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SUMMARY

The problem over the use of accident and emergency de-
partments was portrayed in terms of a typical conflict between
professional and lay needs., However, in contrast with the more
common image of the professional hospital doctor successfully
developing both structural and interactional strategies for
maintaining professional dominance over the patient, it was
argued that the structural characteristics of the accident and
emergency department posed control problems for the profession.
These control problems were exacerbated by developments in other
areas of the health service and led to the development of policies
which emphasised both clinical and social elements of patient
need. Although there was apparent recognition by providers of
the importance of taking into account patient need, the propesed
policies were based on professional images of how patients "ought"
to use the service. What was clearly lacking were comprehensive
data on how the public and the community actually used the service
and why.

This study set out to identify how, where, when, aﬁd why
people used the accident and emergency department at a district
hospital. Emphasis was placed on the need to understand the
patterns of help-seeking behaviour from the views of the patient
and others involved in decision taking in emergency and accident

episodes; and a sociological framework was adopted as a means of

describing such a perspective. The data were derived from detailed

interviews with a random sample of 637 attenders at an accident
and emergency department. These data were supplemented by a se-

ries of in-depth interviews with patients and others involved in



sixty episodes selected from the main random sample,

The results identify three categories of user., First,
patients who were referred by general practitioners or their
receptionists. In these cases the accident and emergency
department appears to be fulfilling both a complementary and
substitutory role for the general practitioner. Second, a
large group of patients were referred directly by represen-
tatives of the community such as the police, teachers, emp-
loyers and bystanders., It was evident that the accident and
emergency department was fulfilling a role as a "community"
emergency service, The third group were the patients and
their families who went directly from home to the accident
and emergency department. Many of these patients presented
with traumatic conditions such as cuts, and for them the hos-
pital accident and emergency department was the most appro-
priate place for the treatment of these conditions.

The theoretical implications of these and other findings
are discussed and various policy proposals were evaluated in

the light of these findings.



CHAPTER 1

Introduction

'The one thing that has dogged us in this field is our
inability to get away from the public,'

Quotation from Consultant, Accident and Emergency Department,
about the relative failure of professional development in this

field.

1.1 The Accident and Emergency Department: Arena for Conflict

In recent years considerable concern has been expressed within
and without the medical profession about the type and quality of
service available in 'emergencies'(l). Patients and their repre-
sentatives have expressed concern about the increasing difficulties
of obtaining a general practitioner in an emergency(z). This
apparent or real difficulty in being able to contact a GP has been
blamed upon changes in organisational arrangements in the delivery
of primary care which have, it is claimed, created a barrier between
the general practitioner and his patient (3). These organisational
changes include the growth of appointment systems and deputising
services (4), the increasing use of receptionists and the apparent
increased unwillingness of general practitioners to carry out home
visits and visits at unsocial hours (5). Thus it appears that the

patient population is becoming increasingly dependent on both the
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ambulance service and the accident and emergency department when they
want medical care urgently(6). In addition, there is some evidence
that an increasing number of patients use the accident and emergency
department either as their specialist treatment centre for all types
of injury or as a substitute for their family doctor(7). Therefore,
some patients appear to be attempting to maximise their choices of
sources of primary medical care. However, the availability of the
hospital service has also been limited by the introduction of a policy
of centralisation which has either led to restrictions on opening
times in smaller casualty departments or the closing down of local
community hospitals altogether(s).

On the other hand those involved in organising and running
the emergency service have identified a number of problem areas
which are different from those which concern the patient(9). Their
attention has been focussed mainly on the accident and emergency de-
partment in the hospital and they have been attempting to define
more specifically the 'true' functions of the department(lo). De-
finitions of function vary between different medical interest groups.
Some argue for a service which specialises in the treatment of trauma(ll)
and others have proposed that the department should be the focus of the
community emergency service (12). The one common theme throughout all
these different approaches is the expression of a need to eradicate the
present abuses of the service(IB). By defining their work in terms of
a specialism, they appeared to hope to draw a clear line between what
constitutes a legitimate attender and patients who should either have
gone to their general practitioner or not troubled the medical servi-

ces at all.

1t appears that some patients and doctors have differing wishes




and demands about the way that the accident and emergency service
should be organised. Some patients are becoming more dependent on
the open accessibility of the accident and emergency department,
whilst those involved in the organisation and running of the ser-
vice are attempting to regulate access, one of the consequences
of which may make the medical work more specialist.

It could be argued that the potential tension between doctor
and patient in this organisational setting is another example of
the tensions and strains which appear to be inherent in profession-

(15)

al-client relationships(14). Freidson , using the medical pro-
fession as an example, argues that the most strategic distinction
between occupation and profession lies in legitimate, organised
autonomy. A profession is distinct from other occupations in that
it has been given the right to control its own work - it has func-
tional autonomy. He argues that by using the ideology of profes-
sionalism, such as laying claim to having exclusive access to a
body of knowledge, or having a training course which covers the
appropriate length of time, occupational groups gain the position
'profession' within a given social structure and gain control over
the division of labour. The recognition of this status is a licence
of functional autonomy, secured from the State by political action,
giving the profession the exclusive right to control the access to,
and organisation of, the tasks that constitute its work. This is a
simple and general description of how professions gain their formal
status in society sustained by political and legal organisations(16).
It is evident that medicine is one of the few occupational groups
that have achieved a relatively high degree of professional autonomy.

However, this process of professionalisation has not been uniform




throughout the profession and different medical interest groups
have developed at different speeds and reached different levels.
As a result, some medical groups have achieved a higher status
than others. This study of the professional development of occu-
pational subgroups appears to have been a neglected area.

It is necessary to move from Freidson's general description
of profession and professionalism to a more concrete level to
examine the social conditions in which the achievement of pro-
fessional development is both successful and problematic,

A number of different aspects of the expression of profes-
sional development can be identified. One of the most significant
appears to be the nature of the work setting of the professional.
The argument here is that there are work places or settings which
encourage or discourage the attainment or reinforcement of pro-
fessional autonomy and which either promote or inhibit the pro-
gress towards achieving status within the profession. Good pro-
fessional performance can also bring prestige and within some
medical care systems a higher income(17). Thus the more the work
setting is conducive to maximising professional autonomy, the more
it is attractive to the professional.

Professionals who organise and run accident and emergency
departments attempt to define their work in terms of a hospital
specialism and try to control patient intake and are, in effect,
reinforcing professional autonomy and thus maintaining professional
status. However, the special structural features of the medical
setting of the accident and emergency department in a hospital has
implications for the structure of the professional-client relation-
shipkls)and appears to be one of the reasons why professional develop-

ment in this particular area of medicine has been so problematic,



In simple terms, the accident and emergency department is situated
at the interface between the community and specialist hospital
treatment. The peculiar position of the hospital accident and
emergency department has had considerable implications for past

|

\
and present policy development,

|

1.2 The Structural Features of the Accident and Emergency

Departiment

As Gunawardena and Lee(19)point out, 'the idea of the

accident and emergency services represents everything that

is believed valuable in the National Health Service in that

it visibly demonstrates man's concern for his fellow-being'.
They provide a cornerstone to the service in that they provide an
instant response to the unpredictability and uncertainty of illness
or accident., These services provide support at a potentially criti-
cal moment in an individual's life, and this principle must be one
which all consumers would deem a basic condition if asked to outline
their ideal type of medical care system. 1n an attempt to meet this
basic need the accident and emergency department was set up with open
access for patients on a 24-hour basis. As a consequence of this
open accessibility, this hospital setting appears, at least in
theory, to be attractive to the patient. The accident and emergency
department has a number of structural characteristics which may suit
the needs of a potential patient(zq). For example, the department
provides a 24-hour service free of charge and there are no formal
organisational arrangements such as appointment systems for limiting
access; the department has access to all the technological facilities
available in a hospital; specialists are on call and in theory in easy
reach; and the department provides a point for admission. One dis-
advantage with using an accident and emergency depariment is the

impersonal nature of the setting and the likely dehumanisation of
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patient care(zl). Adherence to a general routine and emphasis on
organisation and technical procedures are likely to give a patient
the feeling that his personal requirements and wishes are being ne-
glected. The significance of this neglect will vary with patient
expectations. Certainly, if patients are confident about the diag-
nosis and require technical treatment, such as in the case of cut
fingers that require stitching, then the impersonal nature of the
setting may be of limited significancekzz).

In contrast, accepting the approach to professions referred
to abovek23), the setting of the accident and emergency department
would appear to pose considerable problems for the doctor in fur-
thering professional development and professional status. One of
the prime strategies for increasing professional autonomy is to
have potential clients monitored by a professional colleague before
consultation. Thus specialists in outpatient clinics in hospitals
have their clients referred through general practitioners. This
procedure fulfils the function of controlling the type of patient
who has access to a hospital doctor and hospital facilities, not just
in clinical terms but also moral terms., Thus, given this structure,
the hospital doctor can develop specialist clinical interests which
may increase his chances of doing scientifically interesting work,an
activity which is accepted as prestigious by the medical profession
operating in a wide variety of medical care systems(24). This re-
ferral structure also aids organisational arrangements for controlling
the intake of patients. Appointment systems can be set up so that the
doctor can organise and routinise his work. In addition, the special-

ist nature of the work leads to the doctor being able to create and
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maintain autonomy from the influence of other colleagues, other
members of staff and from patients.

Assuming that these are most of the requirements which help
the professional maintain autonomy, how prevalent are they in the
formal structure of the accident and emergency department? Apart
from the department being situated in a hospital, which is attrac-
tive in itself for doctors because of the value placed on the sci-
entific and technological aspects of medicine within the profession,
this setting may have a limited attraction for the professional.

Most patients come to the hospital of their own volition or are
referred by non-medically trained people. Thus doctors are pre-
sented with a variety of complaints defined in terms of lay diag-
nostic criteria. Not only does the doctor have no formal control
over the type of complaint that he sees, he also has no control over
the type of patient that he sees. The wide variety of complaints
and lack of continuity of care means the doctor has little time

for the development of specialist interests or the evaluation of

the effectiveness of his treatment, and gives him or her little
autonomy from colleagues and from other staff. Finally, the lack
of formal organisation procedures for limiting patients' access also
means the doctor cannot create a formal time-table for seeing patients.

It is evident then that this setting may appear to be rela- ‘
tively unattractive to hospital doctors intent on reinforcing their i
professional autonomy through creation of a specialism and thus in-
creasing professional status. The unattractiveness of the accident
and emergency department for the medical profession may be partly
due to its structural characteristics. On the other hand, at the

formal level, there are some characteristics which are attractive to the
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patient. In the United States, where patients put a stronger em-
phasis on receiving specialist treatment, the attraction of such a
setting may be greater than in this country. Certainly there is
evidence(zs)that hospitals in the U.S. have become general sources
of care not just for the poor but also for more affluent groups.
The hospital offers what private practice could seldom do; it pro-
vides a full range of services by many high level specialists(26).

In Eliot Freidson's terminology this particular setting could
be termed a client-dependent (27)rather than a colleague-dependent
setting, although it must be remembered that dependence on clients
will be greater within a system which uses 'fee for service' pay-
ments. It must also be emphasised that the structural character-
istics of the work-place may only be important in terms of their
implications for professional autonomy and attainment of profes-
sional status within the hierarchy of the medical profession itself,
Treating patients who have approached the hospital directly, using
their own lay diagnostic criteria will not necessarily threaten
professional autonomy. Professionals working within and outside
institutions have been shown to have many other procedures, both
strategic and structural, available to them to protect and increase
professional autonomy. For example, sociological studies of hospi-
tal outpatient settings show how the routine procedures which are
operated by the medical staff act to exclude the patient from
exerting any influence on treatment or diagnostic policy. Accident
and emergency departments are no different and seem to operate with
rules and routines which minimise the negotiating power of the patient

and the patient's influence on the resulting definition of the situa~-

tion. As Gibson points out:




‘Interactions between doctors and patients occur in
many different settings, not all of which fulfil the con-
ditions amenable to the kind of negotiations described in
the literature., Medical staff may not have long-term or
continuous care of a patient, and so have no opportunity
for the continuous "offers and responses" that Scheff
describes, Or they may have responsibility and care of
the patient which is limited to very specific goals,the
accomplishment of which is routine and which does not
lend itself to protracted discussion. Finally, the staff
may be in such a position of power over the patient that
they can make decisions without consultation, or the in-
teraction may be stzggutine that lengthy negotiations
are unnecessary,'

The hospital accident and emergency department, therefore,
seems to be a medical setting where professionals have limited con-
trol over the type of patient using the service because of the struc-
tural characteristics of the setting. However, the nature of the
consultation and the nature of the patient's condition may create
patient dependence and reinforce professional power at the inter-
actional level, 1t could be that these interactional character-
istics act as a kind of deterrent to the patient using the service
regularly. Other hospital settings tend to exhibit both structural
and interactional characteristics which appear to favour the attain-

(29)

ment and maintenance of professional autonomy

13 The Development of the Accident and kmergency Service

It could be argued that since 1948 and the setting up of a free
comprehensive health care service tensions between patient and doc-
tor as well as between hospital doctor and general practitioner
about the organisation of the casualty service have increased. These
tensions may be due in part to the special structural characteristics
of this hospital setting which have been outlined in the previous

section and which have limited the extent to which specialisation,
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which had occurred in other parts of the hospital system, took
place. Against this background of inherent tension, a short his-
tory of the development of the accident and emergency service will
be outlined with the intention of showing which facets of this ten-
sion became manifest and why, I will also attempt to show how va-
rious interest groups cope with these tensions and whether or not
their strategies were successful. In addition, related changes
in other sectors of the medical care system will be identified as
well as changes in the general public's attitude towards the ser-
vice, The aim of this analysis is to show how the combination of
a special hospital setting, various changes in the medical care
sector and changes in the public's attitudes,have forced the pro-
viders to take account of the views and needs of the patient.
However, the view of the patient and his needs presented in policy
statements up to the present time still reflects professionals'
views about how patients ought to behave., The implication of this
is that a comprehensive study of patient demand should be carried
out in order to investigate the views and needs of the potential
patient.

