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ABSTRACT

PURPOSE Primary care access is a key health system metric, but little research has compared
models to provide primary care access when one’s regular physician is not available. We
compared health system use after a visit with a patient’s own family physician group (ie,
within-group physician who was not the patient’s primary physician) vs a visit with a walk-in
clinic physician who was not part of the patient’s family physician group.

METHODS We conducted a population-based, retrospective cohort study using administra-
tive data from Ontario, Canada, including all individuals formally enrolled with a family
physician, from April 1, 2019 to March 31, 2020. We compared those visiting within-group
physicians to those visiting walk-in clinic physicians using propensity score matching to
account for differences in patient characteristics. The primary outcome was any emergency
department visit within 7 days of the initial visit.

RESULTS Matched patients who visited a within-group physician (N = 506,033) were 10% less
likely to visit an emergency department in the 7 days after the initial visit compared to patients
who saw a walk-in clinic physician (N = 506,033; 20,117 [4.0%] vs 22,320 [4.4%)]; risk dif-
ference [RD] 0.4%; 95% Cl 0.4-0.5; relative risk [RR] 0.90; 95% Cl, 0.89-0.92). Restricting to
visits occurring on weekends, the observed association was stronger (7,964 [3.7%] vs 10,055
[4.7%]; RD 1.0%; 95% Cl 0.9-1.1; RR 0.79; 95% Cl, 0.77-0.82). Those accessing after-hours
within-group physician visits were more likely to have >1 additional virtual or in-person within-
group physician visit within 7 days (virtual RR 1.86, in-person RR 1.87).

CONCLUSIONS Compared to visiting a walk-in clinic physician, seeing a within-group phy-
sician after hours might decrease downstream emergency department visits. This finding
could be explained by better continuity of care and can inform primary care service models
and the policies that support them.

Ann Fam Med 2024;22:483-491. https://doi.org/10.1370/afm.3181

INTRODUCTION

alancing timely access with care continuity remains an important challenge

in primary care. Although 90% of the population in Ontario, Canada's most

populous province, report having a family physician or primary care provider,'
less than one-half are able to make a same- or next-day appointment.? Walk-in clin-
ics provide episodic care without an appointment and are available to all patients,
whether they are attached to a primary care physician or not.’® Attached patients
sometimes visit walk-in clinics when their perceived need for care falls outside regu-
lar office hours such as during evenings or weekends,” if they have poor same-day
or next-day appointment access with their regular physician ® or if they perceive the
walk-in clinic to be more easily accessible.>*!" An estimated 30% of Ontarians visit
a walk-in clinic each year."

Continuity of care is associated with greater patient satisfaction, better health
outcomes, and decreased subsequent health care utilization and costs.”'*" Infor-
mational continuity exists if information about the patient, including their previous
health care use, is available at the point of care.'® Management continuity captures
“the extent to which services delivered by different providers are timely and comple-
mentary such that care is experienced as connected and coherent."” Walk-in clinics
can decrease care continuity.*'®!? In addition to introducing a new physician, there is
no expectation of an ongoing relationship between the patient and the walk-in clinic
physician, who typically does not have access to patients’ existing health records, nor
is the walk-in clinic record shared with patients’ usual family physicians.
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In an attempt to offer an alternative that ensures access
while preserving informational and management continu-
ity, some health care funders have introduced requirements
and incentives for after-hours coverage within each group
of primary care physicians.?*?' Our aim was to compare 2
alternatives for rapid access when a patient's own physician is
not available. We hypothesized that compared to visits with a
walk-in clinic physician, after-hours visits with a within-group
physician would be associated with lower subsequent usage of
the emergency department (ED).

METHODS
Setting

This population-based, retrospective cohort study used
administrative claims data from Ontario, a province with 14.5
million residents and approximately 14,000 practicing family
physicians in 2019.22 Ontario provides permanent residents
with universal health coverage of medically necessary physi-
cian and hospital services, without copayments or deduct-
ibles, and it does not restrict patients’ choice of physician.
The single payer is the Ontario government.

