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Abstract

Background: Demand	is	ѴabeѴѴed	ļcѴinicaѴѴy	unnecessaryĽ	when	patients	do	not	need	
the	ѴeveѴs	of	cѴinicaѴ	care	or	urgency	provided	by	the	service	they	contactĺ
Objective: To	identify	programme	theories	which	seek	to	expѴain	why	patients	make	
use	of	emergency	and	urgent	care	that	is	subsequentѴy	judged	as	cѴinicaѴѴy	unnecessaryĺ
Design: ReaѴist	reviewĺ
Methods: Papers	from	four	recent	systematic	reviews	of	demand	for	emergency	and	
urgent	careķ	and	an	updated	search	to	January	ƑƏƐƕĺ	Programme	theories	deveѴoped	
using	 ContextŊMechanismŊOutcome	 chains	 identified	 from	 ƒƑ	 quaѴitative	 studies	
and	tested	by	expѴoring	their	reѴationship	with	existing	heaѴth	behaviour	theories	and	
ƑƖ	quantitative	studiesĺ
Results: Six	mechanismsķ	based	on	ten	interreѴated	programme	theoriesķ	expѴained	
why	patients	made	cѴinicaѴѴy	unnecessary	use	of	emergency	and	urgent	careĹ	Őaő	need	
for	risk	minimizationķ	for	exampѴe	heightened	anxiety	due	to	previous	experiences	of	
traumatic	eventsĸ	 Őbő	need	for	speedķ	for	exampѴe	caused	by	need	to	function	norŊ
maѴѴy	to	attend	to	responsibiѴitiesĸ	Őcő	need	for	Ѵow	treatmentŊseeking	burdenķ	caused	
by	inabiѴity	to	cope	due	to	compѴex	or	stressfuѴ	Ѵivesĸ	Ődő	compѴianceķ	because	famiѴy	
or	heaѴth	services	had	advised	such	actionĸ	Őeő	consumer	satisfactionķ	because	emerŊ
gency	departments	were	perceived	 to	offer	 the	desired	 tests	and	expertise	when	
contrasted	with	primary	careĸ	and	Őfő	frustrationķ	where	patients	had	attempted	and	
faiѴed	to	obtain	a	generaѴ	practitioner	appointment	in	the	desired	timeframeĺ	MuѴtipѴe	
mechanisms	couѴd	operate	for	an	individuaѴĺ
Conclusions: Rather	 than	 onѴy	 focusing	 on	 individuaѴsŝ	 behaviourķ	 interventions	
couѴd	incѴude	changes	to	heaѴth	service	configuration	and	accessibiѴityķ	and	societaѴ	
changes	to	increase	coping	abiѴityĺ
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ƐՊ |ՊBACKGROUND

When	peopѴe	want	heaѴth	advice	or	 treatment	urgentѴyķ	 they	seek	
it	from	a	number	of	heaѴth	services	incѴuding	emergency	ambuѴance	
servicesķ	emergency	departmentsķ	generaѴ	practice	out	of	hours	serŊ
vicesķ	daytime	generaѴ	practiceķ	urgent	care	centresķ	waѴkŊin	centresķ	
minor	injury	unitsķ	dentists	and	ƑƓ	hour	teѴephone	heaѴth	heѴpѴinesĺ1 

The	 options	 avaiѴabѴe	 vary	 considerabѴy	 between	 and	 within	 difŊ
ferent	countriesĺ	Concern	has	been	expressed	about	high	ѴeveѴs	of	
demand	 for	 some	of	 these	servicesķ	 specificaѴѴy	emergency	ambuŊ
Ѵancesķ	emergency	departments	and	generaѴ	practiceĺƑķƒ	These	conŊ
cerns	sometimes	focus	on	demand	from	patients	who	do	not	need	
the	 cѴinicaѴ	 resources	or	 ѴeveѴ	of	urgency	of	 those	 servicesĺ	These	
patients	have	been	described	variousѴy	as	contacting	emergency	or	
urgent	care	services	with	minorķ	nonŊurgentķ	nonŊseriousķ	medicaѴѴy	
unnecessary	or	Ѵow	acuity	probѴemsķƓŊѵ	or	more	pejorativeѴy	as	ļinapŊ
propriate	usersĽ7	In	this	articѴeķ	we	use	the	term	ļcѴinicaѴѴy	unnecesŊ
saryĽ	in	recognition	that	heaѴth	professionaѴs	view	some	users	as	not	
requiring	the	ѴeveѴ	of	cѴinicaѴ	care	provided	by	their	service	and	who	
couѴd	be	treated	effectiveѴy	by	a	Ѵower	urgency	serviceĺ

Understanding	why	patients	make	decisions	that	are	judged	cѴiniŊ
caѴѴy	unnecessary	is	important	because	this	may	inform	interventions	
to	reduce	demand	for	overѴoaded	heaѴth	servicesĺ	Howeverķ	it	is	aѴso	
important	to	be	aware	that	patient	behaviour	is	onѴy	one	part	of	the	
pictureĺ	The	concept	of	cѴinicaѴѴy	unnecessary	use	of	heaѴth	services	
is	 contentiousĺѶķƖ	 Patients	 face	 a	moraѴ	 diѴemma	 in	 heѴpŊseekingķ10 

anxious	to	take	responsibiѴity	for	their	heaѴth	whiѴst	not	being	judged	
as	wasting	the	time	of	a	busy	serviceĺ11	Judgements	about	the	cѴinŊ
icaѴ	necessity	of	demand	may	be	shaped	by	the	suppѴy	of	servicesķѶ 
where	these	judgements	become	harsher	as	demand	outstrips	supŊ
pѴyĺ	 Staff	 judgements	 regarding	 Ѵegitimate	 reasons	 for	 service	 use	
may	aѴso	vary	between	individuaѴ	cѴinicians	and	individuaѴ	servicesĺ12

Existing	evidence	provides	some	insights	into	this	compѴex	issueĺ	
A	recent	rapid	review	of	quaѴitativeķ	quantitative	and	mixed	methods	
studies	primariѴy	from	the	United	States	and	the	United	KingdomƐƒ 
identified	six	reasons	for	attendance	at	emergency	and	urgent	care	
servicesĹ	 a	 Ѵack	 of	 access	 to	 and	 confidence	 in	 primary	 careĸ	 perŊ
ceptions	of	urgency	or	anxiety	creating	a	need	for	reassurance	from	
emergency	 servicesĸ	 recommendations	 to	 attend	 from	 friends	 or	
famiѴy	or	heaѴthŊcare	professionaѴsĸ	convenience	in	terms	of	services	
having	better	opening	hours	or	being	 Ѵocated	cѴoser	to	home	than	
aѴternativesĸ	patient	 factors	such	as	 Ѵower	cost	 than	other	options	
or	Ѵack	of	transportĸ	and	perceived	need	for	treatment	and	investiŊ
gations	avaiѴabѴe	at	the	hospitaѴĺ	Another	recent	systematic	reviewķ	
focusing	more	 narrowѴy	 on	 reasons	 for	 seѴfŊreferraѴ	 to	 emergency	
departmentsķ	identified	a	simiѴar	set	of	issuesĺƐƓ	A	systematic	review	
of	use	of	ambuѴance	services	for	primary	careŊsensitive	conditions	
incѴuded	the	perspectives	of	heaѴth	professionaѴs	and	service	manŊ
agers	as	weѴѴ	as	patientsĺƐƔ	This	found	a	somewhat	different	set	of	
factorsķ	aѴbeit	with	some	overѴap	with	Coster	et	aѴƐƒĹ	poor	physicaѴ	
heaѴth	 incѴuding	 comorbidities	 and	 mentaѴ	 heaѴthĸ	 personaѴ	 anxŊ
iety	 and	 risk	managementĸ	 heaѴth	 knowѴedgeĸ	 care	 givers	 and	 byŊ
standers	 encouraging	 use	 of	 ambuѴances	 particuѴarѴy	 for	 chiѴdrenĸ	

socioŊdemographic	and	economic	 issues	 incѴuding	deprivation	and	
having	no	own	transportĸ	and	poor	access	to	primary	careĺ

WhiѴst	 these	 systematic	 reviews	 provide	 vaѴuabѴe	 highŊquaѴity	
evidence	reѴated	to	 this	 issueķ	 there	 is	a	need	 for	a	more	 inŊdepth	
understanding	of	what	drives	patients	 to	seek	care	urgentѴy	when	
it	 is	 cѴinicaѴѴy	 unnecessaryĺ	 Existing	 reviews	 have	 focused	 on	 one	
service	onѴyķƐƓķƐƔ	incѴuded	heaѴth	professionaѴ	as	weѴѴ	as	patient	perŊ
spectivesķƐƔ	 or	 addressed	overaѴѴ	 demandķ	 incѴuding	both	 cѴinicaѴѴy	
necessary	and	unnecessary	useĺƐƒ	Thereforeķ	there	is	a	need	to	unŊ
dertake	an	inŊdepth	review	that	focuses	specificaѴѴy	on	patientsŝ	perŊ
spectives	of	cѴinicaѴѴy	unnecessary	service	useķ	to	understand	more	
about	what	drives	them	to	seek	care	urgentѴyķ	and	attempts	to	gain	a	
deeper	understanding	about	the	reasons	for	their	decisionsĺ	ReaѴist	
synthesisķ	which	focuses	on	mechanisms	that	cause	outcomesķ	and	
the	 contexts	 that	 shape	 these	 mechanisms	 and	 outcomesķ	 couѴd	
compѴement	 recent	 reviews	 by	 offering	 a	 more	 inŊdepth	 underŊ
standing	 of	 patientsŝ	 decisionŊmaking	 processesĺ	 The	 aim	 of	 this	
review	was	 therefore	 to	 use	 reaѴist	 synthesis	 to	 identify	 patientsŝ	
perspectives	of	why	they	make	use	of	services	providing	emergency	
and	urgent	care	that	is	judged	cѴinicaѴѴy	unnecessaryĺ

ƑՊ |ՊMETHODS

ƑĺƐՊ|ՊReaѴist synthesis

ReaѴist	synthesis	is	used	to	understand	compѴex	sociaѴ	programmes	
that	invoѴve	human	decisions	and	actionsĺƐѵ	WhiѴst	it	is	usuaѴѴy	used	
to	expѴore	how	the	outcomes	of	programmes	or	 interventions	are	
achievedķ	it	has	provided	vaѴuabѴe	insights	outside	the	context	of	inŊ
tervention	researchķ	incѴuding	understanding	access	to	primary	care	
for	 socioeconomicaѴѴy	disadvantaged	oѴder	peopѴe	 in	 ruraѴ	 areasĺ17 

Due	to	the	compѴexity	of	decision	makingķ	and	our	desire	to	underŊ
stand	the	mechanisms	driving	cѴinicaѴѴy	unnecessary	useķ	we	considŊ
ered	reaѴist	synthesis	to	be	an	appropriate	approach	for	this	studyĺ

We	identified	our	outcome	of	interest	as	the	use	of	an	emergency	
and	urgent	care	service	that	was	judged	as	cѴinicaѴѴy	unnecessaryĺ	We	
then	undertook	the	review	in	two	phasesĺ	The	first	phase	invoѴved	
deveѴoping	and	refining	a	set	of	programme	theories	based	on	quaѴiŊ
tative	researchĺ	The	second	phase	invoѴved	testing	these	programme	
theories	using	existing	theories	of	heaѴth	behaviour	and	identifying	evŊ
idence	to	support	or	refute	them	in	reѴevant	quantitative	studiesĺ	We	
registered	 the	 proposaѴ	 with	 PROSPERO	 ƑƏƐƕĹCRDƓƑƏƐƕƏƔѵƑƕƒĺ	
We	used	the	RAMESES	reporting	guideѴinesĺƐѵ

ƑĺƑՊ|ՊPhase ƐĹ DeveѴoping and refining the 
programme theories

ƑĺƑĺƐՊ|ՊInitiaѴ theoreticaѴ framework

In	 reaѴist	 synthesisķ	 the	 initiaѴ	 theoreticaѴ	 framework	 or	 rough	 proŊ
gramme	theories	can	be	identified	in	different	waysĺƐѶ	The	research	
team	 can	 draw	 on	 a	 combination	 of	 existing	 theoriesķ	 pubѴished	
evidence	and	expert	opinionĺƐѶ	We	used	pubѴished	evidence	from	a	
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recentѴy	compѴeted	rapid	review	of	demand	for	emergency	and	urgent	
careƐƒ	 which	 offered	 a	 set	 of	 potentiaѴ	 rough	 programme	 theories	
based	on	quaѴitative	and	quantitative	research	of	aѴѴ	users	of	a	range	
of	emergency	urgent	care	servicesĺ	Because	Coster	et	aѴŝs	 reviewƐƒ 
did	not	focus	soѴeѴy	on	patients	judged	to	have	made	cѴinicaѴѴy	unnecŊ
essary	use	of	servicesķ	we	used	this	review	as	an	overarching	theoŊ
reticaѴ	framework	rather	than	a	source	of	rough	programme	theoriesĺ

ƑĺƑĺƑՊ|ՊIdentification and seѴection of studies 
for inclusion

ReaѴist	 synthesis	 does	not	necessariѴy	 Ѵimit	 itseѴf	 to	 incѴuding	onѴy	
one	study	design	but	 is	adaptabѴe	 to	 the	particuѴar	context	of	 the	
researchĺƐѵ	 In	 this	 instanceķ	 we	 deveѴoped	 our	 programme	 theoŊ
ries	 onѴy	 using	 journaѴ	 articѴes	 reporting	 quaѴitative	 research	 or	
quaѴitative	 components	 of	 mixed	 methods	 studies	 because	 these	
offered	 insights	based	on	 inŊdepth	expѴoration	of	patient	perspecŊ
tivesĺ	Because	 a	 number	of	 substantive	 reviews	had	 aѴready	been	
pubѴishedƐƒŊƐƔ	 or	 were	 ongoing	 ŐTurnbuѴѴ	 et	 aѴ	 https	Ĺņņwwwĺsouth	
amptonĺacĺukņheaѴt	hscie	ncesņresea	rchņproje	ctsņaŊstudyŊofŊsenseŊ
makingŊstrat	egiesŊandŊheѴpŊseeki	ngŊbehav	ioursĺpageőķ	we	searched	
for	reѴevant	papers	incѴuded	in	these	four	reviewsĺ

Coster	et	aѴƐƒ	had	searched	MEDLINEķ	Embaseķ	Cochrane	Libraryķ	
Web	 of	 Science	 and	 CINAHL	 ƐƖƖƔŊƑƏƐѵĺ	 Kraaijvanger	 et	 aѴƐƓ had 

searched	MEDLINEķ	Embaseķ	Cochrane	Libraryķ	CINAHL	and	PubMed	
up	to	February	ƑƏƐƔĺ	Booker	et	aѴƐƔ	had	searched	MEDLINEķ	Embaseķ	
PsycINFOķ	Web	of	Science	and	CINAHL	ƐƖѶƏ	to	June	ƑƏƐƓĺ	TurnbuѴѴ	
et	aѴ	Őongoing	at	the	time	of	our	reviewő	had	searched	poѴicy	and	pubŊ
Ѵished	 research	 MEDLINEķ	 Embaseķ	 Web	 of	 Scienceķ	 CINAHL	 and	
PsycINFO	 ƐƖƖƏ	 to	 ƑƏƐƕĸ	 their	 search	 onѴy	 incѴuded	 articѴes	 up	 to	
ƑƏƐѵ	at	the	time	they	shared	their	database	with	us	in	February	ƑƏƐƕĺ	
To	bring	 this	 evidence	up	 to	dateķ	 in	February	ƑƏƐƕ	we	undertook	
searches	of	MEDLINE	and	GoogѴe	SchoѴar	for	any	further	articѴes	pubŊ
Ѵished	between	ƑƏƐƔ	and	ƑƏƐѵĺ	Due	to	the	Ѵack	of	articѴes	focusing	on	
cѴinicaѴѴy	unnecessary	use	of	daytime	generaѴ	practice	within	the	four	
reviewsķ	in	ApriѴ	ƑƏƐƕ	we	searched	MEDLINE	and	GoogѴe	SchoѴar	for	
reѴevant	generaѴ	practice	focused	studies	from	the	start	of	the	dataŊ
bases	to	March	ƑƏƐƕĺ	Figure	Ɛ	provides	a	summary	of	searches	and	
the	seѴection	of	studiesĺ	AѴѴ	incѴuded	articѴes	were	written	in	EngѴish	
because	this	had	been	an	incѴusion	criterion	for	the	four	reviews	and	
the	updated	searchesĺ	Research	from	any	country	was	incѴudedĺ

