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Objective: Access to health care aims to improve people’s health and reduce inequalities. Tis is a fundamental health policy
concern. Over the past 40 years, research has identifed several dimensions of access to health care but has often overlooked their
interconnections. Based on a mixed geographical and relational method, our article aims to propose a systemic and dynamic
analysis of the main dimensions of access to care.
Methods: Te population studied in this work consists of all 364 hematological cancer patients. In the frst step, we map the
movements of these patients in order to categorize them according to their ease of access to care. In the second step, we conduct
semistructured interviews to identify nonspatial dimensions of access to care.
Results: Our theoretical results focus on identifying the main links and articulations between dimensions of access to care. Tey
confrm the importance of geographical accessibility in access to care, but, in a more original way, they show the central role of
acceptability (confdence in healthcare professionals), itself determined by awareness.
Conclusion: Tis study suggests that policies to improve access to care should be accompanied by the development of patient
awareness and acceptability. In practice, this can be achieved by combining tools such as cooperation between hospitals and
healthcare professionals, professional networks, telemedicine, and local hospital accreditation.
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1. Introduction

Access to health care is a health, social, societal, environ-
mental, economic, and political concern, designed to im-
prove people’s health and reduce health inequalities [1].
Generally speaking, access refects the match between the
characteristics and expectations of service providers and
customers [2–4]. More specifcally, access to health care is
defned as the possibility of reaching and obtaining ap-
propriate healthcare services in situations where there is
a perceived need for care [5]. Tus, access to healthcare
services is not just about going to a medical provider [6] but
refers to the ability to access the right services at the right
time to improve health outcomes for individuals [7].

Te literature shows that access to health care depends
both on the structural dimensions of access to health care
related to healthcare systems (availability, afordability,
adequacy, geographical accessibility, etc.) and on individual
socioeconomic determinants related to patients (gender,
level of education, income level, nationality). Te structural
dimensions of access to care are factors internal to the health
system and managed by its administrators. Te socioeco-
nomic determinants are factors external to the health sys-
tem, specifc to each patient [8].

First, the structural dimensions of access to care make it
possible to represent the main factors determining patients’
accessibility to the health services available in their region.
Second, the individual socioeconomic determinants describe
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the capacity of each patient to access these health services
according to their capacity to respond to the structural
dimensions of access to care. Consequently, the identifca-
tion of these structural dimensions of access to care is
a priority and has been the subject of a signifcant body of
literature aimed at precisely characterizing these dimensions
[5, 9–14].

To date, these main studies have focused on the rather
static study of the dimensions of the healthcare resources
available and their adequacy with the demand for care [15].
However, in order to achieve the political objective of equal,
equitable, or efcient access to care, it seems important to
attach prime importance to the articulation of these di-
mensions in access to health care [16]. Indeed, access to
health care is not just an individual problem, and it is also
a systemic one encompassing a set of individual and col-
lective dimensions [17]. Yet, most interventions to
strengthen access to health care ignore the interconnections
between the dimensions of the healthcare access system [18].

Indeed, in traditional approaches of access to health care,
political decisions are supposed to infuence the level of
available medical resources, whereas in reality they also
infuence the interconnections between the dimensions of
access to care and its complexity [19]. Also, there is a lack of
research to analyze the dynamics of healthcare access sys-
tems. Tis is refected in a failure to take into account the
multiple and processual relationships between all the di-
mensions that make up healthcare delivery systems [20, 21].

Tis work aims to fll this gap. To do this, our research
objective is to analyze, using a systemic and dynamic ap-
proach, the diferent ways in which the main dimensions of
patient access to health care are connected to each other. To
meet this objective, the system approach refects the com-
plexity of healthcare systems and patient access to care
[18, 19]. Tis approach can more easily account for the way
in which the diferent resources in a process of access to care
are dynamically articulated.

To achieve a systematic approach specifc to the issue of
access to health care, we are developing a geographical and
relational methodology [22]. Tis combines a geographic
map analysis of patients’ care pathways with a qualitative
study using individual interviews to gather information on
how patients perceive their care pathway [23, 24]. Te
combination of these two methods (geographical and nar-
rative) should enable us to apply a dynamic reading of the
main dimensions of patients’ access to health care. To do
this, we propose to mobilize the conceptual framework for
analyzing access to care proposed by Penchansky and
Tomas [2] and updated by Saurman [12] (the 6As model).

