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Over the past decade, fiscal restraint and changing
public perceptions about health care have resulted
in controversies about the best ways to organize

and deliver primary care. Since 1984, when they first
emerged in Ontario, walk-in clinics have proliferated.
From the patient’s perspective, a potential appeal of walk-
in clinics is that they provide ready access to immediate
care, especially outside regular office hours. It is widely be-
lieved that the volume of services these clinics provide in-
creased significantly in the 1990s.

Walk-in clinics have been met with a lack of enthusi-
asm from both family and emergency physicians.1,2 Con-
cerns about walk-in clinics include quality2–5 as well as
continuity4–7 and costs2–5 of care. However, perceptions of
low quality of care in walk-in clinics are not supported by
empirical evidence. In our review of the literature we
identified only one study comparing quality of care in
walk-in clinics and alternative sources of primary care
such as family practices and emergency departments. Us-
ing standardized patients and consensus-based process-of-
care criteria for 5 clinical scenarios, Grant and colleagues8

found that walk-in centres achieved a significantly higher
mean score for overall quality of care than general prac-
tices. Parks and associates9 assessed the quality of
processes of care in a chain of US walk-in centres for 5
acute diagnoses using explicit criteria developed by an in-
dependent panel of physicians. However, their study did
not include a direct comparison with quality of care in
other primary care settings.

Although some physicians are concerned about the con-
tinuity and quality of care given in walk-in clinics, patients
may be satisfied because their demands for convenient care
are being met. Patient satisfaction can be considered one
measure of quality of medical care.

We report here on a prospective cohort study to assess
and compare patient satisfaction (as determined by ques-
tionnaire) and quality of care (as determined by chart ab-
straction) for common, minor, acute conditions in 3 pri-
mary care settings in Ontario: walk-in clinics, family
physicians’ offices and emergency departments.
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Abstract

Background: Although walk-in clinics are an increasingly com-
mon feature of Ontario’s health care system, the quality of
care they provide is the subject of continuing debate. In this
study we examined differences in patient satisfaction and
quality of care for common acute conditions in walk-in clin-
ics, family practices and emergency departments.

Methods: For this prospective cohort study, we recruited 12 walk-
in clinics, 16 family practices and 13 emergency departments
from 11 geographic areas in greater Toronto, Hamilton-
Burlington and London, Ont. An expert review panel selected
and established quality-of-care criteria for 8 common acute
conditions. Patients who sought initial care for 1 of the 8 con-
ditions were recruited by an on-site data collector. We used a
questionnaire to assess the satisfaction of 433 patients with pa-
tient-centred communication, the physician’s attitude and any
delay in the waiting room during the study visit. Abstractors re-
viewed 600 charts for the study patients to assess whether the
quality-of-care criteria had been met. A quality score for each
case was computed as the percentage of applicable criteria
that were met. Mean quality scores for the 3 settings were
computed, with adjustment for potentially confounding vari-
ables (sex, age, city and diagnosis).

Results: After adjustment for 12 patient characteristics, walk-in
clinic patients were significantly more satisfied than emer-
gency department patients on all 3 satisfaction scales. Family
practice patients were more satisfied than walk-in clinic pa-
tients on all 3 satisfaction scales, but the difference was sta-
tistically significant only for satisfaction with waiting time.
Adjusted mean quality-of-care scores were 73.1% for emer-
gency departments, 69.9% for walk-in clinics and 64.1% for
family practices. The scores for walk-in clinics and emer-
gency departments were significantly higher than that for
family practices.

Interpretation: Satisfaction with waiting time was highest among
family practice patients. Both family practices and walk-in
clinics were perceived more positively than emergency de-
partments on all 3 dimensions of satisfaction. Overall quality-
of-care scores were higher in walk-in clinics and emergency
departments than in family practices.
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Methods

This study was part of a larger multicentre study, “The Role
and Impact of Walk-In Clinics in Ontario’s Health Care System,”
which compared utilization, cost and quality of services in walk-in
clinics with those provided in family physicians’ offices and emer-
gency departments.

