains: (a) seeking
and delaying care during the pandemic, (b) use and comfort
with virtual care, (c) timely access and continuity, (d) patient
centeredness, and (e) patient demographics and contextual
factors (Supplemental Appendix A). In the last section, patients
reported on the question “Which primary care provider do
you usually see?” with answers including staff physician,
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resident physician, nurse practitioner, or unsure. Survey data
was stored on a secure server at the University of Toronto,
and all potential identifiable information was removed by a
script, including (a) IP addresses, (b) email addresses, (c)
longitude/latitude coordinates, and (d) any free text fields
that may contain unsolicited protected health information.
In our subanalysis, the primary exposure was the type of
primary care clinician usually seen. Outcome measures were
the dichotomized responses to questions 16, 18, 20, and 22—
25 of the original 54-question survey conducted in 2020.
These questions related to timely access (for urgent issues and
regular appointments), continuity, and patient-centeredness
(Supplemental Appendix B).

Research Ethics

Our initiative was formally reviewed by institutional author-
ities at Unity Health Toronto and deemed to neither require
Research Ethics Board approval nor written informed consent
from participants.

Analysis

All surveys completed in English with at least one answered
question and a completed response regarding the level of
training of their usual primary care clinician were included in
statistical analysis. We compared the demographic character-
istics and then stratified outcome measures by type of usual
primary care clinician. We built separate logistic regression
models for each outcome measure to compare the odds of a
positive experience by clinician type, both before and after
adjustment for patient demographics that we hypothesized a
piori were potential confounders (age, gender, education level,
trouble making ends meet, whether born in Canada, preferred
language, and self-rated health). We do not report on the nurse
practitioner data due to low patient volumes. All data analysis
was performed in R version 4.0 (R Foundation).

A total of 32,307 surveys were distributed via email to patients
at 13 teaching sites. We analyzed data for 6,545 surveys
(Figure 1). Seventy-four percent (n=4,842) of included respon-
dents reported that their usual primary care clinician was a
staff physician, 18.6% (n=1,217) a resident physician, 2.6%
(n=173) a nurse practitioner, and 4.8% (n=313) were unsure
(Supplemental Appendix C). Compared to patients of staff
physicians, more patients of resident physicians reported being
men (31.6% vs 38.3%), over age 65 (34.3% Vs 39.4%), not being
born in Canada (26.8% vs 34.0%), having high-school or less
education (19.7% vs 26.8%), having difficulty making ends
meet (8.5% vs 10.0%), and having fair or poor health (13.7% vs
18.2%; Table 1).

Compared to patients of staff physicians, patients of resi-
dents had lower odds of reporting getting an urgent appoint-
ment the same or next day when they needed care; however,
the differences between groups were not significant after
adjustment for patient demographics (68.6% vs 57.0%; UOR
0.61, 95% CI 0.41 to 0.91; AOR 0.71, 95% CI 0.46 to 1.12;
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Table 2). We found no significant differences in the proportion
of resident and staff patients reporting that the length of time
between booking and their appointment was just right (77.0%
VS 73.4%; UOR 0.83, 95% CI 0.53 to 1.30; AOR 1.10, 95% CI
0.67 to 1.87), or with resident and staff physician patients
reporting that booking an urgent appointment in the evenings
or weekends was very or somewhat easy (46.4% vs 52.8%; UOR
1.29, 95% CI 0.63 t0 2.68; AOR 1.09, 95% CI 0.47 t0 2.52).

Compared to patients of staff physicians, patients of resi-
dents had lower odds of reporting that they always or usually
were able to receive care within a reasonable time for a
nonurgent appointment (85.3% vs 90.1%; UOR 0.64, 95% CI
0.51t0 0.81; AOR 0.70, 95% CI 0.55 to 0.90) and had lower odds
of reporting that they were always or usually able to see their
preferred clinician (71.5% vs 82.6%; UOR 0.53, 95% CI 0.44 to
0.64; AOR 0.53, 95% CI 0.44 t0 0.65), even after adjustment for
patient demographics. As well, compared to patients of staff
physicians, patients of residents had significantly lower odds
of feeling involved in their medical decisions (93.3% vs 95.9%;
UOR 0.60, 95% CI 0.44 to 0.83; AOR 0.68, 95% CI 0.48 t0 0.97)
and had significantly decreased odds of reporting spending
enough time with their clinician (92.5% vs 95.5%; UOR 0.58,
95% CI 0.43t0 0.79; AOR 0.64, 95% CI 0.46 t0 0.90).

Respondents who were unsure of their regular clini-
cian indicated significantly lower adjusted odds of affirmative
responses in all questions that did not pertain to urgent care
(Supplemental Appendix D).