Te literature ofers us numerous conceptual frame-
works identifying the dimensions of access to health care
[5, 9, 10, 13]. One of the most widely used access frameworks
is Andersen et al.’s [9] behavioral model of health service
utilization. It measures access to care through two main
dimensions: patients’ favorable or unfavorable pre-
dispositions to using health services and their healthcare
needs [9]. Te Frenk framework [10] is another commonly
cited framework that defnes access as the ability of the
population to seek and obtain care [10]. Tis framework

measures access to care through the availability of resources,
patients’ ability to use them, and the performance of the
healthcare system [10]. Te conceptual framework for
healthcare access developed by Levesque et al. [5] measures
access to care through four main dimensions: patients’
ability to identify health care, seek it, obtain it, and use it
[13]. Te 6As model is the one that has gone furthest in
identifying the dimensions of access to care. It identifes six
dimensions of access to health care that are most commonly
observed and analyzed in both theory and practice [2, 16]:
Acceptability refers to whether the customer is comfortable
with the more immutable characteristics of the provider, and
vice versa (age, gender, social class, ethnic origin of provider
and patient, diagnosis, type of customer coverage); avail-
ability estimates the extent to which the provider has the
necessary resources, such as personnel and technology, to
meet the customer’s needs; adequacy refers to the way in
which the provider organizes itself in order to meet the
customer’s constraints and preferences (opening hours,
management of telephone communications, ability of the
customer to receive care without prior appointment); af-
fordability is determined by the ratio of the provider’s costs
to the customer’s ability and willingness to pay for the
services; and accessibility in the geographical sense is de-
termined by the ease with which the customer can physically
reach the service provider’s location [2]. Recently, Saurman
[12] has proposed a sixth dimension awareness which refers
to efective communication and information strategies
mobilizing relevant users (clinicians, patients, community).
Tese six dimensions are particularly suited to the cancer
sector because they encompass a signifcant number of
factors that determine access to health care for often lengthy
care pathways, such as those encountered in oncology.

Terefore, we apply this 6As model to a cohort of pa-
tients from a French cancer center (CLCC—in French,
Centre de Lutte Contre le Cancer), one of whose specialties is
the treatment of hematological cancers.

2. Materials and Methods

2.1. Case Study. Blood cancer, also known as hematological
cancer, is a complex disease that afects the blood, bone
marrow, and lymphatic system. In France, this family of
cancers afects almost 35,000 people every year, particularly
children, young adults, and the elderly. Te CLCC under
study is a center of excellence for the diagnosis and man-
agement of hematological cancers, located in France’s
second-largest metropolis in terms of population. Every
year, more than 11,000 hematology consultations are carried
out at the CLCC. In 2016, an AmbulatoryMedical Assistance
(AMA) [25] program was set up in the hematology de-
partment of the CLCC. Te aim of the AMA program is to
reduce patient visits to hospital and to develop very close
follow-up by specialized nurses (AMA nurses). Tis pro-
gram is a relatively new monitoring practice, initially for
patients treated with conventional (intravenous) chemo-
therapy, which was subsequently extended to patients re-
ceiving targeted (oral) therapies. Tis monitoring is similar
to a remote monitoring system [26] and takes the form of
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scheduled and regular outgoing calls according to a protocol
and carried out by dedicated nurses. Tis program, de-
veloped in 2018 at the CLCC by the hematology department,
is in line with the hospital’s policy of providing care outside
its walls and ofering personalized follow-up to patients to
promote their progressive empowerment and a successful
transition to post-treatment care. It is based on the devel-
opment and promotion of new nursing expertise. Te
evaluations carried out have shown the relevance of this
system, which, following its trial period, was maintained and
is now being rolled out on a larger scale. Te 364 patients
included in this study represent the entire active patient fle
of the AMA program over the last three years.

2.2. Research Design

2.2.1. Research Design and Analytical Process of the 1st Step.
Based on a geographical and relational approach [22, 23], the
frst step aims to spatially map the criteria representative of
patients’ care pathways and then try to distinguish patients
according to these criteria by categorizing them.