Throughout the post-war period until the present there has been
a gradual increase in the number of new attenders at casualty de-
partments(so). This trend has been a consistent one, with the
steepest rise occurring during the late nineteen-sixties(Bl). The
rate of increase for new attenders at casualty was higher than that
for outpatient attenders(az). Kvidence suggests that it was not
until the early nineteen-sixties that the origins of these new

attenders at casualty in terms of medical referrals and self-referrals
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began to change. An increasing proportion of patients attending
casualty were bypassing their general practitioners and going direct
to hospital(BB). In the earlier post-war period this change did not
appear to have occurred as rapidly. There are a number of reasons
which may explain why this was the case. For example, during the
earlier postwar period little attempt had been made to develop a
specialist service of any kind, and pressure for investment in new
casualty departments was lacking. Hence the casualty service
appeared to be neglected and unattractive, 1t must be remembered
that in hospital medical departments, where patient access was con-
trolled by the medical profession, specialisation had developed
rapidly during that earlier postwar period(34). Under the NHS Act
of 1948 the casualty department was seen as a place where the pa~
tient would go in extenuating circumstances when he could not con-
tact his general practitioner(35). The principle upon which this
system and the GP consultative system had been built itself de-
veloped as a result of activities which had occurred about seventy

(36).

years before

The development of the casualty department has always been

tied closely to the development of the hospital outbatient depart-
ment. The division between the outpatient department, as we know it
today, and the casualty department occurred because patients began to
use hospital departments as a substitute for their family doctors.
This arose during the nineteenth century when the receiving room at
the hospital had two functions. One function was coping with the
more predictable illnesses and the other coping with those patients

who had suffered from conditions generated by more unanticipated epi-

sodes., However, as Abson puts it:
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'This division into two functions became complicated

and confused by the continued failure of poor relief or

(state) medicine to provide for the destitute. One res-

ponse to the problem of the destitute and in particular

the disabled was the setting up of outdoor dispensaries

or GP surgeries in hospitals. However, as more and more

voluntary hospitals appeared and allowed their receiving

rooms to be used as dispensaries, private practitioners

found themselves deprived of patients as even the more

affluent were flocking to the hospitals for free treat-

ment, Abuse of the hospital outpatient departments be-

came the topic of editorials in the "Times" and the

"Lancet" and the outcome of this dispute was a code of

conduct within the profession which gave the patient to

the practitioner and the hospital to the specialist.' (37)

Abson further points out that this saw the beginning of the GP consul-
tative service and thirty years later the receiving room became divi-
ded into two different buildings, the Outpatient department and the
Casualty department., The lack of interest shown in this area during
the post-war period by medical groups may reflect the acceptance of
this ethic and the recognition that attempts to create clinical spe-
cialisation in this area were difficult and inappropriate. This lack
of interest also meant that the casualty departments did not have
available to them large resources and thus neglected deparments may
not have been seen by patients as having many advantages over their
family doctor.

Other, more subtle, types of control may have existed which
inhibited patients using the hospital. 1n the introduction to this
chapter it was argued that, from a theoretical point of view, the
accident and emergency department had a special feature which made
it client-dependent rather than professional-centred. Much of this
argument was based on the fact that the department is openly accessible
to patients. However, research into the organisation of institutions

has clearly shown that informal rules generated by staff and patients

play equally important roles in influencing behaviour as formal rules
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dok38). ln the case of accident and emergency departments there is
evidence of staff developing and using restrictive policies for pa-
tient access at both the formal (official) level and the informal
level, Results from one study\39) show that of the eighteen de-
partments sampled the majority operated some restriction of patient
access, The basis of these restrictive policies was the ethic that
patients belonged to GPs. Sometimes this took the form of a 'polite
notice', backed up by informing GPs of function of the department

and asking for their cooperation, as well as 'friendly persuasion'

by the staff, Sometimes it was more extreme such as 'the rigid
barrier notice, without explanation, black-listing defaulting GPs,
turning patients back without seeing a casualty officer'4o. Apart
from the inhibiting effect on patients attending the department this
restrictive policy, or the philosophy behind it, may have been taken
on or accepted within the lay world. The idea of 'never by-passing'
the GP may have been an ethic which the general public readily com-
plied with, In addition, there is evidence that on an informal level
staff operate with a set of stereotypes or images of the types of pa-
tients that are appropriate attenders and those that are not. Studies
have shown that these stereotypes contain both clinical and moral di-

(41)

mensions
How far such stereotypes are enacted and elicited through en-

counters with patients is uncertain, and so their inhibitory effect

is unclear. What is evident is that these settings are highly rou-

tinised and impersonal, which may act to protect the staff's autonomy

and serve to elicit information from patients without compromising the

staff's position(42). However, this routinisation may be more a pro-

duct of the new, larger accident and emergency department, with its
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emphasis on technological medicine.

One fact that may have influenced patient action is that there
may have still existed a stigma about using the hospital. This may
have been a hangover from the pre-National Health Service period
when care in some hospital departments was free only for the poor.
Rigorous means-testing took place and many were turned away and
redirected to their general practitioners. This may have generated
a fear on the part of the patient about moral evaluation., Similar
practices have been found to occur in hospitals in the United States(As).

One other form of informal control or rationing of resources is
the time spent waiting for treatment in accident and emergency de-

(a4)

partments The prevalence of this during this early post-war
period is difficult to estimate, although some examples indicate
its existence. For example, just after the war the Newcastle Re-
gional Hospital Board was pressurised by a local trade union over the
time that their members were kept waiting in casualty. The outcome
of this pressure was that casualty cards had to record the time the
patient entered the department and the time that the patient was dis-
charged. This example also illustrates the vulnerability of the
casualty department to complaint from the general public or general
public's representative(45).

It is interesting to note that some of these informal controls
have eased since that time. Nurses without special qualifications
are no longer allowed to decide the type of treatment that the patient
should have(46). This occurred as a response by administrators to
complaints from the public and fears about litigation. Coupled with

that, increasingly, immigrant doctors work in casualty departments

and in some cases are unaware of the ethic upon which the present
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system is organised. The open-door policy, which was adhered to in
many other countries, is the principle upon which many of these doc-
tors may have been working(47). During the early post-war period,
therefore, while the numbers of new patients attending casualty
departments were steadily increasing, there is no evidence of any
shift in patients' views about the role of the casualty department.

The relative neglect of the casualty department during this
early post-war period is indicative of the real difficulties in-
volved in attempting to professionalise the service. By the second
half of the 1950s, however, interest was beginning to be shown. The
Nuffield Provincial Hospitals Trust suggested that they had always
maintained an interest in the area., They stated that

'The interest of the Nuffield Provincial Hospitals

Trust in casualty services which dates back to 1940 was

continued and embodied in the reports of the hospital

surveys, published in 1945, including such recommenda~

tions as the placing of casualty departments on a proper

footing; the appointment of senior men to direct casual-

ty services; the reorganisation of such clinics as exis-

ted within accident services, and the need for casualty

departments to have adjoining short-stay or “observation"

beds, ' (48)

1n spite of this interest nothing of real significance in terms
of pressure for policy change occurred until the second half of the
1950s., It is difficult to identify why such action occurred at this
particular stage, but it is evident that pressure for policy change
came from a number of different quarters, some of these not necessar-
ily involving sub-groups of the profession. 1t is interesting to
note that the lay public were also cited as being instrumental in
the process of pressurising for change(49). This again reflects the
specific difficulties the profession had in maintaining autonomy in
the organisation of this service. 1in fact, throughout the recent

history of the casualty department, the media, particularly the news-—

papers, have played an important part in portraying the activities of




the casualty department. Inexperienced casualty doctors frequently

tell of their fears of getting into the newspapers. The public na~
ture of the accident and emergency department has also brought other
groups into the arena. For example, some of the strongest pressure
for change in casualty services came from the Medical Defence Union(so).
They were concerned with the increasing number of their members who
were becoming involved in litigation. Other groups, such as trade
unions, also became involved. Thus pressure for change came from a
variety of sources, not least from the lay public or those who claimed
to be its representatives. At that particular point, apart from di-
rect representation through the unions or through the press, patients!
voices about organisation of the services had no real chance of being
heard., The non-statutory pressure groups, such as the patients' asso-
ciation, had yet to be organised, but patients did have formal repre-
sentation on Regional Hospital Boards and Hospital Management Committees.
However, as Ham suggests:
tAlthough it is not possible to give a definitive answer

to this question, there is evidence that they (the RHBs and

the HMCs) may have paid only lip-service to their duty to

represent consumer interests. 1in view of their position

in the administrative structure of the service, KHBs and

HuCs were potentially a very important means of transla-

ting opinions into policy decisions. Yet in most cases

they were seemingly unaware of these opinions and made few

efforts to find out what local communities felt about the(Sl)
health service provided in their areas.'

Within the medical profession at this time, three different groups
were beginning to show interest in the area. These were the orthopaedic
surgeons, the traumatologists, and a group of doctors who had been work-
ing in casualty and who later were to be officially organised into a
group called the Casualty Surgeons' Association (C.S.A.). Of these

three groups, the British Orthopaedic Association (B.0.A.) were the
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strongest and they were then particularly interested in this area,
because it would have given them premises and access to patients
with clinical conditions such as fractures. With the loss of tu-
berculosis patients, polio and rheumatoid patients, and patients
with congenital disorders, they had become short of specialist
areas on which to focus. Not surprisingly, they were pushing for
a service that concentrated on treatment of accidents rather than
the general area of casualty(sz).

The strength and political importance of the BOA is reflected
in the Platt report's(q3)statement that the BOA's memorandum on
Accident services was one of three reports which reflected the
prevailing views about the development of the service., This re-
port emphasised that the recommendations made by these three
different groups were totally in agreement., The other two reports
onne: Cron. Ahe Rartield PHGELNoad Hospitals Drust (¥ B.L2.) 98 0ana
the Interim Report of the Review Committee on the Accident Services
of Great Britain under the auspices of the BMA(SS). While the BOA
argued for urgent action on a grand scale for accident services,
the NPHT study did not specifically identifv the area of accident
services as the priority for policy recommendations.

In the light of criticisms they received from senior medical
people and laymen at a seminar in 1957, the NPHT carried out a nation-
wide survey to find out how accurate these criticisms were. Many of
the criticisms focused on poor accommodation, medical staff being
too inexperienced, the casualtv department's supporting services
being inadequate or frequentlv non-existent, their relationships

with other special departments not being close enough, and the lack
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of adequate follow-up treatment and of links with the rehabilita-
tion services. The results of the NPHT's survey were published in
1960(56).

Over the same period other groups apart from the BOA were
putting forward their proposals. The traumatological group or-
ganised around the Birmingham Accident Hospital were, like the
orthopaedic surgeons, interested in developing a more coherent
system for coping with accidents. However, unlike the ortho-
paedic surgeons, they were interested in all types of trauma or
injury. It is difficult to estimate their impact on policy develop-
ment. They do seem to have held considerably less power than the
BOA, although they did have representatives on committees such as
Platt., It is interesting to note that the Birmingham Accident Hos-
pital received support from a variety of sources, one of the most
influential being local businessmen who saw the hospital as a
centre for coping with and rehabilitating victims of industrial
accidents(57).

So two independent medical groups were interested in the de=~.
velopment of accident services although for different reasons. It
is also of interest that while the traumatologists were centred around
the Birmingham Accident Hospital the orthopaedic surgeons, although
having the BOA as their national mouthpiece(ss), also had specific
small centres where orthopaedic medicine in relation to the treatment
of accidents was carried out. These groups argued that they were
being frustrated in the development of their specialisms ( special-
isms which had had successful results )(59)by the inadequate organi-
sation of services. In their criticisms, emphasis was placed on

inadequate accommodation, inadequate facilities for staff and inade-

quate training facilities, as well as poor coordination of services.
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In contrast to these two groups who placed an emphasis on
developing a hospital specialism around trauma, a different approach
was being developed. In 1956, Dr.Patterson, then Senior Administra-
tive Medical Officer of the Newcastle Regional Hospital Board,
sucgested the temporary appointment of senior trained doctors
awaitine consultant specialist appointments, wholetime, to super-
vise these departments. Thus Senior Casualty Officers were intro-
duced and employed as a group of experienced doctors focusing their
attention on these departments. These were doctors who could be
termed high-grade 'generalists', employed specifically to cope with
the variety of complaints presented in casualty.

So, on the one hand, the BOA and the traumatologists were
pushing for specialist doctors to work in the area of 'accidents'
and, on the other hand, 'high-grade' generalists were being employed
to deal with the general area of casualty medicine. Thus there
appears to have been two groups with conflicting ideas about the
principles on which the service should be based, although both were
aiming to improve the service.

The report of the NPHT came out in 1960 and its main recommen-

(60),

dations were as follows

1. Need for general reorganisation of the casualty services. Medical
staffing of such services demands special attention, particularly
the provision of adequate consultant cover and the supply, super-
vision, and training of junior staff,

2. Because of the increasing number of accidents, the most urgent
need is to improve the service for those casualties requiring

immediate medical attention and treatment, i.e. 'urgent emergency

and accident cases'.
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3. Rationalisation of present casualty services and organisation
of services should be based on well-defined catchment areas and
should be planned to take account of all the services for medi-
cal care already available there.

4. Because of the importance of providine a service for the rela-
tively minor, non-urgent conditions, there is a need for the
fullest consultation between the hospitals and local medical
committees as to how GPs can help to relieve the hospital of
the burden of such cases, and so enable the hospitals to con-
centrate on what they are best fitted to do.

5. The most important principle proposed for reorganisation of the
casualty service is that there should be full 24-hour cover by
doctors adequately trained for the work they are called upon to
do, and who are assured of the stability and importance of this
phase of their medical career.

6. The functional requirements of casualty departments should be
studied and the results applied to new departments or to the
adaptation of old.

The above six points are a summary of their recommendations. At
the same time as the NPHT was compiling its report, two other committees
were also meeting. Unlike the NPHT study, both these other committees
were concerned with the accident services and not just the casualty
department. The BMA Accident Service Committee had been meeting regu-
larly and its first report in 1960 recommended the introduction of a
three-tier structure for services dealing with trauma. A more detailed
set of recommendations came from the Standing Medical Advisory Committee

who set up a Sub-Committee in 1959 'to consider the organisation of
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hospital casualty and accident services and to make recommendations

regarding their future development'. It is difficult to know how

far they communicated with the NPHT about the results from their
study but, judging from their recommendations in 1962, little con-
tact could have been made. This committee was chaired by a leading
orthopaedic surgeon. The dominant principle underlyine this commi-
ttee's report was that the services should be centralised around
accident and emergency centres attached to Distriect General Hospi-
tals. The following were their more important recommendations.

