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What are the benefits of accessibility? We can look at
hard outcomes like mortality, morbidity, and costs of
care or at softer outcomes like patient satisfaction. We
may also explore the effects of different types of access
to the doctor and factors that enhance and impede ac-
cess. This view can help guide our practice and suggest
further fruitful avenues for health services research.

There are seven factors that make up accessibility.4

These include availability (the volume and type of ser-
vice related to needs, like the number of doctors per po-
pulation), geographic access (the distance need to tra-
vel to reach care), accommodations to need (including
organization of appointment systems, out of office
hours care, and home visits), affordability (including fi-
nancial barriers like co-payment), acceptability (pa-
tient satisfaction), utilization (how much care people
consume), and equality. Each of these factors can pro-
mote or inhibit access to care with important effects on
outcomes of care. Better access is associated with in-
creased continuity of care, comprehensiveness, quali-
ty of care, equity in health, population health, profes-
sional quality of life, patient satisfaction, decreased
costs, and the strength of primary care. With consistent
evidence from multiple sources in many countries, it
makes sense to pay attention to access.

How can we improve access to our services? Clinics
in the US and the UK have adopted the Portuguese po-
licy of open access to clinics with good results.5 The
‘consulta aberta’ means that patients with urgent pro-
blems will have access on the same day to their own
physician or to a physician designated to see the pa-
tients of the other members of the team (called ‘inter-
substitution’). Continuity of the electronic medical re-
cord is helpful in this regard.

Another approach is to work longer hours. Most cli-
nics are open during daytime business hours but all
have an out of office hours (OOH) service policy. Medi-
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“I
f you want to limit your workload as a family
doctor, make sure your clinic is open only
from 2 to 3 a.m. on a Wednesday morning.”
Dr. Arthur Furst, a pioneer of modern acade-

mic family medicine in Israel, made this provocative
challenge to highlight the conflict surrounding acces-
sibility in family medicine. Our patients’ needs are end-
less yet our resources and our abilities to meet them are
limited. How do we find a happy balance? In order to
answer this question, we need to re-examine access as
a core concept in family medicine.

Accessibility is one of the 4 A’s of the profession along
with ability, affordability, and affability. We need to be
good doctors and good people. We also need to provi-
de an affordable service that our patients can use easi-
ly. This also fits in with the 5 C’s of family medicine. We
work in a community-based specialty, with continuous
and comprehensive care, excellent communication
with the patient, and attention to the family context.
However, we need to critique the value of accessibility
so that attention to access, at all costs, does not jeo-
pardize the others.

Accessibility can be defined as: “the ease with which
a person can obtain needed care (including advice and
support) from the practitioner of choice within a time
frame appropriate to the urgency of the problem”.1 This
definition wisely takes into account the doctor, the pa-
tient, the problem, the care needed, and the time in-
volved.

Both patients and doctors value good access. Patient
satisfaction with primary care is predicted by easy ac-
cess.2 Expert panels of doctors also rate access highly on
their lists of performance indicators of the quality of or-
ganization of primary care.3
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cine is a 24-hour a day affair. This is especially impor-
tant for younger, working patients with long commu-
ting times to work who feel that they have poorer ac-
cess to general practice services.6 Out of office hours ser-
vices are important because they have been shown to
decrease unnecessary emergency room visits and hen-
ce hospital admissions. We showed how 24-hour access
to the same physician over time significantly reduced
hospital admission rates from a general practice, espe-
cially for infants and the elderly.7

However it is not just any OOH service that will do.
Patients prefer to see their own doctor, or members of
the medical care team that they know, if they need to
use night or weekend services.8 Some patients value
continuity over rapid access. They prefer to see their
own doctor for routine care of chronic conditions,
though anyone will do in an emergency.9While patients
may define their need for some care as ‘urgent’, an ana-
lysis of the content of these visits shows that familiar
conditions are represented, largely acute respiratory in-
fections and common musculoskeletal complaints.10

Technology, both simple and complex, can improve
access to care and clinical outcomes. Medical care by
telephone has been well-studied. Bunn showed that
50% of calls to the doctor can be effectively managed
on the phone alone and that the telephone can reduce
the number of office visits.11 The quality of telephone
care may be no worse than office care. Telephone review
of asthma patients can increase access because more
people are assessed with shorter consultation times.
There are no differences in clinical outcomes or satis-
faction between those followed in the office or by pho-
ne.12

Effective telephone triage by an experienced health
professional has been shown to reduce visiting rates to
after hours’ services but patients are often dissatisfied
with telephone contact.13 This is especially true if te-
lephone triage is seen as a barrier to seeing the physi-
cian. It may also be because telephone contacts may be
more bio-medically oriented and less patient cente-
red.14

Telemedicine is the new frontier for increasing access
to medical care through technology. In Northern Onta-
rio in Canada, where long distances and a harsh clima-
te in winter impede access to medical care, telemedici-
ne services with live video chat from studios in remote

location with doctors in the South has been shown to
improve access, clinical outcomes, and patient satis-
faction.15

The rising popularity of electronic communication
between doctors and patients has given a boost to easy
access.16 Doctors using asynchronous communication
like e-mail have the option of responding to a patient’s
request at a time and place that is convenient to them.
The complete text of the exchange is recorded and can
be integrated into the medical record. This form of com-
munication has been found to be therapeutic if appro-
priate writing techniques are used. Payment systems
need to take the value of this form of service into ac-
count.

Improving access to medical care is on both the pu-
blic and the professional agenda. We need to devote
more energy to demonstrating the benefits of improved
access as well as investing in practical research to de-
velop new methods to help patients get the care they
need. Reports of studies of this nature will find a plat-
form for publication in this journal.
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