For each of the 364 patients included in the study, we
frst had data on the location of their home, their General
Practitioner (GP), and their pharmacy. Tese geographical
data enable us to integrate certain extra-hospital data into
our study and supplement the AMA system data, which is
more focused on the hospital pathway, even though this
system relies on a communication network between hos-
pitals, GPs, and pharmacists. Tanks to the AMA program,
we had access to highly accurate data on the number of
appointments (consultations, tests, chemotherapy), the
number of prescriptions, and the number of trips made by
patients as part of their care.

Ten, in order to determine patient types according to
their accessibility to medical services integrated into their
care pathways, we used the hierarchical ascending classif-
cationmethod based on travel times calculated between each
patient’s home and the location of their GP, pharmacy,
nearest hospital, and the CLCC Léon Bérard. Te choice of
these four medical services is explained by their integration
in patients’ care pathways. Tis method enabled us to defne
and map four types of patient according to their accessibility
to the medical services included in their care pathway.

2.2.2. Research Method and Analytical Process of the 2nd
Step. Te second step aims to embody the situations ob-
served on the maps, to see how access to care is experienced
by patients. For this second step, from among the 364 pa-
tients in our study, we selected a sample of patients (Table 1)
representative of each of the patient categories identifed in
the frst step of this study. Te interview guide was based on
how patients experienced their care at the CLCC in relation
to the 6As (Teme 1), what this meant for them in terms of
personal organization and adaptation of their daily life
(Teme 2), as well as appreciated dimensions of care and
more critical points still in relation to the 6As (Teme 3).
Furthermore, in order to enhance the depth of our analysis,
we complemented the spatial classifcation of patients with

a categorization based on gender and indicative socio-
professional status. Tis additional classifcation was
inferred from participants’ reported occupations and ref-
erences made during interviews to their fnancial situation or
family responsibilities. Tis multidimensional perspective
allowed us to highlight variations in patient experiences,
particularly in how trust in healthcare providers (accept-
ability) was expressed, and in the challenges, some patients
(especially working women) faced in balancing treatment
with professional commitments.

Once all the interviews had been transcribed, a detailed
thematic and lexical content analysis was carried out on all
the verbatim using the predefned grid base on the 6As
model [15] (Table 2). To support a more nuanced in-
terpretation of patient experiences, Table 1 was extended to
include gender and indicative socioprofessional character-
istics (employment status, retirement, student). Tis mul-
tidimensional classifcation allowed for cross-analysis and
a better understanding of the diversity of patient trajectories
and lived experiences.

Te combination of geographic map analysis (1st step)
and relational analysis (2nd step) should enable us to gain
a better understanding of the choices made by patients in
terms of access to care, by applying a dynamic reading of
their dimensions (6As).

3. Results

In the following, we present the results of the two successive
study steps.

3.1. Map Analysis Results. As explained in the methodology
section, in a frst step, to summarize patients’ accessibility to
healthcare services, we performed a hierarchical ascending
classifcation based on the distances separating patients’
homes from the nearest healthcare services (Figure 1).

Te frst category corresponds to Category 1 patients
(Figure 1) who are located close to the CLCC (12.4 km on
average). Tese patients are also close to other healthcare
facilities and services (on average 2.4 km from a local
hospital, 0.3 km from a GP, and 0.4 km from a pharmacy).
Tese are the patients for whom access to healthcare services
is easiest.

A second category of patients (Category 2) has good
access to local health services (on average 0.8 km from a GP
and 0.9 km from a pharmacy), as well as to local and regional
hospitals (on average 4.5 km away), but are very far from the
CLCC (on average 104 km). For these patients, the only
accessibility issue is their distance from the CLCC, so the
support of local hospitals in the care process can be par-
ticularly useful.

Te third category of patients (Category 3) lives the furthest
away from local hospitals (12.5 km on average), but has good
access to the CLCC (47.8 km on average), and good access to
local healthcare services (0.7 km on average to a GP and 0.9 km
on average to a pharmacy), similar to Category 2. In this case, it
is difcult to rely on local hospitals as intermediaries, and the
CLCC’s capacity to receive patients is key.
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Finally, the last category (Category 4) includes patients
whose access to all healthcare structures and services is the
most difcult. Access to the CLCC is remote (79 km on
average). Access to local hospitals is good (8.9 km on av-
erage), while access to local health care is relatively poor
(3.6 km on average to a GP and 4 km on average to
a pharmacy) (Figure 1).