1. The name 'Casualty Service' should be altered to 'Accident and
Emergency Service',

2. The medical staffing of major accident and emergency units
should be increased to allow each unit to have three consul-
tant surgeons, each devoting a substantial part of his time to
this work, supported by adequate numbers of intermediate and
junior medical staff,

3, The number of accident and emergency units should be greatly
reduced so that each could be adequately staffed at all times.
A unit should not normally serve a population of less than
150,000.

4. Many existing units were in quite unsuitable accommodation and
much building would be required if even the reduced number of
units are to be satisfactory.

5. Accident beds should be provided at the rate of 30 to 35 per
100,000 population and should be supported by an adequate number
of associated geriatric beds.

6. Responsibility for seeing that proper clinical records are used
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should rest upon the consultant in administrative charge of

the unit.

Many of these recommendations were adopted a year later and
they formed the basis of reorganisation of the service with a two--
tier system of major accident and emergency centres being attached
to district general hospitals and smaller casualty units serving
the peripheral areas. The change of the name was an attempt to
deter the cagual or, in their terms, non-urgent cases who could
have gone to their GPs. Much emphasis in the report and subse-
quent recommendations was placed on the need to have skilled hos-
pital treatment to deal with trauma and it is evident that the
proposed reorganisation was based on the principle that 'casual-
ties' should be turned into centres for dealing with trauma.

This development certainly met the requirements of the BOA
who, as was previously mentioned, were almost entirely at that
time concerned with developing a traumatologv service. In practice,
in manv hospitals the orthopaedic surgeon ran the department. The
aim of this policy of centralisation was to overcome problems of
24-hour staffing as well as provision of all relevant specialties
in one place.

Support for this policy change came from other interested
parties. The Roval College of General Practitioners, in their
evidence to the Platt committee, wanted to see the majoritv of
patients who go to hospital on their own volition encouraged to
go to their GPs. Thus, GPs, although losing no financial remunera-
tion from their patients by-passing them, were still concerned to
maintain the ethic of the GP consultative system. The Royal

College of Nursing also suggested that 'casualty departments were
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being "abused" by those patients who were using them as a short
cut to hospital admission and thus as a way of avoiding waiting
lists'(6l).

1t appeared, then, that the accident and emergency depart-
ment was being viewed, in some senses, like any other outpatient
department in that the development of clinical specialisms were
being encouraged and attempts were made to control, to some ex-
tent, the intake of patients through GP referral. Much emphasis
was placed on developing techniques for redirecting patients away
from the hospital towards the generai pra.ctitioner(ez) R

This policy of centralisation was slowly implemented and by
the late nineteen-sixties new accident and emergency departments
were in evidence dotted around the countryk63). So far policy
changes had led to the improvement in working conditions, facili-
ties and accommodation in casualty department. The improvements
were due in part to the interest of a politically strong medical
group that was looking for premises which gave access to patients
with conditions that could be treated by their specialism.

1n spite of these improvements, the general policy of attempt-
ing to impose the traditional model of specialisation which had
developed in other outpatient departments,with the general practi-
tioner acting as gatekeeper, was not entirely successful. The
major reason for this was that it was becoming more and more diffi-
cult to restrict patients' access to the department. Coupled with
this, a number of changes were taking place in the wider medical
care system, which may have had a bearing on the development of

policy by putting more pressure on the casualty department to operate
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an open-door policy. While the gradual increase in the rate of new
attenders was stili taking place, no dramatic increase had occurred
during this period. However there was some evidence of a shift in
the composition of the caseload during the nineteen-sixties in terms
of how the patient reached thé hospital department. There is some
indication that the proportion of self-referrals was increasing.

For example, in the NPHT study (64) and Fry's study(65), the figures
were 66% and 60% respectively. I1n a study carried out in London(66)
five years later, the figure was 78%, and a similar proportion was
found in a study carried out in Newcastle in the early nineteen-
seventies(67). This shift may have been due to a number of develop-
ments which were taking place over a similar period. One of these
developments involved the increasing attempts by general practi-
tioners to regulate and order the provision of their service. The
introduction of appointment systems, deputising services, group prac-
tices, and the increasing use of receptionists could be interpreted

as an attempt by general practitioners to regulate patient access and
thus to maximise professional autonomy. One of the most popular claims
by general practitioners at the time was that much of their time had
been wasted by patients with trivial conditions(68). some authors(69)
suggest that the general practitioners' preoccupation with trivia
indicated how their views about their role in healthcare were dominated
by an ideology generated in the hospital. 1t is only in recent years,
when the GP has attempted to develop a more positive role in his own
right, that the concept of trivia has become relatively insignificant.
This recent shift in the approach to patient care adopted by the GP

has, as will be shown, further implications for the provision of

accident and emergency services.
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The attempts to professionalise the general practitioner service
through the creation of organisational barriers may have led the pa-
tient to begin to look for alternative sources of medical care when
they had urgent medical needs. Of course the changes may have influ-
enced the patients' ability to gain a personal service from his gene-
ral practitioner. Even today this is one of the most common and
important reasons given by patients when asked to account for their
continual use of their general practitioner(7o). In addition the
changes may have influenced patients' expectations about choice of
medical care setting for treatment of conditions such as minor trauma.
Recent evidence suggests that, increasingly, patients see their GP
less and less as an alternative source of medical care for the treat-
ment of minor trauma(71), or even minor general complaints such as
sprained ankles., Whether general practitioners are increasingly less
willing to carry out minor surgical procedures or treat minor injuries
on their premises remains to be seen. 1t might, however, be assumed
that the requirement to be available to treat injuries might have led
general practitioners to avoid providing such a service, given their
concern for more control and regulation over their work. There is
some evi&ence which shows that accidents are one form of medical con-
dition which geﬁeral practitioners considered to be troublesome(72).
More direct evidence suggests that general practitioners may be
treating minor injury less often nowadays. One study(73) showed
that 13% of a sample of general practitioners interviewed in 1977

said that they would never stitch cuts, compared with only 6% in

1964, although there was no change in the proportions who said they
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(74), just under 20%

excised simple cysts. In a more recent study
of general practitioners expected their patients to go direct to

the district general hospital for the treatment of a cut, and 5C%

said that a patient with a suspected fracture should go direct to
hospital. Of the non-traumatic conditions, people who fainted (19%)
were more likely to be expected to go direct to casualty. Another
study(75)suggested that patients underestimated the likelihood of

their general practitioner treating minor injury.

This apparent change in the approach to the treatment of minor
injury by general practitioners could also be accounted for in terms
of changes in the provision of medical supplies. During the early
nineteen-sixties, the Central Sterile Supplies system was set up,
which provided prepacked sterile equipment to hospitals free of
charge. General practitioners had to pay for that equipment if
they were not working in cottage hospitals. Previous to the CSSS,
sterilisation was carried out by the medical staff themselves in
both casualty departments and in general practitioners' surgeries.

It is possible to conclude that with the development of the CSSS
the general practitioner may not have felt that it was worthwhile
competing with casualty departments on both financial and moral grounds.

Alternatively, this change in the approach to the treatment of
minor trauma by general practitioners may be accounted for by the
shift in emphasis in the education of general practitioners. The
traditional emphasis in the training of general practitioners had
been on the development of surgical skills (hence doctors' surgeries).
More recently, the psycho-social aspects of general practitioner care

have been emphasised in education(76)with less emphasis on surgical



skills, Thus the @ GPs who are . 8till carrying out surgical
procedures might be the older ones who wish to retain their tradi-
tional skills, However, the more recent upsurge in the provision
of health centres, as well as the increasing availability of prac-
tice nurses, might have provided the appropriate setting which might
lead to a change in this overall trend.

This leads on to the other development which may have influ-
enced patient demand for the services provided by the hospital acci-

(77)suggest that

dent and emergency department. Gunawardena and Lee
as there has been a parallel increase in demand for hospital emer-
gency services in other countries with different medical care systems,
then the explanations that emphasise change in organisational arrange-
ments may be less important than those that focus on changes in
consumer opinions and preferences for medical care., Certainly this
period saw the beginning of the consumer movement in healthcare. The
idea that patients do and should think critically about the quality

of care available became more manifest. Coupled with patients becoming
more critical and accident and emergency departments becoming more
attractive sources of medical care was the idea that patients were
generally moving towards hospital-oriented medicine, with its emphasis
on efficiency and technology and moving away from the more informal

and personal form of medicine found in the general practitioner
setting. Kvidence to support such an argument is limited, but
Cartwright and Anderson‘78)show that between 1964 and 1977 there was

a fall in the proportion preferring the general practitioner as the

first line of care. This trend is particularly strong in metropolitan

(19),

areas
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So both the movement to professionalise the general practi-
tioner service, which culminated in the Charter of 1965\80), and
the increasing knowledge and awareness of consumers about health
matters, as well as the increasing number of patients who looked
to the hospital for specialist treatment for minor injury, may
partly explain why patient demand for the services that the acci-
dent and emergency department provided was not curbed. As was
mentioned before, some of the informal barriers to patient access
to the hospital accident and emergency department were slowly being
eroded.

Within the medical profession itself, the principles upon
which the Platt proposals were based came under increasing criti-
cism from a group of casualty doctors (Casualty Surgeons' Associa-
tion)\81). Their criticisms seemed to gain effect because the
profession recognised the difficulties involved with their previous
approach to professionalise the service and that other medical groups
who had been involved previously were beginning to turn their in-
terest to other areas. For example, as Loudon(82)points out, ortho-
paedic surgeons realised that the work of the AEDs provided little
that could be regarded as being of an orthopaedic nature.

Césualty doctors were worried about the proposal to have closer
and indirect superviéion by consultants as well as the attempts to
define the nature of the work by a change of name. These questions
were first posed at the Senior Casualty Officers' Sub-committee of
the BMA in 1963, and it was following this that the Casualty Sur-
geons' Association (which was formed by the Senior Casualty Officers
in 1968) eventually published their memorandum, 'An Integrated Emer-

o1 (83)

gency Servic

This group argued that the Platt recommendations were all right
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on paper, but in practice they were not working., It must be remem-
bered that under Platt's recommendations there was no room for the
Casualty Consultant, which was where a number of Senior Casualty
Officers had originally envisaged their future after their initial
commitment to this area, They argued that, while the ideal of being
able to tap a number of specialties in the accident centre was a
good one, in practice the specialists were usually unavailable, and
the doctor dealing with the complaint was the most inexperienced of
the staff able to deal with the case., They advocated the appoint-
ment of casualty consultants who would be high-grade generalists
experienced at dealing with a variety of complaints. In fact,this
notion of a casualty consultant with its attendant career structure,
which was also proposed by the NPHT(84), received approval of the
Annual Representative Meeting of the BMA in 1973 and has now become
established.

The call for a high-grade 'generalist' is, according to members
of the CSA, not a proposal which is based on abstract ideas about
the function of the service, but a recognition of the fundamental
requirements of the service. They saw the casualty service as a
community medical emergency service which complemented the family

85)
consultative service offered by general practitioners. This principle

of the casualty service serving the community is, according to the
CSA, the one on which the refinement of casualty service should be
organised. The CSA argued that their service existed to serve mem-
bers of the community when they find themselves in emergency situa~
tions or predicaments. The CSA suggested that the work of the Acci-
dent and Emergency department does (or should) consist of the pro=-

vision of medical services in emergency situations., The element of
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emergency attaches not only to the clinical severity of the ill-
ness or injury and to the complexity of the treatment, but also

to the circumstances under which the illness or injury occurs.

The Accident and Emergency Department in this view exists to serve
all the needs of patients that cannot be served elsewhere. These
needs may incorporate social as well as clinical elements., lmpli-
cit in this view is that 'appropriateness' of attendance at Acci-
dent and Emergency departments is to be judged not solely in medi-
cal terms (for a large proportion of the conditions treated by the
departments may be equally capable of treatment by general practi-
tioners), but also in terms of whether treatment could have been
obtained elsewhere with no additional costs to the patient of time
and inconvenience, 1f such alternative treatment could not have
been obtained, then attendance at the Accident and Emergency de-
partment is legitimate, regardless of the illness or injury.

The basic assumption in this proposition is that laymen and
their families should have routine strategies for dealing with
matters concerning health. They should have their own criteria
for evaluating symptoms and deciding to seek professional advice.
These criteria would usually not be of a clinical nature, but will
be related to the activities that the individual and his family carry
out in everyday life. 1t is assumed that even with unpredictable
events such as 'accidents' or 'sudden illness' where possible the
family or individual will follow this routine. 1%t is also assumed
that for the majority of individuals and families the general prac-
titioner will act as the professional healthcare agency in their rou-
tines. The CSA argued that use of the accident centre occurs when

these routine strategies for dealing with ill health are disrupted
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by special sets of social circumstances or social situations.

For example, a tourist spending a short time in an area, be-
coming ill or injuring himself and requiring immediate medical
treatment in order to continue with his activities, such as re-
turning home, will go ta:the A & E department. The CSA argued
that in this case the individual is in a 'social predicament';

he cannot organise the situation so as to follow his routine
pattern of healthcare because his general practitioner is in-
accessible, lmmediate medical attention is required because the
condition is serious enough to disrupt his activities or the
activities of others. Perhaps in more 'nmormal' circumstances,
where the individual may have been able to withdraw from those
activities, the requirement to consult medical attention may not
have been so urgent. In these special circumstances, the oppor-
tunity to withdraw from the activities is not so easily available,
as he was away from home and planned only a limited period of time
in the area.

In other examples of the CSA's circumstances or social pre-
dicaments, emphasis was laid not so much on the patient's predica-
ment or the priority he puts on the restoration of the flow of
routine activities, but more on the predicament of the 'other'
people involved with the episode. 1n the case of a road accident,
the Csa argued that the police or other 'officials' use referrals
to the accident centre as a means of restoring to normal that aspect
of public life which is disrupted and for which they have some res-
ponsibility. The assessment of urgency, then, is not based so much
on the perceived clinical severity of the patient(s)' condition and
subsequent evaluation of the most appropriate hospital care, but

on the need to get things back to 'mormal'., Similar explanations
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were offered for referral procedures at work, school, in the
street, or on the sports field. In such cases the patient's
routine strategy for dealing with health and illness is dis-
rupted by the introduction of ‘'others', usually officials. These
'others' might have an influence on the decision to seek medical
care, but bring into the situation another set of priorities
which are related to their official position. For example,the
first-aid man at work may adopt a policy of referral to the acci-
dent centre, not only because of the need to restore the indivi-
dual back to his or her work activity as quickly as possible,but
also in cases of litigation. The same may apply to 'episodes'
at schools or in childminding.