ƑĺƑĺƒՊ|ՊQuaѴity appraisaѴ and data extraction

ReaѴist	 synthesis	 does	 not	 empѴoy	 the	 formaѴ	 quaѴity	 assessŊ
ment	 process	 undertaken	 within	 other	 evidence	 synthesis	 apŊ
proachesĺƐѵ	The	primary	concern	is	the	reѴevance	of	the	materiaѴ	
to	the	research	questionĺ	Two	researchers	ŐJConķ	JCoső	screened	
each	articѴe	reporting	quaѴitative	research	for	reѴevance	 in	terms	
of	 its	 degree	 of	 focus	 on	 cѴinicaѴѴy	 unnecessary	 demand	 and	 its	
focus	 on	 patient	 perspectivesĺ	Where	 the	 expѴicit	 focus	was	 on	
patients	who	were	described	as	Ѵow	triage	categoryķ	Ѵow	acuityķ	or	
using	emergency	care	 for	an	urgentķ	nonŊurgent	or	primary	care	

probѴemķ	we	graded	the	articѴe	as	Ɛ	Ʒ	directѴy	reѴevantĺ	Where	the	
authors	focused	on	a	specific	popuѴation	subŊgroup	with	the	impѴiŊ
cation	that	they	tend	to	make	more	cѴinicaѴѴy	unnecessary	use	of	
servicesķ	we	graded	the	articѴe	Ƒ	Ʒ	partiaѴѴy	reѴevantĺ	ArticѴes	foŊ
cusing	on	frequent	users	of	emergency	departments	were	graded	
Ƒ	 because	 we	 feѴt	 that	 this	 group	 was	 a	 highѴy	 specific	 group	
within	 cѴinicaѴѴy	unnecessary	use	and	needed	 to	be	 treated	with	
care	within	the	reviewĺ	ArticѴes	expѴoring	generaѴ	demand	forķ	or	
perceptions	ofķ	emergency	and	urgent	care	were	graded	ƒ	Ʒ	not	
reѴevant	and	excѴudedĺ	A	third	researcher	ŐJLő	checked	the	grading	
of	each	articѴe	identified	as	Ɛ	or	Ƒĺ	Data	extraction	was	undertaken	
by	JCon	and	JL	to	produce	a	tabѴe	documenting	authorķ	yearķ	counŊ
tryķ	emergencyņurgent	care	serviceķ	aimķ	data	coѴѴection	methodķ	
number	and	type	of	participants	and	key	themes	ŐAppendix	SƐőĺ	JL	
appѴied	CASP	quaѴity	criteria	to	 incѴuded	articѴes	to	consider	the	
rigour	of	the	incѴuded	articѴesĺ	We	did	not	excѴude	articѴes	based	
on	 rigour	 but	 instead	 identified	 articѴes	 where	 there	 were	 conŊ
cerns	about	rigour	and	ensured	that	our	programme	theories	did	
not	reѴy	soѴeѴy	on	such	articѴes	as	we	deveѴoped	and	refined	themĺ

ƑĺƑĺƓՊ|ՊDeveѴoping and refining programme theories

JConķ	JCos	and	AOC	read	a	smaѴѴ	number	of	the	quaѴitative	research	
articѴes	to	identify	context	ŐCő	and	mechanism	ŐMő	chains	for	the	outŊ
come	 ŐOő	 of	 using	 a	 higher	 acuity	 service	 than	necessaryĺ	We	unŊ
dertook	 dupѴicate	 data	 extraction	 on	 these	 articѴes	 and	 discussed	
CMO	chains	and	potentiaѴ	programme	theoriesĺ	The	mechanism	was	
defined	as	the	trigger	or	driver	for	the	decisionķ	arising	from	an	ongoŊ
ing	contextuaѴ	situationķ	and	the	outcome	as	the	service	they	chose	
to	contactĺ	The	articѴes	considered	decision	making	both	in	reѴation	
to	whether	to	seek	heѴp	from	a	service	urgentѴy	and	which	service	to	
then	contactĺ	It	was	often	difficuѴt	to	distinguish	context	and	mechaŊ
nismķƐƖķƑƏ	because	there	were	muѴtipѴe	mechanismsķ	some	of	which	
were	often	contexts	for	further	mechanismsĺ

After	Ѵearning	from	this	exerciseķ	formaѴ	anaѴysis	started	with	
articѴes	 on	 emergency	 departments	 before	moving	 on	 to	 ambuŊ
Ѵance	 servicesķ	 generaѴ	 practice	 and	 finaѴѴy	 muѴtipѴe	 servicesĺ	 In	
JuѴy	 ƑƏƐƕķ	 JCon	 presented	 the	 initiaѴ	 CMO	 chains	 based	 on	 ƐƓ	
emergency	department	articѴes	to	our	wider	project	team	for	disŊ
cussionĺ	This	project	team	consisted	of	researchers	in	emergency	
and	urgent	careķ	three	pubѴic	and	patient	invoѴvement	representaŊ
tivesķ	 a	 generaѴ	 practitioner	 and	an	emergency	department	 conŊ
suѴtantĺ	 After	 this	 presentation	 JCon	 continued	 to	 deveѴop	 and	
refine	 the	 programme	 theories	 based	 on	 the	 remaining	 articѴesĺ	
For	each	serviceķ	the	focus	was	on	articѴes	rated	reѴevance	Ʒ	Ɛ	beŊ
fore	moving	on	 to	 those	 rated	 reѴevance	Ʒ	Ƒĺ	 JConķ	 JL	and	AOC	
continued	to	discuss	the	CMO	chains	untiѴ	we	finaѴized	ƐƏ	detaiѴed	
programme	 theoriesĺ	 We	 presented	 the	 programme	 theories	
at	 a	 heaѴth	 services	 research	 conference	 ŐJuѴy	 ƑƏƐѶő	 and	 to	 our	
wider	 project	 team	which	 incѴuded	 four	 pubѴic	 and	 patient	 repŊ
resentatives	 ŐOctober	ƑƏƐѶőĺ	The	wider	project	 team	chaѴѴenged	
us	 to	be	cѴearer	about	 the	specific	mechanisms	driving	 the	need	
for	urgencyķ	and	this	 Ѵed	to	further	discussion	through	which	we	

https://www.southampton.ac.uk/healthsciences/research/projects/a-study-of-sense-making-strategies-and-help-seeking-behaviours.page
https://www.southampton.ac.uk/healthsciences/research/projects/a-study-of-sense-making-strategies-and-help-seeking-behaviours.page
https://www.southampton.ac.uk/healthsciences/research/projects/a-study-of-sense-making-strategies-and-help-seeking-behaviours.page


ƓՊ |Պ ՊՍ O'CATHAIN ET AL.

identified	ѵ	underѴying	mechanisms	within	the	ƐƏ	programme	theŊ
oriesĺ	FinaѴѴyķ	we	presented	these	ѵ	underѴying	mechanisms	and	ƐƏ	
programme	theories	for	discussion	to	the	project	advisory	group	
where	members	had	backgrounds	in	emergency	department	medŊ
icineķ	paramedic	practiceķ	heaѴthŊcare	commissioningķ	research	in	
emergency	and	urgent	careķ	poѴicy	making	and	patient	and	pubѴic	
invoѴvement	ŐOctober	ƑƏƐѶőĺ

ƑĺƒՊ|ՊPhase ƑĹ Testing the programme theories

Testing	programme	theories	where	an	intervention	is	not	the	focus	
of	the	review	is	chaѴѴengingĺ	We	chose	to	test	the	programme	theoŊ
ries	 in	 two	waysĺ	 Firstķ	 through	 testing	 their	 reѴationship	with	 exŊ
isting	 theory	 about	 heaѴth	 behaviour	 because	 these	 encompass	
inŊdepth	 understanding	 of	 the	 wider	 area	 of	 heaѴth	 behaviourĺ	
Secondķ	 by	 seeing	 if	 the	 programme	 theories	 had	 been	 identified	
in	quantitative	studies	and	if	patients	identified	as	making	cѴinicaѴѴy	

unnecessary	use	of	services	were	more	ѴikeѴy	to	exhibit	aspects	of	
these	programme	theoriesĺ

In	September	ƑƏƐƕķ	whiѴst	the	programme	theories	were	under	
deveѴopment	 and	 refinementķ	 JL	 and	 AOC	 used	 two	 approaches	
to	search	for	existing	theories	reѴating	to	the	evoѴving	programme	
theoriesĺ	Where	incѴuded	quaѴitative	articѴes	made	reference	to	reѴŊ
evant	theoreticaѴ	work	Őperceptions	of	riskķ	coping	under	stressķ	perŊ
ceptions	of	service	provisionőķ	these	references	were	foѴѴowed	up	by	
JLķ	who	then	identified	further	Ѵiterature	reѴating	to	these	theories	
or	modeѴsķ	incѴuding	any	research	specific	to	cѴinicaѴѴy	unnecessary	
use	of	emergency	and	urgent	careĺ	Where	there	were	no	or	a	few	
references	within	 the	 incѴuded	articѴes	 that	 reѴated	 to	an	evoѴving	
programme	 theory	 Őfear	or	anxietyķ	uncertaintyķ	 infѴuence	of	 famŊ
iѴy	 and	 friendsőķ	 AOC	 and	 JL	 undertook	GoogѴe	 searches	 to	 idenŊ
tify	 reѴevant	 theoreticaѴ	 Ѵiteratureķ	 particuѴarѴy	 anything	 focusing	
on	cѴinicaѴѴy	unnecessary	use	of	emergency	and	urgent	careĺ	These	
searches	identified	a	key	articѴe	integrating	three	existing	theories	

F I G U R E  Ɛ ՊSummary	of	searchķ	
seѴection	and	extraction	of	articѴes
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of	 how	 peopѴe	 respond	 to	 symptoms	 to	 understand	 heѴpŊseeking	
and	iѴѴness	behaviourĺ21

In	September	ƑƏƐѶķ	AOC	returned	to	the	ƐƔƓ	quantitative	artiŊ
cѴes	identified	in	the	originaѴ	searches	Ősee	Figure	Ɛőķ	the	four	articѴes	
excѴuded	from	Phase	Ɛ	because	they	were	too	quantitative	Őeg	they	
reported	quaѴitative	research	using	percentagesőķ	and	an	extra	reѴeŊ
vant	review	identified	in	GoogѴe	searches	that	had	not	been	incѴuded	
in	Phase	Ɛĺ	AOC	screened	these	articѴes	for	reѴevanceķ	that	is	identiŊ
fying	those	focusing	on	cѴinicaѴѴy	unnecessary	use	of	servicesĺ	AOC	
then	undertook	purposive	sampѴing	of	different	heaѴth	servicesĹ	amŊ
buѴanceķ	emergency	departmentķ	paediatric	emergency	departmentņ
emergency	 department	 used	 for	 chiѴdrenķ	 and	 generaѴ	 practiceņ
mixed	servicesĺ	AOC	ordered	the	articѴes	about	ambuѴance	services	
by	whether	they	were	reviews	or	primary	research	and	then	by	year	
of	pubѴicationĺ	AOC	sampѴed	recent	reviews	if	these	existedķ	and	the	
most	 recent	 primary	 research	 articѴesĺ	AOC	 repeated	 this	 process	
for	 articѴes	 about	 emergency	 departmentsķ	 paediatric	 emergency	
departments	and	generaѴ	practiceĺ	Because	of	the	Ѵarge	number	of	
articѴes	on	emergency	departmentsķ	some	sampѴing	was	aѴso	underŊ
taken	to	incѴude	those	with	any	emphasis	on	theoryĺ	There	were	onѴy	
ƒ	reѴevant	articѴes	reѴated	to	generaѴ	practice	so	articѴes	that	were	
not	directѴy	reѴevant	were	incѴuded	to	offer	further	insights	into	this	
serviceĺ	AOC	extracted	descriptive	information	for	the	ƑƖ	incѴuded	
articѴes	 ŐAppendix	SƐő	 and	evidence	 supporting	or	 refuting	 the	ƐƏ	
programme	theoriesĺ	The	evidence	consisted	of	crossŊsectionaѴ	surŊ
veys	of	service	users	ѴabeѴѴed	as	cѴinicaѴѴy	unnecessary	or	compariŊ
sons	of	cѴinicaѴѴy	unnecessary	users	with	cѴinicaѴѴy	necessary	usersĺ

ƑĺƓՊ|ՊChanges to originaѴ proposaѴ

We	made	 two	 changes	 to	 the	 originaѴ	 proposaѴĺ	 Firstķ	 we	 did	 not	
undertake	 an	 appraisaѴ	 of	 methodoѴogicaѴ	 rigour	 of	 aѴѴ	 articѴes	 as	
pѴannedĺ	Not	aѴѴ	reaѴist	reviews	undertake	methodoѴogicaѴ	rigourĺ	We	
focused	on	the	rigour	of	the	quaѴitative	research	used	to	deveѴop	and	
refine	the	programme	theories	because	we	wanted	to	ensure	these	
were	based	on	highŊquaѴity	 researchĺ	MethodoѴogicaѴ	 rigour	 is	not	
reѴevant	to	existing	theory	so	we	did	not	attempt	to	appѴy	criteria	to	
existing	theoriesĺ	Secondķ	originaѴѴy	we	pѴanned	to	seѴect	ƒŊѵ	rough	
programme	theories	to	foѴѴow	up	but	our	evoѴving	programme	theoŊ
ries	were	interreѴated	and	we	considered	them	to	be	equaѴѴy	imporŊ
tant	and	so	foѴѴowed	up	aѴѴ	ƐƏ	identifiedĺ

ƒՊ |ՊRESULTS

ƒĺƐՊ|ՊDescription of the quaѴitative evidence base

ƒƑ	 articѴes	 reporting	 quaѴitative	 research	 were	 incѴudedĹ	 ƐѶ	 were	
rated	Ɛ	ļdirectѴy	reѴevantĽ	and	ƐƓ	were	rated	Ƒ	ļpartiaѴѴy	reѴevantĽĺ	The	
articѴes	 ѴargeѴy	 focused	 on	 emergency	 departmentsķ	 either	 aduѴtņ
mixed	ŐƐѵő	or	paediatric	Őƕőĺ	OnѴy	two	studies	focused	on	ambuѴance	
services	and	four	on	generaѴ	practitioner	ŐGPő	out	of	hours	servicesĺ	
There	were	none	from	day	time	generaѴ	practiceĺ	ArticѴes	were	mainѴy	
from	USA	ŐƐƑő	and	the	UK	ŐƐƏőķ	with	others	from	continentaѴ	Europe	

ŐƔőķ	AustraѴiaķ	Canada	and	the	Caribbeanĺ	AѴmost	aѴѴ	were	from	high	
income	countriesķ	 aѴthough	a	number	expѴored	 the	perspectives	of	
deprived	communities	within	those	countriesĺ	There	was	a	wide	variŊ
ation	in	the	heaѴthŊcare	service	provision	contextķ	particuѴarѴy	in	reѴaŊ
tion	to	payment	for	services	through	insurance	or	direct	methodsĺ