In a second step, we construct a sample of patients repre-
sentative of each of these categories (24 patients) and interview
them (see Appendix 1 for extracts of coded verbatims—v1, v2,
etc.—for each patient—P1, P2, . . ., P24, etc.).

3.2. Identify the Dimensions of Access to Care andTeir Links
in Patient Discourse. In a second step, the interviews we
conducted enabled us to analyze patients’ perceptions of the
six dimensions of access to care in the 6As model (Appendix
1) and their systemic articulations.

3.2.1. Acceptability. Acceptability refers to confdence in
patients’ exchanges with healthcare professionals and their
diagnoses.Te patients we interviewed emphasize the strong
confdence they have developed in their hematologist and
their nurse. Nurses are part of patients’ lives, and every week,
patients look forward to their calls as a benefcial ap-
pointment (P1-v5; P5-v2). Similarly, the regular exchanges
between nurses and patients create a special kind of
knowledge: the nurses’ ability to understand patients’ re-
actions, both psychological and physiological (E10-v1).

Perhaps surprisingly, GPs are rarely involved in care
pathways of the patients surveyed. Tis loose link does not help
to build a relationship of trustwith theGP.However, this relative
lack of trust in the GP mainly concerns patients who are closest
to the CLCC (P2-v1; P19-v3; P19-v4). Tose who live further
away don’t mention it and have to trust their GP, who remains
the most accessible medical professional. So, for all patients, the
adequacy of resources is conditioned by acceptability.

Table 1: Sample of interviewed patients.

Patients

Start of medical
treatment
(month and

year)

Age range
(years old)

Geographical location
distance from the CLCC

Marital
status

Socioprofessional
status

Duration of the
interview in minutes

Patient 1 April 2016 61–80 yo 20–25min Widow Unknown 29
Patient 2 August 2018 26–45 yo 10min Married Unknown 20
Patient 3 April 2018 26–45 yo 10min Single Unknown 39
Patient 4 July 2018 26–45 yo 40min Co-habiting Unknown 21
Patient 5 December 2017 26–45 yo 10min Married Unknown 51
Patient 6 January 2018 26–45 yo 10–15min Single Unknown 34
Patient 7 March 2018 61–80 yo 20–25min Married Unknown 25
Patient 8 December 2017 46–60 yo 30min (rural area) Married Unknown 22
Patient 9 April 2016 26–45 yo > 2 h road (150 kms) Single Unknown 25
Patient 10 April 2018 61–80 yo 20min Married Unknown 16
Patient 11 May 2017 81–100 yo 20–25min Married Unknown 38
Patient 12 July 2018 81–100 yo 10min Married Unknown 18
Patient 13 October 2017 81–100 yo 10–15min Widow Unknown 23
Patient 14 March 2018 46–60 yo 30–35min (rural area) Married Active 41
Patient 15 February 2018 46–60 yo 1 h Divorced Retired 22
Patient 16 September 2018 46–60 yo 35–40min Married Unknown 27
Patient 17 August 2018 61–80 yo 25–30min Married Unknown 30
Patient 18 April 2018 46–60 yo 25–30min Divorced Unknown 12
Patient 19 September 2018 18–25 yo 10–15min Co-habiting Unknown 34
Patient 20 June 2018 26–45 yo 1 h 28 min Married Active 40
Patient 21 June 2018 46–60 yo 1 h 59 min Co-habiting Retired 35
Patient 22 February 2019 46–60 yo 2 h 08 Divorced Retired 23
Patient 23 March 2019 61–80 yo 22min Divorced Active 94
Patient 24 January 2019 18–25 yo 8min Married Unknown 44

Table 2: Coding grid.

Acceptability Acceptability of the exchange with healthcare professionals and/or the healthcare
facility, acceptability of the diagnosis (trust)

Awareness Access to information and understanding for action (literacy)

Availability Adequate human and technical resources available at the point of delivery of the
care service.

Adequacy Convenient opening hours, quick and easy contact (by phone or on site)

Afordability Financial resources for travel, childcare, appointments for parents, paid supportive
care to relieve symptoms, etc.