We compared the care experience between patients of resident
and staff physicians at 13 teaching clinics associated with the
largest family medicine residency training program in North
America. We found that patients who reported usually seeing
a resident physician had lower odds of reporting timely care
for nonurgent concerns and seeing their preferred clinician
compared to patients who reported usually seeing a staff
physician.

Others have analyzed visit data and also found lower
continuity among resident versus staff physicians. 29! A survey
of Quebec family medicine residents noted “decreased time in
clinic” and “scheduling” as barriers to maintaining relational
continuity.?° These barriers relate, in large part, to residents
being away from clinic during off-service rotations (ie, training
rotations other than family medicine). Other studies also
have suggested that the complexities of resident schedules at
academic teaching sites influence timeliness and continuity
for patients. For example, a study of US family medicine
clinics showed significantly decreased access among academic
teaching sites compared to community clinics.?’ In our study,
lower odds of seeing their preferred clinician also may relate to
patients who usually see a resident preferring to see their staff
physician.

Various solutions have been proposed to increase conti-
nuity and access for patients of resident physicians, including
the use of an open-scheduling policy to allow for same-day

Doherty et al.
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Flow Diagram of Survey Respondents Included in the Analysis

32,307 surveys distributed in
English and French

24,770 surveys had no responses

55 surveys completed in French

7,482 (23%) responded to the
survey and answered in
English

7,482 (100%) of respondents
answered at least one question

937 surveys did not answer the
“usual primary care provider seen”
question

6,545 (87%) answered the
“usual primary care provider
seen” question
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Characteristics of Patients Who Reported Being Seen by a Resident Versus Staff Physician (N=6,059) *

Demographic characteristic Patients reporting being Patients reporting being Pvalue
seen by staff physicians seen by resident
(n=4,842)n (%) physicians (n=1,217)n
(%)
Age (n=6,509) 0 to 17 years old 217 (4.5) 75 (6.2) <.001
18 to 24 years old 75 (1.6) 17 (1.4)
25 to 34 years old 336 (7.0) 95(7.9)
35 to 49 years old 994 (20.6) 248 (20.5)
50 to 64 years old 1,545 (32.1) 298 (24.7)
>65 years old 1,654 (34.3) 476 (39.4)
Gender (n=6,488) Woman 3,229 (67.2) 719 (59.7) <.001
Man 1,520 (31.6) 462 (38.3)
Other or prefer not to answer 56 (1.2) 24 (2.0)
Education level (n=6,380) High school or less 932(19.7) 314 (26.8) <.001
College/university 2,330 (49.2) 559 (47.6)
Graduate/professional 1,473 (31.1) 301(25.6)
Trouble making ends meet Yes 399 (8.5) 117 (10.0) <.001
(n=6,357) No 3,850 (81.6) 885 (75.6)
Prefer not to answer 471 (10.0) 168 (14.4)
Born in Canada (n = 6,437) Yes 3,490 (73.2) 790 (66.0) <.001
No 1,275 (26.8) 407 (34.0)
Preferred language (n = 6,490) English 4,745 (98.8) 1,184 (98.3) .33
Non-English 60 (1.3) 20 (1.7)
Self-rated health (n = 6,487) Excellent or very good health 2,701 (56.2) 581 (48.4) <.001
Good health 1,446 (30.1) 401(33.4)
Fair or poor health 658 (13.7) 218 (18.2)

*See Supplemental Appendix C for table of characteristics that includes patients who reported their primary care clinician was a nurse practitioner or who were

unsure what type of clinician they saw.

bookings or a system where two residents empanel the same
patients to increase the likelihood of seeing at least one of
their regular clinicians.?® Using the electronic medical record
to document resident patient panels, engaging the reception
staff, redesigning appointment schedules, using appointment
cards for residents, and collecting midrotation feedback are
also practical strategies that have been suggested to increase
continuity.?° Augmenting availability for walk-in or same-day
appointments can increase timely access at academic centers
but does not necessarily increase relational continuity with the
same resident.3° Despite the plethora of promising strategies,
a scoping review noted that the impact of interventions to
improve continuity of care in residency teaching clinics has
been mixed, and more research is needed to identify successful
models. !

We did not find significant differences between patients
of resident versus staff physicians for timely access to urgent
care and ease of after-hours care. We hypothesize that these
findings relate to practice policies at many of our teaching
clinics that prioritize access for urgent issues. For example,
many practices have policies to support triage of urgent
calls, directing them to a covering nurse or doctor if the
patient’s usual clinician is away. We found patients of resident
physicians had lower odds of feeling involved in medical
decisions and spending enough time with their clinician,
although differences were small. We hypothesize that this
finding may reflect residents’ developing time management
and shared decision-making skills, because typical resident
patient appointments (15-30 min) are the same or longer than
for staff physicians (15 min).