Most (81%) Ontarians are linked to a family physician
who has signed on to their care via a patient enrollment
model.?* Patient enrollment models are group practices with
blended remuneration including capitation and fee-for-service
payments.2* Primary care group practices are staffed primar-
ily by family physicians who refer patients to specialists out-
side the practice as needed. In 2004, the Ontario government
introduced after-hours premiums and minimum after-hours
time requirements for physicians who practiced in patient
enrollment models.?>?” Physicians in primarily capitation-
based groups (>40% of physicians)?® of >3 physicians were
required to provide at least one 3-hour block of evening or
weekend coverage per week.2*?' The number of required
after-hours blocks differed by group size and group type. In
addition, physicians received an access incentive, which was
decreased if enrolled patients visited outside physicians (eg,
at a walk-in clinic).?>3° In Ontario, walk-in clinics are typi-
cally unaffiliated with primary care clinics, and patients can
choose to visit any walk-in clinic without an appointment at
no cost to them.

Data Sources

Datasets were linked using unique encoded identifiers and
analyzed at ICES, an independent nonprofit research institute
whose legal status under Ontario's health information privacy
law allows it to collect and analyze health care and demo-
graphic data, without consent, for health system evaluation
and improvement. A description of the ICES databases we
used in this study can be found in Supplemental Table 1.

We acquired data from the College of Physicians and
Surgeons of Ontario (CPSO) annual license renewal survey?®'
via a data-sharing agreement. Using physicians' self-reported
practice settings and hours worked in each setting per week,

the CPSO provided variables indicating whether a walk-in
clinic or episodic care clinic outside of a hospital was a set-
ting in which a physician worked the majority of the time."
These questions were mandatory and therefore were not
missing for any physician.

Study Population

The study population included all Ontario residents who
were formally enrolled with a family physician as of April
2019,% and had >1 family physician encounter from April
1, 2019 to March 31, 2020 (see Supplemental Figure 1 for
study population flow chart).

Exposure

The principal exposure was assessed at the first eligible visit
(index visit) during the study period and consisted of the type
of family physician office encounter. The exposure groups
were defined as follows.

Visit With a Within-Group Physician

We included all office encounters with physicians who
belonged to the same group as the patient's enrolling physi-
cian (but not with the patient's own family physician) within
the study period. In this group, we restricted time of visit to
after hours or weekends—times when acute care might be
more likely and more similar to care provided at a walk-in
clinic (see Supplemental Table 2 for visit type definitions).

Visit With a Walk-In Clinic Physician

We identified all office encounters with walk-in clinic physi-
cians using a definition of walk-in clinic physician that we
have applied previously.”'*3* Because our aim was to compare
2 alternatives for care when a patient’s own physician was not
available, we excluded encounters between patients and their
own enrolling physician. Visits could be at any time including
after hours and weekends. Because physicians often work in
multiple settings, if a walk-in clinic physician encounter also
met criteria for a within-group physician visit, the visit was
classified as the latter.

Outcomes

The primary outcome was any ED visit within 7 days of the
index visit (including the day of the index visit). Secondary
outcomes included time to ED visit (up to 30 days); low-
acuity ED visit (Canadian Triage and Acuity Scale level 4 or
5) within 7 days; ED visit within 30 days; virtual or in-person
visit with any physician, the patient's own physician, or a
physician from the patient's group within 7 days (excluding
the day of the index visit); and the number of all family physi-
cian visits within 30 days.

Other Variables

Other patient demographic and health care utilization char-
acteristics included calendar year quarter; patient age and
sex; neighborhood income quintile; recent health insurance
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registrant status (a proxy for recent immigration); rurality
(as measured by the Rurality Index for Ontario)**; count of
family physician visits in previous 2 years; count of ED visits
in the previous year; patient enrollment model type; size of
enrolling physician's group; distance from patient's residence
to enrolling physician's practice; diagnosis of an upper respi-
ratory tract infection at index visit; and whether the index
visit occurred on a weekend day (operational definitions in
Supplemental Table 3). We used The Johns Hopkins ACG

System (version 10) to derive counts of comorbidities based

on Aggregated Diagnosis Groups and prior health care uti-
lization based on Resource Utilization Bands.?* Missing data
are reported in the supplemental data tables.