We conducted our study in greater Toronto, Hamilton-
Burlington and London, Ont. We approached 20 walk-in clinics
(chosen by random selection), 35 family practices (32 randomly se-
lected and 3 identified by targeted recruitment) and 13 emergency
departments (randomly selected in Toronto and all departments in
Hamilton-Burlington and London) from 11 geographic areas in
the 3 cities. These 3 metropolitan areas were chosen because they
had a relatively high concentration of walk-in clinics and were
readily accessible to the research team. At least one walk-in clinic,
one family practice and one emergency department were recruited
from each of the 11 geographic areas to ensure that the 3 care set-
tings drew patients from the same population pool.

Family practices were defined as settings where more than 50%
of patient visits were by “regular patients,” people who used the
clinic or saw a physician in the clinic for ongoing care of common
medical problems and for preventive care. To be included in the
study, family practices had to consist of 2 or more physicians (to in-
crease the efficiency of patient recruitment) and remuneration had
to be on a fee-for-service basis. Walk-in clinics were defined as clin-
ics where less than 50% of visits were by “regular patients.” All walk-
in clinics included in the study received fee-for-service payment.

An expert review panel was convened to select tracer conditions
and to establish quality-of-care criteria. The panel consisted of 2
family physicians, 1 family/walk-in clinic physician, 1 family/emer-
gency physician and 1 emergency/walk-in clinic pediatrician. On
the basis of available data regarding frequency of diagnoses in the 3
settings10 (J. Ivan Williams, Senior Scientist, Institute for Clinical
Evaluative Sciences, Toronto, personal communication 1997), 8
acute conditions commonly seen in all 3 settings were selected for
study: pharyngitis, gastroenteritis, serous otitis media, acute otitis
media, upper respiratory infection, acute bronchitis, urinary tract
infection and low back pain. Quality-of-care criteria previously de-
veloped by the College of Family Physicians of Canada11,12 were re-
viewed by the panel and modified by consensus. The criteria dealt
with processes of care and included performance of appropriate
clinical actions and avoidance of inappropriate clinical actions. The
criteria covered the domains of history-taking, physical examina-
tion, diagnostic procedures, imaging, verification of diagnosis,
drugs and physical therapy, education and preventive care, and fol-
low-up. Copies of the final criteria are available from the authors
on request. The number of criteria ranged from 4 for serous otitis
media to 23 for gastroenteritis.

On the basis of previous studies of patient satisfaction13 and qual-
ity of care11 and using standard methods,14 we estimated that a sam-
ple size of 150 patients per setting (total 450 patients) would be ade-
quate to detect clinically meaningful differences in outcomes
between settings. To ensure a similar patient mix in each setting,
only patients being seen for an initial assessment for 1 of the 8 tracer
conditions were invited to participate. Patients were approached by
data collectors while they were waiting to see the primary care
physician. Information from patients under 16 years of age and those
not competent to respond was collected through a proxy adult re-
spondent using questionnaires with slightly modified wording. After
eligibility questions were asked and informed consent was obtained,
each English-proficient patient or proxy was interviewed to ascertain

demographic characteristics and whether the patient had a regular
family physician. Only patients with 1 of the 8 conditions confirmed
by the physician (as determined by chart audit) were eligible for the
study. As well, eligibility was limited to regular patients in the family
practices and “nonregular” patients in the walk-in clinics. Data were
collected between Feb. 15 and Dec. 21, 1998. Data collectors re-
cruited 600 eligible patients with a total of 625 tracer conditions
(some of the 600 patients had more than one tracer condition). All
600 patients were included in the quality-of-care analyses. Of these
600 patients, 486 completed all data collection instruments, and 433
of these (174 from walk-in clinics, 122 from family practices and 137
from emergency departments), for whom we had complete informa-
tion on all relevant variables, were included in the patient satisfaction
analyses. For the analyses related to satisfaction with care, the diag-
noses upper respiratory infection, pharyngitis and acute bronchitis
were collapsed into a single category, upper respiratory illness, and
the diagnoses acute otitis media and serous otitis media were col-
lapsed into a single category, otitis media.