Geographical accessibility Ease of travel/territorial confguration and topography: distance to travel, easy travel
infrastructure (public transport access), easy parking, etc.
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Léon Bérard Hospital

Typology of patients

Category 1: Accessibility to Léon Bérard Hosp. (+), local hospital (+), general practitioner (+), pharmacy (+)

Category 2: Accessibility to Léon Bérard Hosp. (–), local hospital (+), general practitioner (+), pharmacy (+)

Category 3: Accessibility to Léon Bérard Hosp. (–), local hospital (–), general practitioner (+), pharmacy (+)

Category 4: Accessibility to Léon Bérard Hosp. (–), local hospital (–), general practitioner (–), pharmacy (–)

Source: Léon Bérard Hospital, 2021
Sofware: QGIS 3.10
Conception: Milhan CHAZE, UCA, Chaire Santé et Territoires, 2024
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Figure 1: Classifcation of patients according to accessibility to care services.
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In any case, in the discourse of those interviewed, ac-
ceptability is above all personal and social (P7-v4; P14-v3).
Tus, acceptability is often linked to the hope that the patient
places in the healthcare system to provide a solution to his
condition (P14-v4; P16-v2). Additional nuances emerged
regarding gender and socioeconomic background. Some
female patients found it difcult to discuss intimate issues
with physicians and preferred the empathetic, confdential
relationship developed with specialist nurses (P5-v2). So-
cioeconomically, a few patients with greater fnancial means
(e.g., P23) reported using complementary therapies such as
osteopathy or acupuncture, suggesting disparities in access
to non-reimbursed supportive care. If, in his imagination,
his treatment is in vain, he will not seek access to care.Tis is
particularly true for patients who are farthest from the CLCC
and from specialty care (Category 3). So, to understand
acceptability, we need to look at its links with the availability
and adequacy of resources, as well as awareness.

3.2.2. Awareness (Access to Information and Understanding).
Access to information (awareness) is particularly important
and involves several aspects: knowledge of care structures,
acquisition of knowledge about the disease and treatments.
Te results of our interviews show that, whatever the patient
category, patients do not have much information on the
management of this type of illness. Indeed, the GP seems to
play a relatively minor role in providing information and
guidance to patients (P7-v1; P14-v1; P4-v1). Paradoxically,
however, patients are very receptive to advice and need to
have a clear idea (P17-v1). Irrespective of the category to
which they belong, the patients interviewed recognize that
the introduction of the AMA system makes a signifcant
contribution to patient literacy (P1-v1; P7-v2; P19-v1; P22-
v1). Patients particularly appreciate exchanges with the
nurse specialist (AMA) because she uses a language they
understand, which is not always the case with exchanges
with the hematologist (P5-v1; P13-v1). Tis makes aware-
ness very closely linked to acceptability, as it determines to
a very large extent the trust that patients can place in
healthcare professionals and their diagnoses.

3.2.3. Availability. Availability refers to two dimensions:
attention paid to the patient (cognitive availability) and the
right size of the resource to avoid waiting. Te AMA system
relies on a high level of availability of resources, particularly
nurses. Whatever the category of patients concerned, this
availability generates a certainty in them that they will be
efectively monitored, which brings them psychological
comfort (P1-v2; P8-v1; P4-v2; P13-v1; P18-v1). Te cog-
nitive availability and resources ofered by this system more
than compensate for the lack of awareness deplored by all
categories of patients. Tis proves, for all patient categories,
the strong link between the “availability” and “awareness”
dimensions of the 6A models.

Tis remote availability of AMA nurses limits the need
for other forms of health care that aremore difcult to set up,
such as recourse to emergency services, particularly for

patients with remote access to care (categories 3 and 4) (P14-
v2; P21-v1; P9-v1; P20-v1). However, this system also has its
limitations in terms of access to resources. Te main one is
that it does not operate at weekends or in the evenings. At
these times, while some patients are able to manage the
efects of their treatment, others have had to contact the
CLCC switchboard, or even the local emergency services. In
such cases, some patients cite a human resource less suited to
their needs (P1-v3; P19-v2).