Statistical Analysis
We described the cohort using mean (SD), median (interquar-
tile range), and count/frequency. We compared visit charac-
teristics between exposure groups using standardized mean
differences (SMDs) such that differences >10% (SMD 0.1)
were considered potentially meaningful 3

To ensure comparability between patients having visits
with a within-group physician and those having visits with
a walk-in clinic physician, we derived a logistic regression—
based propensity score.’” Variables in the propensity score
model included all those listed in “Other Variables,” with the
exception of rurality. Index visit diagnosis was categorized as
any of the top 20 diagnoses or as “other.” We included miss-
ing values for income quintile in the regression model as their
own level. Restricted cubic splines were used to model the
association between the log-odds of visiting a walk-in clinic
physician and the following continuous variables: age, count
of own family physician visits in previous 2 years, count of
ED visits in the past year, distance from patients’ residence to
own physicians’ practice address, and size of own physicians'
group.® Individuals from both groups were then matched
1:1 based on the logit of the propensity score within a cali-
per distance of 0.2 of the SD of the logit of the propensity
score.’* We also hard matched on the following key variables:
age group (0-17 years, 18-64 years, 265 years) and rurality
(Rurality Index for Ontario score; 3 categories: 0-9 large
urban, 10-40 small urban, >40 rural).

For binary outcomes, we reported relative risk (RR) and
risk difference (RD) with 95% CI, estimated using methods

4041 For the time

that accounted for the matched sample.
to ED visit outcome, we reported the hazard ratio using a
Cox proportional hazards model robust variance estimator
to account for clustering within matched pairs.*> We con-

ducted all analyses using SAS statistical software (version 9.4;

SAS Institute).

Subgroup and Sensitivity Analyses

For age and rurality subgroups, we reported the RR of having
an ED visit within 7 days of the index visit. To further com-
pare outcomes after visits that were most likely to be acute in
nature, we conducted a subgroup analysis with weekend-only

visits. For both groups, we restricted the subanalysis to visits
that occurred on a Saturday or Sunday. In the propensity
score model for this subgroup analysis, whether the visit was
on a weekend was not included, and patients were only hard
matched on rurality.

Ethics Approval

This study was approved by the Women's College Hospital
Research Ethics Board (REB 2020-0095-E) with a waiver of
patient consent.

RESULTS

Patient Characteristics

Of the 1,701,381 individuals in the cohort, we identified
607,166 (35.7%) whose index visit was with a within-group
physician after hours or on a weekend and 1,094,215 (64.3%)
whose index visit was with a walk-in clinic physician they
were not enrolled with. Compared to patients who had a visit
with a walk-in clinic physician, patients who saw a within-
group physician were older (mean [SD]=40.7 [23.4] years vs
38.3 [20.7] years; SMD 0.11) and less likely to live in a large
urban area (74.7% vs 88.5%; SMD 0.36) (Supplemental Table
4). Patients who saw a within-group physician had more own

family physician visits in the prior 2 years (mean [SD]=5.2
[5.7] vs 4.5 [5.6]; SMD 0.13) despite having similar prior
health care utilization and numbers of comorbidities (Aggre-
gated Diagnosis Groups).

Patients who visited a within-group physician more often
belonged to team-based models of primary care compared
to those who saw a walk-in clinic physician (35.3% vs 16.5%;
SMD 0.44). Within-group patients were more often enrolled
with physicians who belonged to smaller physician groups
(mean [SD] = 43 [69] physicians vs 64 [109] physicians; SMD
0.24) and lived an average 10 km closer to their enrolling
physician's practice (mean [SD]=10.6 (31.0) km vs 20.6 (57.3)
km; SMD 0.22).