ƒĺƑՊ|ՊUnderѴying mechanisms for urgency

Figure	Ƒ	provides	an	overview	of	the	six	underѴying	mechanisms	for	
urgency	of	heѴpŊseekingĺ	The	first	was	ļrisk	minimizationĽ	where	paŊ
tients	 sometimes	 feѴt	 that	 their	 symptom	posed	a	potentiaѴ	 risk	 to	
their	heaѴth	and	sought	heaѴth	care	quickѴy	to	minimize	risk	to	themŊ
seѴves	or	othersĺ	Three	programme	theories	shared	this	underѴying	
mechanismĺ	The	second	was	 ļneed	for	speedĽ	where	patients	were	
sometimes	unwiѴѴing	to	wait	for	a	routine	appointment	because	they	
wanted	the	probѴem	sorted	out	immediateѴyĺ	Three	programme	theoŊ
ries	shared	this	underѴying	mechanismĺ	The	third	was	ļѴow	effort	reŊ
quired	for	heѴpŊseekingĽ	where	patients	sometimes	accessed	services	
which	presented	the	Ѵowest	effort	because	their	Ѵives	were	compѴex	
or	stressfuѴĺ	One	programme	theory	had	this	underѴying	mechanismĺ	
The	fourth	was	ļcompѴianceĽ	where	patients	sometimes	foѴѴowed	the	
advice	of	trusted	others	about	seeking	heѴpķ	or	where	to	seek	it	fromķ	
rather	than	make	a	decision	by	themseѴvesĺ	CompѴiance	is	a	term	asŊ
sociated	with	foѴѴowing	the	advice	of	heaѴth	professionaѴsĺ	We	chose	
it	here	to	aѴso	 incѴude	foѴѴowing	the	advice	of	famiѴy	or	friends	beŊ
cause	 some	 patients	 described	 doing	 what	 a	 famiѴy	 member	 toѴd	
them	to	do	as	weѴѴ	as	seeking	advice	 from	 Ѵay	networksĺ	One	proŊ
gramme	theory	had	this	underѴying	mechanismĺ	The	fifth	was	ļavaiѴŊ
abiѴity	and	quaѴity	of	careĽ	where	patients	were	sometimes	attracted	
to	attributes	of	emergency	servicesĺ	One	programme	theory	had	this	
underѴying	mechanismĺ	The	finaѴ	one	was	ļfrustration	with	access	to	
GPĽķ	where	 patients	 sometimes	 feѴt	 frustrated	 because	 they	 couѴd	
not	get	a	GP	appointment	within	their	desired	timeframeķ	or	beѴieved	
that	it	was	not	possibѴe	to	obtain	a	GP	appointment	in	a	timeѴy	manŊ
nerĺ	One	programme	theory	had	this	underѴying	mechanismĺ

ƒĺƒՊ|ՊProgramme theories

We	 identified	 ten	 ƐƏ	 interreѴated	 programme	 theories	 proposŊ
ing	expѴanations	 for	patient	behaviour	 ŐFigure	Ƒőĺ	We	describe	 the	
programme	theories	in	detaiѴķ	aѴong	with	the	popuѴation	subgroups	
associated	with	the	programme	theory	ŐTabѴe	Ɛőĺ	We	detaiѴ	the	quaѴiŊ
tative	evidence	used	to	identify	and	refine	each	programme	theoryķ	
Ѵinks	to	existing	theoryķ	and	the	quantitative	research	used	to	test	
each	programme	theory	ŐTabѴe	Ƒőĺ

ƓՊ |ՊDISCUSSION

ƓĺƐՊ|ՊSummary of findings

Six	underѴying	mechanisms	within	ƐƏ	interreѴated	programme	theoŊ
ries	were	identified	to	expѴain	why	patients	made	cѴinicaѴѴy	unnecesŊ
sary	use	of	services	providing	emergency	and	urgent	careĹ	Őaő	need	
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for	 risk	minimizationķ	 caused	by	 anxiety	 due	 to	 uncertainty	 about	
the	 seriousness	 of	 symptomsķ	 by	 heightened	 anxiety	 due	 to	 past	
experiences	of	traumatic	eventsķ	or	by	fear	of	consequences	when	
making	decisions	about	othersķ	for	exampѴe	about	chiѴdrenĸ	Őbő	need	
for	speedķ	caused	by	a	need	to	return	to	normaѴ	to	attend	to	responŊ
sibiѴitiesķ	a	need	for	 immediate	pain	reѴiefķ	or	because	patients	had	
waited	for	symptoms	to	improve	and	couѴd	wait	no	Ѵongerĸ	Őcő	need	
for	 Ѵow	treatmentŊseeking	burdenķ	caused	by	 inabiѴity	to	cope	due	
to	compѴex	or	stressfuѴ	Ѵivesĸ	Ődő	compѴianceķ	because	famiѴyķ	friends	
or	 heaѴth	 services	 had	 advised	 such	 actionĸ	 Őeő	 consumer	 satisfacŊ
tionķ	because	emergency	departments	were	perceived	to	offer	the	
desired	testsķ	expertise	and	ease	of	access	when	contrasted	with	priŊ
mary	careĸ	Őfő	frustrationķ	because	patients	had	attempted	and	faiѴed	
to	 obtain	 a	 GP	 appointment	 in	 the	 desired	 timeframeĺ	 It	 is	 ѴikeѴy	
that	underѴying	mechanisms	do	not	act	 in	 isoѴation	but	rather	that	

a	combination	of	mechanisms	are	ѴikeѴy	to	impact	on	an	individuaѴŝs	
care	seeking	behaviourĺ	These	programme	theories	were	supported	
by	existing	theories	on	heaѴth	behaviour	and	some	were	supported	
by	quantitative	evidenceĺ

ƓĺƑՊ|ՊContext of other research

Some	of	the	programme	theories	had	been	identified	by	the	authors	
of	the	originaѴ	reviews	from	which	we	drew	our	quaѴitative	studiesķ	
aѴthough	we	were	abѴe	to	offer	more	understanding	of	how	these	isŊ
sues	affected	peopѴeĺ	In	particuѴarķ	uncertainty	causing	anxiety	and	
the	need	to	manage	risk	by	getting	reassuranceƐƒŊƐƔĸ	fear	of	conseŊ
quences	particuѴarѴy	around	chiѴdren	and	the	bystandersŝ	roѴe	in	use	
of	 ambuѴancesƐƔĸ	 stress	 and	 the	 need	 for	 Ѵow	 burden	when	 seekŊ
ing	 care	 in	 terms	 of	 sociaѴ	 deprivation	 affecting	 ambuѴance	 useƐƔ; 

F I G U R E  Ƒ ՊOverview	of	contexts	and	
mechanisms	affecting	use	of	emergency	
and	urgent	care
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TA B L E  Ɛ ՊDetaiѴed	programme	theories

Programme theory 

ŐPTő ѴabeѴ Programme theory detail Subgroups most relevant to

PTƐĺ	Uncertainty	
about	symptoms	
causing	anxiety

When	there	is	uncertainty	surrounding	symptoms	ŐMő	either	because	they	do	not	fit	
with	peopѴeŝs	expectations	or	prior	experience	Őeg	Ѵast	Ѵongerķ	are	more	severeķ	unfaŊ
miѴiar	or	do	not	respond	to	seѴfŊcare	in	the	expected	timescaѴeő	ŐCņMőķ	this	increases	
the	perceived	risk	that	the	probѴem	may	be	serious	ŐMő	and	an	immediate	need	to	esŊ
tabѴish	what	is	wrong	and	obtain	reassurance	ŐMőĺ	This	concern	prompts	the	use	of	the	
ED	ŐOőķ	where	it	is	perceived	the	most	appropriate	resources	and	expertise	required	to	
estabѴish	cause	can	be	accessed	quickѴy	ŐCőķ	often	in	the	context	of	timeѴy	or	satisfacŊ
tory	answers	not	having	been	received	from	primary	care	services	ŐCőĺ

 

PTƑĺ	Heightened	
awareness	of	risk	as	
a	resuѴt	of	experiŊ
ence	or	knowѴedge	
of	traumatic	heaѴth	
events	Ѵeading	to	
anxiety

When	peopѴe	have	experience	of	previous	traumatic	heaѴth	incidents	Őeg	deѴayed	heѴpŊ
seeking	Ѵeading	to	serious	consequencesőķ	or	awareness	of	such	incidents	experienced	
by	others	or	in	the	media	ŐCőķ	they	have	increased	anxiety	and	awareness	of	danger	
ŐCņMő	and	reduced	confidence	in	their	own	judgement	ŐMőĺ	They	are	therefore	unwiѴѴŊ
ing	to	take	risks	when	a	heaѴth	probѴem	arises	ŐMőķ	Ѵeading	them	to	seek	immediate	heѴp	
and	advice	from	an	expert	in	the	form	of	emergency	care	incѴuding	ambuѴance	services	
and	EDs	ŐOőĺ

 

PTƒĺ	Fear	of	conŊ
sequences	when	
responsibѴe	for	
others

When	peopѴe	are	in	a	position	of	responsibiѴity	for	others	they	are	Ѵess	wiѴѴing	to	take	
risks	with	someone	eѴseŝs	heaѴth	than	with	their	own	and	fear	the	consequences	Őeg	
distressņguiѴtķ	dismissaѴķ	Ѵitigationő	ŐMő	of	not	doing	ļthe	right	thingĽĺ	This	Ѵeads	them	to	
seek	or	to	recommend	seeking	urgent	careķ	particuѴarѴy	the	ED	ŐOőĺ

Parents	of	a	chiѴdķ	carers	of	
vuѴnerabѴe	eѴderѴy	peopѴeķ	
peopѴe	with	chronic	condiŊ
tionsķ	heaѴth	services	or	
other	service	professionaѴsķ	
for	exampѴe	teachers

PTƓĺ	InabiѴity	to	get	
on	with	daiѴy	Ѵife

When	peopѴe	are	prevented	them	from	undertaking	their	normaѴ	Ѵivesķ	roѴes	or	responŊ
sibiѴities	Őeg	paid	workķ	chiѴdcareő	ŐCő	this	creates	a	need	to	get	back	to	normaѴ	quickѴy	
ŐMőķ	to	get	on	with	their	Ѵives	and	discharge	their	responsibiѴitiesĺ	This	prompts	use	of	
urgent	care	ŐOő	because	it	can	resoѴve	a	probѴem	quickѴy	by	being	both	more	accessibѴe	
and	efficient	than	aѴternatives	ŐCőĺ

parents	of	young	chiѴdrenķ	
peopѴe	working	in	jobs	
where	they	cannot	afford	
to	take	time	off	or	it	is	difŊ
ficuѴt	to	take	time	off

PTƔĺ	Need	for	immeŊ
diate	pain	reѴief

When	peopѴe	are	in	pain	or	discomfort	which	they	find	intoѴerabѴe	ŐCņMőķ	and	they	
beѴieve	or	experience	that	no	primary	care	appointments	are	avaiѴabѴe	within	an	acŊ
ceptabѴe	time	period	ŐCőķ	they	seek	care	from	a	more	urgent	serviceŌusuaѴѴy	the	ED	
ŐOőŌbecause	of	a	need	to	obtain	prompt	reѴief	from	their	distress	ŐMőĺ

 

PTѵĺ	Waited	Ѵong	
enough	for	things	
to	improve

When	peopѴe	deѴay	seeking	primary	care	treatment	Őfor	various	reasons	incѴuding	deѴibŊ
eration	and	indecisionķ	cost	of	treatmentķ	Ѵack	of	transportķ	compѴex	Ѵiving	situationsķ	
mistrust	of	heaѴth	services	and	work	responsibiѴitieső	ŐCő	they	waitķ	often	using	seѴfŊheѴp	
measuresķ	and	hope	the	situation	wiѴѴ	improve	or	go	away	ŐCőĺ	The	condition	reaches	a	
ļtipping	pointĽ	where	either	it	is	no	Ѵonger	toѴerabѴe	ŐMő	or	other	circumstances	force	a	
decision	ŐMőķ	and	peopѴe	feeѴ	they	cannot	wait	any	Ѵonger	ŐMőĺ	At	this	pointķ	if	a	primary	
care	service	is	unavaiѴabѴe	to	them	ŐCőķ	they	feeѴ	they	have	no	choice	but	to	use	an	
emergency	service	ŐOőĺ

 

PTƕĺ	StressfuѴ	Ѵivesņ	
canŝt	cope

When	peopѴe	are	aѴready	experiencing	significant	stresses	which	impact	on	the	internaѴ	
and	externaѴ	resources	avaiѴabѴe	to	them	Őmoneyķ	timeő	ŐCő	they	have	Ѵess	capacity	to	
cope	with	the	additionaѴ	chaѴѴenge	of	a	new	or	changed	heaѴth	probѴemĺ	Symptoms	are	
therefore	ѴikeѴy	to	trigger	emotionaѴ	distressķ	incѴuding	feeѴings	of	Ѵoss	of	controѴ	and	
heѴpѴessness	ŐMőķ	Ѵeading	them	to	use	emergency	services	because	this	is	Ѵess	burdenŊ
some	than	making	an	appointment	with	a	GPĺ	This	is	more	ѴikeѴy	to	occur	when	peopѴe	
cannot	easiѴy	or	quickѴy	access	a	primary	care	service	ŐCőĺ

Ѵow	socioŊeconomic	statusķ	
parents	of	a	chiѴdķ	isoѴationķ	
demanding	workķ	mentaѴ	
heaѴth	probѴems

PTѶĺ	FoѴѴowing	
advice	of	trusted	
others

When	peopѴe	are	anxious	or	concerned	about	a	heaѴth	probѴem	and	have	sought	the	
advice	of	trusted	others	ŐCőŌeither	in	their	sociaѴ	network	Őeg	famiѴyő	or	heaѴth	profesŊ
sionaѴs	ŐparticuѴarѴy	primary	care	staffőŌand	have	been	advised	to	seek	urgent	careķ	
particuѴarѴy	the	ED	ŐMőķ	they	are	ѴikeѴy	to	then	use	those	emergency	services	ŐOőĺ

 

PTƖĺ	Perceptions	or	
prior	experiences	
of	services

When	peopѴe	have	individuaѴ	experience	or	knowѴedgeķ	or	cuѴturaѴ	beѴiefsķ	about	the	
differing	quaѴity	or	avaiѴabiѴity	of	primary	and	emergency	services	Őeg	primary	care	ofŊ
fering	inadequate	diagnosis	and	care	or	discrimination	ŐUS	context	onѴyőķ	or	EDs	having	
better	resourcesķ	expertise	or	more	thorough	care	ŐCőķ	they	are	ѴikeѴy	to	choose	emerŊ
gency	careķ	particuѴarѴy	the	ED	ŐOő	in	which	they	have	more	trust	and	confidence	ŐMőĺ

peopѴe	previousѴy	referred	
to	emergency	services	by	
primary	care	staffķ	parents	
with	young	chiѴdrenķ	
chronic	conditions

PTƐƏĺ	Poor	access	
to	a	GP

When	peopѴe	are	unabѴe	to	obtain	an	appointment	with	a	primary	care	practitioner	
ŐCņMő	this	can	further	exacerbate	the	feeѴings	of	anxiety	and	cause	panic	ŐMőĺ	
IndividuaѴs	can	experience	feeѴings	of	frustration	ŐMőķ	mistrust	ŐMőķ	and	the	percepŊ
tion	of	an	uncaring	service	ŐMőķ	feeѴing	they	have	no	other	choice	ŐMő	but	to	contact	an	
emergency	service	ŐOőĺ
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TA B L E  Ƒ ՊEvidence	for	each	programme	theory

