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AbstrAct
Continuity and timely access are hallmarks of high- quality 
primary care and are important considerations for urgent 
concerns that present both during the day and after- 
hours. It can be especially difficult to ensure continuity 
of primary care after- hours in urban settings where 
walk- in clinics offer patients easy and convenient access. 
Patients of our large, multisite primary care practice in 
inner- city Toronto, Canada were reporting that they were 
not easily able to access after- hours care from their team 
without having to use outside services. In partnership 
with patients, we combined the Model for Improvement 
with Experience- Based Design methodology to address 
the issue of poor access to after- hours care. We did a root 
cause analysis to isolate the causes of the local problem, 
using a variety of capture tools designed to incorporate 
the patient voice. Then, patients and providers codesigned 
two Plan- Do- Study- Act (PDSA) cycles aimed to increase 
the ease of accessing after- hours care. Key actions 
included a redesign of our after- hours advertisement 
and communication of the material in multiple formats. 
Following these PDSA cycles, the team saw a 26%, 23% 
and 17% increase in awareness of weekday evening 
clinics, weekend clinics and after- hours phone services, 
respectively, and a 16% increase in the proportion of 
patients reporting that it was very or somewhat easy to get 
care during the evening, on the weekend or on a holiday 
from their care team. Measures continued to improve 
and improvements have been sustained 3 years later. Our 
success highlights the effectiveness of partnering with 
patients to improve access to primary care.

Problem
The St Michael’s Hospital Academic Family 
Health Team is located in inner- city Toronto, 
Canada. An interdisciplinary team of over 
70 staff physicians, 40 resident physicians 
and >60 other health professionals provide 
primary care to over 45 000 patients, at six 
practice sites. We serve a diverse patient 
population, including a higher than average 
proportion of patients living with HIV, addic-
tions and mental health conditions.

As a Family Health Team, we are required 
to provide after- hours care to patients. For the 
purposes of this initiative, ‘after- hours’ was 
defined as during the evening, on the weekend 
or on a holiday. Evening and weekend clinics 
are operated out of different practice sites on 
different days of the week, with all physicians 
rotating to provide coverage. All six practice 

sites share one electronic medical record, 
meaning that although patients are unlikely 
to see their primary physician in the after- 
hours clinics, information is shared easily 
between all clinic staff.

Despite longstanding evening and weekend 
clinics, a patient experience survey we began 
in 2014 noted that only 56% of surveyed 
patients reported being able to easily access 
after- hours services at our team, without 
having to go to an outside walk- in clinic or 
emergency department, the last time they 
were sick after- hours. We began our initia-
tive in the spring of 2015 and our aim was to 
improve the proportion of surveyed patients 
who could easily access after- hours care by 
10% within 1 year of the intervention.

background
Access to primary care has demonstrable 
health benefits and has been linked to 
reduced health system costs.1 2 As such, 
primary care has been at the heart of health 
system reform in Ontario, Canada.3 In 2016, 
94% of surveyed patients reported having 
access to a primary care provider for their 
regular care,4 and yet in Canada, an esti-
mated 20% of emergency department (ED) 
visits not resulting in hospital admission were 
for conditions that would be best managed 
in primary care.5 Although the association 
between after- hours primary care and ED use 
has been mixed,6–10 access to timely primary 
care after- hours has been linked to reduced 
ED use in some circumstances, including for 
those with chronic conditions.11 12

Ontario’s primary care reforms have resulted 
in approximately 75% of patients being 
enrolled in ‘medical home’ models, which 
require organisations to provide after- hours 
care to their patients.3 Despite this shift, only 
56% of patients reported being able to easily 
access after- hours care without having to go 
to an outside walk- in clinic or the ED, placing 
Ontario in the middle when compared with 
other high- income countries.13 Our Family 
Health Team’s performance at baseline was 
higher than the provincial average but still 
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Table 1 Summary of evaluation measures

Type of measure Measure Data source

Outcome Proportion of patients who report that the last time they needed 
medical care in the evening, weekend or holiday it was very easy or 
somewhat easy to get care from the Family Health Team (ie without 
going to an outside 'Walk- In' Clinic or the emergency department)