A total of 83% of patients who saw a within-group phy-
sician were matched. After matching, there were 506,033
patients in each group. There were no differences in mea-
sured characteristics exceeding 10% (SMD 0.1), with the
exception of visits on a weekend (34.1% vs 28.1%; SMD
0.13) (Table 1). The top 20 visit diagnoses are listed in
Supplemental Table 5.

Outcomes

Within 7 days of the index visit, patients who saw a within-
group physician after hours or on weekends were 10% less
likely to visit an ED than those who saw a walk-in clinic
physician (RD 0.4 [95% CI, 0.4-0.5], RR 0.90 [95% CI, 0.89-
0.92]) (Table 2). They also had a decreased hazard of ED
visit (hazard ratio 0.94 [95% CI, 0.93-0.95]), with early sepa-
ration of time-to-event curves, suggesting that much of the
difference in risk was front loaded (see Supplemental Figure

2a for Kaplan-Meier curves).
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Patients who had a visit with a within-group physician
were more likely to have either an in-person or virtual visit
with their own family physician or a within-group physician
within 7 days of the index visit compared to after a walk-in
clinic visit, although RDs were small.

The decrease in 7-day ED visits after an encounter with
a within-group physician was driven by individuals who
lived in large urban areas (RR 0.86 [95% CI, 0.84-0.88]) and
children/adolescents (aged <18 years; RR 0.87 [95% CI, 0.83-
0.91]) (Supplemental Table 6). In contrast, those who lived in
rural areas and saw a within-group physician had an increased
likelihood of an ED visit in the next week (RR 1.26 [95% ClI,
1.13-1.41]).

Weekend-Only Visits

Of the 545,352 individuals in the weekend-only visit cohort,
279,119 (51.2%) had an index visit with a within-group physi-
cian, and 266,233 (48.8%) had an index visit with a walk-in
clinic physician. Group differences in characteristics were
similar to the overall cohort analysis (Supplemental Table 7).

After matching, there were 213,190 patients in each
group—76% of the patients who saw a within-group physician
were matched (Supplemental Table 8). The groups were well
matched including the top 20 visit diagnoses (Supplemental
Table 9). Outcomes after the index visit were similar to those

for the main analysis, with the exception that differences were
larger (Supplemental Table 10). Compared to patients who

Table 1. Characteristics of Patients in Matched Cohort (April 1,

2019-March 31, 2020)

Patients With a Visit to a Walk-  Patients With a Visit to a Within-Group

in Clinic Physician They Were Physician They Were Not Enrolled Standardized
Not Enrolled With, at Any Time With, After Hours or on a Weekend Mean

Characteristic N =506,033 N =506,033 Difference
Quarter of index encounter, No. (%)

Q1 (Apr-Jun 2019) 171,387 (33.9) 168,119 (33.2) 0.01

Q2 (Jul-Sep 2019) 127,581 (25.2) 127,390 (25.2) 0

Q3 (Oct-Dec 2019) 122,780 (24.3) 125,126 (24.7) 0.01

Q4 (Jan-Mar 2020) 84,285 (16.7) 85,398 (16.9) 0.01
Age, y

Mean (SD) 39.3 (22.5) 40.1 (22.3) 0.04

Median (IQR) 39 (21-57) 41 (22-57) NA
Age, v, No. (%)

<18 107,547 (21.3) 106,694 (21.1) 0

19-29 79,525 (15.7) 65,073 (12.9) 0.08

30-44 103,886 (20.5) 109,801 (21.7) 0.03

45-64 139,851 (27.6) 149,241 (29.5) 0.04

65-74 43,762 (8.6) 44,238 (8.7) 0

>75 31,462 (6.2) 30,986 (6.1) 0
Age category, y, No. (%)

0-17 100,534 (19.9) 100,534 (19.9) 0

18-64 330,275 (65.3) 330,275 (65.3) 0

>65 75,224 (14.9) 75,224 (14.9) 0
Sex, No. (%)