3.2.4. Adequacy. Adequacy concerns the ability of care
providers to respond to the constraints and preferences of
users (opening hours, management of phone communica-
tions, customer’s ability to receive care without prior ap-
pointment). Surprisingly, the adequacy of the CLCC’s
resources is generally perceived as better than the adequacy
of a nearby GP. Indeed, the CLCC system is seen as an
opportunity for patients treated at the CLCC. Patients ap-
preciate having a single point of entry to deal with their
questions, rather than multiple contacts. Tis single point of
entry is an important element of accessibility, especially for
patients who are not far from the CLCC (P1-v4; P3-v1; P4-
v3) (Categories 1 and 2). For these patients, it appears that
perceptions of the adequacy of the care on ofer are highly
dependent on perceptions of the availability of resources.

On the other hand, for patients further away from the
CLCC (Categories 3 and 4), optimal disease management
can also go hand in hand with the provision of supportive
care such as adapted sports, nutrition, and sophrology, but
these services are only available at the CLCC (P7-v1; P15-v1;
P16-v1). For these patients, it appears that their perceptions
of the adequacy of the care on ofer, over and above a suf-
fcient volume of services, are strongly correlated with the
question of geographical accessibility.

3.2.5. Afordability. Tis aspect of accessibility was rarely
mentioned directly. Just one patient (P23) out of 24 men-
tioned the use of an osteopath, fasciatherapist, and acu-
puncturist because she could aford them (P23-v1; P23-v2).
Te lack of mention by interviewees can be partly explained
by the specifc nature of the French system of fnancial
coverage for patients’ healthcare costs. Te French health
insurance system, which is managed by social partners
(representing employers and employees) and the govern-
ment, provides 100% coverage for cancer patients, including
transport, medication, and, of course, hospitalization. As
a result, afordability is not really an issue for patients or
healthcare professionals. Cancer patients do not pay for their
medical expenses and do not have to pay anymoney up front
for these costs.

Terefore, overall, it is not possible to show that af-
fordability could be related to the other dimensions of the
6As model. In particular, it has not been demonstrated here
that afordability is linked to geographical accessibility,
notably because of the specifc characteristics of the French
health insurance system.
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3.3. Geographical Accessibility. Finally, in virtually every
interview, geographical accessibility was spontaneously
mentioned. Distance is a real difculty, requiring patients to
have the organizational and fnancial resources to get to the
CLCC. Te difculties of geographical accessibility are
compounded by the fact that patients may live far from their
place of work. Travel is a source of fatigue, in addition to that
caused by illness and treatment (P1-v6; P9-v2; P7-v5).
Unsurprisingly, these difculties of geographical accessi-
bility are mainly mentioned by the most distant patients,
located more than 20min from the CLCC (Categories 2, 3,
and 4). In case of emergency, these patients prefer to be
hospitalized in a local hospital and only on a scheduled basis
at the CLCC (P15-v2; P16-v3; P22-v2).

For patients whose access to care is generally good
(Categories 1 and 2), the fact that they have diferent
contacts (replacements for their GP) reinforces the difculty
of trust, which also ties in with the question of acceptability
(P13-v2; P17-v2; P5-v3). In contrast, patients who are the
most distant from care (Categories 3 and 4) make greater use
of the GP (P9-v4; P15-v3; P20-v3; E22-v3). Tese patients
are also more willing to undergo part of their treatment in
local hospitals, whose spatial access is better than that of the
CLCC (P14-v5; P14-v6). Tis demonstrates the strong link
between the geographical accessibility of care and its ac-
ceptability to patients.

In some cases, difculties of geographical access have
been compensated for by what amounts to “telediagnosis”
(P9-v3; P20-v2). Te availability of telemedicine is partic-
ularly sought after by patients with difcult access to care
(Category 4), as it helps to compensate for geographical
remoteness. Tis fnding also demonstrates the connections
between the dimension of resource availability and that of
geographical accessibility.

4. Discussion

4.1.Teoretical Implications: Enriching the Reading of the 6As
Model. Access to health care is multifaceted [26] and re-
quires a systemic understanding of its dimensions. Te
results of our geographical and relational study of access to
care make a signifcant contribution to the literature, by
explicitly highlighting the links between the six dimensions
of the 6As model, while specifying how these links are
constructed for each category of patient (Table 3).

First and foremost, as these results underline, accept-
ability appears a central dimension in this accessibility.
Acceptability is dependent on the information available to
patients (awareness). In the case of hematological cancer,
acceptability also means putting one’s health in the hands of
trusted professionals. Te presence of a nurse simulta-
neously increases the availability and adequacy of resources,
confrming the need for systemic thinking on access to care
[18, 19] (Table 3).