A tridimensional model of patients’ satisfaction with the study
visit was used. After seeing the physician, each patient completed a
self-administered questionnaire which included 3 instruments,
each measuring a separate dimension of satisfaction previously
identified as important:15–18 perceptions of patient-centred commu-
nication19,20 (8 items with 4 response choices per item, averaged to a
total score ranging from 1 to 4), perceptions of the physician’s atti-
tude21 (5 items with 5 response choices per item, converted to a to-
tal score ranging from 20 to 100) and delay in the waiting room21

(3 items with 5 response choices per item, converted to a total
score ranging from 20 to 100). The items included in each scale
are listed in Appendix 1 (see www.cmaj.ca). The internal reliability
of the 3 satisfaction scales was tested with Cronbach’s α.

Although patients were clustered by provider and providers by
practice, the fact that some patients were seen by more than one
provider made analyses allowing for such clustering infeasible, and
the subjects within each setting were considered as independent ob-
servations. Univariable comparisons of satisfaction among the 3 set-
tings were performed by analysis of variance (ANOVA). In multivari-
able analyses, the different satisfaction outcomes were modelled
separately with linear multiple regression analyses (backward stepwise
elimination method with significance level for exclusion of p = 0.15).
The independent variables considered for inclusion were setting
(walk-in clinic, family practice, emergency department), sex, age, edu-
cation, main activity (employment or other), income, language spo-
ken at home, whether the patient was living with a partner, whether
the patient had children, self-reported health status, perceived seri-
ousness of condition, diagnosis (conditions of interest) and whether
the patient had a regular family physician. Statistical significance was
set at p < 0.05 for both univariable and multivariable analyses.

For the quality-of-care analysis, chart abstraction was per-
formed by 12 experienced abstractors between Feb. 15 and Dec.
21, 1998. Only the record of the initial visit for the tracer condi-
tion was reviewed. The abstractors were provided with a detailed
abstraction manual and participated in a 3-day training session.
Intra- and inter-rater reliability and criterion validity were as-
sessed on the basis of duplicate abstraction of 10 charts covering 7
of the tracer conditions, for which kappa statistics22 and reliability
coefficients23 were generated.

A quality-of-care score for each case was computed as the per-
centage of applicable criteria met. Therefore, each case received
the same weight regardless of the number of applicable criteria.
Scores for each of the 3 settings were computed as the mean of
scores for all cases managed in that setting.
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To adjust for potentially confounding factors, we computed
mean scores for each setting, controlling for sex of the patient, age
of the patient (grouped as less than 12 years and 12 years or
older), city and diagnosis. In addition, preliminary investigation
revealed the need to control for a significant interaction between
city and setting.

We explored the potentially confounding effects of patients’
health status (“In general, would you say your health is excellent,
very good, good, fair or poor?”) and perceived condition severity
(“On a scale of 1 to 5, with 1 being not serious at all and 5 being
very serious, how would you rate the seriousness of your condi-
tion?”). Neither perceived health status nor perceived condition
severity was significantly related to quality-of-care scores. Accord-
ingly, neither of these variables was included in our analytic model.

We developed an ANOVA model from which the population
marginal means of the scores for each setting were estimated. Es-
timated marginal means, also known as least squares means, are a
function of the model parameters, without regard for the distribu-
tion of observations through the model factors.24 These means are
adjusted for other factors in the model, and thus we refer to them
as adjusted scores. The proportion of variability explained is given
by the ratio of the between-groups sum of squares to the total
sum of squares. After including setting, sex, age, city, diagnosis,
and the interaction of setting and city, we checked for significant
interactions between sex and age and other model factors. The
only other significant interaction was between sex and diagnosis.

The study was approved by the Research Ethics Boards at The
University of Western Ontario, The University of Toronto, Mc-
Master University and participating hospitals.