This shift towards defining the nature of the work at an
Accident and Emergency department in a 'social' rather than
'clinical' manner did not mean that the CSA were advocating a
complete change from the hospital clinical specialism of critical
care medicine towards the department becoming an extension of the
primary care system. These doctors were concerned about their
professional position, vis-a-vis their position as hospital doc-
tors, and they were concerned to confine their work to a special-
ist area, i.e., the development of a community emergency service(86).

The CSA have proposed that their legitimate area of work should
not only cover those patients who have gone through the more con-
ventional process of consulting their GP and being subsequently
referred, but also should be extended to those who are in social
predicaments and could not contact their GP. The emphasis is on a
more traditional approach, with the GP consultative system and the

casualty service providing a complementary service rather than a
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substitution for one another. Evidently the casualty service is
seen by the CSA as an emergency service, even if emergency is de-
fined in terms of social predicaments and not as an alternative
source of primary care. Of course the CSA do not legitimate the
attender who had the opportunity to contact his general practi-

tioner but preferred not to.

The CSA's proposals received a mixed reception from the two
other medical groups involved in the area. At the time of pub-
lication of these proposals, the BOA suggested that they were
retrogressive. They said that:

'There is also a danger that independent consultants
sharing the view of the Casualty Surgeons' Association,
that an emergency is "any patient who finds himself in
an emergency situation who is not able to use the normal
GP services", may increase the misuse of Casualty Depart-
ments; by a section of the public as a more convenient
alternative to their general practitioner services by a
section of general practitioners, as a more convenient
open-access consultant clinic for the referral without
appointment of non-emergency cases, and by the consult-
ant himself, as consultative, minor operating, and follow-
up clinic for non-emergencies in his own field of interest;
to the detriment of the prompt and efficient treatment of
the injured, for which he and his staff may ho longer "
find time ... We are concerned, as consultants current-
ly responsible for the Accident Services, to record our
view that such changes in the control and use of casualty
departments would be retrogressive, recreate the very
problems which were condemned by the Platt report in
1962, and set back for twenty years progress in the
organisation of hospital services for the injured.' (87)

The antagonism of the BOA to the CSA's approach not only reflects
competition between professional services for scarce resources, but
also the concern that while there may have been an increase in medi-
cal knowledge, technology,and treétment skills over the past years
in the treatment of trauma, their application has been restricted
by the slowness with which organisational changes in emergency

health care have been made. These changes would have made trauma-
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tologists' work more efficient and more effective.

The role of the casualty consultant also caused particular
concern amongst the traumatologists. There was recognition by
traumatologists and orthopaedic surgeons alike that too much em-
phasis has been placed on more serious conditions, which are a
small minority of those seen in casualty departments. Hence the
establishment of casualty consultants received the support of
these two groups. Orthopaedic surgeons, however, were concerned
that these doctors didn't trespass on other areas of inpatient
work in the hospital; and the traumatologists proposed that in
some circumstances there was a need to develop accident medicine
as an independent specialty which should be separated from non-
traumatic 'emergencies', Thus they argue that in some larger hos-
pitals the specialty of accident surgery should be developed(Bs).

A 1little time after the CSA's proposals were published, the
House of Commons' Expenditure Committee(89) raised the question
of the 'minor' case. The report recommended that patients should
be educated about 'appropriate' use of accident and emergency de-
partments through the increase in TV 'fillers'. The availability
of general practitioners was also seen to be one of the important
influences on the 'influx' of the minor cases into accident centres.
some of the blame was attributed to inflexible appointment systems,
to deputising services deterring members of the public from con-
sulting their GP and to patients' ignorance of the temporary resi-
dents provision. In addition there were criticisms of GPs' pro-
vision for 24-hour cover for their patients, even in group prac-
tices. One proposal to overcome the problem of providing an effi-
cient 24-hour service for minor injuries recommended the building
of more health centres which could provide for the ambulant person

with a minor complaint., This proposal didn't receive much support
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in a subsequent government response to the report(9o).

This brief description of how the accident and emergency
developed during the post-war period highlights a number of issues.
Perhaps the most important point is the apparent shift in the pro-
fessional definitions of the principles upon which the accident and
emergency department should be organised. The shift, which slowly
seems to be gaining acceptance within the medical profession, has
been away from the idea that the service should be organised around
the principle of clinical specialisation, with the gatekeeper being
the general practitioner, towards a service which should be based
on principles which contain both a 'social' and 'clinical' element.
The acceptance of such a shift in definition, although not complete,
can be explained in a variety of ways. Gunawardena and Lee identify
two reasons, the first of which is closely associated with the argu-
ment that the structural features of the accident and emergency de-
partment are such that policies aiming at specialisation must attempt
to take into account the needs of the patient population. They ar-
gue that this shift in definition was forced on the medical pro-

fession:

*if only because it is virtually impossible for a hospital
to turn away patients unexamined'. (91)

The CSA might argue that this difficulty in turning patients
away is not due to any professional ethic, but due to the predicament
that the patient finds him or herself in. There is some evidence
that patients are turned away, but it appears that nowadays this is
very rare because of the increase in patients' awareness about the
quality of medical care and their emphasis on specialist help and

the erosion of informal and formal policies for restricting patient
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access due to fears of litigation or media coverage. 1In addition,
pressure from patients for an extension of a primary care service
in the hospital has come partly as a result of professionalisation
in the general practitioner service, where attempts have been made,
at least initially, to routinise and 'detrivialise' the service.

The second reason suggested by Gunawardena and Lee is that
the providers need the high intake of non-urgent cases to justify
their existence for the episodic use of expensive technological
equipment, It could also be argued that the casualty departments
attached to teaching hospitals provide a continuous variety of
material for medical teaching., Thus, these hospitals may support
a policy of open access.

The third reason for the apparent acceptance of this 'social!
definition of accident and emergency work is the lack of real oppo-
sition to it by other groups. The orthopaedic surgeons became less
interested in the area and grudgingly accepted the proposals for a
casualty consultant., Finally, the fourth reason is related to the
relative increase in the professional prestige of general practi-
tioners compared with their hospital counterparts. General practi-
tioners frequently used social definitions when describing their
role, and it could be argued that the providers of the service at
the accident and emergency department were beginning to recognise
that, nowadays, acceptance of a definition of work which contained
a social element did not necessarily bring with it a drop in pro-

©2).

fessional prestige

One possible conclusion from this account of the hospital
accident and emergency department is that the attempts by the pro-

viders to impose the traditional model of hospital medicine with




_37-

the emphasis on clinical specialisation and control of access has
been continually hampered by the inability of the providers to
effectively control the influence of the general public and its
representatives., The continuing low prestige of casualty doctors
within the professional hierarchy is enough to support this in-
terpretation(95). The recognition by the providers that certain
needs of the potential patient should be taken into account in
future policy development does not, however, represent the dra-
matic shifts in medical opinion that it initially suggests. As
will be seen from the next section, these proposals contain im-
plicit moral prescriptions about how the patient should utilise
the medical care system; and they reflect a medical group's in-

tentions to maintain control over the provision of what is still

conceived of as a specialist service,

1.4 The Image of the Patient in Policy Statements

The discussion in the previous section described the different
ways in which the "appropriate function" of the Accident and Em-
ergency department has been defined. Each definition has impli-
cations for patient utilisation in that the appropriateness of an
attendance is a function of how the work of the accident and emer-
gency department has been defined., It is possible, therefore, to
identify within the various policy statements the image of patient
behaviour or patient action which is portrayedk94).

Firstly, the most popular approach has been the one which is
closely associated with the idea of the Accident and Emergency de-

partment as a centre for dealing with injury and sudden serious ill-
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ness. Given the availability of general practitioners, patients
ought to utilise the general practitional service for all com-
plaints and let the general practitioner decide when hospital
treatment is necessary. However it happens that legitimate atten-
ders can include those who have gone to hospital without contacting
their general practitioners only in real 'emergencies'. kmergen-
cies are defined in clinical terms and patients should be able to
distinguish between them and 'trivial' cases. When patients' be-
haviour doesn't accord with this organisational solution either
the unavailability of general practitioners is blamed, and thus the
patient has reacted to the organisational obstacles, or the patient
is unaware of the prescribed organisational solution and must be
'educated' into understanding it. A small minority of patients
are identified as 'bad' because they are intentionally playing the
system or maximising their choices and do not adhere to the organi-
sational solutions. This deviant behaviour is accounted for in terms
of some deficit in the individual's make-up. The general assumptions
about the patient in this approach is that the majority accept, or
should accept, the providers' policy, and when the plan is not con-
formed to it is mainly due to patient ignorance or some organisa-
tional barrier. It is assumed that the patient shares, or should
share, the same view of the way that the medical care system should
be used as the professionals, and are, or should be, passive reci-
pients of these solutions.

Secondly, the view of the patient implicit in the Casualty
Surgeons' Association's approach, with their emphasis on a social
component, is very similar to the approach outlined for the first

group. Both types of explanations emphasise the complementarity
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of the GP consultative system and the accident and emergency de-
partment., Both explanations assume that the patient ought to
follow the organisational plan of utilising the GP for routine
medical matters. 1t is interesting to note that in neither of
these approaches is there an account of patients referring them-
selves to the hospital because they are dissatisfied with their
general practitioner, The assumption is that patients defer to
medical competence or should defer., Both explanations portray
the patient as passive, compliant, and uncritical. The only
difference is that the second approach substitutes social pre-
dicaments for organisational barriers. 1n addition, the approach
put forward by the Casualty Surgeons' Association is willing to
accept that non-medical people (mainly representatives of the
community) should be seen as legitimate sorters-out of who should
use the hospital in addition to the general practitioner. The
Casualty Surgeons' Association proposals show a willingness to
extend the gatekeepers' responsibility to include a group of non-
medically trained people.

Up to now these two explanations of patient behaviour are
implicit in the policy statements about the organisation of the
accident and emergency services in this country. Both reflect:
directly the professional views about the way the service ought
to be run and are constructions which may not be based on how pa-
tients actually use the service. Gunawardena and Lee conclude

that:

'The future planning of A and E services needs to be
considered not only within the framework of both general
primary care and critical care medicine but also within
the framework of patients' wishes and expectations.' (95)
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Judging from the discussion of the development of these
services outlined in this chapter, it is evident that such a
proposal is not just a plea to democratise the service, nor just
a means of evaluating the quality of care, but a recognition that
from both the providers' and the patients' point of view it is

possibly the most rational approach.

1.5 The Need for Research: Preliminary Objectives

It is proposed to carry out a comprehensive study of how,
why, where, and when patients use the accident and emergency de-
partment. Many proposals for policy have been put forward by pro-
fessionals about the way the service should be organised and oper-
ated., Many studies have been carried out in examining the way Acci-
dent and Emergency departments work at both the formal and informal
1eve1(96). However, a comprehensive and detailed study of patients®
use of these hospital departments remains to be carried out. A study
would need to start from the premise that patients*' ideas about when
to use an accident and emergency department may differ considerably
from those of the providers of the service, who base their judgments
of views of how patients ought to use the department. These judg-
ments are made using their own 'professional' criteria to assess the
ttrue! functions of the department. Results from a number of socio-
logical studies of illness behaviour have shown that patients have
a great deal more control over illness situations than is commonly
thought. As Johnson states:

'The choice about whether to seek medical attention or

not is a real if problematic one for most people. And if

the evidence is to be believed, very few consult without

due thought and consideration about the significance of

the symptoms to them nor without some clear idea as to
what they want from seeing the doctor.' 97)
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The intention of this study is to examine how, why, and
when patients use the accident and emergency department, and
also to attempt to examine patients' decisions and the basis
of these decisions in terms of lay definitions., 1t will be of
interest to see how far these definitions compare with the pro-
fessional assumptions about patients' behaviour. Evidence from
such a study could contribute to the development of a more co-
herent policy for the accident and emergency services. However,
before the research objectives are outlined in more detail, there
is a need to critically examine the various ways that this 'prob-

lem" has been approached in previous research.
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CHAPTER 2

An Evaluation of the Research on Use of Accident and Emergency Departments

2.1 Introduction

The major aim of this research is to develop and carry out an
empirical research study which focuses on how and why and under
what circumstances people actually use the accident and emergen-
cy department., More specifically, this research aims to examine
the empirical validity of some of the assumptions about patient
behaviour and patients' motives for action which are implicit in
the policy statements described in the first chapter. This re-
search will attempt to assess the empirical validity of explana-
tions such as those which emphasise that the majority of patients
use the accident and emergency department because they can't con-
tact their general practitioners due to organisational barriers or
social predicaments, the assumption being that patients would go
to their general practitioner if they could. Alternative explana~-
tions emphasize the critical power of the consumer, suggesting that
patients choose between the accident and emergency department and
alternative sources of medical care on the grounds of their per-
ception of the urgency with which medical attention is required or
on the grounds that specialist treatment is required. ln some senses

this study is focussing on why patients choose an accident and emer-—
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gency department in preference to a general practitioner. It is
also attempting to find out if, under the circumstances in which
decisions to seek medical care are made and within the framework
in which these decisions are made, these choices available organi-
sationally have the intended meaning for the potential patient.

In the light of these preliminary objectives, the published
literature on the use of A and & departments is examined. The
main aim of this review is to see if similar research has been
carried out before and, if so, how the "problem" has been approached
and what the substance of the findings are. The theme throughout
this review is that there has been a change in the approach to use
of emergency services in hospital departments in that more recent
studies have tended to see the use of emergency services in the
wider context of the medical care system. There has been a recog-
nition of a need to take into account the views of the patient and
that the needs of patients may be entirely different from those
proposed by providers., In spite of this change, much of the evi-
dence, both theoretical and empirical, which has been accumulated
by medical sociologists in the field of illness behaviour has been
neglected.

There are two different bodies of literature which are of
relevance to this area of study. Firstly, there is the work that
has been carried out on utilisation of A and E services and, in
particular, the influences on patients' choice of medical care
system. A considerable amount of work has been carried out on
this topic, especially in North America. Secondly, and this will

be reviewed in the following chapter, there is the work that has
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been carried out in the more general area of illness and utilisa~
tion behaviour. Much of this work could be loosely termed ‘'socio-
logical' and it is of value not only because it brings novel ideas
and concepts to the field of utilisation of A and E services, but
because it brings a theoretical understanding of the various approa-
ches that have been proposed and also offers more coherent theories

of patient demand.