Second, the results of this study show that awareness is
an essential dimension of acceptability. Ofcial texts men-
tion the obligation to inform patients as precisely as possible
[27]. Te nurses make a major contribution to reducing any
information asymmetries. Tey contribute to educating

patients about their illness and treatments (health literacy)
[28], well beyond the simple awareness-raising recom-
mended by Saurman [12]. Te CLCC’s AMA system facil-
itates patient navigation [25].

Our case study clearly shows that these frst two di-
mensions (acceptability and awareness) play a central role in
improving access to care for cancer patients. Raising patient
awareness by increasing the acceptability of care allows these
two dimensions to lay the foundations for improved access
to care for all patients. Tis is an important and original
theoretical contribution because it contrasts with past
fndings in the health sector in general, which tended to
demonstrate the central role of geographical accessibility,
sometimes in conjunction with afordability, in promoting
access to care for patients [29, 30].

Tird, the centrality of acceptability in the construction
of access to care is reinforced by its strong links with the
availability of resources (Table 3)—patients appreciate being
able to have contact with nurses when they feel the need.
Tis result highlights the acquisition of experience in
interacting with the healthcare system [18]. It shows that
availability cannot be disconnected from the trust they place
in healthcare professionals and their diagnoses [31] nor from
adequacy to demand.

In fact, and fourth, in our study, adequacy is emphasized
from two angles: from the point of view of the competence of
the interlocutors, that is, AMA nurses, specialist doctors,
GPs, and even pharmacists (1), but also from the point of
view of capacity in terms of the quantity of resources present
or absent (2). However, this recourse to resources such as the
skills of healthcare professionals is strongly linked to ac-
ceptability. Two aspects that had not yet been mentioned in
work involving the 6As.

Finally, in the context of our study, afordability was
rarely mentioned spontaneously, probably due in part to the
fact that French social insurance organizations cover 100%
of healthcare expenses throughout the course of the disease
for the patients included in our study. As our results in-
dicate, given the absence of any mention of this dimension
by the patients interviewed, in the specifc case of France,
afordability does not appear to be closely related to the other
dimensions of the 6As model. In the future, it would be
useful to extend our analysis to a similar healthcare case but
in a diferent national insurance context.

In contrast, for the patients interviewed in our study,
geographical accessibility also appears to be a central variable.
Geographical distance is a real difculty for patients. As
demonstrated by major previous studies [14, 24, 29, 30], our
study identifes geographical access as an essential variable for
improving access to care. Nevertheless, we also demonstrate
that, in the construction of access to care for the patients in
our study, this geographical accessibility is strongly linked to
acceptability (itself linked to awareness), but also to the
availability of resources and their adequacy (Table 3).

Te combination of these last fve major dimensions of
access to health care for the patients in our study begins to
outline the frst contours of the systemic functioning of
patients’ access to care (Table 3). Tis systemic access-
to-care network is based on a frst part of articulations
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between awareness, acceptability, and adequacy, which
concern all patients (Table 3). Tis frst part of the network
shows the importance of awareness, which relies above all on
trust in healthcare professionals and their diagnoses (ac-
ceptability), but also helps to reinforce it. Tis patient
confdence (acceptability) authorizes all patients to use the
medical resources available and beneft from their adequacy,
which is largely reinforced in our study by the AMA system
(Table 3).

Tis frst part of the access-to-care network seems to play
a decisive role in improving patients’ access to care. Syn-
chronously and almost simultaneously, this frst part of the
access-to-care network links up with geographical accessi-
bility and the availability of resources, enabling all patients,
according to their greater or lesser ease of spatial access to
care (Categories 1–4), either to access the medical resources
that are most accessible to them (Table 3).

4.2. Managerial Implications: Rethinking Access to Complex
Care. From amanagerial point of view, our study shows that
better access to care requires reinvestment in several di-
mensions (acceptability and awareness in particular) in
order to attenuate certain spatial inequalities [32]. Im-
proving geographical access to care [2, 5, 10, 12] seems to be
strongly linked to the other dimensions of access to care
(acceptability, awareness, availability, adequacy). Imple-
menting policies to improve access to health care therefore
requires systemic management, which, as demonstrated by
the network of links highlighted by our study (Table 3),
could be based on developing confdence (acceptability) and
information (awareness).

