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Introduction

In the context of rural society and economy in Europe, where processes involving populations, communities, labour, market forces and market regulations are contributing to rapid change processes, we suggest that an accessibility narrative has a useful contribution to make to debates and understanding.

This contribution may be in both conceptual and policy dimensions. In this paper we discuss these dimensions, drawing on some of our previous work, and on empirical work in progress in England and in Switzerland. The first two sections set out the context for our continuing empirical work. Our discussion and conclusions are provisional, and we welcome views on this work in progress.

An accessibility narrative

It is first necessary to define the concept of accessibility as we use it here. It is taken as 

‘The ability of people to reach and take part in the services, facilities and activities that may be regarded as normal for the society in which they live, and which enable them to maximise their life chances’.

Some points should be made about this definition. It is implicitly normative, in that it implies a right to accessibility, and provides a framework within which to examine people’s accessibility and to seek measures and policies which may improve their life chances through meeting this right to improved levels of access. It is also a relativistic definition, and there can be much debate about whether accessibility should philosophically be regarded instead as a universal right (Farrington & Farrington, 2005).  If it is regarded as a universal right, then it can be viewed in practice as mediated by the state and possibly by ‘lower’ authorities within the state, including citizen participation where that operates. In this scenario, differences between states would emerge with respect to accessibility rights.

Accessibility can be applied to people or to places: a person may experience high or low accessibility levels, and a place may be more or less accessible to varying numbers of people. Accessibility may be measured in different quantitative ways such as cost, time, number of opportunities within a given time, cost or distance range; or the number of people within different ranges of a place. Qualitative measures are also appropriate: attitudes and perceptions of accessibility are important in shaping people’s attitudes, feelings of well-being or inclusion, and behaviour.

A concept of accessibility as ‘the rural challenge’ was first advanced by Moseley (1979). Since then it has been applied in both urban and rural contexts (e.g. Church & Frost, 1999 and Nutley, 1998). Moseley’s context of declining rural services has intensified since his period, and is apparent across rural Europe, except where state or regional policy is able to intervene in the processes leading to service decline. These processes are notably the centralisation of both publicly and privately provided services and facilities for reasons of ‘efficiency’. This often transfers the cost of access from providers to users. For example, the cost efficiencies of providing medical facilities in large units are achieved at the expense of greater costs in time and money for those using the facilities. The same might be said for larger, centralised education provision. Of course, other factors are at play: healthcare professionals are required to deal with specified numbers of cases in order to maintain their professional registration, and expensive equipment may be best located in central places to maximise its use; educational and political philosophy may require larger educational units with the aim of maximising student choice and ‘equality of opportunity’. 
Accessibility is emphatically not just about mobility or transport: other means such as proxy visits, internet and telephone use or postal and delivery services may all be used, though mobility/transport is often required for the face-to-face contact or co-presence which Urry (2004) proposes is required for the development and maintenance of social networks. Of course, e-social networks are increasingly common, but it is interesting that Urry (2004) also proposes that e-interaction actually generates greater demand for mobility in order to facilitate the desire for co-presence necessary to reinforce or further develop e-contact.

The gender dimension of accessibility has been recognised, for example in Moseley’s early work (1979). Of course, different patterns of gender role have been envisaged since then, but individualisation and modernisation processes that lead to changes in gender roles take place more slowly than in urban areas. Therefore many rural households, particularly agricultural households where the family farm continues to be common – especially in more remote areas – still reflect a ‘traditional’ gender role (e.g. Becker et al., 2006 and Schimpf, 1997). Here, women work at home (on the farm), possibly without access to a car in areas where public and private services are less accessible; or they drive their children to school, to sports, etc., without having time to pursue their professional career (Becker et al., 2006). Our empirical work in Switzerland will explore and test the ‘genderisation of accessibility’ that we postulate.

Finally, we propose that accessibility is a necessary, but not a sufficient, condition for social inclusion; and that social inclusion is a necessary, but not a sufficient, condition for social justice.  An accessibility narrative can in this way be located in the discourse of social justice. (For a fuller discussion of this and other points in this section, see Farrington & Farrington, 2005 and Farrington, in press). It should also be recognised that people do, of course, have the right not to be accessible or included.