2.2 Research on the Use of the Accident and Emergency Services

Much of the research in Great Britain has focussed on the issue
about "appropriate" patient usage of the A and & service., Firstly,
there are the studies that use a sample of attenders at an A and E
department and describe their characteristics. In many of these
studies the prime purpose has been to identify the proportion of
"inappropriate" attenders. Many of these definitions of appropriate-
ness are based on case-mix or severity/acuteness criterion. Gunawar-
dena and Lee(l)argue that this approach is not surprising, given a
climate in which the whole medical tradition is geared towards com-
partmentalising medical care. Some studies have attempted to classi-
fy patients according to the reasons for using the accident centres.
These classifications are usually simple and make distinctions between
"medical" and "social" attenders. The second type of study has
offered a more analytical approach to patient use of accident centres.
sampling from both accident centres and general practitioners, some of
these studies have concentrated on examining factors related to patients'
choice of treatment. Other studies have attempted to develop concept-
ual frameworks of patient use of health care systems, and have assessed

the extent to which A and E departments constitute part of the patient's



routine pattern of health care.

The proliferation of studies examining why patients use A
and E departments illustrates, once again, the gradual recogni-
tion by providers that patients' needs should be teken into account.
Although, as we shall see, in many of these studies definitions of

patient need are taken primarily from a professional viewpoint.

2.21 The Characteristics of Attenders of A and E Departments

2,211 Demographic Characteristics

The available evidence suggests that the heaviest demand for
accident services comes from school children and young adults, and
there is a larger proportion of young males than females(z).

The relationship between social class and use of emergency
services has been much less extensively explored in this country
than in the United States(3). This may be due to the importance
of financial barriers to health care in the United States, but it
may also be due to studies in this country failing to identify the
background population in the catchment area of the hospital under
study, thus being able to compare the social class distribution
of the attenders with the social class distribution of the popula-
tion from which they came. However, in the Newcastle Accident Sur-

vey such a comparison was possible and no social class differences

were fbund(4).

2,212 The Range and Severity of Clinical Conditions

Several studies have described the clinical distribution of
the case load of an accident department, but perhaps the most com-
prehensive study was carried out by the NPHT(S). Using data collec-

ted from a cross section of eighteen A and E departments (then called



-46-

casualty) in a variety of geographical locations, samples were
taken of 200 cases running concurrently from each of the depart-
ments for the same period of the year. The largest proportion
of the case load were patients suffering from trauma of some
kind, mainly soft-tissue damage or skeletal injury. In general,
medical and surgical work was small. A more intensive analysis
of the clinical nature of the case load of eight hospitals was
made, Fractures composed 13% on average of the case load, and
wounds of all severities 22% on average. Burns composed 5% on
average.

This study was carried out up to 1960, and there may have
been changes in the clinical case mix of attenders since that
time. ©Such changes might have been expected because of changes
in both the organisational structure of the A and E services(6)
and GP services(7). To my knowledge no one hospital has been
studied at more than one point of time and comparison of findings
from different studies based on different hospitals for this pur-
pose lead to major problems in interpretation because of the léck
of uniformity in definition, the large variations in the composi-
tion of the catchment areas between hospitals, differences in sam-
pling procedures as well as differences in time of the year when
the data were collected.

The nature of the case mix at A and E deparments appears to
be a function of its geographical and social-environmental location.

For example, in a survey of accident departments in London it was

concluded that:
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‘On average non-traumatic conditions accounted for
about 40% of the total case load but there was an ob-
vious increase in the non-traumatic element of the
case load as one neared the centre of London'. (8)

A similar difference in the case mix between central urban city
emergency centres and suburban emergency centres has also been
shown in studies carried out in the United Statesk9). These
variations in the U.S. reflect, according to these researchers,
the different functions of the hospitals. They argue that one

of the functions of the emergency clinic in large city hospitals
is to act as family physician for the urban poor; hence the high
proportion of non-traumatic conditions in the case load. 1n con-
trast, the emergency clinic situated in a peripheral area of the
city with a larger proportion of traumatic cases has the more
conventional function of providing acute emergency care for the
community and also fulfilling the role of a substitute for a
private physician and the outpatient department during the off-
peak hours when services are not available or not appropriate to
the patient's problem., Comparable studies have yet to be carried
out in this country. However, speculative explanations have been
made,particularly in relation to the variation in case mix between
accident departments in London and those in the provinces. Lack
of availability of general practitioners as well as the large num-

ber of commuters have both been cited as explanations(lo). More

(11)
recent studies have shown about a fifth of attenders have no GP
and that the hospital is being used as a GP service for some groups.

The question of assessing severity of clinical conditions in

the case load also poses problems of definition. Should severity
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be assessed in terms of clinical criteria such as signs or
symptoms, duration or type of treatment, or level of skill needed
for treatment, or should it be assessed socially, according to the
degree of disruption in the patients' and his family's everyday
activities? Many studies use clinical criteria, and these are
usually closely associated with what the authors consider to be
the appropriate function of the A and E department. Thus Crombie
devised a scale of severity of condition(12)which was later adapted
for use in the NPHT study. The scale used as its criteria for
assessment both the level of skill needed and the facilities
available to treat the condition. He divided conditions into
three different groups: firstly, patients with conditions which
could have been treated by a nurse without reference to a general
practitioner;secondly, patients who could have been treated by the
writer in his own general practice; and,thirdly, patients who
should be treated in hospital because the conditions are more
serious than in the above. Eighty percent of the 410 casualty
department attenders could have been treated by a general practi-
tioner or a nurse. In the NPHT study,(IB)using the same scale,
71% need not have been treated at hospital. This percentage is
based on an average from a sample of 1,963 attenders at all the

hospitals surveyed.

For many other authors the “minor" casualties in clinical
(X

terms were also imputed to be "unnecessary" attenders. Blackwell‘ 4)
suggested that 35% of 200 attenders at an accident centre situated

in London should have been treated elsewhere, and Evans and Wake-

forda‘1®) in a study in Cardiff found the figure to be 70%. A
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large-scale study carried out throughout the Wessex region(16)found
that 657%-71% of the attenders at the major accident centres were
"minor" cases and could have been treated by community health ser-
vices. The figure for accident units situated in peripheral areas
varied between 76% and 89%. In a study of 2,379 attendances at an
accident centre in Derby,(17)68% were assessed as being "minox"
casualties which could have been appropriately managed by general
practitioners,

In other studies, necessity of attendance has been defined in
terms of clinical urgency. Gampelsls)in a study of 3,283 new atten-
dances at an accident unit in London, defined 50% as 'non emergency'.
Others have defined "appropriateness of attendance" in terms of par-
ticular types of events or types of condition. Thus Griffiths et
gl(l9)found 28% of their sample to be "inappropriate" because they
were not in the categories of accidents, medical emergencies, and
surgical emergencies. The NPHT study(zo)defined wrong attenders
as those patients without a letter from their general practitioner
and with a non-traumatic condition which did not require urgent
treatment.

It is noticeable in the majority of these studies that the
assessment of clinical seriousness is usually made by the.research
worker after final diagnosis and after a number of tests have been
carried out which may confirm or refute the initial diagnosis. Thus
these assessments not only do not take into account the patient's
judgement of seriousness at the time of the "episode", but also

does not include the medical staff's initial suspicions of serious-
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ness. This distinction between initial diagnosis and final
diagnosis is important, as it might be argued that even in the
"minor" cases the medical staff need to carry out tests to be
certain of "what is wrong", so how does one expect laymen. to
make such judgements., 1In the United States, however, a study
has been carried out which examines the proportion of the case
load at five hospital emergency clinics which are defined as
"urgent" cases(21). Urgency is classified according to whether
the staff gives some cases precedence over all waiting patients.
When the staff reaction is not clear, the case is classified as
"porderline". Of the five hospitals, at most 8% are classified
as urgent and 10% as borderline, but for each hospital combina-

tion of urgent and borderline cases never reach more than 13%.

2.21% Source of Referral

Another type of classification of patients that has been
used to define "appropriate" attendance at an accident depart-
ment is "source of referral". Although some writers have sugges-
ted that a large proportion of the group of patients referred to
hospital by their GPs have been wrongly referred,(zg)much more
concem has been expressed about the self-referral; i.e., the
patient who arrives at an accident unit on his own &olition. This
concern about the legitimacy of the "self-referral" appears to
derive from the assumption that laymen are incapable of meking an
accurate diagnosis of their conditions, and therefore would need
professional advice for directions to the appropriate medical care
agency. This directive should come from the GP. The other expla~

nation, which is closely associated with the first, hinges on the
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attempts of clinicians to improve the status of casualty medi-
cine in relation to other medical specialisms. In the latter,
the GP acts as a screening agency and channels the flow of the
patients accordingly. Some casualty doctors are concerned that
similar procedures should operate with their patients to ensure
that they spend the majority of their work coping with real
"emergencies",

The two most relevant questions in this debate are firstly,
is there any evidence to suggest that the proportion of self-
referrals is increasing, particularly in the light of evidence
that shows a gradual increase in the numbers of new patients
attending accident centres over the last decade? Secondly, are
self-referrals more likely to be assessed as clinically "trivial"
cases than professional referrals. There is some indication that
the proportion of self-referrals is increasing which has been
illustrated in Chapter 1. However, even with these figures,the
lack of uniformity in definition brings into question the validity
of such an interpretation. Apart from the problems of comparing
findings from accident centres situated in different locations,
there appears little consensus over definitions of source of re-
ferral, For example, in the NPHT,(23)a referral from a GP had to
include a letter. Fry did not distinguish between those who came
with or without a letter in his classification of GP referral and
in the Newcastle study a distinction was made between those patients
who actually consulted their general practitioners and were examined
and then referred, with those who spoke over the telephone to the
GP and were then referred and those who could only contact their
GPs receptionist and were advised to go to hospital. The last

category was defined as a self-referral and the first two were GP
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Few studies have examined the relationship between clinical
conditions, severity and source of referral, Crombie, using his
scale of clinical expertise, found a much higher proportion of
trivial cases amongst the "self-referrals" compared with other
groups. He also distinguished between patients attending on their
own volition from those patients who received "“non-medical advice"
as a cause for attendance. There was little difference in the ra-

tio of trivial to serious cases between these two groups.

2.214 Summary and Conclusions

These studies are valuable in a number of ways. They show
that the accident and emergency department is an important source
of medical care for young males., Given that trauma may account for
a considerable proportion of young males' morbidity it could be
speculated that the A and E department may be the major source of
medical care for this age group. Results from these studies have
shown the geographical and socio-environmental variation in case
mix, suggesting that accident and emergency departments perform
different functions for the population in different areas. This
brief review has also highlighted the various attempts to define
the work of the A and E departments in terms of a medical special-
ism. Urgency, severity, type of clinical condition, and source of
referral have been used as means of defining the boundaries of the
work of the A and E department. Wwith regard to the major aim of
this study, to develop an understanding of patient demand for these

services, these studies are of limited value.
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2.22 The Analytical Approach

Two types of approach predominate in the studies that fall into
this section., The first type of study compared a group of patients
who attend an A and E department with those who initially contact
their GP. The purpose of such studies being to identify any differ-
ences in characteristics of the patient or the episode which would
shed some light on why some people use the A and & department and
some of their general practitioners. The second type of study con-
centrates less on the characteristics of the episode and more on the
ways that the attendance at the hospital emergency department fits
in with the patient's overall strategy for seeking medical care in
its broadest sense., The former approach has been more common in
Great Britain and the latter more common in the U.S. There are a
number of reasons why such a difference occurs, but possibly one of
the most important is that the “problem" has been conceived by the
two countries in two different ways. 1n the United States the hos-
pital emergency department has been accepted as a part of the pri-
mary care system whereas in Great Britain the hospital A and k&
department has been seen as a source of hospital medical care which
is different from that provided by general practitioners.

The ideal method of testing the propositions which have been
developed in the first type of study would involve taking a large
random sample of individuals and their families and carrying out a
prospective study, continually monitoring and observing their patterns
of "illness behaviour". Thus it would be possible to identify the
special characteristics of the patient or the episode which leads
the patient to go to the hospital rather than his general practi-

tioner. Such a task, however, would be lengthy and expensive, and
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may pose considerable data collection problems in that many of
the "episodes" under study are unpredictable.

Researchers concerned with a similar problem have opted for
a more pragmatic approach in that they have compared a group of
patients who initially went to a GP with those who went direct
to the accident centre. The difficulty with such comparisons is
in defining the range of conditions to be included. Firstly,there
is a lack of consensus about what is considered to be "appropriate"
work for the GP and the accident centre., Secondly, if only a limi-
ted range of conditions is included, then this may create an im-
plicit bias in the model - in that clinical condition or the way
symptoms or signs are evaluated by laymen may, in fact, be the
crucial discriminator in terms of the choice of care.

In a study carried out in Bristol,(24)Dixon examined the num-
ber of attendances for "minor" conditions at a hospital accident
centre with those at a health centre over a six-month period. The
health centre is situated within the catchment area of the accident
centre and this catchment population is defined as 11,417. Dixon
excluded all those attenders who were referred to the accident centre
by any person with medical or nursing qualifications, as well as those
who arrived at the hospital in an ambulance. Also excluded were those
with conditions which could probably not have been managed at the
health centre, in that they had radiological examination performed
or a plaster cast applied, or were admitted to hospital or referred
to the outpatient department or to some other person or place apart
from the health centre or family doctor. Dixon was, therefore, con-
cerned to exclude all conditions which were not potentially treatable

by a nurse or doctor in a health centre.




In the study period, 1,487 patients attended the health

centre and of these 1,430 were managed entirely by the medical
staff there. In comparison, 826 attended for minor conditions
at the accident centre. 1n comparing the characteristics of the
two groups, Dixon found attendances at the accident department
reached a peak during the early evening, and included relatively
more males, more adults, more patients with injuries than with
symptoms, and more residents from the area immediately adjoining
the hospital. The implication of these findings is that patients
prefer to take trauma to an accident centre rather than a health
centre., Whether such a result would still hold after the other
significant variables are allowed for is not clear.