In practice, to support the implementation of policies to
improve access to care, this systemic access-to-care network
could be developed, for example, through cooperation be-
tween centers of expertise and local hospitals.Tis could take
the form of opening local hematology units to manage
certain situations, provide certain treatments, and ofer
support care as close as possible to the patient. Tis could
also lead, for example, to the labeling of local hospitals
developing this expertise. Te creation of local hematology
networks involving GPs, pharmacists, and local hospitals, to
support the work of centers of expertise, is one way of
improving access to care for patients, based on organiza-
tional confgurations that have yet to be devised (mobile
units or digital access, for example) [33].

5. Conclusion

Te aim of this article was to analyze the diferent ways in
which the main dimensions of patient access to health care
are connected to each other, based on the study of a com-
plete cohort of patients managed for hematological cancer.
Our results present several important contributions.

On a theoretical level, by describing in detail the links
between the determinants of the 6As, this study highlights, for
the frst time, the importance of these links in the construction
of patients’ access to care. In addition, still on a theoretical
level, but without claiming to generalize this result for the
moment, our results show, in an original way, the central
place occupied by acceptability in the construction of access to
care and indirectly that of awareness. Tis is an original
contribution of our study, which shows that alongside

Table 3: Systemic analysis of links between dimensions of access to care.

Systemic links Awareness Acceptability Adequacy Availability Affordability 

Awareness 

Acceptability 

Adequacy 

Affordability 

Geographical 
accessibility

All types of 
patients 

All types 
of patients

Close patients 
(categories 1 

and 2) 

Patients far from 
specialized 
medicine 

(category 3) 

Close patients 
(categories 1 

and 2) 

All types 
of patients 

All types 
of patients 

Close patients 
(categories 1 

and 2) 

All types 
of patients 

Very distant 
patients 

(category 4) 

Very distant 
patients 

(category 4) 

Close patients 
(categories 1 

and 2) 

Patients far 
from 

specialized 
medicine 

(category 3) 

Geographical 
accessibility 

All types of 
patients 

Availability

Note: systemic access-to-care network.
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geographical accessibility, availability of care, and adequacy of
resources, particularly in oncology, confdence in healthcare
professionals (acceptability) combined with patient awareness
are key factors in building links between the diferent de-
terminants of access to care. Tis contribution therefore
enables us to begin to sketch the frst outlines of a network of
6As articulations in which these last two determinants occupy
an essential place, particularly in oncology.

Methodologically, our work demonstrates the relevance
of combining spatial and nonspatial approaches to analyze
the determinants of access to care. Combining a geographic
map approach with a qualitative one enables us to identify
the systemic relationships and articulations between the
determinants of access to care, and, in practical terms, to
encourage innovative approaches to care, while thinking
about cooperation between healthcare professionals in the
area where the patient lives. Finally, in terms of organiza-
tional and managerial recommendations, this work high-
lights the need for collaboration between the CLCC and local
hospitals, in order to improve the match between supply and
demand, as well as the acceptability of local resources.

However, despite their novelty, these contributions have
several limitations. Te frst is the nonexhaustiveness of our
unique and specifc case study. Te large amount of data
collected in this study was made possible by the AMA system
implemented in this case which does not fully integrate ele-
ments of primary, community, and outpatient care. Te
geographic mapping approach developed in this study com-
plements the AMA system’s hospital-centered data by be-
ginning to integrate outpatient elements such as the locations
of GPs and pharmacists. However, in the future, in order to
improve the comprehensiveness of our results, the application
of our 6As systemic analysis, based on a geographical and
relational methodology, should be replicated in other cases in
order to collect more consistent extra-hospital data.

Te second signifcant limitation of our work stems from
our approach to access to care, which remains very hospital-
centric. Another limitation concerns the uniqueness of the
study setting and its hospital-focused perspective on access
to care. Data were drawn from a specialized cancer center
with an innovative follow-up system (AMA), making the
context both relevant and atypical. Future research could
build on this framework to explore access to care in relation
to other chronic conditions, in rural or overseas territories.
Nevertheless, the geographic map analysis carried out here
identifes several categories of access to patient care and
opens up prospects for applying our methodological ap-
proach to other regions and healthcare interventions (town
medicine, isolated or disadvantaged areas, medico-social
care, etc.).
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