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Editorials

Mary is a 22-year-old single mother on social
assistance. She grew up with two brothers

and a sister in a run-down house on the outskirts
of town. Dependence on social assistance was said
“to run in the family.” Because Mary never had a
family doctor, she relied on emergency and walk-
in services for herself and her children. “Be care-
ful not to encourage Mary to come back. We don’t
want her kind as regular patients in this practice.”
This advice to a new physician in the community
(K.P.) highlighted the challenge of caring for
those commonly referred to as “marginalized.”

Our group, Physicians Alliance for Access to
Care (PAAC), held a meeting during a blizzard in
Toronto, Ont. While the plows struggled to
remove the mounting snow, we discussed ways to
remove the growing barriers to the health care
system. The group, mainly composed of family
physicians working in inner-city settings, has been
looking for creative ways to promote ef fective
delivery of primary health care to marginalized

and vulnerable members of our communities. Our
discussion and recommendations are based on
the following assumptions:
• Core values of family medicine include accessi-

bility, comprehensiveness, continuity, and coor-
dination.1

• Accessibility can be defined as a group’s poten-
tial and realized access to the health care sys-
tem. It depends on three main components:
financial, psychosocial, and spatio-temporal.2

• Although the health status of vulnerable popula-
tions depends, to a large extent, on economic
resources, family physicians and other primary
care professionals must help improve health
care delivery to these people.2,3

Front lines of health care
Family physicians help form the front lines of the
health care system, caring for patients with ill-
nesses often made worse by social realities. The
fourth Principle of Family Medicine is “The family
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physician is a resource to a defined practice popu-
lation.” To do this, we must be advocates as well
as resources for patients like Mary. This role
offers insight, compassion, and rewards for the
community and physicians but demands having a
range of knowledge, skills, and attitudes.4,5

People might be considered marginalized due
to lack of income, attitudes, mental illness, racism,
complex health needs, lack of representation, and
cultural or linguistic barriers. Unfortunately, these
barriers often coexist with lower socioeconomic
status and result in poorer health.6-8 Health
inequalities among this vulnerable population are
well documented and exist across most illness cat-
egories. Higher morbidity and lower life expectan-
cy are a tenacious reality for economically
disadvantaged people,9 even in our country, which
professes to have universal and accessible health
care services.

John lived for several years like a hermit.
Sleeping and drinking in a cardboard tent, he had
cheated the cold of winter. At 55 years of age, he
was estranged from his wife and two sons and
unemployed. “Being fired,” he said, “changed my
life. I can’t explain what happened after that.”

John was disheveled when he first walked into
the clinic seeking care for multiple fractures after
being beaten by a local street gang. John was liv-
ing an isolated, lonely life. Now, after 3 years of
suppor tive care, John is sheltered, safe, and
rebuilding his life. Working par t-time as a
mechanic, he has reunited with his teenage sons
and volunteers in an art therapy group for sur-
vivors of mental illness. He attributes his remark-
able recovery to the help of housing, medication
for his depression, social services, and an ongoing
patient-physician relationship.

Diverse backgrounds
Marginalized people come from diverse cultural
and educational backgrounds and have varying
levels of individual need. Although many factors
contribute to social situations, people are often
considered personally responsible for choosing
unhealthy lifestyles that lead to health inequali-
ties. Health inequalities could become permanent
and even span generations as we see in cases
such as Mary’s. As recently documented in The
Growing Gap: a Report on Growing Inequalities
Between the Rich and Poor in Canada,10 impover-
ished people have continued to suf fer. The
responsibility of addressing the lower health sta-
tus of vulnerable populations must be shared by
governments, representatives from the groups

involved, non-government organizations, physi-
cians, and other health professionals.2

Struggling for human dignity, patients such
as Mary and John battle against barriers creat-
ed by the increasing disparity between wealth
and pover ty and educational oppor tunities.
Parallels exist between marginalized people in
our society and vulnerable citizens of poorer
countries. Despite advances in wealth and tech-
nology, the health effects of poverty persist in
all countries.11 These shared health issues offer
opportunities for countries to learn from each
other. Great Britain, for example, has intro-
duced “deprivation” payments for general prac-
t i t ioners,  an addit ional  st ipend given for
working with economically disadvantaged popu-
lations. British researchers are now attempting
to measure the actual cost12 and toll on physi-
cian morale13 related to working in areas affect-
ed by pover ty. A world leader in universal
health care, Canada must continue to develop
initiatives to ensure equitable access to health
care based on individual need.

Our group began in 1996 when current health
care reforms further threatened access to care for
vulnerable members of our population. We are
committed to advocating for inclusive, patient and
family-centred, comprehensive, and continuous
primary health care.