Programme 

theory QuaѴitative research Existing theory Quantitative research

Ɛĺ	Uncertainty	
about	sympŊ
toms	causing	
anxietyĹ	I	
am worried 

because	I	
do	not	know	
what	is	
wrong

A	decision	to	seek	emergency	or	urgent	care	seemed	ѴikeѴy	
when	there	was	uncertainty	surrounding	the	symptomsĺ	
This	uncertainty	manifested	itseѴf	in	various	waysĹ	where	
the	cause	of	the	symptoms	were	unknownķƒƑķƒƒķƒѵ	the	
symptoms	were	ļdifferentĽ	or	more	severe	than	previŊ
ousѴy	experiencedķƒƕķƒѶ	or	symptoms	Ѵasted	Ѵonger	than	
expectedĺƒѵķƒƖŊƓƓ	This	uncertainty	surrounding	symptoms	
couѴd	increase	the	perception	of	risk	that	there	might	
be	something	seriousѴy	wrongĺƒѵķƒƕķƒƖķƓƏķƓƔ	This	created	a	
need	for	fears	to	be	aѴѴayed	by	seeking	reassurance	that	
the	probѴem	was	not	serious	and	that	the	iѴѴness	was	
being	treated	appropriateѴyĺƒƒķƒƖķƓƑķƓѵŊƓѶ

�I do not know what I have, but it worried me, so I preferred 

to come immediately to the [emergency department] so at 

least I am reassured�.ƒƒŐpƔő

Uncertainty	surrounding	the	cause	of	symptomsķ	and	the	
need	for	reassuranceķ	was	particuѴarѴy	prevaѴent	amongst	
parents	of	young	chiѴdrenƓƑķƓѵŊƓѶ	who	often	have	to	reѴy	
on	signs	and	behaviours	of	their	chiѴdren	to	ascertain	
what	was	wrongĺƒƖķƓƐķƓƑķƓƓķƓƔķƓƕ

Children can't tell you what's wrong, and parents want to 

make sure everything is OKƓƐŐpƐƏƖƖő

There	was	considerabѴe	support	for	
this	programme	theory	from	existing	
theoriesķ	as	weѴѴ	as	further	underŊ
standing	of	how	anxiety	affects	
decision	makingĺ	LeventhaѴŝs	Common	
Sense	ModeѴƓƖķƔƏ	suggests	that	when	
experiencing	symptomsķ	peopѴe	form	
a	ļcognitive	representationĽ	of	their	
iѴѴness	based	on	knowѴedge	and	exŊ
perienceĺ	This	representation	is	comŊ
prised	of	the	identityķ	durationķ	causeķ	
controѴѴabiѴity	and	consequences	of	
the	symptoms	and	is	used	to	deterŊ
mine	the	amount	of	threat	it	imposes	
and	therefore	what	coping	strategies	
or	other	heѴpŊseeking	action	shouѴd	
be	takenĺ	LeventhaѴ	highѴights	that	
heѴpŊseeking	is	more	ѴikeѴy	to	be	
triggered	when	peopѴe	are	unabѴe	to	
fit	their	symptoms	to	a	ѴabeѴķ	or	when	
their	initiaѴ	identification	is	disrupted	
due	to	the	symptoms	unexpectedѴy	
changing	or	continuingĺ	The	roѴe	
of	uncertainty	in	decision	making	
has	been	expѴoredķ	defined	as	the	
inabiѴity	to	determine	the	meaning	of	
iѴѴnessŊreѴated	events	or	to	accurateѴy	
predict	their	outcomeĺƔƐķƔƑ	This	can	
be	due	to	a	range	of	factors	incѴuding	
Ѵack	of	cѴarity	in	the	symptom	patternķ	
unfamiѴiarity	of	symptomsķ	or	inconŊ
sistency	with	expectationsĺ	In	addiŊ
tionķ	iѴѴness	and	pain	have	been	found	
to	impact	on	peopѴeŝs	information	
processingķ	undermining	their	abiѴity	
to	make	sense	of	their	iѴѴnessķ	further	
increasing	uncertaintyĺƔƐ	In	situations	
of	uncertaintyķ	coping	abiѴity	deŊ
creasesķ	whiѴst	anxiety	and	a	sense	of	
threat	are	increasedķ	aѴѴ	of	which	are	
ѴikeѴy	to	increase	heѴpŊseeking	behavŊ
iourĺ	Cameron	highѴights	how	anxiety	
is	associated	with	more	impuѴsiveķ	
habituaѴ	patterns	of	behaviourķ	Ѵess	
abiѴity	to	identify	aѴternative	strateŊ
gies	of	action	and	reduced	capacity	to	
take	in	advice	and	informationĺƔƒ

There	was	evidence	
from	crossŊsectionaѴ	
surveys	of	service	
users	at	emergency	
departments	and	GP	
out	of	hours	services	
that	attendees	were	
worried or anxŊ
iousƑƖķƒƐķƔƓ	or	perceived	
their	probѴem	to	be	
seriousĺƑѵķƔƔķƔѵ There 

was	evidence	that	a	
feeѴing	of	heѴpѴessŊ
ness	was	aѴso	an	
important	mechanism	
for	parents	of	young	
children.ƔƓ	Surveys	
aѴso	highѴighted	that	
not	aѴѴ	users	expressed	
anxiety	or	thought	
their	probѴem	was	
seriousĺƔƓķƔѵ

ŐContinueső
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Programme 

theory QuaѴitative research Existing theory Quantitative research

Ƒĺ	Heightened	
awareness	
of	risk	as	
a	resuѴt	of	
experience	
or	knowѴedge	
of	traumatic	
heaѴth	events	
Ѵeading	to	
anxietyĹ	
After	what	
happened	
before	I	donŝt	
dare	risk	itķ	
I	donŝt	trust	
myseѴf

The	importance	of	past	experiences	and	how	these	afŊ
fected	decision	making	was	evident	in	the	Ѵiteratureĺ	
There	were	indications	that	individuaѴs	were	more	ѴikeѴy	
to	be	anxious	and	more	risk	averse	when	they	had	expeŊ
rienced	a	traumatic	event	in	the	pastķƒѶķƓƑķƓƒķƓѶķƔƕŊƔƖ had 

experienced	an	occasion	when	the	iѴѴness	had	been	more	
serious	than	they	first	thoughtķƓƓķƔѶ	were	aware	of	the	
adverse	experiences	of	othersķƓѵķƔƖ	or	media	campaignsņ
news	stories	had	heightened	awareness	of	potentiaѴѴy	
ѴifeŊthreatening	conditionsĺƓƔ

Since this incident a decade ago (which resulted in a bypass), 

the patient felt �as far as my heart's concerned, there never 

is any hesitation anymore� [�]�Because of the previous 

heart [problems], I know it was ten, eleven years ago, but, 

I get very anxious when things start to happen with my 

heart and I like to get it seen to straight away�. (He called 

an ambulance immediately)ƔѶŐpƒƒѶő

This	experience	or	knowѴedge	resuѴted	in	heightened	
awareness	Ѵeading	to	a	concern	or	beѴief	that	the	iѴѴness	
couѴd	be	a	threat	to	ѴifeķƒѶķƓƓķƓѶķƔѶķƔƖ	a	tendency	to	be	
overŊcautiousķ	and	fear	and	anxiety	arising	at	the	sѴightŊ
est	of	symptomsĺƓƒķƓѶķƔѶ	Past	incidents	couѴd	have	a	
subconscious	effectĺƓѶ

�During the study interview, Ms S was asked about any prior 

experiences she might have had with the [paediatric emer-

gency department], and she recalled that she had herself 

presented to the [emergency department] with severe ab-

dominal pain, subsequently diagnosed as an ovarian cyst. 

In what can only be described as a �light bulb� moment, Ms 

S's face shone with sudden insight as she connected her 

own experience with abdominal pain to her anxieties about 

her daughter�.ƓѶŐpƑƓő

A	traumatic	incident	in	the	past	couѴd	Ѵead	to	a	Ѵoss	of	
confidence	and	feeѴings	of	heѴpѴessness	in	their	abiѴity	to	
diagnose	and	manage	the	iѴѴnessķ	particuѴarѴy	for	parents	
of	young	chiѴdrenƓƑŊƓƓ	who	were	considered	to	be	more	
vulnerable.ƓƑ	Fear	or	psychoѴogicaѴ	distress	created	and	
increased	the	need	to	get	heѴp	as	quickѴy	as	possibѴeѵƏķѵƐ 
and	a	need	to	hand	over	the	decision	making	to	someŊ
body	with	more	expertiseĺƓƒķƔѶ	The	psychoѴogicaѴ	effect	
of	a	past	heaѴth	scare	couѴd	aѴso	be	seen	in	those	with	
chronic	conditionsƒѶķƓƓķƔѶ	who	were	more	ѴikeѴy	to	have	
experienced	significant	heaѴth	eventsĺƓƓķƔƕķƔƖ

There	was	considerabѴe	support	for	
this	programme	theory	from	existing	
theoriesĺ	As	described	in	the	previous	
sectionķ	LeventhaѴŝs	Common	Sense	
ModeѴ	can	be	used	to	understand	
how	peopѴe	use	their	present	moŊ
ment	experience	and	accumuѴated	
knowѴedge	and	beѴiefs	to	interpret	
their	symptoms	and	decide	on	a	
course	of	actionĺƓƖķƔƏ	One	key	infѴuŊ
ence	on	these	decisions	is	personaѴ	
experience	of	a	prior	traumatic	or	
ѴifeŊthreatening	eventķ	or	knowѴedge	
or	awareness	of	such	experiences	in	
others	in	their	sociaѴ	networkĺ	Once	a	
situation	is	perceived	as	threateningķ	
anxiety	increases	and	Cameron	idenŊ
tifies	how	an	increased	perception	
of	danger	prompts	seѴection	of	riskŊ
averse	options	as	weѴѴ	as	a	desire	for	
diagnostic	tests	and	a	beѴief	in	their	
benefitsĺƔƒ	Even	when	no	direct	exŊ
perience	is	presentķ	LeventhaѴ	notes	
how	the	media	can	inform	represenŊ
tations	of	iѴѴnessķƓƖ	whiѴst	PescosoѴido	
emphasizes	the	infѴuence	of	sociaѴ	
norms	in	perceptions	of	iѴѴness	and	reŊ
sponse	to	itĺѵƑ	In	this	contextķ	Beckŝs	
work	on	the	ļRisk	SocietyĽ	suggests	
that	peopѴe	are	operating	within	
a	riskŊbased	cuѴtureķ	which	pѴaces	
emphasis	on	the	responsibiѴity	to	preŊ
vent	probѴems	before	they	ariseĺѵƒķѵƓ 
Such	a	futureŊorientated	perspective	
and	concern	to	avoid	bѴame	is	ѴikeѴy	to	
trigger	earѴy	heѴpŊseeking	behaviourĺ

None	of	the	incѴuded	
quantitative	research	
considered	the	effect	
of	past	traumatic	
eventsĺ	As	noted	in	the	
quaѴitative	evidenceķ	
this	issue	may	be	
something	that	is	not	
necessariѴy	apparent	to	
the	individuaѴ	so	may	
not	be	amenabѴe	to	
quantitative	testingĺ

TA B L E  Ƒ Պ ŐContinuedő
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Programme 

theory QuaѴitative research Existing theory Quantitative research

ƒĺ	Fear	of	conŊ
sequences	
when 

responsibѴe	
for	othersĹ	In	
my	positionķ	
itŝs	better	to	
be	safe	than	
sorry

The	concept	of	ļcaretaker	responsibiѴityĽ	was	specificaѴѴy	
reported	by	GuttmanƓƐ	who	noted	that	the	notion	of	
responsibiѴity	was	used	as	an	expѴanation	by	parents	
in	situations	which	they	cѴearѴy	did	not	equate	with	a	
medicaѴ	emergency	even	though	they	were	visiting	a	
paediatric	emergency	departmentĺ	Those	with	responsiŊ
biѴity	for	making	a	decision	on	behaѴf	of	others	seemed	to	
be	Ѵess	toѴerant	of	risk	and	more	ѴikeѴy	to	err	on	the	side	
of	cautionĺ	This	Ѵower	toѴerance	of	risk	and	a	ļbetter	safe	
than	sorryĽ	attitude	was	impѴicit	in	much	of	the	paediatric	
ѴiteratureƓƐŊƓƒķƓƔŊƓƕ	and	was	reѴated	to	feeѴings	by	parents	
of	having	a	ļduty	of	careĽ	to	provide	the	best	possibѴe	
care	to	reѴieve	any	sufferingĺ	It	was	for	this	reason	that	
expert	opinion	was	often	sought	either	at	the	paediatric	
emergency	departmentƓƑ	or	the	GP	out	of	hoursĺƓƒ

�[I'd] rather be safe than sorry� [�]�I am a mother�ƓѵŐpƑƑƐő

�sometimes it just overwhelms me�I just feel what if I missed 

something, if anything happened I would feel the weight on 

my shoulders�.ƓƒŐpƑƒƕő

This	Ѵow	toѴerance	of	risk	was	enacted	under	a	societaѴ	
expectation	that	risks	shouѴd	not	be	taken	with	a	chiѴdŝs	
heaѴthƒѵ	and	was	endorsed	by	practitioners	who	stated	
that	they	preferred	to	trust	parentsŝ	instincts	and	refer	
to	the	emergency	department	rather	than	risk	a	chiѴdŝs	
heaѴthĺƓƕ	It	was	not	onѴy	the	consequences	reѴating	to	the	
iѴѴness	of	the	caredŊfor	person	that	were	feared	but	aѴso	
the	feeѴings	of	distress	and	guiѴt	that	wouѴd	resuѴt	from	
not	pursuing	the	best	possibѴe	careĺƓƐķѵƔ	This	created	an	
additionaѴ	diѴemma	of	baѴancing	the	guiѴt	of	not	doing	
enough	against	that	of	being	an	unnecessary	burden	on	
emergency	servicesĺƓƒ

Carers may feel responsibility to take an optimal and least 

risky course of action for their cared for in a perceived 

health emergency. Informal carers reported feelings of 

helplessness and wanting to avoid a situation of feeling 

guilty for not doing enoughѵƔŐpƓƔƐő

AѴthough	caretaker	responsibiѴity	and	having	a	duty	of	
care	were	predominantѴy	witnessed	in	the	paediatric	
Ѵiteratureķ	this	were	aѴso	seen	in	reѴation	to	those	responŊ
sibѴe	for	eѴderѴy	peopѴe	and	peopѴe	with	compѴex	medicaѴ	
probѴemsѵƔķѵѵ	and	peopѴe	in	positions	of	responsibiѴity	
such	as	teachersķ	empѴoyersķ	the	poѴiceĺ	CaѴnan	et	aѴƒѵ 
found	that	there	was	a	greater	ѴikeѴihood	of	a	decision	
being	made	to	seek	heѴp	from	the	emergency	departŊ
ment	rather	than	generaѴ	practice	when	that	decision	
was	made	outside	the	home	by	peopѴe	other	than	the	
individuaѴ	or	their	reѴativesĺ	In	these	instancesķ	it	was	
argued	that	the	driver	for	the	decision	was	the	potentiaѴ	
moraѴ	and	ѴegaѴ	consequences	of	not	acting	in	the	way	
commonѴy	regarded	as	being	appropriateĺƒѵ