Accessibility and policy

We focus here particularly on the extent to which accessibility can be, and is, expressed as a public policy goal. The justification for this focus arises from our previous proposal  that accessibility is inherently, or at least potentially, a normative concept (the extent to which this is true will depend on the degree of acceptance of the concept as contributing to social inclusion and social justice, which we take to be, in philosophical terms, ‘goods’).

We therefore proceed experimentally on the basis that policies which contribute to maintaining or increasing levels of accessibility will tend to increase social inclusion and social justice, and thus well-being.  In this context, it is possible to discern different policy ‘types’, though as with most typologies there are ‘hybrids’.

Firstly, policies may be explicitly targeted at improving or maintaining accessibility to a particular group of services, such as healthcare, or to services in general, by integrating between policy sectors: this is the ‘strongest’ policy approach to accessibility. This is because by its very nature maximising accessibility involves the means by which a wide range of services and facilities (many but not all in the public sector) are provided, by a wide range of policy-making sectors.  This suggests that significant improvement in accessibility levels (or even their maintenance) needs policy-making sectors to integrate between ‘silos’. We term this ‘Category One’ type of policy-making and/or delivery as having strong accessibility impacts. We must, of course, recognise that delivery outcomes from this category may not accord with policy-making intentions and thus may not actually result in strong accessibility.
Secondly, policies may contribute to accessibility, but not be explicitly designed to do so in such holistic and integrated ways as in strong accessibility. This ‘Category Two’ type of weak accessibility impact policy-making and delivery is characterised by sectoral policy-making and delivery – for example in the ‘silos’ of healthcare, education, land use planning and transport. If the outcomes of nominally Category One policy are in fact of this sectoral type, then the policy would be classified as Category Two, because it is not delivering policies which are integrated between sectors. It is therefore ‘losing’ potential benefits in terms of improved accessibility.

Thirdly, policies may be addressing rural service provision, and therefore relevant to accessibility, but in fact produce outcomes which reduce accessibility. For example, closing rural hospitals and centralising provision, without taking into account the ability of rural people to reach them, could reduce accessibility for certain locations or groups of people: and if services in another sector such as education are provided on a different basis, then an even further reduction in overall accessibility for certain locations or groups may occur. We term this ‘Category Three’ type of policy-making and delivery as having negative accessibility impacts. 

We also need to situate this typology in the context of processes affecting the rural social and economic circumstances with which policies are dealing. It is of course possible here merely to list some of these processes, to indicate a policy ‘environment’. Market forces, some allied to globalisation, and combined with EU agricultural policies and commodification of the countryside, tend to create circumstances in which rural services are centralised and rural labour markets change and often decline in size. Out-migration and counter-urbanisation results in changes in population structure and social networks. Education, healthcare and other public service provision is constrained by public budgets, and usually also by ‘exogenous’ requirements as mentioned above, such as politically determined educational goals and health professionals’ targets.  

A preliminary assessment of accessibility-related policy in Great Britain and Switzerland
Great Britain

The views on policy expressed in this section are based on data from 6 interviews with policy-makers at national level (England, Wales and Scotland), 12 interviews with local authority officers responsible for translation of national policy into local delivery, 12 Focus Groups with ‘transport providers and transport users’ in 6 case study areas (two each in England, Wales and Scotland), and 1010 questionnaire responses from rural dwellers in the case study areas. The data were collected in 2002-2003. Both quantitative and qualitative information is included, and the importance of ‘bottom up’ as well as ‘top down’ processes is reflected in the involvement of those who experience different levels of rural accessibility, as well as those responsible for designing and delivering relevant policy. 

Accessibility Planning became a statutory requirement for Local Transport Plans in England in 2005, following the Social Exclusion Unit’s 2003 report on transport and social exclusion (Social Exclusion Unit, 2003) which called for the integration of policies between different sectors. The (national) Department for Transport has been carrying out pilot studies and producing software tools to assist the process. 

These produce maps and other visual representations of the ease of access to and from a range of services and opportunities, including healthcare, education and employment training, and food shopping. Using the tool,

 “…it should be possible to undertake accessibility assessments for different population groups and a range of transport modes...These assessments should assist (local) authorities and their partners in identifying individuals, areas and communities which are poorly served by limited or poor local facilities and services as well as by limited or poor transport services” (www.accessibilityplanning.gov.uk). 