Recommendations
The PAAC makes the following recommenda-
tions14 to help remove barriers to the health care
system and to enable marginalized patients to
receive the health care they need.
1. To recognize the vulnerability of marginalized

groups, it is recommended that health care
reforms and physician organizations reference
and include the needs of marginalized commu-
nities and those of lower socioeconomic status
appropriately and sensitively.

2. To recognize the need for innovative approach-
es to improve care to the marginalized, it is
recommended that a working committee be
formed for family physicians to promote
research and develop strategies for working
with marginalized groups.

3. To recognize the importance of knowledge,
skills, and attitudes, it is recommended that
educational programs for family physicians
specify objectives that will provide appropriate
training to work with these populations.

4. To recognize that a team approach is essential
to facilitate access to care for marginalized
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groups, it is recommended that a coalition with
other health professionals be developed to
facilitate on-going communication and working
relationships among the health disciplines.

5. To recognize competitive reimbursement as
essential to sustain physician resources, it is
recommended that reimbursement models
realize the complexity of care required for
marginalized members of our community.

6. To recognize the importance of the family, it is
recommended that an inclusive definition of
the term family be adopted within the context
of family medicine.

7. To recognize the role of family physicians as
advocates, it is recommended that a fifth prin-
ciple of family medicine be instituted: “The
family physician is an advocate for the health
needs of patients and communities.”

We support inclusive universal health care
that meets the diverse needs of our society. We
are committed to removing barriers in the form
of attitudes and compromising reforms that con-
tribute to inequities of access to health care of
patients such as Mary and John. We encourage
family physicians to speak on behalf of margin-
alized patients.                                         

Dr Pottie is an Assistant Professor in the
Department of Family Medicine at the University of
Ottawa and practises family medicine in Ottawa,
Ont. Dr Masi is an Assistant Professor in the
Department of Family and Community Medicine at
the University of Toronto, Ont, is a Past President of
the Ontario College of Family Physicians, and prac-
tises family medicine in Toronto. Dr Watson is an
Assistant Professor in the Department of Family
and Community Medicine at the University of
Toronto and is a staf f physician at St Michael’s
Hospital in Toronto. Dr Heyding practises family
medicine at Leaside Health Centre in Toronto.
Dr Roberts is an Assistant Professor in the
Department of Family and Community Medicine at
the University of Toronto and practises family medi-
cine in Toronto.

Correspondence to: Dr Kevin Pottie, Family
Medicine Centre, 75 Bruyère St, Ottawa, ON K1N
5C8; telephone (613) 241-3344, fax (613) 241-1971;
or e-mail kpottie@uottawa.ca

References
1. McWhinney IR. Primary care. Core values in a changing

world. BMJ 1998;316:1807-9.

2. Stewart MJ. Access to health care for economically disad-
vantaged Canadians: a model. Can J Public Health
1990;81(6):450-5.

3. Politzer RM, Harris DL, Gaston MH, Mullan F. 
Primary care physician supply and the medically under-
served. A status report an recommendations. JAMA
1991;266(1):104-9.

4. Watson WJ, Wetzel W, Devanesen S. Working with inner-
city families. An ecological approach for the family physi-
cian. Can Fam Physician 1991;37:2585-92.

5. Masi R, Disman M. Health care and seniors. Ethnic,
racial, and cultural dimensions. Can Fam Physician
1994;40:498-504.

6. Townsend P, Davidson N, Whitehead M. Inequalities in
health. London, Engl: Penguin Books; 1990.

7. Kunst AE, Groenhof F, Mackenbach JP, and the EU
Working Group on Socioeconomic Inequalities in Health.
Occupational class and the cause of specific mortality in
middle aged men in 11 European countries: comparison
of population based studies. BMJ 1998;316:1636-42.

8. Wilkinson RG. Income distribution and life expectancy.
BMJ 1992;304:165-8.

9. Shah CP, Kahan M, Krauser J. The health of children of
low income families. Can Med Assoc J 1987;137:487-90.

10. Yalnizyan A. The growing gap: a report on the growing
inequality between the rich and poor in Canada. Toronto,
Ont: The Centre for Social Justice; 1998.

11. Westin S. The market is a strange creature: family medi-
cine meeting the challenges of the changing political and
socioeconomic structure. Fam Pract 1995;12:394-401.

12. Worrall A, Rea JN, Ben-Shlomo Y. Counting the cost of
social disadvantage in primary care: retrospective analysis
of patient data. BMJ 1997;314:38-42.

13. Grieve S. Measuring morale—does practice area depri-
vation affect doctor’s well-being? Br J Gen Practice
1997;47:547-52.

14. Masi R, Watson B, Pottie K, Heyding R, Roberts M.
Access to health care for the marginalized: a challenge for
family medicine. Discussion paper. Toronto, Ont: Ontario
College of Family Physicians; 1998. Available from:
www.cfpc.ca/commun/publitns.html.

…