Results

Of the 20 randomly selected walk-in clinics, 12 (60%)
agreed to participate. All 13 emergency departments that
we approached participated in the study. Of 35 family prac-
tices approached, 17 (49%) agreed to participate. Of these
17, 3 did so after targeted recruitment, which was under-
taken because as the deadline for completion of data collec-
tion neared, no family practices had been recruited in 3 of
the 6 geographic areas in Toronto. The final 3 family prac-
tices were recruited from the sampling frame on the basis

of a personal relationship with a member of the research
team. One of the 17 family practices that agreed to partici-
pate contributed no patients to the study, which left 16
family practices for inclusion in the analysis. Most of the
participating family practices provided care exclusively to
regular patients. No participating practice reported walk-in
patients as more than one-third of total patient volume.

The reference standard for the assessment of criterion
validity of quality-of-care chart abstraction was based on
chart abstraction by a physician member of the research
team (E.V.). The kappa statistic, a measure of chance-
corrected agreement, was 0.89 for intra-rater reliability.
The reliability coefficient for inter-rater reliability and the
overall reliability coefficient (which reflects both inter- and
intra-rater reliability) were both 0.765. The kappa statistic
for chance-corrected agreement with the reference stan-
dard chart abstraction (criterion validity) was 0.84.

The distribution of tracer conditions varied markedly
across settings (Table 1). For example, a large majority of
the cases of gastroenteritis were seen in emergency depart-
ments, whereas acute bronchitis and pharyngitis were more
common in walk-in clinics and family practices. The vari-
able distribution of cases among the 3 settings illustrates
the need for case-mix adjustment in comparing perfor-
mance across settings. The characteristics of the 433 pa-
tients included in the satisfaction analysis are summarized
in Table 2.

The internal reliability of the 3 satisfaction scales (Cron-
bach’s α) was 0.91 for patient-centred communication, 0.87
for doctor’s attitude and 0.77 for delay in the waiting room.
The distribution of the satisfaction measures by setting is
shown in Fig. 1. For each individual item in all 3 satisfac-
tion scales, the mean values were ordered consistently, with
values for family practice patients higher than those for
walk-in clinic patients, and values for walk-in clinic patients
higher than those for emergency department patients (re-
sults not shown), although the differences were not always
statistically significant.

Satisfaction with and quality of care in walk-in clinics
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Table 1: Distribution of tracer conditions among patients recruited for a study of
patient satisfaction and quality of care in 3 different settings

Setting; no. (and %) of patients*

Tracer condition
Family

practice
Walk-in
clinic

Emergency
department Total

Pharyngitis 38 (23.0) 34 (14.9) 25 (10.8) 97 (15.5)
Gastroenteritis 8 (4.8) 8 (3.5) 44 (19.0) 60 (9.6)
Serous otitis media 0 (0) 5 (2.2) 1 (0.4) 6 (1.0)
Acute otitis media 17 (10.3) 52 (22.8) 47 (20.3) 116 (18.6)
Upper respiratory infection 52 (31.5) 83 (36.4) 56 (24.1) 191 (30.6)
Acute bronchitis 32 (19.4) 28 (12.3) 11 (4.7) 71 (11.4)
Urinary tract infection 13 (7.9) 13 (5.7) 36 (15.5) 62 (9.9)
Low back pain 5 (3.0) 5 (2.2) 12 (5.2) 22 (3.5)
Total 165 (100) 228 (100) 232 (100) 625 (100)

*Percentages are calculated on the basis of total number of patients in each setting.



In the final multivariable model regarding patient-cen-
tred communication (Table 3), satisfaction among walk-in
clinic patients was significantly higher than among emer-
gency department patients but not significantly lower than
among family practice patients. Having children was asso-
ciated with higher levels of satisfaction.

Patients’ satisfaction with the doctor’s attitude was re-
lated in multivariable analysis to setting (with walk-in clinic
patients being more satisfied than emergency department
patients), language (with those who usually spoke a lan-
guage other than English at home being less satisfied), hav-
ing children, main activity and income level (Table 3).