Patient Experience Survey, results 
aggregated every 6 months

Process Proportion of patients who report knowing that our Family Health 
Team had (i) an after- hours clinic Monday to Thursday, (ii) an 
after- hours clinic on Saturday and Sunday* and (iii) an after- hours 
telephone service

Patient Experience Survey, results 
aggregated every 6 months

Balance Number of visits to the evening and weekend clinics; number of 
after- hours phone calls (ie, calls between 5 pm and 8 am)

Electronic scheduling system, data 
collected monthly

*Our team opened the sixth clinic in July 2015 and introduced an afternoon Sunday clinic beginning September 2015.

lower than other high- income countries and we were 
motivated to do better. This paper describes our efforts to 
improve access to after- hours services in our large, multisite 
primary care practice in Toronto, Canada.

measuremenT
Table 1 summarises all measures used for this initiative. We 
selected outcome and process measures that used data from 
our organisation’s established patient experience survey. All 
Family Health Team patients with an email address on file 
are emailed a link to the online experience survey during 
their birth month.14

We selected ease of access as our outcome measure, and 
awareness as a process measures, because we hypothesised 
that a change in awareness may precede a change in the 
proportion of patients reporting being able to easily access 
after- hours care. We used visits and phone call volumes as 
balance measures because we hypothesised that increasing 
awareness of after- hours clinics may increase utilisation. 
Although each measure was collected monthly, data were 
summarised bi- annually due to sample size considerations.

Baseline measurements were collected prior to the inter-
vention. Between January and June, 2015, 63% reported 
that it was easy to access after- hours care and 62%, 58% and 
35% reported awareness of the evening clinic, weekend 
clinic and telephone service, respectively. Between March 
and May 2015, prior to the start of our intervention, the 
evening clinics, Saturday clinic and telephone service saw 
average monthly volumes of 135, 118 and 90 visits per 
month, respectively.

To determine whether the change in each measure was 
associated with the interventions, each measure was charted 
on a run chart, with the intervention time annotated. 
Because the process and outcome measures were assessed 
using a survey, we assessed changes in these measures using 
95% CIs.

design
We used experience- based design15 16 to integrate the 
patient voice at each step of the Model for Improvement. 
We hypothesised that involving patients in improving 

access to care would result in more marked and sustained 
improvement.

First, we completed a root cause analysis to determine 
why patients reported difficulty accessing after- hours care, 
despite the Family Health Team’s after- hours services. 
We hypothesised that the root cause was that we had 
not adequately informed patients of after- hours services, 
resulting in low awareness and that the structure of the 
clinics was confusing.

To determine whether the structure of the clinics was 
causing confusion, we used our electronic scheduling 
system to explore the volumes of visits at each evening 
clinic, and for each visit, compare the practice site in 
which the evening clinic was being held to the practice 
site for the patient’s regular physician. We found that 
patients were statistically significantly more likely to seek 
after- hours care at the site their physician normally holds 
clinic, despite the fact that they are highly unlikely to see 
their regular physician after- hours (table 2), suggesting a 
lack of clarity about the Family Health Team’s after- hours 
services.

Our surveys ask two open- ended questions: what 
patients like best about being a patient at the Family 
Health Team, and how we could improve. We used these 
open- ended questions to glean insights into after- hours 
care, determining that many patients were unaware of 
the after- hours clinics, but that generally speaking, those 
who attended the clinics were pleased with the services 
offered. When asked about why they attended the clinic, 
one patient said ‘It’s convenient, walk- in and family doctor 
connect and share info’. The open- ended questions also 
revealed that the survey itself acts as an awareness tool in 
and of itself.

Finally, we developed two different questionnaires for 
patients. The first was administered in after- hours clinics 
and was used to better understand patients’ experience 
accessing after- hours services. The second was adminis-
tered in regular daytime clinics and was intended to gauge 
awareness of after- hours services and barriers to accessing 
such services. We interviewed 39 patients at this stage 
and found that the most common barrier to accessing 
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Table 2 Comparison between the practice site of the 
evening clinic and the practice site of patients’ regular 
physicians

Home 
clinic

Evening clinic (total number of visits and 
proportion of evening clinic visits for patients at 
a given home clinic who visited a given evening 
clinic)

Site B Site C Site D Site E

Site A 68 (51%)* 16 (12%) 23 (17%) 27 (20%)