Doherty et al.

https://doi.org/10.22454/FamMed.2024.956897 5


https://doi.org/10.22454/FamMed.2024.956897

Family Medicine, Volume 56, Issue X (2024): 1-8

Comparison of Self-Reported Patient Experience by Type of Primary Care Clinician Seen, Before and After Adjustment for Patient Demographics

a,b

Question (affirmative response) Usual primary Affirmative Unadjusted OR Adjusted OR
care clinician responses, n (%) (95% CI) (95% CI)
seen

How many days did it take from when you first tried to book an Staff physician 358 (68.6)

appointment at our clinic to when you received care? (same day or Resident 69 (57.0) 0.61(0.41to 0.71(0.4.6 t0 1.12)

next day) physician 0.91) *

How would you describe the length of time it took between making  Staff physician 418 (77.0)

the appointment and receiving care? (about right) Resident 91(73.4) 0.83(0.53t01.30) 110 (0.67 t0 1.87)
physician

How easy or difficult was it to get urgent care from clinic on an Staff physician 77 (46.4)

evening, weekend, or holiday during the COVID-19 pandemic? Resident 19 (52.8) 1.29 (0.63 to 1.09 (0.47 t0 2.52)

(very easy or somewhat easy) physician 2.68)

How often did you receive care from the doctor or nurse Staff physician 2,619 (82.6)

practitioner that you prefer? (always or usually) Resident 539 (71.5) 0.53 (0.44 to 0.53 (0.44 to
physician 0.64)* 0.65) *

How often did you receive care within a reasonable time from your ~ Staff physician 2,917 (90.1)

doctor or nurse practitioner? (always or usually) Resident 703 (85.3) 0.64 (0.51 to 0.70 (0.55 to
physician 0.81) * 0.90) *

When you received care from your doctor or nurse practitioner, Staff physician 3,106 (95.9)

how often did they involve you as much as you want to be in Resident 769 (93.3) 0.60 (0.44 to 0.68 (0.48 to

decisions about your care and treatment? (always or usually) physician 0.83) " 0.97) *

When you received care from your doctor or nurse practitioner, Staff physician 3,093 (95.5)

how often did they spend enough time with you? (always or usually) Resident 762 (92.5) 0.58 (0.43 to 0.64 (0.46 to
physician 0.79) * 0.90) *

*Statistically significant

“The following variables were included in the multivariable logistic regression models: age, gender, education level, trouble making ends meet, whether born

in Canada, preferred language, and self-rated health.
®Data for nurse practitioner are presented in Supplemental Appendix D.
Abbreviations: OR, odds ratio; CI, confidence interval

Notably, we found resident patients were more likely
to be older, born outside of Canada, report a high school
education or less, report having difficulty making ends meet,
and report poor or fair health. Why these differences exist
is unclear, but potential reasons include deliberate selection
of patients related to learning value, staff physicians trying
to accommodate more at-need patients despite already full
panels, or more marginalized patients being less likely to
advocate for care from staff physicians.

We found that nearly 5% of respondents were unsure
of who their primary clinician was; even when adjusting for
demographic differences, this group of patients was less likely
to report timeliness or care continuity. More research is needed
to understand why they are unsure and how this affects care.

Strengths and Limitations

We examined differences in access and continuity between
patients who reported usually seeing resident versus staff
physicians. Using a patient lens, we analyzed data from more
than 6,500 patients who responded to a common patient
experience survey. We examined seven patient experience
outcomes and adjusted our analysis for various sociodemo-
graphic factors. However, several factors may limit external
generalizability. The survey was done in the first few months of

the pandemic. All practices were affiliated with the University
of Toronto; most were team-based practices, and all had
physicians paid via blended capitation. As well, response bias
is arisk. The response rate was 23%, the survey was distributed
in English and French to those with an email address, and some
who received the survey chose not to respond; unfortunately,
we do not have demographic data for nonresponders. Further,
patients who were more engaged in care or could more easily
recall their experiences may have been more likely to respond.
We could not control for inherent differences between patients
who agree to resident empanelment versus those who maintain
only a staff physician as their usual primary care clinician. We
did not have information in the survey about year of training,
so we could not explore that factor. Finally, resident patients
are coempaneled to both residents and staff, and patients
of resident physicians may have been commenting on staff
physician care in their responses, including how frequently
they saw their preferred clinician.

We found that patients who reported usually seeing a resident
versus staff physician had lower odds of reporting timely
access for nonurgent concerns and relational continuity with
their preferred clinician. Resident patients also were sicker and

6 https://doi.org/10.22454/FamMed.2024.956897
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