Female 297,679 (58.8) 301,383 (59.6) 0.02

Male 208,354 (41.2) 204,650 (40.4) 0.02
Neighborhood income quintile, No. (%)

1 (Lowest) 82,654 (16.3) 83,936 (16.6) 0.01

2 96,531 (19.1) 98,158 (19.4) 0.01

3 106,162 (21.0) 106,812 (21.1) 0

4 111,666 (22.1) 109,107 (21.6) 0.01

5 (Highest) 109,020 (21.5) 108,020 (21.3) 0.01
OHIP registrant within past 10 years, No. (%) 40,719 (8.0) 43,868 (8.7) 0.02

continues

IQR = interquartile range; NA = not applicable; OHIP = Ontario Health Insurance Plan.

Note. Not listed: Top 20 diagnoses (Supplemental Table 5).
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had an index visit with a walk-in clinic physician, those who
had a visit with a within-group physician were 21% less likely
to have an ED visit within the following 7 days (RD, 1.0%
[95% CI, 0.9-1.1]; RR, 0.79 [95% ClI, 0.77-0.82]) (Supplemental
Figure 2b). Those who had a visit with a within-group physi-
cian were more likely to have an in-person or virtual visit with
their enrolling physician or group within 7 days.

DISCUSSION

In this population-based matched cohort study, we found
that patients with a family physician who saw a colleague
from their family physician's group after hours were 10%
less likely (0.4% lower absolute risk) to visit an ED within 7
days compared to those who saw a walk-in clinic physician.
This small difference in risk was front loaded in the first few

Table 1. Characteristics of Patients in Matched Cohort (April 1

. 2019-March 31, 2020) (continued)

Patients With a Visit to a Walk-

Patients With a Visit to a Within-Group

in Clinic Physician They Were Physician They Were Not Enrolled Standardized
Not Enrolled With, at Any Time With, After Hours or on a Weekend Mean

Characteristic N =506,033 N =506,033 Difference
Rurality of residence, No. (%)

Large urban 422,668 (83.5) 422,668 (83.5) 0

Small urban 71,655 (14.2) 71,655 (14.2) 0

Rural 11,710 (2.3) 11,710 (2.3) 0
Resource Utilization Band, No. (%)

Low 122,803 (24.3) 116,880 (23.1) 0.03

Moderate 275,502 (54.4) 277,830 (54.9) 0.01

High 107,728 (21.3) 111,323 (22.0) 0.02
Count of own family physician visits in previous 2 years

Mean (SD) 4.9 (5.5) 5.1 (5.7) 0.04

Median (IQR) 3(1-7) NA
Own family physician visits in previous 2 years, No. (%)

<2 146,993 (29.0) 136,114 (26.9) 0.05

2-5 197,212 (39.0) 199,120 (39.3) 0.01

6-9 89,538 (17.7) 94,555 (18.7) 0.03

>10 72,290 (14.3) 76,244 (15.1) 0.02
Emergency department visits in previous year

Mean (SD) 0.5 (1.3) 0.5 (1.3) 0.01

Median (IQR) 0 (0-1) 0 (0-1) NA
Patient enrollment model, No. (%)

Capitation 193,577 (38.3) 197,858 (39.1) 0.02

Enhanced fee for service 171,432 (33.9) 164,943 (32.6) 0.03

Team based 139,313 (27.5) 142,079 (28.1) 0.01

Other group 1,711 (0.3) 1,153 (0.2) 0.02
Size of enrolling physician’s group, No. (%)

Mean (SD) 46.2 (78.6) 45.0 (74.5) 0.02

Median (IQR) 21 (11-42) 21 (11-40) NA

Weekend visit, No. (%) 142,413 (28.1) 172,618 (34.1) 0.13
Distance from patient’s residence to enrolling physician’s practice location, km

Mean (SD) 14.0 (35.7) 11.3 (33.2) 0.08

Median (IQR) 6 (3-13) 5(2-11) NA

<2.8 km, No. (%) 119,435 (23.6) 133,581 (26.4) 0.07

2.8-6.4 km, No. (%) 119,723 (23.7) 133,294 (26.3) 0.06

6.5-14.8 km, No. (%) 128,165 (25.3) 124,853 (24.7) 0.02

>14.9 km, No. (%) 138,710 (27.4) 114,305 (22.6) 0.11

IQR = interquartile range; NA = not applicable; OHIP = Ontario Health Insurance Plan.