The integrative intent of Accessibility Planning is clear:

“Using accessibility maps produced by the software tool should be valuable in helping to stimulate discussions about barriers to accessibility both between transport planners and their local partners in other sectors, and between partners and the local community” (authors’ italics) (Op cit).
The direct relationship to delivery intent is also clear:

“(accessibility maps) should facilitate the development of potential solutions to tackle the barriers identified, as well as facilitating an evaluation of the benefits of alternative solutions”  (Op cit).

It is clear that Accessibility Planning has the integrative intent to qualify it as a ‘Category One’ type policy. It is rather early in its application to evaluate it in terms of delivery, but a feature of the policy which might reduce its effectiveness is the location of responsibility for integration across sectors with one of those sectors – transport planning. It is not clear that this model can achieve full cross-sectoral policy-making and delivery: if it does not do so, it would become a ‘Category Two’ type. 

Sectoral policy-making and delivery continues to be the main driver for rural service provision in Britain. (In itself this indicates doubt about the capability of Accessibility Planning to be a true Category One type.) There is not space here to go into detail, but four examples of sectoral policies will indicate the issues for accessibility that arise.

(a) Healthcare is delivered with some reference to patient access, but the place of access in the priorities of healthcare planning has to relate to changing models of structuring and managing healthcare: these models are driven by medical and by financial priorities, as well as by access. We give an example of an interesting recent policy change in the provision of Accident and Emergency (A&E) facilities in Ayrshire, Scotland. Following elections to the devolved parliament in May 2007, the Scottish National Party formed a new administration. A report on healthcare strategy in Scotland had been commissioned by the previous Labour/Liberal Democrat government. Known as ‘The Kerr Report’ (Kerr, 2006), this included proposals to close A&E facilities at the hospital in the town of Ayr , and to replace this with provision of A&E facilities in five new Community Casualty Facilities (CCFs) across the area, to deal with approximately 80% of cases. This had the aim of:

      “…maintaining care at a local level for the majority of emergency injuries and     

      illnesses…”, and would ensure “…better survival rates for patients and higher skill  

      levels for doctors” (Kerr, 2005, and NHS Ayrshire & Arran, 2006).

      A public campaign strongly opposed the proposals saying that distances to the new A & E facilities for a proportion of the population would have increased, implying longer access times – likely to be important or critical in emergencies. In June 2007 the minister responsible reversed the policy and undertook to maintain the current provision, saying:
      “I will take into account how clinicians want services to be delivered, but I will also give as much weight as possible to public opinion. The public, after all, fund the health service… The [Health Board] ... did not consult on options that retained A&E services at all of the hospital sites – so the public had no opportunity to weigh up costs and benefits” (Sturgeon, 2007).

      The report author’s response was uncompromising:
      “It’s a pity the debate has become about bricks and mortar, rather than the best health service for people. There is a sentimental, emotional, irrational aspect to this decision” (Kerr, 2007).

     One could observe that there was also a political aspect to the decision; while the absence of public consultation was given as a reason for changing the plan, governments are not always keen to reflect public opinion.

This example illustrates some typical ‘accessibility trade-offs’ and the intricacies of the policy processes concerned.
(b) Primary and secondary education policy is a mix of national and local authority measures. Local authorities are empowered to close schools: normally these are small rural primary schools which cost more per pupil than larger schools, so potential cost savings can give rise to closure proposals. These are often put forward on educational grounds, and transport to the nearest school is provided. Opposition to closures is common among rural communities who – correctly - view the loss of access to a local school as undermining the future potential of their rural location to maintain and attract young families.

(c) Rural public transport provision is primarily a local authority responsibility in Britain: most is in the form of bus services.  In the context of deregulated and privatised bus services, operators tender to local authorities for contracts to operate ‘social’ (non-commercial) services. Since deregulation of the bus industry in 1985, it has been possible to maintain much of the rural network, but two points are important: by 1985 many services had already been lost since the peak of the 1950s; and gradually it is proving financially more difficult to fund the social network that local authorities might prefer. There are also different funds and policy initiatives in England, Wales and Scotland, targeted at maintaining or improving the accessibility of dependent groups through rural bus services, and particularly at community and demand-responsive transport. The latter is seen as a particularly suitable future model for the provision of rural bus (or car/taxi) services. 