Site B 176 (61%)* 32 (11%) 44 (15%) 37 (13%)

Site C 65 (11%) 292 (50%)* 188 (32%) 38 (7%)

Site D 31 (11%) 77 (26%) 173 (59%)* 13 (4%)

Site E 10 (5%) 9 (4%) 13 (6%) 184 (85%)*

*p<0.005 (χ2).
‡Please note that Clinic A does not hold an evening clinic due to 
logistical limitations of the location.

after- hours services was a lack of awareness of the services 
altogether, rather than issues with the structure or timing 
of the clinics themselves. With a better idea of the root 
causes of patients having a difficult time accessing after- 
hours care, we addressed the next question in the Model 
For Improvement, ‘what changes can we make that will 
result in improvement’.

Our work did not undergo formal ethics review at our 
institution as the primary purpose was to improve our 
core operations in line with standards of care.

sTraTegy
Following our patient- informed root cause analysis, we 
partnered with patients to test changes using the Plan- Do- 
Study- Act (PDSA) methodology.

Pdsa 1: working with patients to determine how to increase 
awareness of after-hours services
Plan
We developed a patient questionnaire to understand 
patient views on what methods would work best to increase 
awareness. Because we already had posters and tear- off 
sheets throughout clinics to advertise after- hours services, 
we predicted that patients would not want more print 
materials and would prefer electronic means of contact.

Do
We interviewed patients immediately after viewing our 
current poster, asking both about the effectiveness of 
our current advertising materials and how they could be 
improved. In total, 20 patients provided input at this step.

Study
Our predictions were partially accurate; although patients 
wanted an email informing them of the after- hours 
services, they also advised that posters and tear- off sheets 
be redesigned to be brighter, larger and clearer. They 
also suggested that we create a pamphlet to educate them 
about a variety of services, including after- hours services.

Act
Because there were no dedicated resources for this initia-
tive, we addressed the least costly method first sending an 
email to the approximately 10 000 patients with an email 
address on file. We then partnered with patients to rede-
sign the print materials.

Pdsa 2: partnering with patients to codesign print materials 
advertising after-hours care
Plan
We printed existing print materials and approached 
patients in the regular clinic waiting rooms to codesign 
new materials together.

Do
Because time with each patient would be limited, we 
started by drafting potential posters, tear- off sheets and 
pamphlet designs for patients to weigh in on and tweak. 
We then canvassed patients in waiting rooms at each of 
our six sites from a variety of age groups, ethnic back-
grounds and spoken languages. We asked them about 
message clarity, literacy level and layout. The codesign 
process was iterative—as patients provided new ideas, the 
materials were edited before being presented to more 
patients. This process was repeated until suggestions were 
minimal or conflicting.

Study
The resulting poster and tear- off sheet are shown in 
figure 1. Key changes included highlighting the phone 
line more prominently and using symbols to guide patients 
for whom English is not their first language; making 
the posters more colourful; and clarifying that patients 
can seek after- hours care at any clinic of their choosing, 
regardless of where their regular physician practices. The 
redesigned materials also explain why it is safer to access 
after- hours care from their care team, as some patients 
conveyed that after- hours care services seem focused 
on revenue- generation, rather than improved care. The 
pamphlet conveyed similar information, as well as other 
information such as lab hours and the members of the 
care team.

Act
We took the newly codesigned materials to a professional 
designer to be finalised before being placed throughout 
the clinic, in locations advised by patients.

resulTs
The awareness of evening, weekend and telephone 
services increased from 62% (95% CI: 58% to 66%), 58% 
(95% CI: 54% to 62%) and 35% (95% CI: 31% to 39%), 
from January to June 2015, to 87% (95% CI: 85% to 90%), 
81% (95% CI: 78% to 84%) and 52% (95% CI: 49% to 
56%), from January to June 2017, respectively (figure 2). 
Subsequent to the increase in awareness process meas-
ures, the per cent of patients reporting being able to 
easily access after- hours care from their care team the 
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Figure 1 Poster and tear- off sheet design, before and after codesign.

last time they were sick after- hours increased from 63% 
(95% CI: 56% to 69%), from January to June 2015, to 
79% (95% CI: 74% to 84%), from January to June 2017 
(figure 3). The most recent survey data show that from 
July to December 2018, patients reported the awareness 
of evening, weekend and after- hours phone line services 
was 83%, 75% and 48%, and 74% reported being able to 
easily access after- hours care.