There	was	considerabѴe	support	for	
this	programme	theory	from	existing	
theoriesĺ	LeventhaѴ	identified	that	
one	of	the	important	considerations	
of	a	personŝs	seѴfŊreguѴation	of	their	
heaѴth	and	coping	behaviour	was	an	
assessment	of	the	ѴikeѴy	ѴongŊterm	
consequencesĺƔƒ	For	parents	and	
carers	of	vuѴnerabѴe	peopѴe	the	conŊ
sequences	of	ļdoing	the	wrong	thingĽķ	
that	is	not	seeking	heѴpķ	couѴd	be	both	
devastating	and	profoundķ	both	for	
the	sick	individuaѴ	and	the	person	
responsibѴe	for	their	careĺ	This	sense	
of	responsibiѴity	is	increased	within	
the	ļrisk	societyĽķѵƓ	with	the	increasŊ
ing	risk	of	ѴegaѴ	action	when	mistakes	
are	made	and	pubѴic	scrutiny	of	the	
moraѴity	of	individuaѴsŝ	decisionsĺ	In	
this	contextķ	sociaѴ	norms	of	caution	
predominateĺ	DixonŊWoods72	found	
that	carrying	ļresponsibiѴity	for	othŊ
ersĽ	overŊrode	a	personŝs	consideraŊ
tion	of	being	ļundeservingĽķ	such	that	
those	who	were	responsibѴe	for	the	
weѴfare	of	others	Őpartnersķ	eѴderѴy	
parents	and	chiѴdrenő	feѴt	an	expѴicit	
sense	of	entitѴement	which	justified	
ļbeing	demandingĽĺ	DingwaѴѴ	noted	
that	in	contrast	to	aduѴts	attending	
with	triviaѴ	probѴemsķ	emergency	deŊ
partment	staff	did	not	appѴy	the	same	
categorization	of	ļbad	patientsĽ	to	
chiѴdren	brought	for	treatmentķ	and	
that	sociaѴ	norms	meant	they	were	
automaticaѴѴy	upgraded	to	ļmandaŊ
tory	preciousnessĽĺƕƒ

There	was	ѴittѴe	
evidence	expѴoring	
this	in	the	incѴuded	
quantitative	researchĺ	
There	were	tenuous	
Ѵinks	in	that	autistic	
chiѴdren	had	higher	
rates	of	nonŊurgent	
use	of	emergency	
departmentsĺƕƓ

TA B L E  Ƒ Պ ŐContinuedő
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theory QuaѴitative research Existing theory Quantitative research

Ɠĺ	Inability to 

get on with 

daily life: 

I need to 

get back to 

normal

Evidence from qualitative researchĹ	The	need	to	be	abѴe	
to	function	and	get	on	with	everyday	Ѵife	was	found	to	
infѴuence	whether	a	person	sought	urgent	careķƒƕķѵƕ	most	
often	in	reѴation	to	work	andņor	chiѴd	care	responsiŊ
biѴitiesĺ	The	need	to	take	care	of	sociaѴ	responsibiѴities	
meant	that	individuaѴs	used	an	emergency	service	
at	a	point	when	they	no	Ѵonger	feѴt	physicaѴѴy	abѴe	to	
discharge	their	responsibiѴitiesĸ	this	particuѴarѴy	reѴated	
to	Ѵooking	after	chiѴdrenĺ	Staffordƒƕ	identified	how	the	inŊ
abiѴity	to	perform	these	activities	of	daiѴy	Ѵiving	resuѴted	
in	distress	which	motivated	individuaѴs	to	seek	urgent	
care.

I called my Mom on Monday because I was in so much pain. 

And well anyway, I have a little baby and I really can't take 

care of him real well and I was at home by myself.ѵƕŐpƔƔѶő

Support from existing theoriesĹ	There	was	considerabѴe	
support	for	this	programme	theory	from	existing	theoŊ
riesĺ	Both	the	IѴѴness	Action	ModeѴ	and	Common	Sense	
ModeѴ	of	behaviourƔƏķƔƒķѵѶ	propose	that	when	faced	with	
iѴѴnessķ	individuaѴs	take	action	to	reguѴate	or	manage	
threats	to	normaѴity	in	physicaѴ	and	sociaѴ	functioningĺ	
LeventhaѴ	identifies	the	consequences	of	iѴѴnessķ	incѴudŊ
ing	impact	on	functionķ	as	one	of	the	key	domains	of	
iѴѴness	representationķƔƏ	and	Cameronŝs	work	using	this	
modeѴ	found	the	degree	of	disruption	experienced	due	to	
symptoms	to	be	an	important	trigger	for	heѴpŊseekingĺƔƒ 
Interference	with	sѴeep	has	been	found	to	be	a	significant	
infѴuence	in	this	contextĺѵƖ Zola70	identifies	five	triggers	
for	heѴpŊseekingķ	incѴuding	perceived	interference	with	
vocationaѴ	or	physicaѴ	activity	and	perceived	interference	
with	sociaѴ	or	personaѴ	reѴations	and	suggests	that	these	
factors	are	potentiaѴѴy	more	important	than	the	stress	of	
the	iѴѴness	itseѴf	in	prompting	heѴpŊseekingĺ	UnderѴying	
sociaѴ	and	cuѴturaѴ	norms	wiѴѴ	aѴso	significantѴy	infѴuence	
norms	of	behaviourĺ	ZoѴa	highѴights	cuѴturaѴ	differences	
in	the	significance	of	particuѴar	triggers	to	heѴpŊseekŊ
ingķƕƏķƕƐ	whiѴst	Beck	suggests	that	a	sociaѴ	emphasis	on	
individuaѴ	responsibiѴity	encourages	peopѴe	to	take	acŊ
tion	to	maintain	their	heaѴth	and	working	abiѴity	in	order	
to	avoid	bѴameĺѵƒķѵƓ

Support from quantitative research:	This	issue	was	not	
addressed	in	the	incѴuded	quantitative	researchĺ	It	is	posŊ
sibѴe	that	it	is	ѴabeѴѴed	as	convenience	use	of	emergency	
and	urgent	care	in	this	ѴiteratureĺƑѶ
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Ɣĺ	Need	for	
immediate	
pain	reѴiefĹ	
Itŝs	urgent	
because	it	
hurts

The	need	for	reѴief	from	pain	as	quickѴy	as	possibѴe	was	
prominent	within	the	quaѴitative	ѴiteratureĺƒƒķƒƕķƓƐ Pain 

was	not	necessariѴy	considered	an	emergency	in	terms	
of	being	ļѴifeŊthreateningĽƏĺƓƐķƕƔ	Rather	there	was	a	perŊ
ceived	need	for	urgent	or	fast	careķ	sometimes	defined	
as	an	emergencyķ	to	ease	the	pain	and	the	distress	it	was	
causingĺƒƑķƒƒķƒƕķƓƐķƓƕķƔѶķѵƏķѵƕķƕƔŊƕƕ

Pain intensity, and associated with this, a desire for quick 

relief of pain, was a key driver for seeking urgent care: 

�The pain, it was just, I've never felt pain like that before� 

�I was in so much pain�it was so intense� it was just too 

much�I was so desperate for some relief�I have a child 

and labour's meant to be painful but (not) compared to 

that�.ƒƕŐpѵѶő

Caretakers	found	chiѴdren	in	pain	intoѴerabѴeƓƐķƕѵķƕѶ and 

GuttmanƓƐ	found	this	to	be	one	of	the	primary	reasons	
for	using	a	paediatric	emergency	departmentĺ	This	
behaviour	was	associated	with	uncertainty	about	sympŊ
toms	Őprogramme	theory	Ɛőķ	parentaѴ	responsibiѴity	ŐproŊ
gramme	theory	ƒő	and	abiѴity	to	functionķ	such	as	eatingķ	
sѴeeping	and	working	Őprogramme	theory	Ɠőĺ	It	was	
sometimes	reported	that	the	person	had	first	attempted	
to	gain	an	appointment	with	their	GP	when	experiencing	
painƒƒķƒƕķѵƕ	and	it	was	onѴy	when	a	timeѴy	appointment	
was	unavaiѴabѴe	that	an	emergency	serviceķ	primariѴy	the	
emergency	departmentķ	was	usedĺ

LeventhaѴŝs	Common	Sense	ModeѴƔƏ 
suggests	that	pain	or	other	symptoms	
trigger	the	deveѴopment	of	a	ļcogniŊ
tive	representationĽ	or	interpretation	
of	the	situation	which	then	guides	
the	individuaѴŝs	actionĺ	The	modeѴ	
identifies	one	key	dimension	of	this	
representation	as	the	controѴѴabiѴity	
of	the	symptoms	and	in	a	situaŊ
tion	where	pain	is	experienced	as	
unmanageabѴeķ	this	is	ѴikeѴy	to	trigger	
heѴpŊseeking	actionĺ	LeventhaѴ	aѴso	
recognizes	the	significance	of	the	
emotionaѴ	response	to	symptomsĺ	
In	this	contextķ	Cameron	notes	that	
anxiety	has	been	found	to	increase	
the	painfuѴness	of	symptomsķƔƒ which 

in	turn	is	ѴikeѴy	to	further	impact	on	
anxietyķ	and	thus	on	the	mechanisms	
of	decision	making	identified	in	
programme	theories	Ɛ	to	ƒĺ	In	reѴation	
to	Andersenŝs	modeѴ	of	heaѴthŊcare	
utiѴizationķ	Hodgins	and	WuestƑѶ 
found	that	severity	of	symptoms	was	
a	key	reason	given	for	emergency	
department	useķ	with	Ѵess	wiѴѴingness	
to	wait	being	particuѴarѴy	associated	
with	pain	and	injuryĺ	The	sociaѴ	diŊ
mension	of	this	is	iѴѴustrated	by	Beckķ	
who	proposes	that	the	deveѴopment	
of	a	cuѴture	which	promotes	medicine	
as	the	soѴution	to	probѴems	has	Ѵed	to	
reduction	in	the	toѴerance	of	pain	or	
iѴѴnessĺѵƓ

The	need	for	pain	reѴief	
was	not	addressed	
within	the	incѴuded	
quantitative	researchĺ
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ѵĺ	Waited	Ѵong	
enough	for	
things	to	imŊ
proveĹ	I	canŝt	
deѴay	this	any	
Ѵongerķ	I	need	
to	deaѴ	with	
it	now

PeopѴe	described	deѴaying	seeking	careķ	and	wouѴd	ļwait	
and	seeĽķ	often	using	seѴfŊcare	methodsķ	before	accessing	
emergency	servicesĺƒƑķƒƒķƓƏķƔƕķѵƕķƕƔ	Reasons	given	for	such	
a	deѴay	were	varied	and	incѴuded	a	beѴief	or	hope	that	the	
probѴem	wouѴd	resoѴve	itseѴf	over	timeķ	or	deѴiberation	
and	indecision	about	using	primary	care	services	approŊ
priateѴy	or	mistrust	of	the	medicaѴ	authoritiesĺ79	CompѴex	
and	difficuѴt	Ѵiving	situationsķ	particuѴarѴy	experienced	
by	those	with	Ѵow	economic	statusķ	couѴd	mean	that	
deaѴing	with	day	to	day	chaѴѴenges	ŐfinanciaѴķ	empѴoyŊ
mentķ	chiѴd	careő	took	priority	over	heaѴth	careĺƔƕķƕѵķƕƖ 
AdditionaѴѴyķ	due	to	work	commitments	during	the	dayķ	
decisions	to	seek	care	wouѴd	often	not	be	made	untiѴ	the	
evening	when	symptoms	had	deteriorated	andņor	anxiŊ
eties	increasedķ	particuѴarѴy	for	parents	of	chiѴdren	with	
feverĺƒƖķƕѶ

�You thought it was an emergency? How did you decide it was 

an emergency�?

P6: �Because I'm feeling a lot of pain, (barely audible) for six 

weeks�77

One	consequence	of	these	deѴays	was	that	heѴp	was	
onѴy	sought	when	the	probѴem	became	physicaѴѴy	or	
psychoѴogicaѴѴy	intoѴerabѴe	and	there	was	then	a	need	to	
get	heѴp	quickѴyĺ	Once	peopѴe	had	waited	and	deѴiberŊ
ated	for	some	timeķ	they	made	a	decision	that	they	had	
waited	Ѵong	enough	and	any	further	deѴay	couѴd	not	be	
endured.ƒƖķƓƓķѵƏ	Howeverķ	a	timeѴy	primary	care	appointŊ
ment	might	not	be	avaiѴabѴeķƔƕķѵѵ	Ѵeaving	onѴy	the	choice	
to	attend	an	emergency	department	or	contact	an	out	of	
hours	serviceĺ	This	was	primariѴy	reported	in	the	parentņ
chiѴd	ѴiteratureĺƒƖķƓƓ

�Parents generally cautiously wait and see before contacting 

GP out-of-hours care. When they decide to seek care many 

stated that nothing could persuade them from want-

ing to see a doctor at that point and that was their main 

reason for contacting the GP out-of-hours centre and not 

their own GP �nobody could have said to me: no, you do 

not need to come over right now, just visit your own GP 

tomorrow��ƒƖŐpƓő

There	was	considerabѴe	support	for	
this	programme	theory	from	existing	
theoriesĺ	The	duration	of	symptoms	
is	identified	as	a	key	predictor	of	
heѴpŊseeking	in	both	AndersenѶƏķѶƐ 
and	LeventhaѴŝsƔƏ	workķ	whiѴst	
MisheѴ	recognizes	how	unexpected	
duration	contributes	to	uncertainty	
and	therefore	infѴuences	decision	
makingĺƔƐķƔƑ	LeventhaѴŝs	Common	
Sense	ModeѴ	suggests	that	there	is	
a	period	of	deѴay	between	the	onset	
of	symptoms	and	seeking	heѴpķ	durŊ
ing	which	the	person	appraises	the	
symptoms	and	addresses	the	situŊ
ation	using	ļactive	probѴemŊsoѴving	
behavioursĽƏĺƓƖķƔƏ	It	is	onѴy	when	their	
appraisaѴ	is	chaѴѴenged	by	symptoms	
continuing	or	worsening	despite	their	
actions	that	peopѴe	interpret	it	as	
serious	and	seek	heѴpĺ	This	underŊ
standing	is	supported	by	Rogers	et	
aѴ	who	identify	thatķ	in	most	iѴѴness	
episodesķ	no	externaѴ	heѴp	is	sought	
at	aѴѴ	and	the	situation	is	managed	
through	seѴfŊcare	or	waiting	for	it	
to	resoѴveĺѶƑ	Symptom	duration	is	
noted	as	one	of	the	key	triggers	for	
finaѴѴy	seeking	professionaѴ	care	ŐaѴso	
identified	in	Programme	Theory	Ɛ	as	
increasing	uncertainty	and	anxiŊ
etyőķ	aѴong	with	impact	on	function	
identified	in	Programme	Theory	Ɠ	
and	coping	capacity	identified	in	
Programme	Theory	ƕĺ	There	is	aѴso	a	
strong	sociaѴ	dimension	to	deѴays	in	
heѴpŊseekingķ	with	ZoѴa	identifying	
how	peopѴe	from	different	ethnic	
groups	were	eventuaѴѴy	prompted	
into	heѴpŊseeking	behaviour	by	a	
range	of	triggersĺƕƏķƕƐ	One	such	trigŊ
gerķ	ļtemporaѴizingĽķ	where	peopѴe	deŊ
cided	to	wait	for	a	specified	amount	
of	timeķ	was	particuѴarѴy	associated	
with	AngѴoŊSaxon	Protestant	patients	
but	did	not	significantѴy	infѴuence	
other	groupsĺ

There	was	considerabѴe	
support	from	crossŊ
sectionaѴ	quantitative	
studies	for	peopѴe	
deѴaying	attending	
services	and	trying	to	
seѴfŊmanage	probѴemsĹ	
there	was	an	increase	
over	time	in	emerŊ
gency	department	
users	who	had	waited	
a	week	or	more	before	
attendingƑƒĸ	duration	
of	symptoms	was	an	
issue	for	emergency	
department	usersƔƔķѶƒ; 
a	survey	of	peopѴe	with	
minor	injuries	in	an	
emergency	departŊ
ment	identified	a	deѴay	
in	heѴpŊseekingƒƐ; 
ѵѶѷ	of	peopѴe	in	an	
emergency	departŊ
ment	waiting	roomƑѶ 
and	ƑƐѷ	of	febriѴe	
chiѴdren	attending	a	GP	
out	of	hours	serviceƔƓ 
had	used	over	the	
counter	remedies	
beforehandĸ	peopѴe	
with	iѴѴness	waited	
Ѵonger	than	peopѴe	
with	injury	before	atŊ
tending	an	emergency	
departmentѶƓĸand	ƓƐѷ	
of	nonŊinjuries	in	a	
paediatric	emergency	
department	arrived	
ƑŊƕ	days	after	onsetĺƔѵ 
In	a	comparative	studyķ	
medicaѴѴy	unnecesŊ
sary	users	of	GP	out	
of	hours	had	Ѵonger	
Ѵasting	probѴems	than	
medicaѴѴy	necessary	
usersĺ29
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ƕĺ	StressfuѴ	
ѴivesĹ	I	just	
canŝt	cope	
with	the	
iѴѴness	or	
making	an	
appointment