(d) Rural post offices in Britain include many outlets (both rural and urban) that do not make a profit. Since the Post Office is under commercial pressure as a business, there is pressure to close these. A British national policy, the Rural Post Office Network, has given over £150 million state support to maintain the network, but this is time-limited, and a review in 2007 is likely to propose the closure of many rural post offices, offset in some cases by relocation into nearby services such as shops, garages, churches or public houses – an outcome which will inevitably reduce accessibility in some locations. Further, the rural post office is viewed by local communities as a vital social centre as well as a service centre, particularly for more vulnerable individuals.

We should add that there is, importantly, widespread partnership working at local level in many areas in rural Britain, and in practice this level of working achieves greater cross-sectoral integration of actions than top-down policy in many cases.

Overall, these sectoral examples show that despite the positive aims of accessibility planning, non-integrated sectoral policy-making and delivery systematically affects accessibility in rural Britain, often negatively. Even where an accessibility goal remains in a given sector, such as public transport, reductions in accessibility can result. 

Overall, policy-making and delivery in sectors affecting accessibility in rural Britain often has, for a variety of reasons, at best a neutral, and frequently a negative, impact on accessibility, either in terms of geographical areas or of specific groups of the population. 

The need for more integrated policy-making and delivery was expressed well by a local authority officer (referring to two policy initiatives):

“There’s a problem at the moment….perhaps in the way the funding is structured. If you look at the countryside, for example, you’ve got the Rural Transport Partnership Fund and then you’ve got Vital Villages……so you’re encouraged to go down one route and not think….not cross over [between sectors]….it needs to be more holistic. Everybody’s an expert in their own field….that’s part of my role, to start working with a wider range of organisations” (authors’ italics) (Farrington et al, 2004, Appendix, p. 154).

It seems unlikely that Category One accessibility planning can overcome these inherent weaknesses. From this brief review, and informed by  previous work (Farrington et al, 2004), sectoral policy-making and delivery affecting accessibility in rural Britain can be classified in our typology as predominantly Category Three, but with some sectors showing elements of Category Two.

Switzerland

The views expressed on policy in this section, as preliminary findings, are based on six interviews conducted in November 2005. These included the heads or senior officers in different policy sectors in Bern Canton and heads of Federal policy sectors (based in Bern), and one human geography academic. This Canton was selected as offering a range of rural contexts, including lowland agriculture, remote areas of mountain farming, and (mainly mountain) areas with large tourist activity. Interviewees were asked to explain their policy responsibilities, to describe the main goals of their policies, and were encouraged to comment on policy effectiveness with particular reference to the concept of accessibility. This stage of our research is concerned mainly with ‘top down’ policy-making and delivery: the involvement of rural communities and individuals will be achieved through Focus Groups and interviews in rural communities, planned for 2007-2008.

There is no explicit goal in cantonal or national policy of maintaining or improving  rural accessibility through policy integration, though there is the stated intent to achieve closer integration between policy sectors, as a matter of strategy (nationally and in Bern Canton).

 “In the Canton Bern but also on the federal level the secretariat general of every department meets and discusses the ongoing tasks in order to coordinate them. But during the political process the different tasks are changed. The direct democracy is an interfering factor that makes this coordinating process difficult” (Senior Officer Tourism and Regional Development, Canton Bern, 22. November 2005).

Within the proposed New Regional Policy (NRP) that at the moment is in the discussion and approbation process in the parliament, one goal is to coordinate better between the NRP and sectoral policies that are linked to regional development (energy, agricultural, education, and health).    

An interesting feature of governance in Switzerland is the system of direct democracy, in which the ultimate power lies in the hands of the people. At a federal level, voters can make use of three democratic rights: the popular initiative, the referendum and the petition. At cantonal and communal levels in
Switzerland, even more instruments of direct democracy are available. At federal level 100,000 electors can request, by way of a popular initiative, the addition, the amendment, or the repeal of an article in the federal constitution. It can be formulated either as a general suggestion or as a specific proposal. The signatures backing the initiative must be collected in a period of 18 months. Any revision of the federal constitution is submitted to a vote or compulsory referendum of the people and the cantons; in other words, the referendum must obtain both the majority of the people, in the whole of Switzerland, and the majority of votes in a majority of cantons (12 out of 23). Finally, the bills, and even certain international treaties, are submitted to the vote of the people, if requested by 50,000 electors within 100 days reckoning from the publication. 
In theory this would allow issues which we view as access-related, such as the provision of education or healthcare facilities, to be raised at national, cantonal and communal level, and provides the opportunity for direct and institutionalised bottom up policy influence. In reality the bottom up policy influence is not easy: in the period 1891 to 2003 only 13 initiatives managed to overcome this double hurdle of majority of votes of people and cantons.