The volume of visits and phone calls to after- hours 
clinics—used as balancing measures—did not increase 
uniformly. The volume of phone calls increased following 
the intervention before subsequently decreasing, whereas 
the number of visits to the evening and Saturday clinics 
did not show substantial changes (figure 4).

lessons and limiTaTions
We partnered with patients to understand and address 
barriers to accessing care after- hours in a large primary 
care organisation. Patient recommendations were rela-
tively straightforward and implementation of these 
recommendations resulted in significant, sustained 
improvements in patient- reported ease of accessing care 
after- hours. Improvements in ease of access were associ-
ated with higher use of after- hours phone services but not 
higher visit volumes.

Our methodology had both strengths and limitations. 
We integrated the patient perspective in our root cause 

analysis and in the design of our intervention. We were 
able to engage a diverse group of patients with minimal 
effort by approaching those in the waiting room. We 
measured ease of accessing after- hours care and aware-
ness of the clinic over a long time period allowing us 
to understand baseline performance and sustainability 
of improvements. However, our process and outcome 
measures were taken from a patient experience survey 
that is sent only to patients with an email address. Our 
previous work showed there were fairly minimal differ-
ences in ease of after- hours between patients surveyed via 
email vs the waiting room (Slater), but patients receiving 
our email survey may have developed higher awareness 
of clinics as the survey itself is an awareness tool. Despite 
this, we noted a minimal increase in ease of after- hours 
access in the baseline period that suggests the improve-
ments were related to our intervention.

Our improvement initiative also coincided with other 
changes in our Family Health Team including the 
opening of our sixth site in July 2015 and the intro-
duction of an afternoon Sunday clinic at that site in 
September 2015. Although these changes likely had 
little impact on awareness of after- hours services, the 
opening of the Sunday clinic may have also contrib-
uted to the improvement in the proportion of patients 
reporting being able to easily access after- hours services. 
However, it is very unlikely to have alone resulted in the 
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Figure 2 Awareness of after- hours services, January 2014 
to December 2018. PDSA, plan- do- study- act.

Figure 3 Access to after- hours services, January 2014 to 
December 2018. PDSA, plan- do- study- act.

Figure 4 Visits and calls to after- hours services, March 
2015 to April 2018. PDSA, plan- do- study- act.

degree of improvement sustained at all six of our clinic 
sites.

At the outset, there were concerns that the process 
of partnering with patients would be too costly to be 

sustainable, and the interventions patients suggested 
may not be affordable; both concerns were unfounded. 
As with many primary care organisations, we have limited 
non- clinical resources to facilitate improvement efforts. 
In total, we partnered with over 60 patients at multiple 
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stages in the Model for Improvement. Rather than exten-
sive consultation with a small number of patients, we part-
nered with many patients for a shorter period of time and 
in an iterative manner. Many patient recommendations 
were pragmatic and fairly easy to implement such as revi-
sions to the poster design.

As a result of our initiative, we noted a temporary 
increase in the volume of after- hours phone calls. 
Although we measured this and noted it early, it took 
us time to make needed operational changes. On- call 
resident physicians work with the staff physician in the 
evening and weekend clinics and traditionally responded 
directly to after- hours phone calls. However, after the 
intervention, residents began to be interrupted repeat-
edly with phone calls during the after- hours clinics. To 
minimise clinic interruptions and ease the workload, we 
redirected after- hours calls that came during clinic hours 
to the clerical staff at the clinic. Clerical would direct the 
call to the nursing staff and/or the resident physician as 
needed. Adding additional triage enabled other members 
of the team to address concerns, easing the workload of 
resident physicians.

conclusions
We partnered with patients to improve after- hours access 
in a large multisite urban primary care organisation. We 
used codesign strategies at various stages of the project 
including root cause analysis and design of the inter-
vention. Implementation of patient recommendations 
resulted in sustained improvements in self- reported 
ease of after- hours access and a corresponding increase 
in after- hours phone calls. Although it is unclear if our 
efforts have impacted other health system use, feed-
back from patients is positive. Overall, our efforts have 
supported our primary care team in providing timely, 
continuous care to patients regardless of the time of day.
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