The	theme	of	distress	and	its	impact	on	the	use	of	emerŊ
gency	services	was	most	evident	in	research	conducted	
in	popuѴations	of	Ѵow	socioŊeconomic	statusĺƔƕķƔƖķѵƕ 
Stressors	experienced	were	of	both	a	sociaѴ	and	psyŊ
choѴogicaѴ	nature	incѴuded	sociaѴ	isoѴation	and	Ѵimited	
sociaѴ	networksķƓƒķƔƖķѵƕ	singѴe	parentageķƓƒķƔƕ	probѴems	
with	famiѴy	and	sociaѴ	reѴationshipsķѵƕ	grievingķѵƕ	housing	
and	financiaѴ	difficuѴtiesķƔƕķƔƖķƕƔ	being	unabѴe	to	afford	
to	take	time	off	workķƓѵķƓѶķѵƐķƕѵ	discriminationƔƕķƕƔ and 

the	traumatizing	impact	and	disruption	to	Ѵife	and	work	
of	ѴongŊterm	medicaѴ	probѴemsĺƔƖ	ImpѴicit	within	this	
Ѵiterature	was	that	those	deaѴing	with	distress	in	their	
daiѴy	Ѵives	had	fewer	materiaѴķ	sociaѴ	and	heaѴth	resources	
avaiѴabѴe	to	themķ	the	absence	of	which	were	stressors	
in	themseѴvesĺ	PeopѴe	thus	had	muѴtipѴe	responsibiѴities	
to	manage	with	too	few	resourcesĺƓѶ	Current	ѴeveѴs	of	
stress	were	often	associated	with	past	trauma	of	either	a	
medicaѴ	or	nonŊmedicaѴ	nature	Ősee	programme	theory	Ƒőĺ	
OѴsson	et	aѴƔƖ	noted	how	most	participants	had	ļstruggѴed	
hard	throughout	their	ѴivesĽ	and	highѴighted	the	amount	
of	ļthreatĽ	and	ļdangerĽ	that	featured	in	the	narrativesĺ	
AѴthough	they	may	make	concerted	efforts	to	copeķ	feeѴŊ
ings	of	Ѵoss	of	controѴ	and	heѴpѴessness	Ѵead	them	to	seek	
emergency	careĺ	The	emergency	department	was	often	
accessed	due	to	ease	of	use	which	was	important	in	the	
context	of	stressfuѴ	ѴivesƓѶ	and	couѴd	be	regarded	as	a	
pѴace	of	refuge	and	safety	in	times	of	distressĺѵƕ

Erik, now divorced and isolated, talked about his episodes of 

headache as a suffering similar to what he felt five years 

earlier when his head was injured as a result of assault. He 

is very anxious that the after effects of his injury will even-

tually lead to his death �That feeling of impending doom, 

that fluttery feeling in your chest, I felt I was losing ground, 

so to speak .. I get twinges in my chest, I was almost dying 

� I have no-one who can sound the alarm or help me, so I 

went [to the emergency department]�ƔƖŐpƓƒƑő

The	perceived	Ѵack	of	sociaѴ	and	heaѴth	service	supportķ	
particuѴarѴy	during	the	nightķ	combined	to	increase	peoŊ
pѴeŝs	feeѴings	of	vuѴnerabiѴity	and	stressĺƓƒķƕѶ	Increased	
ѴeveѴs	of	anxiety	and	tiredness	further	hampered	the	
abiѴity	to	think	rationaѴѴyĺ	Parents	of	young	chiѴdren	were	
found	to	make	frequent	use	of	GP	out	of	hours	services	
at	nightķƓƒ	whiѴst	peopѴe	with	compѴex	stressfuѴ	Ѵives	and	
with	ѴittѴe	sociaѴ	support	were	reported	as	frequent	users	
of	emergency	servicesĺƓƒķƔƕķƔƖ

�Night times are the worst�During the day, I think you can be 

more rational about it, but it gets to night time and obvi-

ously symptoms usually get worse at night don't they,� and 

you just, you start to panic a bit more because you're tired, 

they're tired and you don't have your wits about you as 

much, I think�.ƕѶŐpƔő

PeopѴe	in	distress	couѴd	view	the	process	of	seeking	a	GP	
appointment	as	burdensome	Ősee	Programme	Theory	ƐƏőķ	
or	difficuѴt	to	access	due	to	financiaѴ	difficuѴties	or	Ѵack	of	
transportĺƒƑķƔƕķѵƔķƕƔ

Support from existing theories:

There	was	considerabѴe	support	for	
this	programme	theory	from	existing	
theoriesĺ	Andersen	identifies	Ѵack	
of	coping	capacity	as	a	predisposing	
factor	to	heaѴthŊcare	utiѴizationķѶƏķѶƐ 
and	Antonovsky	highѴights	how	copŊ
ing	is	Ѵinked	not	just	to	the	probѴem	
being	facedķ	but	to	the	resources	
avaiѴabѴe	to	a	person	to	manage	
itĺѶƔķѶѵ	The	Ѵatter	identifies	a	range	of	
ļGeneraѴized	Resistance	ResourcesĽ	
or	characteristics	which	heѴp	peopѴe	
manage	stressfuѴ	situations	incѴuding	
physicaѴ	Őeg	heaѴthőķ	materiaѴķ	cogniŊ
tive	and	emotionaѴķ	sociaѴ	supportķ	
and	attitudes	and	coping	styѴesĺ	
Antonovsky	suggests	that	the	avaiѴŊ
abiѴity	of	these	resources	impact	on	a	
personŝs	tendency	to	see	their	Ѵife	as	
more	or	Ѵess	orderedķ	predictabѴe	and	
manageabѴeķ	ѴabeѴѴed	as	a	ļsense	of	
coherenceĽĺ	Those	with	a	weak	sense	
of	coherence	are	Ѵess	resiѴient	and	
more	ѴikeѴy	to	see	stressfuѴ	situations	
as	threatening	and	anxiety	provokŊ
ingĺѶƔ	FeeѴings	of	Ѵack	of	controѴ	
create	heѴpѴessnessķ	resuѴting	in	an	
inabiѴity	to	use	the	resources	avaiѴŊ
abѴe	and	thus	a	reduction	in	coping	
capacityĺ	The	ļcandidacy	theory	
suggests	that	in	these	circumstances	
peopѴe	are	ѴikeѴy	to	use	services	
which	present	the	Ѵeast	barriers	to	
accessĺ72	Gaining	access	to	heaѴth	
care	can	be	compѴexķ	and	those	who	
Ѵack	resources	and	competencies	are	
ѴikeѴy	to	opt	for	more	ļpermeabѴeĽ	
servicesķ	for	exampѴe	those	which	do	
not	require	appointments	or	a	need	to	
cѴearѴy	articuѴate	a	probѴem	in	order	
to	access	heѴpĺ	In	addition	to	the	
impact	of	anxiety	discussed	in	proŊ
gramme	theories	Ɛ	and	Ƒķ	other	work	
highѴights	how	stresses	incѴuding	iѴѴŊ
ness	or	time	and	resource	constraints	
impact	on	the	decisionŊmaking	
process	in	a	variety	of	waysĺ	These	
incѴude	reduced	senseŊmaking	and	
probѴemŊsoѴving	abiѴityķƔƐķƔƑ	increased	
ѴikeѴihood	of	more	spontaneous	and	
Ѵess	considered	decisionsķѵƑķѶƕ and a 

greater	sense	of	urgency	and	narrowŊ
ing	of	focus	to	meet	immediate	shortŊ
term	needsĺѶѶķѶƖ

There	was	some	support	
for	this	in	the	incѴuded	
quantitative	articѴesĹ	
peopѴe	arriving	at	an	
emergency	department	
by ambulance and 

cѴassed	as	nonŊurgent	
were	more	ѴikeѴy	to	
be	homeѴess	and	
have	mentaѴ	heaѴth	
probѴemsƒƒĸ	peopѴe	
who	were	more	ѴikeѴy	
to	use	an	ambuѴance	in	
a	hypotheticaѴ	situation	
that	did	not	require	an	
ambulance had no car 

or	they	Ѵived	aѴoneѵ; 
and	ƓƖѷ	of	parents	
of	a	febriѴe	chiѴd	who	
used	a	GP	out	of	hours	
services	feѴt	heѴpѴessĺƔƓ 
Howeverķ	not	aѴѴ	the	
studies	supported	
this	programme	
theoryĺ	One	review	
concѴuded	there	was	
ѴittѴe	evidence	for	the	
association	between	
personaѴityķ	incѴuding	
coping	mechanismsķ	
and	use	of	emergency	
departmentsƓ and 

another	that	there	was	
some	evidence	that	
affѴuent	groups	were	
more	ѴikeѴy	to	go	to	an	
emergency	department	
for	minor	probѴemsĺѶƒ
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Ѷĺ	FoѴѴowing	
advice	of	
trusted	othŊ
ersĹ	Thatŝs	
what	they	
said	to	doķ	
and	they	
know	better	
than	me

The	invoѴvement	of	others	in	decision	making	to	contact	
an	emergency	service	was	a	strong	theme	that	ran	
through	much	of	the	Ѵiteratureķ	particuѴarѴy	reѴating	to	
emergency	departmentsĺ	This	couѴd	be	advice	received	
either	from	famiѴy	and	friendsƒƑķƒѵķƒƖķƓƏķƓƓķƓѵķѵƔķѵƕķƕƕķƖƏ or 

from	primary	care	servicesĺƒƑķƓƕķƓѶķѵƐķѵƕķƕƕķƖƏķƖƐ	McGuigan	
et	aѴƓƏ	stated	that	being	advised	by	othersķ	particuѴarѴy	
famiѴyķ	was	a	common	reason	for	deciding	to	attend	the	
emergency	departmentķ	with	a	tendency	for	advice	to	be	
sought	by	womenĸ	they	referred	to	this	as	ļsanctioningĽĺ	
Research	conducted	in	the	Caribbean	found	that	use	of	
the	emergency	department	was	a	sociaѴѴy	shared	custom	
in	which	famiѴy	and	friends	encouraged	the	habituaѴ	use	
of	the	serviceķ77	indicating	cuѴturaѴ	as	weѴѴ	as	individuaѴ	
mechanisms	at	pѴayĺ	Contacting	trusted	friends	and	
famiѴy	was	conceived	as	a	naturaѴ	coping	mechanism	
when	in	distress	and	indecisive	about	what	to	doĺƒƕķѵƕ 
AdditionaѴѴyķ	when	feeѴing	in	distressķ	peopѴe	were	more	
ѴikeѴy	to	be	receptive	to	the	advice	of	anotherĺƒƕ

�I spoke to my mother about it. And um, she actually brought 

me to the emergency department. She said my Dad had the 

same thing and it was just, it was polyps or something � 

but she said I should probably come in�.ѵƕŐpƔѶѶő

WhiѴst	there	was	evidence	that	famiѴy	and	friends	had	the	
most	impact	on	decisions	regarding	the	use	of	emerŊ
gency	servicesķƒѵķƓƏķƔѶķƖƏ	heaѴthŊcare	practitioners	were	
aѴso	infѴuentiaѴ	in	this	decisionŊmaking	processĺ	Primary	
care	practitioners	and	staff	were	often	described	as	
having	recommended	attendance	at	an	emergency	
department	for	both	aduѴtsƒƑķѵƕķƕƕķƖƏķƖƐ and children.ƓƕķƓѶķѵƐ 

IndividuaѴs	were	essentiaѴѴy	given	permission	to	attend	
an	emergency	departmentķƓƐķƔѶ	with	the	decision	being	
sanctioned	by	another	ļtrusted	decision	makerĽƏĺƓƐķƔѶ 
This	in	turn	couѴd	infѴuence	and	encourage	future	use	of	
emergency	services	in	simiѴar	circumstances	to	save	time	
and	ļcut	out	the	middѴe	manĽĺƔѶ

�The GP would probably have just sent you to the hospital 

anyway�At our place they do it with [everything], if they 

don't know enough they just send you straight to the 

hospital�.

�(The second time) I just drove to the hospital, I thought I'm 

not even messing about going there [to the GP]�I'll just go 

straight to the hospital�ƒƕŐpѵƖő

There	was	evidence	to	suggest	thatķ	once	advised	to	take	
this	course	of	actionķ	there	were	feeѴings	of	obѴigation	
to	do	soķ	even	if	it	was	not	considered	appropriateķ	parŊ
ticuѴarѴy	where	chiѴdren	were	concerned	Ősee	Programme	
Theory	ƒőĺ	It	was	aѴso	noted	that	individuaѴs	may	have	
feѴt	pressurized	by	others	into	contacting	an	emergency	
service	when	they	wouѴd	not	have	ordinariѴy	done	soĺƒѵ 
In	turnķ	the	advice	given	by	others	may	be	infѴuenced	by	
their	perceived	moraѴ	and	ѴegaѴ	obѴigations	and	thus	they	
advise	the	Ѵeast	risky	course	of	action	Ősee	Programme	
Theory	ƒőĺ

There	was	considerabѴe	support	
for	this	programme	theory	from	
existing	theoriesĺ	SociaѴ	and	cuѴturaѴ	
infѴuences	on	heaѴth	behaviour	have	
received	greater	acknowѴedgement	in	
Ѵater	formuѴations	of	both	LeventhaѴŝs	
Common	Sense	ModeѴƓƖķƔƏ and 

Andersenŝs	ModeѴ	of	HeaѴthŊcare	
UtiѴizationĺѶƏķѶƐ	PescosoѴidoѵƑ	pѴaces	
the	most	emphasis	on	the	sociaѴ	
context	in	which	peopѴe	operateķ	
highѴighting	how	iѴѴness	beѴiefs	and	
behaviours	are	infѴuenced	both	by	
individuaѴ	sociaѴ	networks	and	the	
sociaѴ	structureĺ	These	infѴuences	can	
be	both	direct	and	indirectĺ	Direct	
infѴuence	takes	the	form	of	being	adŊ
vised	on	a	particuѴar	course	of	action	
by	peers	or	by	heaѴthŊcare	professionŊ
aѴsķ	with	some	groups	having	more	
ready	access	to	the	Ѵatter	due	to	their	
sociaѴ	and	economic	characteristicsĺ72 

PescosoѴido	aѴso	notes	how	peopѴe	
are	most	ѴikeѴy	to	adopt	a	behaviour	if	
they	know	others	are	doing	the	sameķ	
particuѴarѴy	when	those	peopѴe	are	
simiѴar	to	themseѴves	and	that	those	
in	dense	sociaѴ	networks	appear	
more	ѴikeѴy	to	deѴay	heѴpŊseekingķ	
but	peopѴe	are	more	ѴikeѴy	to	have	an	
ļavoidabѴe	visitĽ	if	they	have	consuѴted	
famiѴy	membersĺѵƑķѶƕ

CrossŊsectionaѴ	
quantitative	studŊ
ies	offered	evidence	
to	support	peopѴe	
foѴѴowing	the	advice	
of	famiѴy	and	friendsķ	
and	of	heaѴth	profesŊ
sionaѴsŌespeciaѴѴy	
generaѴ	practiceŌwhen	
attending	an	emerŊ
gency	departmentĺ	The	
most	frequent	reason	
reported	for	attending	
an	emergency	departŊ
ment	was	foѴѴowing	
the	advice	of	othersĺƒƏ 
FamiѴy	and	friends	ofŊ
fered	advice	to	ƒƐѷ	of	
emergency	department	
attendersķƑƓ	and	ƔƑѷ	
had	discussed	their	
febriѴe	chiѴd	with	othŊ
ers	before	caѴѴing	a	GP	
out	of	hoursĺƔƓ	It	was	
aѴso	common	to	foѴŊ
Ѵow	instructions	from	
primary	care	staffĹ	
ƑƕѷķƑƔ	Ƒѵѷ	ƑƓ and 