Such an analysis was carried out in a study in Newcastle
which compares the characteristics of patients attending three
different accident centres with those attending the corresponding
general practice for minor trauma only(25). All patients came from
the same catchment area and all patients were suffering from minor
trauma as defined by the I.C.D. system. The data were collected in
two parts and there was a two-year period in between the collection
of data at the accident centres and that collected from the general
practitioners. However the data were collected in both parts during
the same three months of the year. The findings showed that of 346
patients with minor trauma 155 went straight to the A and E depari-
ment with 191 who went to their general practitioner as a first
reaction to injury. This evidence clearly suggests that GPs still
deal with a substantial proportion of minor trauma. Whether this

proportion is decreasing is uncertain.
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This study also provided important evidence with which a
number of the speculative explanations for the increasing number
of attenders at an accident centre could be evaluated., The more
popular explanations are as follows:

(i) the increasing use of appointment systems by GPs
(ii) the increasing use of deputising services by GPs

(iii)the declining frequency of house calls and the demand
for regular working hours by the GPs

(iv) population mobility and the resulting lack of a family doctor
(v) convenience motives of both the patient and the physician
(vi) changing public attitudes about outpatient facilities
(vii)the declining willingness of GPs to deal with trauma
Thus these explanations either emphasise the importance of the
changing structure of the organisation of the GP service or the
changing wishes of the patient. The two are clearly interrelated.
The research team in the Newcastle study went about exploring
these propositions by analysing the two data sets jointly through
a multi-discriminate technique, the dependent or outcome variable
being the choice of treatment. The purpose of the analysis was to
identify the best predictor of the outcome. The potential predic-
tive variables were divided into four distinctly different types:
epidemiological, social, psychological, and circumstantial. The
reason for such a distinction lies with the problem of assessing
the suitability of the various conceptual types of variable for the

analysis. They state:

"o all these variables have an equal claim to appear in
the discriminant function? 1Is it as useful to know how a
patient's attitudes affect his initial choice of care sys-
tem as to appreciate how his reaction to minor trauma depends
on his distance from both the A.E,D. and from his general
practice ... We consider this issue in the context of stra-
tegic policy decisions. Our data on distance is objective,
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in two senses; that the patient's perception of his

source is unlikely to have been affected by his sub-

sequent treatment; and that the same response would,

in all probability, have been obtained using a diffe-

rent method of data collection. Furthermore, the

spatial distribution of the population of this country

is well-documented. Consequently, data which describe

the effect of distance on the utilisation of medical

care can be used in the evaluation of alternative stra-

tegies by predicting likely responses.*

In contrast, they argue that the data on attitudes to medical
care are neither objective nor predictive and can only fulfil an
explanatory role which will have a lower priority in the analysis
than variables which are both objective and predictive., The cir-
cumstantial variables, e.g., site of accident, is objective but
not predictive and cannot, they argue, be as clearly distinguish-
able from the social-psychological variable as can these two from
the epidemiological variable. |

To accommodate this problem of the different statuses of
variables, they concentrated on firstly identifying the best dis-
criminant function restricted to the 27 epidemiological variables
and then extended it to the best unrestricted function by selecting
further discriminators from the 14 circumstantial and 11 social-
psychological variables.

The results of these two analyses showed that the restricted
function comprises but five discriminators and the unrestricted
function only 10. 1n other words the remaining 22 epidemiological
variables, 12 circumstantial variables and 8 socio-psychological
variables have no significant effect on the patient's initial choice

of care system, over and above that of the 10 selected discriminators.

Table 2.1 shows the results of the multi-discriminant analysis,

in the "best discriminator" section, the five epidemiological vari-
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ables are ranked in order of their ability to discriminate. Age
and final diagnosis are equally ranked. The five non-epidemio-
logical variables are those ranked sixth to tenth in their ability
to discriminate. Care system preferred for cut, expected hospital
action for cut, expected GP action, are ranked equally.

With respect to the explanations outlined previously about
the increase in attendances at the accident centre, this analysis
shows that the presence or absence of an appointment system and
use of deputising services are of little importance in their abi-
lity to predict outcome. The analysis used both the perceived
presence and the actual presence of these organisational prac-
tices and similar results are found. The lack of an association
between presence of deputising services and changes in the pattern
of the use of accident centres is shown in other studies(zs).

Time of day and day of week of accident are also shown to
have little to no discriminatory power. This may have some direct
significance for the proposition that there is a relationship be-
tween increasing use of accident centres and the hours of opening
of GPs' surgeries.

The problem with these data, as with many statistical models,
is one of translating the findings into a model of decision-making
in "illness" and "accident" situations. No coherent theory of de-
cision-making was articulated (not that the authors set out to find
one), so it is difficult to make sense of how the variables of differ-
ing epistemological statuses relate to each other. TFor ins tance,
distance from hospital and distance from general practitioner is
the 5est predictor of choice of treatment; it is still not apparent

how this "objective" distance manifests itself in the decision~-
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making process; i.e., how does objective distance relate to
perceived distance? The crucial question is what in fact does
"objective distance" mean to the actors involved in the decision-
making process? It is difficult to see how final diagnosis can
be a predictor variable. It should possibly be replaced by "pre-
senting signs and symptoms when the 'episode' happened". The
requirement, then, if practically possible, is to replace the
variables used in the study with the underlying concepts which
they represent, and thus it should become clear as to the model
of decision-making implicit in the work,

A further criticism of the study is why was "minor trauma"
selected as the type of condition which is the focus for the ana~-
lysis. Perhaps the non-traumatic caonditions which are taken to
casualty might have been a more interesting group for study.

In spite of these apparent weaknesses, the Newcastle Acci-
dent Study is the most comprehensive study that has been carried
out on this particular issue in this country to date. Therefore
their findings need to be scrutinised closely in order to pick
out clues to the way further research should be approached, as
well as to understand the process by which people come to use the
A and E department. The results from the analysis provide support
for a variety of perspectives. The approach which emphasises the
importance of organisational barriers as significant influences
on patients' choice of the A and E department, instead of GPs, is
supported by partnership size being included in the best five epi-
demiological predictors. The Casualty Surgeons' Association's pro-

position that social circumstances play an important part in influ-
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encing choice of medical care system is supported by the pre-
sence of "distance" in the best five epidemiological predictors.
Further support is found within the presence of site of decision
and advice-giver in the best five non-epidemiological factors.
Finally, the presence of age and final diagnosis, patient's
preference for care, and patient's expectations about GP treat-
ment all support the idea that patient's ideas about the appro-
priate setting for treatment of specific conditions are also sig-
nificant,

Before the implications of these findings are discussed, a
word must be said about the variable final diagnosis. There appears
to be a bias built into the findings related to final diagnosis. For
example, the hospital has more accurate facilities for diagnosing
fractures than have general practitioners, and therefore it could
be argued that there is a greater likelihood of having a fracture
diagnosed at hospital. Therefore the finding that fractures are more
likely to go to hospital may be a function of the ability to detect
fractures, Now this argument will be invalid if GPs refer to hos-
pital those patients with signs and symptoms which are exactly the
same as tﬁose in which x-rays are carried out in hospital. Thus
there will be just as much chance of fractures being detected for
both sets of patients. However, if the GP does use a screening pro-
cess which differs from that used in hospital, then there is the
likelihood of a bias in the findings, especially as only new patients
and re-attenders are included for analysis.

The problem with the interpretation of these results, as stated
previously, is trying to translate them into their meaning in every-
day life., Decision-meking, whether it is routine or novel, involves

actions, and decisions are made by human actors. The results from

this analysis suggests that actors' decisions are subject to numerous
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effects. Individual decisions are based on both cognitive and
affective dimensions. Fear and anxiety, generated by the evalua-
tion of the meaning of a symptom, may play a crucial part in the
patient's evaluation of the severity of his or her condition. 1t

is possible to make assumptions about the results, Thus the find-
ing that patients with fractures and cuts are more likely to opt
for hospital care fits with the finding that patients' preference
for care when confronted with a small cut is to go to hospital.
Similar connections can be made between the other epidemiological
and non-epidemiological factors. However, a further dimension is
added when other people become involved in the decision-making.

In this particular instance, patients who made their own decisions
or received advice from family, go to a GP. 5o the decision=-making
process does not necessarily just involve the patient or the pa-
tient's family but also other people. The "other" people involved
in the decision-making process will depend on the setting of the
decision., The implication from the findings is that_any theory
about patients' help-seeking behaviour in this area must not only
involve attempts to translate the effects of organisational struc-
tures or the impact of disturbances in body functioning on the in-
dividual's cognitive and affective interpretative mechanisms, but
also the approach must teke into account the interpersonal nature
of decision-making, and the ways different settings influence the
interpersonal encounter. Certain settings may bring with them extra
pressure or obligations for the participants, Normal behaviour or
expectations about normal behaviour may vary between social contexts.

More will be said about this in the final section of this chapter.
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Studies in North America have attempted to identify the
characteristics of those who use the Emergency Room compared with
those who go to their family physician. For example, a study
carried out in the U.S. specifically focussed on "Emergency Room
Misuse“(27). In this study, 2% of 400 visits to the hospital
emergency room were considered to be unnecessary. The authors
determined the visits to be justified if the duration of complaint
or the onset of symptoms made it necessary that the patient be seen
at the Emergency Room rather than in the Family Practice Centre du-
ring office hours. They showed that when 29% of the total out-
patient visits to the Family Practice Centre Model (0Office were
made by recipients of Medical Assistance, the same population accoun-
ted for 53% of the Emergency Hoom visits. ‘hey claim that 64% of
unnecessary visits were made by Medical Assistance patients. ''he
authors emphasised that this study was carried out in a setting
outside the heavily urbanised areas where previous studies had been
carried out., The special feature of this environment was the avail-
ability of a stable family practitioner service. Other studies have
emphasised the circumstantial element in patient demand. For ex-
ample, in Canada, a study(ze)compared the patterns of local and
tourist use of an emergency department. The tourist group was used
as a control group in that it "is doctor-deficient and lacks know-
ledge of the local medical network"., On the other hand, 85% of the
local group were able to identify a family physician. Perhaps the
most interesting finding was that the pattern of illness taken to
the emergency clinic by the tourist group is strikingly similar to

that taken by the local population. The author concludes from
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this that public attitudes, rather than availability of health
professionals, determine the pattern of illness observed in an
emergency department.

The evidence presented so far shows that while a number of
factors have been identified as important in explaining patients!'
choice of medical care setting, no coherent theory of patient de-
mand has been developed. Both public attitudes and preference for
choice of medical care setting and the interpersonal nature of the
decision-making process have been identified as significant influ-
ences on choice of medical care setting, but as yet they haven't
been integrated into an overall scheme for explaining lay help-
seeking behaviour,

Much interest and concern has been expressed in the United
States about the growth in demand for emergency clinics. This
attention is reflected in the plethora of studies that have been
carried out on the subject in recent years, While it must be re-
cognised that the organisation of the medical care system in the
U.S. is different from that in G.B. (less emphasis is placed on the
family physician as the major source of primary medical care in the
U.S.), some of the approaches that have been adopted are relevant
to this present study.

1t is possible to divide the studies that have been carried out
in the U.S. into two groups (a2 similar division can be made for the
British studies, but this distinction is less marked due to the neg-
ligible amount of research that has been carried out using the second
perspective), in terms of the nature of the explanations that are

used to account for patients' use of the emergency clinic. In the
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first group are those studies that argue that patients use the
emergency clinic because alternative or other sources of care are
unavailable or inaccessible, Patients, therefore, given the con-
straints on their choice, have no alternative but to go to the
emergency centre, 1In the second group, emphasis is shifted from
problems of unavailability or inaccessibility to an understanding
of the influences on patients' choice of medical care system. It
is appreciated that patients have ideas about suitable or appropri-
ate sites for medical care for certain conditions and that these
should be taken into account just as much as the organisational
aspects of the delivery of medical care. While both types of ex-
planation are useful, it is the second approach that will be con-
centrated on here, as an attempt has been made in these studies

to move away from the approach which merely explains patient ac-
tion in terms of how the medical care system should operate. In
this second approach, the meaning of patients' action is taken
seriously and attempts are made to make sense of it in the patient's
own terms.

The second group of studies take two different forms: on the
one hand there are the group which have explained patient use of
the emergency clinic in terms of socio-demographic characteristics
of the users. Such facts as social class, age, income, ethnicity,
and usual medical care have all been postulated as relevant(29).

Much of this evidence is contradictory and inconsistent, and the

reason for this according to some authors is this:
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'The inconsistent research findings, however, may also
be attributed to methodological deficiencies. For ex-
ample, most E.R., studies attempt only to document E.R.
utilization, that is, they seek to describe in detail
the characteristics of the Subject E.R. and its patient
population. Few of these studies of E.R. Utilization
incorporate their data into any sort of theoretical con-
struct of the utilization process. 1n the absence of a
theory of patient demand for health care services,basic
hypothetical relationships between patient-wants and ac-
tual utilization can neither be formulated nor tested.
As a consequence, because little of the literature
addresses either the subject of patient demand for Em-
ergency Room care or the process by which care is re-
ceived, we know little of patient motivation in choosing
one department over. another or an emergency depariment
over an ambulatory care site, or why a particular set
of patients over-responds or under-responds to a given
symptom, or how and why at what stage a patient decides
to call an ambulance'. (30)

This call for the development of a more coherent framework for
patient demand for emergency room facilities leads on to the second
type of approach in which the authors have attempted to do exactly
that. 1t must be emphasised at this point that, as in the U.K.,
the justification for the need for this research is not only the
growth in demand for emergency rooms but also the increasing use of
these facilities for "non-urgent" conditions. One group of authors
who have attempted to develop a more coherent framework of patient
demand are Solon and Rigg(al). They argue that the network of
medicalcare requires more explanation than identifying the indivi-
dual's usual source and enumerating other sources that the patient
uses., A conceptual organisation of the sources the patient uses must
be made to the more reflective of how they are used and how they inter-
relate. The role of the hospital unit can best be depicted - both
for the individual and cupulatively for the population - within a

framework that encompasses the totality of sources used and somehow

represents them in the respective roles they occupy in the indivi-

dual's "total pattern of care".
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In their study, they interviewed a complete one-week sample
of patients attending either an emergency unit situated in an
inner-city setting with a substantial lower-class population, or
an emergency unit in a suburban middle-class milieu. They con-
centrated on examining their data in terms of four concepts rela-
ted to the individual's overall pattern of medical care. ‘These
concepts were central source of care, volume source, configuration
of care, and cohesiveness., They were concerned in anwering the
following question: are these socio-cultural and economic differ-
ences of the two hospital's emergency patients accompanied by
differences in their patterns of securing medical care?

The actual source of care is defined as the patient's central
source of care, This is the source of care that the patient is not
necessarily us'mj most frequently but the facility or doctor which
is most important to him in that he has the greatest continuing trust
or reliance. As Solon and Rigg put it, it is the patient's medical
“home base". Private physicians were found to be predominantly the
central source for both patient populations in the way their central
source of care was used when the central source of care was a physi-
cian, "“Suburban Hospitals' emergency patients whose central medical
resource, getting their specialty care from other more specialiZzed
providers ... bSubstantially more of the Inner-City patients with
a private doctor as central source used him for speciality as well
as general care." These differences can possibly be understood when
the importance of material circumstances as an influence on patients'
choice of health care in the U.S. is taken into account.