In the final multivariable model of satisfaction with de-
lay in the waiting room, only setting was significant, with
patients in walk-in clinics reporting levels of satisfaction
significantly lower than those in family practices but higher
than those in emergency departments (Table 3).

Interactions among variables that were significant in the
multivariable models were also investigated, but none of
the interaction terms were significant.

The final ANOVA model explained 28% of the variance
in quality-of-care scores. Of the variables included in the
model, diagnosis made the largest contribution to variation
in quality-of-care scores, followed, in descending order of
contribution, by city (greater Toronto, Hamilton-Burling-
ton or London), interaction of city and setting (walk-in
clinic, family practice or emergency department), setting,
interaction of diagnosis and sex, and sex.

Overall unadjusted and adjusted mean quality-of-care
scores for each of the 3 settings are shown in Table 4. The
adjusted mean quality-of-care scores were significantly
higher for patients in walk-in clinics and emergency de-
partments than for patients in family practices.

Interpretation

This study examined 2 aspects of care in different set-
tings: patient satisfaction and quality of care received for
specific tracer conditions.

Patient satisfaction is an important dimension of good
medical care. In addition to being a desirable outcome in its
own right,25 patient satisfaction is also associated with
health status15,26 and with health-related behaviours such as
compliance with medical regimens and appointment-keep-
ing.27–29 In our study walk-in clinic patients reported lower
satisfaction than family practice patients (statistically signif-
icant for delay in the waiting room) and higher satisfaction
than emergency department patients (statistically signifi-
cant for all 3 dimensions of satisfaction).

One possible explanation for the pattern of satisfaction
results is selection bias. Most of those who chose a walk-in
clinic or emergency department had regular family physi-
cians; however, one-third reported that their family physi-
cian was not available (or at least was perceived to be un-
available), which led to their attendance at a clinic or
emergency department. These patients’ frustration with
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Table 2: Characteristics of 433 patients included in
satisfaction analyses

Characteristic No. (and %) of patients

Setting
Walk-in clinic 174 (40.2)
Family practice 122 (28.2)
Emergency department 137 (31.6)
Sex
Male 169 (39.0)
Female 264 (61.0)
Age, yr
< 16 195 (45.0)
16–44 185 (42.7)
> 44 53 (12.2)
Education
At most high school 171 (39.5)
Some college or university* 163 (37.6)
University degree 99 (22.9)
Main activity
Cares for family 81 (18.7)
Works for pay 157 (36.3)
Family care and work for pay 130 (30.0)
Attends school 37 (8.5)
Other 28 (6.5)
Income, $
< 20 000 77 (17.8)
20 000 – 60 000 180 (41.6)
> 60 000 176 (40.6)
Language spoken at home
English 396 (91.5)
Other 37 (8.5)
Living with a partner
Yes 292 (67.4)
No 141 (32.6)
Children
Yes 330 (76.2)
No 103 (23.8)
Health status
Excellent or very good 254 (58.7)
Good 119 (27.5)
Fair or poor 60 (13.9)
Perceived seriousness of condition
Not at all serious 33 (7.6)
Somewhat serious 365 (84.3)
Very serious 35 (8.1)

Diagnosis†
Upper respiratory illness‡ 270 (62.4)

Otitis media§ 89 (20.6)
Low back pain 10 (2.3)
Gastroenteritis 36 (8.3)
Urinary tract infection 41 (9.5)
Regular family physician
Yes 404 (93.3)
No 29 (6.7)

*Includes people who had completed a college diploma.
†Some patients had more than one of these conditions.
‡Comprises pharyngitis, upper respiratory infection and acute bronchitis.
§Comprises serous and acute otitis media.



not being able to see their family physician might have re-
sulted in lower levels of satisfaction with care received.
Since the analyses controlled for a series of patient charac-
teristics, including diagnosis and perceived seriousness of
the presenting condition, it is unlikely that these results can
be attributed to different types of patients seeking care in
the various settings. However, it is possible that some walk-
in clinic patients are hard to please and were “doctor-shop-
ping.” The scores would then reflect, in part, this element
of their personalities. Physician selection bias is also possi-
ble, given the differential participation rates across settings.