ѵѵѷƔѵ	were	referred	to	
an	emergency	departŊ
ment	by	a	GPķ	with	the	
proportion	uncѴear	in	
other	studiesĺƓķƒƐķƔƔ 
There	was	aѴso	some	
evidence	that	peopѴe	
went	straight	to	the	
emergency	department	
because	they	feѴt	the	
GP	wouѴd	send	them	
there	anywayĺƒƐ
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Ɩĺ	Perceptions	
or	prior	exŊ
periences	of	
servicesĹ	IŝѴѴ	
get	a	better	
and	faster	
service	from	
the	hospitaѴņ
ambulance

Emergency	services	were	often	accessed	because	peopѴe	
beѴieved	that	primary	care	Ѵacked	the	necessary	careķ	
expertise	or	resources	to	provide	good	quaѴity	careĺ	
This	couѴd	be	due	to	a	generaѴѴy	heѴd	beѴiefķ	sometimes	
acquired	from	famiѴy	and	friendsķƒƑķѵƔķƕƕ	or	based	on	
past	personaѴ	experienceĺƒѵķƓƐķƓƑķƓѵķƓƕķƔƕķѵƐķѵƔķѵѵķƕѵķƕƕķƖƐķƖƑ 
Patients	reported	being	dissatisfied	with	generaѴ	
practice	for	a	range	of	reasonsĹ	perceived	inadequate	
care	or	misdiagnosisƒѵķƓƐķƓƕķѵѵķƕƕķƕѶķƖƑĸ	the	short	amount	
of	time	spent	with	the	doctor	andņor	Ѵack	of	thorough	
examinationķ	particuѴarѴy	where	chiѴdren	were	conŊ
cernedƓƑķƓѵķѵƐķƕƕķƕѶķƖƐĸ	not	feeѴing	Ѵistened	toƓƐķƔƕĸ	faiѴure	to	
answer	questionsƓƕķƕѶĸ	or	not	being	taken	seriousѴyĺƓƐķƔƕ 
Such	experiences	couѴd	Ѵead	to	a	Ѵack	of	confidence	and	
trust	in	generaѴ	practiceƓƐķƓƕķѵѵķƕѵķƕѶķƕƖ	and	the	use	of	an	
emergency	serviceķ	particuѴarѴy	emergency	departmentsķ	
to	obtain	a	second	opinionĺƒѵķƓƐķƓѵķƔƕ

a mother of a two-year-old did not like what she was told the 

day before by the doctor at the clinic. Apparently he did 

not offer a good explanation of the diagnosis of the child's 

condition. She was still scared and felt she was not giving 

her child the right medication. She came to the [emer-

gency department] to get a �second opinion� and a better 

explanationƓƐŐpƐƐƏƏő

ConverseѴyķ	emergency	departments	were	accessed	
because	of	a	beѴief	that	they	were	the	best	or	most	apŊ
propriate	pѴace	to	be	due	to	the	avaiѴabiѴity	of	expertise	
or	resources	such	as	Ѵaboratory	testsķ	XŊraysķ	etcƒƒķƓƏŊ
ƓƑķƓѵķƓƕķѵƐķѵѵķƕƔŊƕƕ	Againķ	this	perception	couѴd	be	due	
to	past	personaѴ	experience	or	a	cuѴturaѴѴy	heѴd	beѴief	
perpetuated	by	friends	and	famiѴyĺ	Having	both	access	
to	resources	and	the	expertise	of	emergency	departŊ
ment	practitioners	meant	that	patients	had	trust	and	
confidence	in	the	service	and	hence	feѴt	safeĺƓƐķƔѶķƕѵ	This	
seemed	to	be	especiaѴѴy	true	for	parentsƓƑķƓѵķƓƕķѵƐķƕѵķƕѶ and 

for	those	with	chronic	conditionsƔѶķƖƏ	where	famiѴiarity	
and	previous	experience	pѴayed	a	part	in	the	decision	
making	when	feeѴing	anxiousĺƓƐķƔѶķѵѵ

Mother 1: �I feel that the [emergency department] doctors are 

more skilled�.

Mother 2: �They do a better check-up and they give them bet-

ter medicine. Here they look at him, they weigh him, they 

look at his eyes, his throat, they take his blood pressure, 

they check his little heart, his lungs, and they examine 

him like I like them to examine him, to really know what 

problem he has�.ѵƐŐpƒѵƓő

�In hospital they've got everything there, they've got the ven-

tilators, the drips, they've got everything, they can resusci-

tate you, if need be [�] I feel safe going in a hospital�.ƔѶŐpƒƒѶő

There	was	considerabѴe	support	for	
this	programme	theory	from	existŊ
ing	theoriesĺ	ļRecursivityĽķ	or	the	
infѴuence	of	past	experiences	of	
services	on	patterns	of	future	useķ	
can	resuѴt	in	poor	experiences	of	care	
either	reducing	use	of	a	service	or	
increasing	it	in	the	desire	to	obtain	
resoѴution	of	a	probѴemĺѶƑ	Andersen	
identifies	satisfaction	with	services	
as	predisposing	factor	to	heaѴthŊ
care	utiѴizationķ	and	recursivity	is	
introduced	as	a	key	eѴement	of	Ѵater	
iterations	of	the	behaviouraѴ	modeѴĺѶƏ 
Other	authorsƖƒķƖƓ	aѴso	emphasize	
the	roѴe	of	habit	within	decision	
makingķ	whereby	once	a	pattern	
of	behaviour	is	estabѴishedķ	this	is	
ѴikeѴy	to	continueķ	particuѴarѴy	where	
eѴements	of	the	situation	are	famiѴiar	
due	to	past	experienceĺ	Experience	
may	aѴso	come	from	sources	other	
than	direct	contact	with	a	serviceƖƔ 
through	ļmediated	experienceĽķ	where	
information	is	obtained	and	internaѴŊ
ized	from	peopѴeŝs	sociaѴ	network	
and	media	portrayaѴsķ	and	ļimagined	
servicesĽķ	where	perceptions	are	
based	on	wider	cuѴturaѴ	assumpŊ
tions	of	the	nature	and	quaѴity	of	
service	provisionĺ	This	is	in	Ѵine	with	
PescosoѴidoŝs	workķ	which	argues	that	
aѴѴ	actions	are	taken	within	a	sociaѴ	
context	and	cannot	be	understood	
without	recognition	of	thisĺѵƑ They 

identify	how	three	systems	interact	
to	infѴuence	an	individuaѴŝs	response	
to	their	symptomsĹ	their	individuaѴ	
sociaѴ	context	ŐincѴuding	sociaѴ	
characteristics	and	prior	experience	
of	iѴѴness	and	servicesőĸ	their	personaѴ	
sociaѴ	network	ŐincѴuding	beѴiefs	and	
attitudesķ	interactions	with	others	for	
adviceőĸ	and	the	treatment	network	
ŐincѴuding	the	organization	of	heaѴth	
care	and	ease	of	access	to	treatmentőĺ	
In	reѴation	to	the	organization	of	serŊ
vicesķ	their	ļpermeabiѴityĽ	or	ease	of	
use	impacts	on	peopѴeŝs	decisionsĺ72 

In	particuѴarķ	those	who	are	disadŊ
vantaged	are	ѴikeѴy	to	seѴect	services	
which	are	perceived	to	present	Ѵeast	
barriers	to	those	with	chaѴѴenges	
such	as	Ѵow	Ѵiteracyķ	difficuѴt	time	
management	or	an	inabiѴity	to	cѴearѴy	
articuѴate	their	needsĺ

There	was	considerabѴe	
support	from	crossŊ
sectionaѴ	quantitative	
articѴes	for	the	attracŊ
tion	of	the	tests	avaiѴŊ
abѴe	and	the	quaѴity	
of	care	at	emergency	
departmentsĺ	Some	
studies	were	vague	by	
describing	a	beѴief	that	
an	emergency	departŊ
ment	was	required	ѶƓ 
but	others	identified	
specific	attractions	of	
this	service	incѴuding	
providing	a	ļone	stop	
shopĽ	for	peopѴe	with	
chronic	conditionsķƖѵ 
the	ease	of	getting	
tests	and	treatmentsķѶƒ 
the	preference	for	
a	speciaѴist	within	
paediatric	emergency	
departmentsƔƔ	and	the	
avaiѴabiѴity	of	XŊray	
faciѴitiesĺ	XŊrays	were	
a	key	issue	in	that	
around	haѴf	of	peopѴe	
attending	an	emerŊ
gency	department	
thought	they	might	
need oneƑƓķƒƏ	or	they	
were	a	reason	why	
peopѴe	perceived	a	GP	
wouѴd	not	be	abѴe	to	
heѴpĺƑƔ	Further	supŊ
port	for	this	was	the	
beѴief	that	emergency	
departments	were	
better	than	GPs	for	
injuriesĺƒƐķƔƔ	Concerns	
about	poor	quaѴity	
generaѴ	practice	were	
ѴargeѴy	reѴated	to	Ѵack	
of	tests	such	as	XŊrays	
and	accessibiѴity	Ősee	
Programme	theory	ƐƏőĺ
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ƐƏĺ	Access	
to	a	GPŌI	
canŝt	get	
an	appointŊ
ment	quickѴy	
enough

The	inabiѴity	to	obtain	a	timeѴy	appointment	with	a	GP	
was	a	commonѴy	reported	reason	for	contacting	an	
emergency	serviceĺƒƒķƒƕķƓƑķѵƐķѵѵķѵƕķƕѵķƖƐ	WhiѴst	this	couѴd	
be	a	perception	that	they	were	unѴikeѴy	to	be	abѴe	to	
get	an	appointment	based	on	prior	experienceķƓѵ	it	was	
commonѴy	reported	that	peopѴe	had	first	attempted	to	
gain	an	appointment	with	their	GP	and	it	was	onѴy	when	
a	timeѴy	appointment	couѴd	not	be	obtained	that	an	
emergency	serviceķ	primariѴy	an	emergency	departmentķ	
was	usedĺƒƒķƒƕķƓƑķѵƐķѵѵķѵƕķƕѵķƖƐ

�My doctor was on that day and she's part-time and she's 

fabulous and so I rang five hours before she started work, 

but the receptionist said �she's booked out, you can't come 

in��ƓƑŐpƑƏƔő

In both the adult and pediatric interviews the issue of limited 

availability of timely appointments at regular place of care 

emerged as a recurring justification for the [emergency 

department visit]�A typical response was that �it takes too 

long to get an appointment at the clinic�. Some parents said 

that it takes two to three weeks to get an appointment, 

whereas others talked about wanting to get an appoint-

ment by the next dayƓƐŐpƐƐƏƒő

There	were	indications	that	the	inabiѴity	to	get	an	appointŊ
ment	when	feeѴing	iѴѴ	and	distressed	couѴd	exacerbate	
existing	feeѴings	of	anxiety	and	stressķ	Ѵeading	to	panicķ	
and	further	increase	the	perceived	need	to	get	heѴp	
quickѴyĺѵƔŊѵƕ	High	ѴeveѴs	of	anxiety	couѴd	in	turn	exacerŊ
bate	painĺƒƕķѵƏ

The emergency number that the answering machine gave me 

re-directed me back to the surgery and it just kept looping 

me around, so my ex-husband, I think he just panicked and 

called an ambulanceѵѵŐpƒő

The	inabiѴity	to	obtain	an	appointment	and	the	compѴexŊ
ity	of	appointment	systems	couѴd	Ѵead	to	feeѴings	of	
frustration	and	anger	and	an	increased	propensity	to	use	
an	emergency	serviceĺƒƒķƒƕķƓƑķƓƕķѵƐķѵƔķƕѵ	This	was	particuŊ
ѴarѴy	reported	in	the	Ѵiterature	reѴating	to	parents	with	an	
ill child.ƓƑķƓƕķѵƐķƕѵ	Frustration	was	aѴso	a	factor	amongst	
those	with	EngѴish	as	their	second	Ѵanguage	who	had	
difficuѴties	communicating	their	requirements	over	the	
teѴephone	when	trying	to	get	an	appointmentĺ	In	this	sitŊ
uation	peopѴe	feѴt	they	had	ѴittѴe	choice	but	to	make	use	
of	an	emergency	serviceķ	that	it	was	ļunavoidabѴeĽ	and	
used	as	a	ļѴast	resortĽ	because	there	was	ļnowhere	eѴse	
to	goĽƔѶķѵƔķѵƕķƕѵ	When	feeѴing	iѴѴ	and	in	distressķ	with	no	
timeѴy	GP	appointment	avaiѴabѴeķ	the	emergency	departŊ
ment	was	considered	the	most	accessibѴe	serviceĺƓƐķƔѶ

One mother expressed frustration, because she had made an 

effort to �do the right thing� and have her daughter seen at 

her [GP's] office but could not get a clear explanation of 

how to go about it.ѵƐŐpƒѵƒő

There	was	considerabѴe	support	for	
this	programme	theory	from	existŊ
ing	theoriesĺ	Anderson	highѴights	
how	avaiѴabiѴity	of	services	is	a	key	
enabѴing	factor	in	peopѴeŝs	utiѴizaŊ
tion	of	heaѴth	careķ	and	in	Ѵater	work	
pѴaces	increased	emphasis	on	the	roѴe	
of	differentiaѴ	access	to	services	as	a	
determinant	of	behaviour	rather	than	
the	characteristics	of	the	individuaѴĺѶƏ 
This	Programme	Theory	is	a	factor	
in	many	of	the	other	Programme	
Theories	and	therefore	many	of	the	
exiting	theories	discussed	in	the	preŊ
vious	nine	Programme	Theories	have	
relevance here.