Note. Not listed: Top 20 diagnoses (Supplemental Table 5).
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days after the initial visit and was driven by those who lived
in large urban areas. Compared to patients who had a visit
with a walk-in clinic physician, those who saw a within-group
physician were also more likely to have a visit with their
regular family physician or a within-group physician in the
following 7 days.

This study builds on a body of literature linking access
to high-continuity, after-hours primary care with decreased
use of ED visits.2¢#34¢ The mechanism behind our present
findings is uncertain—fewer ED visits could be the result of
more appropriate care, greater access to one's own primary
care clinic, or improved patient satisfaction owing to greater
informational or management continuity. In addition to
timely access and continuity, patients' trust and physicians’
confidence in the advice, treatment, or follow-up plan could
also be contributing factors.

A 2005 Ontario-based study found walk-in clinic visits
to have a greater rate of 3-day health reutilization for minor
illnesses compared to a family physician office visit, with an
effect that might have been mediated by differences in patient

satisfaction.*” In the United States, visits to walk-in clinics (ie,
retail clinics unaffiliated with longitudinal primary care) for
low-acuity conditions were associated with increased health
care utilization and costs.*® Opening more walk-in clinics in
an area was also not found to decrease the rate of low-acuity
ED visits.*” In a recent study of virtual family physician visits,
we found that within-group virtual visits were also followed
by fewer trips to the ED than virtual visits with an outside
physician,*® suggesting that care continuity might be valu-
able for decreasing repeat utilization for both virtual and in-
person care.

In primary care practice and systems, there is an ongoing
tension between timely access and care continuity.’' Relation-
ship continuity is associated with better health outcomes
and decreased health care utilization and costs'**2-%
valued by patients.>>*¢ Yet, many patients might choose or

and is

feel forced to trade off continuity if they are unable to access
timely care for an issue they perceive to be urgent. Conve-
nience and distance from where patients reside are additional
factors influencing patient choice.”®?” Family physicians

Table 2. Propensity Score—-Matched Outcomes

Patients With Visit
to a Walk-In Clinic
Physician They
Were Not Enrolled

Patients With a Visit
to a Within-Group
Physician They Were
Not Enrolled With, After

With, at Any Time

Hours or on a Weekend

Risk Difference,

Relative Risk,

own enrolling group within 7 days, No. (%)
In-person visit with any family physician
within 7 days, No. (%)

patient’s own enrolling group within 7 days,
No. (%)

Mean (SD)
Median (IQR)

66,878 (13.2)

In-person visit with patient’s own enrolling 26,326 (5.2)
physician within 7 days, No. (%)
In-person visit with a physician within the 30,410 (6.0)

Count of all family physician visits (any) within 30 days

0.5 (0.9)
0(0to1)

66,908 (13.2)
35,860 (7.1)

56,704 (11.2)

0.5 (0.9)
0(0t01)

0.01 (=0.1100.1)
1.9 (1.8 t0 2.0)

5.2 (5.1 10 5.3)

NA
NA

Outcome N =506,033 N =506,033 % (95% ClI) (95% Cl)

Emergency department visit within 7 days, 22,320 (4.4) 20,117 (4.0) 0.4 (0.4 t0 0.5) 0.90 (0.89 to 0.92)
No. (%)

Time to emergency department visit (d), up to 30 days
Mean (SD) 7.8 (8.7) 8.3 (8.8) NA 0.94 (0.93 t0 0.95)2
Median (IQR) 4 (010 14) 4 (110 14) NA NA

Low-acuity emergency department visit within 5,644 (1.1) 5,323 (1.1) 0.06 (0.02 t0 0.1) 0.94 (0.91 to 0.98)
7 days, No. (%)