The difference in patient satisfaction between walk-in
clinic and family practice patients on the one hand and
emergency department patients on the other may be due in
part to differential training of physicians working in these
settings. Since 1993, it has been a requirement in Ontario
that all walk-in clinic and family physicians complete 2 years
of family medicine training. In contrast, emergency physi-
cians may or may not have family medicine training. Those
accredited by the College of Family Physi-
cians of Canada must complete 2 years of
such training followed by 1 year of emer-
gency medicine training, but the 5-year
training program for accreditation by the
Royal College of Physicians and Surgeons
of Canada has no family medicine compo-
nent. Another possible reason for the dif-
ferences might be the personality types of
the physicians who choose the different
work settings. Emergency physicians may
be interested in a fast pace and episodic
care, which could imply less interest in the
interpersonal aspects of the patient en-
counter. The differences found may also
be due to the context of the visits. The
family practice office may offer the com-
fort of familiarity, short waiting times and
a noninstitutional atmosphere. The walk-
in clinic may offer longer waiting times
and less familiarity but still a noninstitu-
tional atmosphere. Visiting the emergency
department may entail even longer waiting
times and less familiarity, as well as an in-
stitutional atmosphere. Finally, one cannot
rule out the possibility that continuity of
care, which by definition characterizes vis-
its to family practices, was the reason for
higher satisfaction in that setting. Conti-
nuity of care and length of relationship
with primary care physicians have, in many
other studies, been positively correlated
with satisfaction.30–33

The overall high level of satisfaction
found and the relation between satisfaction
and patient characteristics (sex, age, family
size and socioeconomic status) was similar

to findings in some other studies in primary care settings, al-
though there is a lack of consistency in this literature.15,16,18,34–39

High scores and little variability in scores are common
problems in studies of satisfaction.18 In spite of these potential
limitations of measurement, the current study still showed a
range of scores for all 3 scales. Furthermore, the study sample
was large enough to detect statistically significant differences.

The second aspect of the study examined quality of care
received. Although overall quality-of-care scores were signif-
icantly higher among walk-in clinic and emergency depart-
ment patients than among family practice patients, the ab-
solute differences in adjusted scores were not large: 5.8
percentage points between walk-in clinics and family prac-
tices and 9.0 percentage points between emergency depart-
ments and family practices. Differences of this magnitude
may or may not be reflected in differences in patient out-
comes for 2 reasons. First, quality-of-care criteria were based
on the consensus of a panel of expert clinicians informed by,
but not exclusively based on, high-quality evidence. For

Satisfaction with and quality of care in walk-in clinics
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Fig. 1: Frequency distributions of the 3 satisfaction scales by setting. Black bars
= family practice patients, grey bars = walk-in clinic patients, open bars = emer-
gency department patients. For all 3 satisfaction scales, p < 0.001 for differ-
ences in distribution across settings.
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many processes of care such evidence is not available. It is
therefore possible that conformity with some of these criteria
is unrelated to outcome. Second, it is conceivable that family
physicians’ continuing relationship with their patients allows
more limited assessment and management or less complete
documentation without compromising patient outcomes.

Lower quality-of-care scores in family practices could be
related to the broader mandate of this setting compared with
walk-in clinics and emergency departments. If family physi-
cians attend to preventive care, chronic disease management

and psychosocial issues in the course of some visits for acute
minor conditions, they may be less rigorous in their assess-
ment and management or documentation of the acute illness.