The volume source of care refers to the source of care most
frequently used by patients. The findings showed that for the vast
majority at both hospitals, the volume and central source are one

and the same.
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The configuration of care concept "addresses all of a
person's sources and attempts to encapsulate the essential ones
in a meaningful framework. It does this by designating the in-
dividual's significant sources of care, and by inter-relating
his sources of general medical and specialty care. The config-
uration retains only the important continuing sources used by
the individual, eliminating insignificant details". The domi-
nant configuration in both emergency service settings is that
of private physician., Nearly one-half of emergency inner-city
emergency patients follow this pattern and so do nearly 70% of
the suburban group. In the inner-city group, the 0.P.D. and
emergency unit enter into the configuration of other much smaller
clusters. The 0.P.D. is essentially the sole source of care for
6% of those patients, and additionally with the emergency unit's
participation with it in general medical care, the 0.P.D. accounts
for another 8%, In the suburban emergency group, the only signi-
ficant cluster are the 11% who additionally resort to the emer-
gency unit for some of their general medical care.

The authors also tried to account for the circumstances that
lead to unanticipated use of a hospital emergency clinic. They
asked the patients how the emergency unit fits into their own way
of getting medical care and 73% of the Inner-City users as com-
pared with 87% of the suburban users claimed to confine their use
to emergencies.,

Finally, the fourth concept, cohesiveness and compactness is
considered. "Compactness" refers to the number of sources from

which an individual secures his medical services. Cohesiveness re-
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presents a judgement as to whether the person's pattern of obtain-
ing care has a unit or coherence about it. More suburban patients
(51%) use a single source of care than inner city patients (37%),
whereas more inner city patients (33%) used multiple types of
sources compared with 17% as asmong suburban patients. Interesting-
ly, a substantial proportion of the patients using a multiple source
of care had a cohesive pattern of care, i.e., their multiple sources
were used in a complementary rather than duplicatory fashion.

This approach has yet to be applied to the use of emergency
services in this country. However, the assumption made in some po-
licies proposed in G.B., that for the majority of individuals and
families their routine pattern of health care revolves around the
general practitioner, is supported in the findings from this study.
For the majority of patients in both hospitals, the central source,
volume source, and configuration of care, is based around the family
physician,

The approach of Solon and Rigg to this issue in the U.S. was a
relatively new one in that it related patients' use of emergency rooms
to alternative sources of medical care and also related this use of
emergency rooms to the patients' overall pattern of medical care-
seeking. The problem with this type of approach is that while there
is emphasis on taeking the patients' behaviour seriously and building
up a coherent theory of patient demand the interpretation of patient
behaviour is still made in terms of the authors' theoretical concep-
tion of what the behaviour means. The question of why patients be-
have or act in a certain way is left to the interpretation of the

researcher without recourse to the patient's own interpretation of
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why he or she follows a certain routine. Thus, while Solon and
Riggs' approach is valuable, it doesn't go far enough in attempting
to answer why patients behave in a certain way. This question is
important given that these researchers are concerned to understand
patient motives, since it is the patients and others who made de-
cisions to seek medical care and the nature of the decisions are
derived from their own framework which may be distinctly different
from that of the researchers.

The question of how to find out how patients "perceive" the
applicability of different services has received attention in the
U.5. literature. For example, Kahn gi_gl(BQ)state that "...the
patient's decision to use the Emergency Room is influenced by his
perception of the accessibility of alternative cave sources". Thus
the argument runs that presence of facilities alone does not mean
that the patient will perceive them as accessible.

A more recent study has taken Solon and Riggs' conceptual
framework further, and a more elaborate theory of patients' motives
in utilising medical care settings is proposed(BB).

They outline the basic tenets of their theory of patient be-
haviour as follows:

“Our explanation of patient utilization is based upon
the economic concept of utility. We assume that the pa-
tients will utilize the facility that they believe will
provide them with the greatest overall satisfaction which
is a function of an appraisal of the merits of alterna-
tive sources in relation to the patient's own unique set
of evaluative criteria. We don't suggest that a person
actually sits down with pad and pencil and calculates the
costs and benefits associated with alternative sources.
We do believe, however, that some sort of analogous sub-

conscious reckoning does take place, and that the choice
is the product of a deliberate decisional process". (34)
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These authors, therefore, are some of the earliest to emphasise
the rationality of patients' action in using the emergency room.
In their community survey of households (N = 527) in the Rochester
area of New York, they looked at (1) public opinion about the role
of the E.R., (2) the perceived urgency of the problems that people
bring to the E.R., (3) the accessibility of medical care, and

(4) the factors that prompt the use of the E.R. rather than other
sources of care. Perhaps the most significant finding from this
study was that patients' use of Emergency Room is associated with
problems that they believe to be urgent. They conclude:

"OQur results show that people can and do distinguish
between the attributes of Emergency Rooms, given an ur-
gent medical need, just as they can distinguish between
the attributes of other sources of care for routine prob-
lems, Our analysis shows that many people evince an over-
riding concern for the location of the E.R., a matter that
is apparently prompted by both their perception of the ur-
gency of their medical problem and the accessibility of
alternative health care sources." (35)

It seems that patients' perception of urgency is directly associa-
ted with their view of the accessibility of alternative case sources

in that the patient uses the E.R. for "urgent" conditions because it

was more accessible,

The more telling remarks are made in the conclusion:

"To understand patient utilization, we must realize that
the utility of factors such as time, convenience, or discom-
fort that influence patient decisions is perceived different-
ly by each person. |t is, of course, within the province of
the professional to appraise the urgency of a patient's medi-
cal needs, and, admittedly, many problems are not urgent,by
professional standards. But this does not alter the fact that
they may be quite important to the patient. To assert, as
some do, that these other matters should not be important to
patients or to criticise patients because they do not con-
form to professional standards is presumptuous. In the pub- (36,
lic view, the E.R. is a 'place to get medical aid in a hurry'“. )
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Now this approach reflects a marked change in perspective
on utilisation of emergency services, since it shows that the
world of the patient and the world of the professional are dis-
tinct and different; and, therefore, notions of urgency and
availability or accessibility of alternative sources of care
must be seen in terms of the patient's world or the patient's
perception., Further evidence to support this approach is found
in a Canadian study which examined primary care for non-traumatic
illness at the emergency department and the family physician's
office., The authors of this study concluded as follows:

"There are indications that the patients who visit an
emergency department for primary care differ from those
who visit a family physician's office, or that the condi-
tions causing these two groups to seek care at these
settings differ. Patients appear to assess the urgency
of their presenting complaint and select where to seek
care accordingly. Thus, patients with acute, urgent,
generally rapidly resolving illnesses go to an emergency
department whereas those with chronic, non urgent, slowly
resolving or unresolving illnesses go to their family prac-

titioners". (37)

As was stated previously, patients' perception of urgency is
closely linked with patients' perception of the accessibility of
medical care services, The question of perceived accessibility of
alternative sources of care has been shown to be important in pa-
tients' accounts of why they went to a hospital rather than attempt
to contact a GP. For example, Holohan(Bs)is concerned with identi-
fying the reasons for patients who did not contact their GPs but
went direct to the accident centre. Of the 182 self-referrals,

Table 2.2 shows the patients' principal reasons for self-referral.

A1l these respondents were interviewed in their homes shortly after
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the attendance. The table includes responses to a similar ques-
tion to attenders at emergency clinics in Michigan, U.S5. However,
the two studies defined "self-referral" in different ways. The
Michigan study excluded all those who made an attempt to contact
a GP on the grounds that (i) a patient who attempts to contact a
GP does not make a decision to use emergency services and (ii) one
of the objectives of the study was to study the importance of the
financial motives for using the emergency department, and patients
are unlikely to call a doctor first if they wanted free medical
care, In the Newcastle study, only those who made contact with
GP or receptionist are excluded.

Table 2.2

Types of wxplanations for sSelf-rReferral

Newcastle % Michigan %
Patients' principal reason Categories of reason
for self-referral for physician not called
Availability of hospital Patient believed private
care %52 physician not available 43
Appropriateness of Immediate care or hosp.
hospital care g facilities were required 15
Accessibility of 15 Patient taken involun-
hospital care tarily by police amb.,

etc. 6
Automatic reaction 10 Patient sent to hosp.

by employer,teacher 11
Anticipated referral 9 Patient became ill while

at hospital 6
Other 20 Hosp. is more convenient

or no family physician 11

$00. insurance coverage for

hospital care

Other reasons
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The results in the table show the "availability or accessi-
bility" explanation predominates in both studies., This may imply
that for the majority the GP is felt to be not available and so

(39);

they attend the hospital. However, the Michigan study in their
categories have attempted to take accountj&he circumstances and the
role of "others" in the decision-making process, i.e., they differ-
entiate between patients attending on their own volition and those
being taken by police, ambulance, or being sent by employer and
teacher, In contrast, in the Newcastle study, Holohan is not con-
cerned with identifying the context in which the decision is made.
Thus, the patient gives the reason for using the accident centre
which may not have been the result of his own decision.

It is interesting to find that in both studies the second most
frequent reason given is that hospital facilities are appropriate.
This may imply that patients have a general notion about certain con-
ditions that should be taken to hospital and where the GP is not
relevant,

A further point refers to the question of asking people why
they came to the accident centre. The use of the question "why" or
any related questions implies that the decision of whether to go to
the general practitioner or accident centre is both a real one for
the laymen and a problematic one in that they are asked to "account"
for it. "Accounts" in this context imply Jjustification of behaviour
or what Scott and Lyman(40)have argued, a normalisation of deviation.
This normalisation process may mean that patients who are aware of
the official ideology about "appropriate" use of the service will

answer in the ways that will fit with this ideology. There is also
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the question of the relationship between explanation and behaviour.
Patients' accounts of what happened at the scene of the "episode"
may be coloured by a number of factors which may have occurred after
the "episode", and they may, in fact, have "constructed"an account
of what happened. For example, Stimson and Webb(4l), in their study
of interactions in consultations between doctors and patients,suggest
that patients tend to exaggerate the degree of their participation
in the consultation. They observed the consultation and then asked
the patient after the consultation what went on in the consultation.
Holohan(42)has developed a different explanation for patients'
use of accident centres. ©She argues that patients who attend for
accidents have a different set of motives and a different social back-
ground from those attending the non-trauma. Other studies, however,
have suggested that, because of the circumstances, many patients' use
of the accident centre is unanticipated. Holohan places more emphasis
on patient's intention. She argues that GPs have only a minor role to
play as legitimators of referral in cases of trauma and explains this
by suggesting that in the majority of traume, diagnosis is in the
reglm of competence of individual and colleague, and thus the patient
needs the doctor for the instrumental role of treatment. The acci-
dent was regarded as an isolated incident which did not have a pro-
longed medical history which would need continuity of treatment.
Hence patients are much more likely to see the casualty doctor in this
instrumental and technical role rather than as a GP, where the inter-
action may be more expressive., Holohan's assumption about patient
behaviour implies that choice of treatment depends upon patients'

ability to evaluate signs and symptoms and make a diagnosis. From
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such an evaluation the most appropriate agency is used.

The patients who attended for non-traumatic conditions are
described as patients who are in the main socially isolated and
who accordingly sought little advice from those around them. In
some patients this isolation is extended to their relationship for
diagnosis, but many patients felt that social interaction with pro-
fessionals is possible only in a hospital setting.

Holohan's approach is important because it brings a different
explanation of patient action. In essence she argues that when pa-
tients know what is wrong with them the medical help needed is en-
tirely technical, and thus the doctor-patient relationship is of
limited importance, This is not totally incompatible with the
authors who have suggested that patients' perception of the urgency
with which medical help is needed is closely linked with choice of
medical care setting. Thus the clearer idea that the patient has
about what is wrong the more likely the patient is to know whether
his condition is "“urgent" or not.

Other studies which have concentrated on trying to understand
the patients' point of view have also examined the use of emergency
services for one particular type of condition. TFor example, Calnan(43)
examined the action of mothers who suspected their children of being
"poisoned" by a medicine or household product. This study grew out
of a home accident study aimed at investigating the various factors
that cause accidents in the home. Those cases in which either a GP
was contacted, an ambulance called, or a direct visit to the hospital
was made were included. Initial interviews with mothers about the
episodes showed that the label “poisoning" which had been attached

to the episodes subsequently by medical staff was, in some cases,
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problematic, It became apparent that mothers had considerable
difficulty in knowing whether their child had actually ingested a
dangerous substance and the evidence available to them was circum-
stantial., This study also illustrated the role of other people in
the local community who were mainly medically untrained but were
considered by the mothers as reliable sources of knowledge. Of 135
cases 27% went to their GP or to the local health centre and a fur-
ther 6% contacted the ambulance immediately. This suggests that in
emergencies in the home (the majority of these cases were seen by
one or other of the parents as emergencies) the family doctor is
felt to be an important source of advice and medical care. Another
18% consulted relatives, 14% consuléﬁﬁ%ggf?éfwent to the chemists,
27% consulted nobody before going to the medical care service. All
but one of the 183 cases of suspected poisoning, irrespective of
whether they went to their GP or not, ended up at an accident and
emergency department. It seems that in cases of suspected poison-
ing the GP's normal policy is to send them to hospital. This was
borne out by a study of GPs' advice about six hypothetical situa-
tions involving an ingestion of an unknown quantity of six different
substances. The substances ranged in the level of toxicity from
acute toxicity to innocuous. The majority of GPs favoured advising
patients to take their child to hospital immediately. For the less
dangerous substances the GP advised referral to hospital as much as
they did advise parents to bring their child to the surgery immediate-
ly. Therefore, according to these data, the GP's role varies accor-
ding to the believed dangerousness of the substance suggested. i

With the toxic substances GPs may feel that they don't have the

treatment facilities available to cope.
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kvidence from Calnan's study suggests, therefore, that when

certain types of emergencies occur at home, the primary source of
medical care is either the ambulance or a direct visit to the acci-
dent and emergency department, However this study didn't present
any evidence on the factors that might have influenced the choice
of medical care setting. It might indicate that the majority of
patients don't think that the GP is the appropriate place for ‘treat-
ment of these cases, This belief seems to be borne out be the poli-

cies of the GPs.

