
Editorials

Accessibility and availability: How can we cope?

IT is easy to forget that most people dislike being ill. Usually
they don't want to see doctors unless it is really necessary.

Then our accessibility is very important to them and is a crite-
rion on which we are often judged, regardless of the facilities
we are offering.

Since the 1960s, there has been a trend towards larger prac-
tices, which have been thought to make more business sense.
However, this has led to a tendency for larger practices to
provide less personal care (losing patients in the 'collusion of
anonymity'), while doctors have tended increasingly to take on
other commitments, such as teaching and clinical assistant posts.
A recent study' has shown that patients prefer smaller, non-
training practices and personal lists. A study of the movement of
patients between practices (other than for changes of address)
indicated a tendency to choose smaller practices.2 In this
month's Journal, Campbell3 shows that larger practices, regard-
less of the number of doctors, are considered less accessible for
appointments. It seems that small is indeed beautiful! As the
author points out, we must distinguish between availability (pro-
vision of a service) and accessibility (how easy it is to use that
service). What patients want most is to see a doctor as soon as
possible.4

General practitioners have to live with the continued pressure
of providing a service, with limited resources, to people who
seem to make unlimited demands. In the absence of a public
debate on rationing, it has been left to us to be the gatekeepers.
Our workload has increased since 1990.5 Large numbers of
general practitioners feel overwhelmed, and develop a sense of
loss of control and lowered self-esteem, which leads to depres-
sion and all its consequences.6 We can turn from patient's advo-
cate to adversary!
What can we do to reduce the pressure on us? Some of us can

escape altogether by retirement or career change. The rest of us
can either change the system or develop strategies to cope.

Let us look at the structure in which we work. I believe that
the root source of many of our pressures is in the system of
patient registration in the UK. We are contracted to be responsi-
ble for the health care of patients registered with us for 24 hours
a day. Of course, this can lead to great benefits in continuity of
care, relationship building and understanding of family dynam-
ics, along with an ability to use populations for screening proce-
dures. As we are paid mainly by capitation fees, there is an
underlying philosophy that, if we keep our patients well, we can
look after more of them and therefore earn more money. But the
continuing responsibility and the pressures of perceived
demands can grind us down.

Consider the consequences of abandoning patient registration.
General practice would then have to be privatized. We have an
example of one such system in urban Australia, where 'tradi-
tional' practices still work during the day. However, patients
can choose any doctor in any practice. Alternatively, and for
out-of-hours services, they can attend a primary care centre,
which is staffed by doctors and nurses working shifts, covering
24 hours a day. Thus, the problem of out-of-hours demands is
solved. Access to a doctor is almost always good and doctors
are not subjected to long periods on duty. However, there is a
catch: consultation rates are almost double those in the UK. This
is largely because of patient demand, but it could also be
because doctors are tempted to recall people more often in order
to generate more consultations and a higher income. Of course,

the people have to pay in the end, through a combination of
national and private insurance schemes.

If we do not want to go down that road, let us consider retain-
ing our registration system. How can we keep our sanity and yet
provide relevant high-quality accessible health care to people
whose expectations are being continually raised? Here are a
few practical suggestions.
We could look at our own workload realistically and see if we

could make better use of our time. Time management courses
can be useful! If we build in enough appointments each day to
deal with 'urgent' cases, and decisions about these are made
with well-trained staff, backed up by consistent medical advice,
then we can feel less pressurized by urgent demands. If we
review people with chronic disease less frequently and agree on
appropriate intervals, we could free more appointments. This
would also abolish what is commonly called 'senior partner syn-
drome', where one doctor is always booked up far in advance,
leaving the others in the partnership to deal with the more acute
work.
We could delegate more of our work to nurses and other pro-

fessionals, allowing us to look after our registered list of
patients more easily.7 We could divide large practices into
smaller units or introduce personal lists. We could refuse- to take
on any more 'off-loaded' work from hospitals. We can learn
from the supermarkets that there is no point in opening for
longer hours as the total workload is merely spread out. 'On-
call' stress has been reduced by the encouragement of more co-
operatives in the UK over the past few months. We must ensure
that we have protected leisure time. We could consider aban-
doning work from outside the practice. Would the resulting drop
in income be a price worth paying to preserve our mental
health? Is fund-holding really worth all the extra work it brings?
By taking some or all of these measures, it is possible to

provide good accessibility for our patients. We will also take
back some feeling of control, and the present rather depressed
face of general practice could lift as we begin to enjoy our work
once more.

PETER J M DAVIS
General practitioner, Leamington Spa
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