There	was	evidence	
from	crossŊsectionaѴ	
studies	that	perceived	
or	actuaѴ	difficuѴty	
accessing	a	GP	in	the	
time	frame	required	by	
patients	affected	their	
use	of	emergency	deŊ
partments	and	GP	out	
of	hours	servicesĺ	This	
incѴuded	unavaiѴabiѴity	
of	a	GPķƑƓķƑѶķƒƐ	ƐƖѷ	
being	dissatisfied	with	
GP	appointmentsķƑƒ 
negative	perceptions	
of	GP	accessķƓ	worse	
inŊhours	access	associŊ
ated	with	GP	out	of	
hours	useķ97	difficuѴty	
accessing	a	GP	in	terms	
of	getting	an	appointŊ
mentķѶƒ	or	not	wanting	
to	wait	for	a	GP	apŊ
pointment	for	ƐƑ	hours	
or	two	daysĺƖѵ	Lack	of	
access	was	sometimes	
due	to	the	time	of	dayķ	
that	is	the	primary	care	
faciѴity	was	cѴosedķƖѶ 
and	unwiѴѴingness	to	
wait	for	an	appointŊ
ment	Ősee	Programme	
Theory	ѵőķ	as	weѴѴ	
as	inabiѴity	to	get	an	
appointmentĺ	In	some	
studiesķ	a	sizeabѴe	
minority	of	patients	
had	attempted	to	
contact	the	GP	before	
going	to	an	emergency	
department	or	GP	out	
of	hours	serviceĹ	ƑƏѷ	
of	those	presenting	inŊ
hours	to	an	emergency	
department	had	been	
unabѴe	to	get	a	GP	apŊ
pointmentķƑƔ	and	ƑƔѷ	
had	sought	care	from	
a	GPĺѶƓ	Howeverķ	this	
percentage	was	Ѵower	
in	some	studiesĹ	Ѷѷ	reŊ
ported	poor	access	to	
a	GPĺ29	Patients	from	
deprived	communities	
identified	having	more	
probѴems	with	access	
to	a	GP	in	working	
hoursĺ99
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compѴiance	 in	terms	of	other	peopѴe	recommending	or	making	the	
decision	to	contact	a	serviceķ	 incѴuding	service	providersƐƒŊƐƔ; conŊ
sumer	satisfaction	in	terms	of	positive	views	of	emergency	departŊ
ments	 offering	 the	 expected	 investigations	 in	 a	 singѴe	 pѴaceƐƒŊƐƔ 
and	negative	views	of	generaѴ	practice	due	to	Ѵack	of	confidence	in	
GPsƐƒķƐƓĸ	and	frustration	around	access	to	primary	careĺƐƒŊƐƔ	Some	of	
our	programme	theories	were	aѴso	supported	by	research	on	genŊ
eraѴ	demand	for	emergency	and	urgent	careĺ	In	particuѴarķ	there	was	
considerabѴe	support	for	the	programme	theory	around	poor	access	
to	GPs	affecting	use	of	emergency	departments	for	the	context	of	
aѴѴ	users	of	emergency	and	urgent	care	rather	than	onѴy	cѴinicaѴѴy	unŊ
necessary	useĺ	Poor	access	to	GPs	was	associated	with	higher	use	of	
emergency	departments	in	numerous	studiesķ	incѴuding	a	Ѵarge	scaѴe	
survey	of	GP	patients	in	ƒƐ	countriesĺ22

Some	programme	theories	were	not	highѴighted	by	the	originaѴ	
reviewsķ	 in	 particuѴarĹ	 the	 roѴe	 of	 previous	 traumatic	 eventsĸ	 the	
need	 to	 seek	 immediate	 pain	 reѴiefĸ	 the	 need	 to	 return	 to	 normaѴ	
in	order	 to	attend	 to	 responsibiѴitiesĸ	 and	 the	 roѴe	of	 seѴfŊimposed	
deѴay	in	creating	urgencyĺ	This	identifies	the	added	vaѴue	of	this	reŊ
aѴist	reviewĺ

Our	programme	theories	did	not	incѴude	some	issues	which	have	
been	identified	eѴsewhereĹ	awareness	of	servicesķƑƒķƑƓ	aѴthough	onѴy	
ƒѷ	of	peopѴe	 reported	 this	as	an	 issue	 in	one	 studyƑƓĸ	 the	conveŊ
nience	 of	 the	 setting	 in	 terms	 of	 shorter	 distance	 to	 traveѴ	 to	 an	
emergency	 department	 or	 GP	 out	 of	 hours	 serviceƐƓķƑƓŊƑƕĸ	 heaѴth	
knowѴedgeƐƔĸ	geography	in	terms	of	ruraѴ	and	urban	ѴocationsƑѶĸ	not	
having	a	GP29ĸ	patient	misunderstanding	of	roѴe	of	a	serviceƖķƑƖĸ	the	
desire	 to	 take	 controѴ	 through	 contacting	 a	 service9ĸ	 Ѵower	 costņ
financiaѴ	considerationsƐƓĸ	and	 Ѵack	of	transportĺƐƒķƐƔ	These	did	not	
become	programme	theories	because	they	did	not	appear	strongѴy	
within	the	incѴuded	quaѴitative	Ѵiterature	of	patientsŝ	perceptions	of	
cѴinicaѴѴy	 unnecessary	useĺ	 It	may	 aѴso	be	 the	 case	 that	 there	was	
subjective	seѴection	of	 issues	within	our	studyķ	aѴthough	many	deŊ
taiѴed	team	discussions	took	pѴace	throughout	our	study	to	address	
this	riskĺ	AdditionaѴѴyķ	we	did	not	have	a	programme	theory	around	
patients	accessing	emergency	and	urgent	care	because	it	was	conŊ
venientķ	which	was	a	key	issue	identified	by	other	reviews	and	studŊ
iesĺƓķƐƒķƐƓķƒƏķƒƐ	In	our	reviewķ	this	factor	may	have	been	represented	
through	our	programme	theories	on	the	need	to	get	back	to	normaѴ	
quickѴy	to	attend	to	responsibiѴitiesķ	and	the	impact	of	stressfuѴ	Ѵives	
creating	the	need	for	Ѵow	treatmentŊseeking	burdenĺ

ƓĺƒՊ|ՊStrengths and Ѵimitations

A	key	strength	of	our	study	was	the	time	and	care	spent	deveѴoping	
and	refining	the	programme	theories	based	on	quaѴitative	research	
with	 patientsĺ	 A	 further	 strength	was	 Ѵinking	 programme	 theories	
to	existing	theories	of	heaѴth	behaviourĺ	A	key	 Ѵimitation	was	testŊ
ing	the	theories	within	comparative	quantitative	studiesĺ	AѴthough	
these	studies	were	avaiѴabѴeķ	they	did	not	measure	some	issues	reŊ
Ѵated	to	our	programme	theoriesĺ

Our	 reaѴist	 approach	 identified	 simiѴar	 findings	 to	 previous	 reŊ
views	 but	went	 further	 by	 examining	 reasons	 behind	 findingsķ	 for	

exampѴe	expѴoring	why	peopѴe	feѴt	anxiousĺ	It	aѴso	identified	a	numŊ
ber	 of	 new	 issues	 such	 as	 the	 need	 for	 immediate	 pain	 reѴief	 and	
the	 impact	 of	 previous	 traumatic	 experiencesĺ	 There	 were	 some	
Ѵimitations	 to	 the	 reviewĺ	 Firstķ	 incѴuded	 articѴes	 in	 the	 review	 foŊ
cused	predominantѴy	on	emergency	departmentsķ	with	a	particuѴar	
gap	around	use	of	daytime	generaѴ	practiceķ	which	is	the	most	comŊ
mon	 first	point	of	 contact	 for	 those	 seeking	urgent	 careĺ1	 Secondķ	
the	programme	theories	deveѴoped	and	refined	here	were	based	on	
quaѴitative	interviews	with	patients	who	may	present	as	ļthe	rationaѴ	
meķ	 the	 irrationaѴ	otherĽ	 due	 to	 the	moraѴ	dimension	of	heѴpŊseekŊ
ing	behaviourķѶ	perhaps	making	circumstances	sound	more	rationaѴ	
and	justified	than	they	were	in	practiceĺ	Howeverķ	it	is	important	to	
understand	 these	presentationsķ	 and	our	 review	provides	 vaѴuabѴe	
insights	into	how	patients	describe	their	decision	makingĺ	Thirdķ	parŊ
ticipants	in	the	incѴuded	studies	were	seѴected	for	interview	based	on	
numerous	different	definitions	of	 ļcѴinicaѴѴy	unnecessaryĽ	and	were	
not	a	consistentѴy	defined	groupķ	as	is	the	case	in	other	reviewsĺ	The	
inconsistency	 in	 how	 nonŊurgency	 has	 been	 assessed	 in	 different	
studies	has	Ѵed	to	proportions	of	cѴinicaѴѴy	unnecessary	use	varying	
between	ƓĺѶѷ	and	ƖƏѷ	depending	on	the	definition	and	contextĺƔ 
Fourthķ	the	quaѴitative	articѴes	did	not	aѴways	offer	enough	detaiѴ	to	
show	how	different	 issues	 interacted	within	 individuaѴsķ	or	when	a	
service	was	 the	 first	 or	 Ѵast	 resort	 for	 intervieweesĺ	 FinaѴѴyķ	 digitaѴ	
sources	of	heaѴthŊcare	advice	are	increasing	in	use	and	these	did	not	
feature	in	our	findings	possibѴy	due	to	the	age	of	the	studies	incѴudedĺ

ƓĺƓՊ|ՊImpѴications

The	impѴications	of	our	findings	are	that	cѴinicaѴѴy	unnecessary	use	
of	emergency	and	urgent	care	may	be	 judged	rationaѴ	and	reasonŊ
abѴe	 once	 the	 detaiѴs	 of	 each	 personŝs	 situation	 are	 understoodĺ	
Indeed	some	of	the	research	articѴes	incѴuded	here	concѴuded	that	
individuaѴs	appeared	to	behave	rationaѴѴyĺƒƐŊƒƓ	A	potentiaѴ	intervenŊ
tion	wouѴd	invoѴve	education	of	poѴicy	makers	and	service	providers	
in	 understanding	 patientsŝ	 decision	 makingĺ	 For	 exampѴeķ	 if	 cѴiniŊ
cians	perceive	that	patients	who	have	had	symptoms	for	weeks	do	
not	require	urgent	careķ	then	understanding	that	patients	perceive	
they	require	urgent	care	preciseѴy	because	they	have	had	symptoms	
for	a	Ѵong	time	may	change	the	judgements	cѴinicians	makeĺ	Having	
said	thisķ	in	the	context	of	demand	outstripping	the	suppѴy	of	many	
heaѴth	servicesķ	a	ļpopuѴation	perspectiveĽ	rather	than	an	ļindividuaѴ	
patient	perspectiveĽ	suggests	that	interventions	to	change	patientsŝ	
practice	may	stiѴѴ	be	needed	for	the	future	sustainabiѴity	of	servicesĺ

A	key	finding	was	that	service	configuration	and	accessibiѴity	
pѴays	 a	 key	 roѴe	 in	 patientsŝ	 decision	makingĺ	 Some	 patients	 try	
to	take	a	route	through	the	system	of	care	that	is	commensurate	
with	their	cѴinicaѴ	need	by	contacting	their	GP	before	attending	an	
emergency	departmentĺ	Howeverķ	 it	appears	that	GPs	and	other	
services	 Ősuch	as	the	urgent	heaѴthŊcare	heѴpѴine	NHS	ƐƐƐ	operŊ
ating	in	parts	of	the	UKő	advise	patients	to	go	to	the	emergency	
departmentķ	 or	 patients	 are	 unabѴe	 to	 obtain	 an	 appointment	
with	 a	GP	 in	 their	 required	 time	 frameķ	 or	 patients	 beѴieve	 that	
they	wouѴd	not	be	abѴe	to	obtain	a	timeѴy	GP	appointment	if	they	
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triedĺ	Improving	access	to	GPs	might	therefore	aѴѴeviate	some	of	
the	 cѴinicaѴѴy	 unnecessary	 demand	 on	 emergency	 departmentsĺ	
Improving	 access	 to	 GPs	 might	 incѴude	 increasing	 capacity	 in	
generaѴ	practiceĺ	As	highѴighted	in	our	review	howeverķ	patientsŝ	
decision	making	is	driven	by	a	compѴex	interpѴay	of	mechanismsķ	
and	it	is	cѴear	that	improved	GP	access	wouѴd	not	aѴѴeviate	aѴѴ	cѴinŊ
icaѴѴy	 unnecessary	 demand	 because	 some	patients	 feeѴ	 strongѴy	
that	they	need	the	faciѴities	offered	by	emergency	departmentsķ	
in	particuѴar	XŊraysĺ	Service	reconfiguration	may	therefore	be	reŊ
quired	in	terms	of	offering	XŊrays	in	pѴaces	other	than	emergency	
departmentsĺ

A	 review	of	 reviews	of	 poѴicy	 interventions	 to	 reduce	use	of	
emergency	departmentsƒƔ	 did	not	 focus	 specificaѴѴy	on	 cѴinicaѴѴy	
unnecessary	demand	but	 identified	 six	 types	of	 interventions	 to	
manage	aѴѴ	demandĹ	cost	sharingķ	strengthening	primary	careķ	preŊ
hospitaѴ	diversion	incѴuding	teѴephone	triageķ	coordinationķ	educaŊ
tion	and	seѴfŊmanagement	supportķ	and	imposing	barriers	to	access	
to	emergency	departmentsĺ	Evidence	of	effectiveness	of	these	inŊ
terventions	was	found	to	be	insufficientĺ	Howeverķ	the	review	auŊ
thors	pointed	out	that	the	most	opportunity	for	improvement	Ѵay	
with	ļinappropriateĽ	visits	to	emergency	departmentsĺ	They	highŊ
Ѵighted	the	potentiaѴ	for	testing	coŊѴocation	of	GPs	in	emergency	
departments	 and	 teѴephone	 triage	 systemsĺ	 AѴthough	 education	
and	seѴfŊmanagement	support	is	incѴuded	as	a	poѴicy	interventionķ	
no	mention	 is	made	 of	 societaѴ	 ѴeveѴ	 issues	 that	may	 Ѵead	 to	 inŊ
abiѴity	 to	 cope	 with	 even	 minor	 heaѴth	 probѴemsĺ	 If	 meaningfuѴ	
changes	in	service	use	for	peopѴe	in	these	circumstances	is	to	take	
pѴaceķ	these	issues	may	need	to	be	addressed	through	wider	pubѴic	
heaѴth	interventionsķ	such	as	reducing	povertyķ	improving	support	
for	chiѴd	care	and	reducing	stress	caused	by	not	being	abѴeķ	or	not	
feeѴing	abѴeķ	to	take	time	off	work	to	seek	heaѴth	careĺ

FinaѴѴyķ	there	are	ѴikeѴy	to	be	groups	of	peopѴe	who	are	habituaѴѴy	
ѴabeѴѴed	as	seeking	cѴinicaѴѴy	unnecessary	use	of	emergency	and	urgent	
careķ	 for	exampѴe	peopѴe	who	have	difficuѴty	copingĺ	 It	 is	aѴso	 ѴikeѴy	
that	any	 individuaѴ	may	be	 ѴabeѴѴed	as	making	cѴinicaѴѴy	unnecessary	
use	of	emergency	and	urgent	care	at	some	point	in	their	Ѵives	because	
a	specific	symptom	or	circumstance	causes	high	ѴeveѴs	of	anxiety	for	
exampѴeĺ	Interventions	wiѴѴ	need	to	consider	both	of	these	scenariosĺ

There	 is	a	need	 for	 further	 researchĺ	Firstķ	 there	 is	a	need	 to	
standardize	 the	 definition	 of	 ѴowŊurgency	 for	 specific	 servicesĺ	
Secondķ	 there	 is	 a	 need	 to	 further	 test	 the	 programme	 theories	
deveѴoped	here	by	measuring	the	extent	to	which	they	expѴain	cѴinŊ
icaѴѴy	unnecessary	use	of	careĺ	Our	team	is	undertaking	a	popuѴaŊ
tion	survey	measuring	the	propensity	of	peopѴe	to	make	cѴinicaѴѴy	
unnecessary	 decisions	 in	 the	 context	 of	 hypotheticaѴ	 vignettesķ	
where	the	programme	theories	can	be	tested	and	the	size	of	effect	
of	each	determinedĺ	Thirdķ	 there	 is	 a	need	 to	expѴore	how	 these	
programme	 theories	 interact	 within	 individuaѴs	 through	 further	
quaѴitative	research	that	pays	specific	attention	to	these	 interacŊ
tionsĺ	Fourthķ	there	is	a	need	to	identify	and	evaѴuate	interventions	
to	address	these	programme	theoriesĺ	EvaѴuation	of	interventions	
is	 essentiaѴ	 because	 they	 may	 have	 adverse	 consequences	 such	
as	 increasing	 demand	 for	 heaѴth	 care	 overaѴѴķ	 or	 faiѴing	 to	 offer	

costŊeffective	 aѴternatives	 to	 current	 practiceĺ	 FinaѴѴyķ	 there	 is	 a	
need	to	expѴore	why	primary	care	staff	recommend	attendance	at	
an	emergency	department	to	some	patients	who	contact	themĺ

ƔՊ |ՊCONCLUSIONS

MuѴtipѴe	interventions	may	be	needed	to	reduce	cѴinicaѴѴy	unnecesŊ
sary	use	of	emergency	and	urgent	careĺ	These	are	ѴikeѴy	to	incѴude	
changes	 to	 heaѴth	 service	 configuration	 and	 accessibiѴityķ	 and	 paŊ
tientsŝ	sociaѴ	circumstancesķ	rather	than	simpѴy	focus	on	individuaѴsŝ	
behaviour.
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