Because of the variable participation rates across the 3 set-
tings — from 49% of family practices to 100% of emergency
departments — our results may be affected by selection bias. If
higher-quality (better-performing) walk-in clinics and family
practices were more likely to agree to participate in the study,
the differences between emergency departments on the one
hand and walk-in clinics and family practices on the other
might have been underestimated by our results. Given the
higher participation rate of walk-in clinics than of family prac-
tices, we feel that our results provide strong reassurance that
the quality of the processes of care in walk-in clinics for the
conditions studied was at least as good as in family practices.

Similar quality of care in walk-in clinics and family prac-
tices should not be surprising, because most physicians in both
settings have been trained in family medicine residency pro-
grams. Furthermore, many walk-in clinic physicians divide
their time between walk-in clinic work and family practice.

Our study had several limitations. In the course of pilot
work for this study we found that some walk-in clinics pro-
vided continuing care to regular patients in addition to walk-in
services and some family practices provided walk-in services in
addition to continuing care for regular patients. Limiting our
study to “pure” walk-in clinics and family practices would have
excluded a significant proportion of walk-in clinics currently in
operation. However, including these mixed practices might
have made walk-in clinics and family practices appear more
similar than would otherwise have been the case, even though
only regular patients of family practices and walk-in patients of
walk-in clinics were included in the study. In spite of this po-
tential, we did observe differences between these 2 settings in
terms of both quality and satisfaction.

Our inability to adjust our statistical analysis for the
clustering of patients at both the practice and physician lev-
els would tend to inflate the statistical significance of differ-
ences between settings. However, with one exception (pa-
tient-centred communication in emergency departments
compared with walk-in clinics and family practices) the p
values for the differences between settings that we report
ranged from 0.006 to less than 0.001. Even if scores for
quality or satisfaction were highly correlated within prac-
tices or among patients seen by the same physician, these
differences would almost certainly remain statistically sig-
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Table 3: Multivariable linear regression models for 3
dimensions of satisfaction with care

Variable
Mean
score   β p value

Perception of patient-centred
communication (n = 433)
Intercept       3.46  < 0.001
Setting
Walk-in-clinic (reference)   3.3
Family practice   3.5       0.22   0.06
Emergency department   3.2     –0.24   0.03
Children
Yes (reference)   3.4
No   3.2     –0.21    0.004
Satisfaction with physician’s
attitude (n = 429)
Intercept   88.0 < 0.001
Setting
Walk-in-clinic (reference) 87.6
Family practice 90.4       2.08  0.23
Emergency department 82.4     –6.00 < 0.001
Language
English 87.2       5.20    0.044
Other (reference) 80.4
Children
Yes (reference) 87.2
No 84.8     –5.44     0.006
Main activity
Cares for family 87.2     –1.84   0.40
Works for pay (reference) 87.6
Family care and work for pay 84.8     –4.84   0.01
Attends school 86.4       2.96   0.31
Other 89.2       2.60   0.41
Income, $
< 20 000 82.8     –6.79     0.002
20 000 – 60 000 86.4     –2.04   0.20
> 60 000 (reference) 88.4
Satisfaction with delay in waiting
room (n = 431)
Intercept     65.13 < 0.001
Setting
Walk-in-clinic (reference) 65.1
Family practice 72.0       6.53    0.006
Emergency department 53.7 –11.4 < 0.001

Table 4: Overall quality-of-care scores

Mean score, %

Setting
No. of

patients Unadjusted Adjusted*†

Family practice 156 68.9 64.1
Walk-in clinic 214 77.1 69.9
Emergency department 220 74.1 73.1
*Adjusted for age, sex, city, diagnosis, city × setting, sex × diagnosis.
†Walk-in clinic > family practice (p = 0.005); emergency department > family practice (p
< 0.001).



nificant in an analysis that adjusted for cluster effects.
The contrasting results related to quality and patient

satisfaction are notable. Patient satisfaction scores were
highest in family practices and lowest in emergency depart-
ments, whereas for quality-of-care scores the order was re-
versed. This suggests the possibility of a trade-off in the
treatment of acute minor conditions between patient satis-
faction and adherence to “best practice” standards for the
provision and documentation of care.
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