The system of governance also allocates responsibility to different levels of government: federal, cantonal and commune level. Only education, health and social service lies in the hands of the cantons and communes. Other policy sectors like energy, post or transport lie in the responsibility of the federal state and the cantons or the federal state and the communes. The allocation of responsibilities to three levels has the potential to foster partnership between areas and across sectors.

 “Cross-community collaboration is ‘a big Swiss idea’ and so is ‘self-help’ [meaning local initiative as expressed in bottom up participation in policy-making and delivery]” (Department Head, Bern Canton, 22 November 2005).

The actual outcomes are spatially variable and depend on factors such as leadership, initiative and local geography (Academic, 24 November 2005). Rural population change has much in common with British experience, with de-population of remote rural areas that do not have strong tourism activities, and counter-urbanisation as commuting spreads. The overall situation of limited resource for public services, expressed by policy-makers in all sectors, is also a familiar one.

We summarise findings from interviews by sector and draw some general conclusions.

(a) In Transport Policy no explicitly separate provision is made for rural areas. Every community must have public transport access by one ‘route’: in the mountainous areas this may be a funicular rather than a bus or train. The community pays one third of the support for public transport and the Canton two thirds. Funding is distributed by number of inhabitants - an arrangement likely to provide less resource in sparsely populated areas, and particularly in ‘non-tourist’ mountain areas. There is a formal system for deciding on the level of public transport provision, involving two criteria: (i) the minimum population in a community – in Federal policy, fewer than 100 people have no formal right to public transport, but in Bern Canton this threshold is raised to 300; (ii) demand, averaged over the year. This tends to result in tourist (mountain) areas having better public transport provision (as well as access to other public and private services like health, shops etc.) than the agricultural lowlands, and could exacerbate out-migration from more remote, less prosperous and less densely populated regions. There is some experience of demand-responsive transport operated both by a private firm (Rufbus) and by small voluntary schemes; fares are around 4 to 5 times higher than conventional bus services.

(b) Health Policy includes responsibility for patient access. Despite this, five hospitals, most in rural areas, have been closed between 1999 and 2003 in Bern Canton, and; “This has become a big issue.” (Policy-maker, Bern Canton, 24 November 2005). The main driving factor in closure decisions is medical technology: “Between 1900 and 1950, every valley had a hospital. Now, the technology requires bigger units with greater throughput, which has meant more centralisation.” (Policy-maker, Bern Canton, 24 November 2005).There is a general difficulty in recruiting General Practice successors, due to the required hours of working, rather than to income factors. In rural areas the situation is even worse. A solution for rural areas is being considered, in the form of ‘polyclinics’ – small hospitals with extended surgeries, but there are ‘ownership issues’ with some practitioners.

(c) Education Policy includes the explicit goal of retaining primary schools in small regions and therefore retaining people in small villages. While there is a minimum number of children required to keep a school, in practice the canton has a policy of not closing schools. “In the Canton Bern, communes have to contribute to a fund according their financial situation. The money is redistributed to the communes to guarantee that small (and therefore often poorer communes) can afford their own school. (Policy-maker, Bern Canton, 22 November 2005). Communes (who pay one third of school and school transport costs – the canton pays two thirds) can contract between themselves and in this way decide whether to retain several schools in a rural area or to centralise provision. In the Alpine Lauterbrunnen valley, this has resulted in pupils attending schools in three different communes through their primary years, one of which involves for some pupils a daily funicular trip. If communities cannot agree about provision, a top-down decision is enforced.

(d) Agricultural policy is in general becoming more holistic and is increasingly viewed as ‘rural policy’. But specific rural policy does not exist. In the canton Bern the rural policy is part of the economic policy, causing big goal conflicts:

”The aim is to strengthen the whole economy of the Canton Bern. Therefore it would be important to strengthen some regions and retire from others. Politically this is not possible. Therefore the strategy is to promote the existing potentials within the different regions so that they contribute to the whole economic growth of the Canton Bern” (Senior Officer Tourism and Regional Development, Canton Bern, 22. November 2005). 