Emergency department visit within 30 days, 37,717 (7.5) 35,584 (7.0) 0.4 (0.3 10 0.5) 0.94 (0.93 to 0.96)
No. (%)

Virtual visit with any family physician within 1,143 (0.2) 1,047 (0.2) 0.02 (0 to 0.04) 0.92 (0.84 to 1.00)
7 days, No. (%)

Virtual visit with patient’s own enrolling physi- 293 (0.1) 393 (0.1) 0.02 (0.01t0 0.03)  1.34 (1.15 to 1.56)
cian within 7 days, No. (%)

Virtual visit with a physician within the patient’s 321 (0.1) 598 (0.1) 0.05 (0.04 t0 0.07)  1.86 (1.63 to 2.13)

1.00 (0.99 to 1.01)
1.36 (1.34 t0 1.38)

1.87 (1.84 to 1.89)

1.14 (1.14 t0 1.16)
NA

IQR = interquartile range; NA = not applicable.

2 Hazard ratio.
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might strive to have more availability to be able to provide
both continuity and timeliness, but it is not a requirement
for primary care physicians to be available 24/7, and many
physicians are choosing part-time work.’” In this context,
timely care within a group is likely a second-best alternative
to timely care with one's own clinician. Findings from the
present study support this approach.’®° Many groups share
electronic medical records, thus ensuring informational and
management continuity for patients presenting out of hours.
Yet, within-group after-hours care might be underutilized
because many patients do not know these options exist. In a
2012-2019 population-based survey, approximately 60% of
Ontarians were unaware that their family physician’s clinic
offered after-hours services®*® Improving awareness of after-
hours offerings is essential to ensure that policies around cov-
erage achieve their desired effect.

Limitations

There are several limitations to this study. First, our findings
might not apply broadly to all settings. Indeed, we observed
that the association between within-group visits and 7-day
ED visits in rural and small urban settings was opposite to
that found in large urban areas. This might be because EDs
serve a different function in rural areas, with local family
physicians also providing ED coverage, available to see their
own patients in this setting. Since most walk-in clinics are
located in large urban areas, our findings are relevant to the
majority of walk-in clinics in Ontario. Second, it is possible
that certain groups face barriers related to racism that we
could not investigate in this study because our datasets do not
have information on race. Third, we do not know with cer-
tainty that all within-group physicians had access to a shared
electronic medical record, assuring informational continuity.
Future research should confirm or refute whether and how
continuity is a main driver of our findings, while also elucidat-
ing how certain practices can sustain accessible shared after-
hours care. Relatedly, we did not seek to describe or compare
the quality of care received in these different care settings.
Fourth, owing to the nature of the data, we cannot know

the reasons why patients went to the ED after their initial
visit. In some cases, the physician might have recommended
it.2"" Indeed, it is important to consider that an increase in
ED visits does not necessarily imply worse quality of care®?
because these visits might have been warranted.?'"°' An initial
walk-in visit might also have averted an ED visit for patients
who could not access their regular family physician in a
timely manner. Fifth, the decision as to where to seek care
might be influenced by patients’ health care—seeking behav-
ior, perceived urgency of their condition, and/or tolerance
for waiting.®® In other words, the patients more likely to seek
access at a walk-in clinic might also be more likely to visit the
ED for reasons beyond what is captured in health administra-
tive data. As a result, there might be residual confounding
between the type of index visit and the decision to visit the
ED. Finally, the present study might not be generalizable to

settings in which patients must pay for outside-of-group visits
or where walk-in clinics are integrated with longitudinal pri-
mary care, which is not the case in Ontario.

Conclusions

We found that compared to having a visit with a walk-in
clinic physician, having an after-hours visit with a physician
who belongs to one's own enrolling group was associated
with a small decrease in the risk of an ED visit in the fol-
lowing week. More research is needed to understand the
underlying reasons for our observation, particularly the role
that informational or management continuity might play in
mitigating health system use.

% Read or post commentaries in response to this article.
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