(e) Regional Policy is very important in the Canton Bern. However in the last ten years the focus of regional policy changed. 

      “[Whereas]….in the 60s, 70s and 80s the opening up of the rural regions by roads and trains was a problem … today the transport problems are located in the cities and agglomerations: traffic jams, overloaded trains etc. This is a problem because of the separation of living and working place (lots of commuters). The opening up of the rural regions led to a transportation problems within the agglomerations. Because of that the priorities lie now on the accessibility in the urban regions” (Senior Officer Tourism and Regional Development, Canton Bern, 22. November 2005). 

(f) Gender sensitive policies.  Neither regional policy nor other policies focus on gender:

      “But it is a fact, that women in rural areas are disadvantaged. Access to professional training or to work is difficult. The unemployment rate of women in the rural areas is higher than the one of men or the one of women in urban areas. Within the process of structural change in agriculture women are those that have little chances. Public services are declining and women are strongly affected. There would be a lot to do to strengthen the women’s situation in rural areas. But as regional development as such is already disregarded the combination of women issues and rural development would be worse” (Senior Officer Tourism and Regional Development, Canton Bern, 22. November 2005). 

      However women are playing a big role in bottom-up agricultural and economic development, including farm diversification and this is of significance in maintaining rural populations and their economic viability, particularly where there is tourism activity.

This evidence of Swiss sectoral policy-making is incomplete, since it does not yet include material from rural dwellers to allow assessment of effectiveness in delivery of policy goals. It is, however, possible to conclude at this stage of our research that Swiss sectoral policy relevant to rural accessibility contains some elements of strong accessibility, and intentions to integrate across sectors. Although there is no overall Federal strategy explicitly focusing on accessibility, there is an attempt to increase knowledge about the problematic of accessibility. The Swiss Federal Statistical Office (SFSO) is working on studies about regional distributions of services and has created an accessibility index. At the same time, there is evidence, particularly in healthcare and post office services, that some negative effects on accessibility are resulting. Sectors are experiencing pressures and constraints very similar to those found in Britain, and the will to integrate policy-making and delivery is perhaps not yet matched by the new practices required. This places Swiss policy in Category Two overall, with elements of Category One and Category Three. 

The preliminary findings about gender sensitive policies in Switzerland support our assumption of a “genderisation of accessibility”: women seem to be mostly affected from declining public services. And the SFSO confirms that the individualisation process affected rural areas less; consequently traditional gender roles that can prevent women from access to public and private services are predominant.    

Conclusions

As we indicated, our conclusions are provisional pending empirical Swiss work, but we suggest they are of interest at this stage.

Britain has adopted a national policy of accessibility planning which explicitly seeks to integrate across sectors (Category One). We question whether the inertia of sectoral policy-making and delivery can be overcome, particularly without an over-arching ‘sector-neutral’ body or function with responsibility for sectoral integration. Nevertheless, the intent to integrate across sectors to improve accessibility should be recognised as helpful.

Switzerland is debating steps to integrate across policy sectors, though not with an explicit accessibility goal. (Indeed, in both countries the absence of rural policy as an entity is noticeable: the merits of this position can of course be debated.) 

Both countries in our comparison experience resource limitations and pressure to reduce (or ‘manage’) costs of service provision – usually manifested in reductions in services located in rural areas. Our tentative typology suggests that most policy sectors in both countries recognise some accessibility need, but that the main policy drivers are in practice rationalised as resource kimitations, ideological factors, or technical factors. 

Our normative position is that people, in all their different conditions and aspirations, need to reach and take part in services and activities which are at the least, life opportunities and affirmations; for some they are matters of physical, mental and spiritual survival itself. Our work with rural dwellers in Britain shows that isolation, self-perceived lack of worth, and loneliness, are quite widely spread, but can be particularly observed among younger (teenage through 20s), older, female and less-able people, as well as among the farming community. We will test these findings in Switzerland and further investigate the assumption of “genderisation of accessibility”. 

We do not, of course, propose that improving accessibility is a panacea for any lack of fulfilment and physical, mental and spiritual health that may be observed in rural communities in wealthy West European economies. Nor do we suggest that accessibility is a uniquely ‘beneficial’ approach to issues of rural society. But we do propose that addressing accessibility – in our broad concept - through both top-down policy measures and through bottom-up governance and participation (including ‘self-help’), is a necessary step for healthy rural societies. 
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