2.23 Summary and Conclusions

This review has highlighted a number of different issues which
need to be taken into account before proceeding with the outline of
the research design for this study. 1t is evident that there has
been a shift in the way research studies have viewed the problem.
This is particularly evident in the research carried out in the U.S.
There has been a move away from the piecemeal approach which isola-
ted the use of casualty or emergency departments from patients' other
patterns of medical care seeking, towards a development of an approsch
which sees the use of the hospital department in terms of patients'
overall strategy for seeking medical care. From a substantive point
of view, evidence has shown that the family physician in the U.S5. and
the GP in G.B. are still seen by patients as their focal point for
general medical care. There has also been a shift in the way the
patient is portrayed in the research. In more jecent studies it has
been recognised that the lay perspectives on health, illness, and

help-seeking behaviour may be different from the providers' perspec-
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tives. Thus, if the study aims to try to explain the basis of pa-
tient help-seeking behaviour, then these explanations must be couched
in lay definitions rather than providers' or medical definitions.

The major weaknesses in the research so far are two fold: first,
given the various shifts in perspective described in the above, there
is still not a coherent theory of patient demand which places patients'
views about utilisation of A and E departments within the patients'
routine pattern of help-seeking behaviour., As yet the attempts to
do this have floundered on the assumptions that researchers have con-
structed themselves about what is or should be happening. As a result,
researchers' definitions of how laymen should behave are replacing
providers' definitions. Second, research evidence has shown that not
only are patients' perceptions of the appropriate medical setting for
treatment and their expectations about their GP's propensity to treat
certain conditions or availability crucial factors in choice of medi-
cal care setting, but that, also, the context in which the decision
is made and who makes the decision to seek medical care may play an
important part in influencing the choice of medical care setting. The
recognition that decision-meking in illness is an interpersonal acti-
vity suggests a movement away from the images of the patient as a
mechanistic figure with fixed views which are mirror images of the
value system to a perspective which sees social activity as a pro-
cess which is changing and the patient active and reflective and
formulating orientations in the light of his experience. The majority
of studies, although emphasising the importance of viewing the patient
in their social context, have failed to recognise that (i) the social

context is interpersonal so decisions about illness or help-seeking
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behaviour are sometimes a result of social interaction between a
number of actors, and (ii) that the social contexts in which de-
cisions are made may actually vary. While some studies have iden-
tified the site of the decision to seek medical care as a signifi-
cent influence on choice of.medical care, what these variety of
settings represent in terms of who is involved in the decision-
making, what influences the decision, and whether the basis of the
decision is different from those occurring in other settings,
appears to have been neglected.

Therefore the major purpose in the following study is to

attempt to examine the relationship between the various social

contexts in which decisions are made and patients or patients' fami-

lies' views about use of alternative sources of medical care.
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Table 2.1

Results of multi-discriminate analysis (Newcastle study)

Epidemiological Non-epidemiological
Best
prelictors Distance - to G.P.s surgery Site of Decision - decisions taken
at the site of accident are more
Distance - to the hospital likely to lead to hospital
Age - older patients tend to Advice - patients who make their
seek general practitioner care own decision or receive advice from
family go to G.P. Patient's
Diagnosis - Fractures/ preference for care when confronted
wounds are more likely to with hypothetical problem of a
opt for hospital care 'small cut needing stitiches'
Partnerhsip size - patients Whether patient expects 'small cut'
with single-handed to be stitched by doctor or & nurse
practitioners tend to present at hospital
to the A.E.D.
Whether patient expects his G.P.
to cope with a sprained ankle
himself or sent it to hospital
Significant External cause of injury Site of the accident

assoc. but no
sig. imprv.
to prediction
of choice

Sex

Marital status

Attendance at an A. and E.

within past year

No
demonstrable
effect on
patient's
decision

Social Class

Admission as .a hospital
inpatient in past year

Attendance as a hospital
outpatient in past year

No. of G.P. consultations
within past year

Duration of registration
with his G.P.

Whether his G.P. uses an
aEEt. szstem

Whether his G.P. uses
deputising services

Time of the accident

Day of the accident

G.P's estimate of the frequency
with which he straps sprains




8]~

CHAPTER

Sociological Approaches to the Study

of Illness and Help-Seeking Behaviour

In the light of evidence presented in the previous chapter,
the aim of this chapter is to examine the various approaches to
illness behaviour and utilisation of the health services which
have been developed and to assess their value for a study focuss-
ing on how and why patients attend an A and E department. One of
the more obvious conclusions from the review in the previous chap-
ter was that much of the research was fragmented and lacked theo-
retical and conceptual coherence. Similar criticisms can be made
about much of the vast amount of literature which has been written
on the subjects of illness behaviour and utilisation of the health
services over the last twenty years(l). However, recent research
has developed a more coherent framework for understanding patient
action. While this recent research does not specifically concentrate
on the stage of decision making involving choice of medical care

system, it does provide a sounder framework for understanding both

illness behaviour and help-seeking behaviour.
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3.1 The Emergence of the Study of Illness Behaviour

Traditionally, it was assumed that if the provision of medi-
cal care was made free to all, all those in need of medical care
would visit their doctor or other relevant medical services. No
one questioned whether an individual would be able to know whether
he needed medical attention or not. The process of becoming ill
was thought to be a clear cut situation. The majority of people
were expected to perceive that they were obviously and normally
healthy; a minority were assumed to be equally aware that they were
ill because they could perceive their symptoms and appreciate their
significance,

1t was assumed that once the economic barrier had been over-
come with the setting up of the National Health Service differential
unequal accessibility to and use of the health service would be
eradicated. However, results from morbidity surveys carried out
since the end of the second world war suggested that such an assump-
tion was misguided. Those people who seek medical care only repre-—
sent the tip of the iceberg and a large proportion of morbidity in
any community will never reach the medical care services.

During the 1950s, morbidity surveys began to show that not only
was there a considerable amount of ill health not reaching the offi-
cial medical services, but there were marked differences in consul-
tation rates according to socio-economic status and other socio-
demographic features. There was an increasing realisation that there
were a number of non-medical factors influencing patient perception
of symptoms and decisions to seek medical care.

One result of these findings was that research workers began
to examine the problem of"underutilisation". Such questions as why

do people with symptoms of cancer delay seeking medical care were
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typical of the questions being asked. More recently concern has
been expressed about delay in seeking medical attention for heart
disease and venereal disease. Attention has also been turned to
prevention md to the maintenance of health, and questions are be-
ginning to be asked about why people smoke or drink excessively,
why they don't take exercise or eat "proper"foods. Concern has
also been expressed about the low level of continuing compliance
with screening programmes such as those for the early detection
of breast cancer, As a result of this attention researchers began
to examine in more and more detail how the public evaluates and
responds to health and ill health., As regards ill health there
developed the study of illness behaviour which has been defined
in many ways but is most conventionally defined as "the way in
which symptoms are perceived, evaluated and acted upon by a person
who recognises some pain, discomfort or other signs of organic mal-
function".(2)

As the research in the area of illness behaviour evolved
a wide variety of concepts were developed. More significantly,
there was a clearly identifiable shift in the approach. This shift
typically illustrated what usually occurred when a topic which had
traditionally been the concern of the medical profession had been
taken over by medical sociologists. It involved a change of opinion
away from the interests and the orientation of those involved in so-

ciology as applied to medicine to those involved in the sociology of

medicine.
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3.2 Changing Perspectives in Illness Behaviour

This change has occurred at a number of inter-related levels.
First, there has been a change in focus from the iemphasis on the
need to explain or account for the problems surrounding utilisation
of service to an emphasis on the question "What is illness?". Help-
seeking behaviour is viewed as one response to the problematic ex-
perience of illness. Second, and this is clearly stated by West:

"Very generally, this (shift) has involved due formula-
tion of the problem from one in which the task was viewed
45 the identification of social and psychological variables
that impeded the (irrational) proto-patient from doing what
he ought to do - consult the doctor, to another in which
much greater attention is directed to the person as a con-
scious, reflective actor engaged in the process of making
sense of various kinds of body changes within the frame-
work of his own 'lay' knowledge." (3)

The change in approach is not just a response to changing
fashions in main-line sociological theory, but is derived from em-
pirical research., As the quotation from Johnson (4)illustrated in
Chapter One, patients do have a lot more control over illness and
help-seeking behaviour than is generally believed and they do have
'good'! and rational reasons for their help-seeking behaviour. Per-
haps a good example of this is found in the study of patient com-
pliance. At the broadest level, the issue that this study is con-
cerned with is why patients don't comply with the organisational
solutions offered by the providers. One of these solutions is to
go to their GP for all their complaints where possible, and only
in extenuating circumstances to use the A and E department., How-

has mawnly beewn concerned\
ever, studies of patients compl?anqayith medical instructions to
take medicines and drugs. The two issues are comparable in thet

there is a moral prescription implicit in the approach that patients

should adhere to professionals' wishes or plans. In the case of use
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of medicines and drugs, the non-compliers have been viewed in
various ways, although the common theme portrays the non-complier
as deviant and having deviant attributes. Stimson(s), in a re-
view of patient non-compliance in the taking of drugs or medi-
cines, found an inconclusive and contradictory pattern, and con-
cluded that it was not possible to identify an uncooperative type;
almost anyone can default at one time or another. Siimson shows
how the perspective underlying default research generates a search
for the cause which must, in a sense, inevitably be seen as residing
in the patient. As West puts it:
"The dual notions of the doctor as an expert legiti-

mated to make rational pronouncements and the patient as

passive and obedient are simply taken for granted, ensuring

that attention is not directed either to the patient's view

of the situation nor the nature of the doctor-patient inter-

action. Inverting the paradigm, non-compliance can be seen

either as resulting from some aspect or aspects of the medi-

cal encounter, the doctor's performance for example, or from

a rational decision made by the patient in the context of

knowledge about illness and its treatment. In effect,there

may be many 'good' reasons why patients choose not to follow

the doctor's orders." (6)

This is a clear example of the change in perspective which has
occurred in many areas of medical sociology. Perhaps the better ex-
ponents of this approach in the study of illness and illness behaviour
are Dingwa11(7) and Fabrega(s). Before their frameworks are described
and related to the proposed study, some criticisms of the previous
work which are taken from Dingwall(9)will be outlined. This is
useful because these criticisms can be directly applied to the work
that has already been reviewed on the use of A and E services.

Dingwall has organised the research on illness behaviour into

what has been termed the individualistic approach and what has been

termed the collective approach., The former approach attempts to aceount
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for observed behaviour by reference to the personal characteristics
of individuals. These may be derived from some form of psychometric
assessment, For example, Kosa and Roberston's(lo)which emphasises
the significance of "anxiety" as a factor in producing variations
in illness behaviour., Other examples of this approach can be found
in the area of health behaviour. One model which has been proposed
to explain variations in patient compliance is the health belief
model(ll).This model is made up of a number of different dimensions,
such as an individual's perceived readiness or propensity to act,
perceived susceptibility and perceived seriousness. This approach
can be described as the "ballistic" approach, since the image of
the proto-patient is one of a missile ready to be launched towards
the health services., The factors which have been identified as impor-
tant in influencing whether the proto-patient is actually launched
are age, sex, social class, and what are called enagbling factors.
More recently, this health belief model, with its essentially psy-
chologistic approach has begun to take on board sociological factors
such as the concept of social support. However, as Dingwall points
out, why and where all these factors were derived is never explained.

Examples in the field of utilisation of emergency services are
found in Perkoff and Anderson's work(12)on the relationship between
demographic characteristics, patient's complaint, and use of the
emergency room. The collective approach, on the other hand, places
individuals at the nexus of a balance of social forces and accounts
for their behaviour in terms of the forces that impinge. An example
of this work is Suchmann's(IB)study of the underutilisation of medi-
cal facilities by the poor and ethnic minority groups. In this par-
ticular study, underutilisation is explained in terms of the deviant

or deficit beliefs of this group due to the social disorganisation
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as opposed to the fit, between the values of the medical profession
and the mainstream values of middle class American society. A more
recent example of the type of approach(14)is found in a study of
health behaviour which suggested that patterns of health behaviour
were associated with types of family structure. Factors identified
as important were the nature of the marital relationship, the struc -
ture of social networks, and parental child rearing policies. An
example of this type of approach in the area of utilisation of A and
E services is found in Wingerts' et al (15)work on the relationship
between types of family organisation and the use of peediatric emer-
gency services.

Dingwall has outlined a number of substantive criticisms of
both of these models(16), but only the more general theoretical
issues which are common to both models will be described. Dingwall
argues that the major weaknesses in these studies from a sociologi-
cal point of view are firstly that their dependence on the methodo- ‘
logical procedures of the natural sciences means that it is assumed
that natural scientific phenomena are the same as social phenomena.
Dingwall argues that this is not the case, and, whereas social phe-
nomena merely behave, human beings act and they have intentional
action and language. Dingwall emphasises the need for sociological
work to examine individual's action and the meaning of that action
and not to assume that actors are empty organisms responding passive-
ly to the demands of the social system. Thus, while it may be useful
to relate social class or family size to utilisation behaviour, the
important question to ask is why such a relationship is found. Second-

ly, Dingwall argues that this dependence on natural scientific methods
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in social enquiry also reflects a specific orientation towards know-
ledge. This approach claims that its theories and explanations and
bodies of knowledge have a unique access to truth. This is an abso-
lutist version of knowledge in contrast to a pluralist approach in
which all accounts of the world are of equal status. Therefore,
medical theories and lay theories are, from a sociological point._
of view, of equal interest and status. Magic, religion, politics,
science, sociology, can all be seen as folk systems for understanding
the world. They can all be taken equally and seriously.

Dingwall argues that previous studies of illness behaviour,
through their reliance on natural scientific methods, have failed to
develop a truly sociological theory of illness. Thev have concen-
trated on behaviour without attempting to understand the meaning of
that behaviour and thus failed to develop a sociological theory of
action. Implicit in this dependence is an acceptance of an absolu-
tist version of knowledge and this acceptance has meant that many of
these studies have hased their assumptions about lay and patient
behaviour on a version of the social world which has been derived
from official medical practitioners and have treated this definition
itself as unproblematic. Thus lay theories of illness are treated
as in some way inferior to biological and medical explanations. Ding-
wall argues that since clinicians' accounts have no known relation-
ships to the experience of sick people they cannot advance the under-
standing of illness as social conduct. For Dingwall, a biology of
illness is complementary to a sociology of illness and in no way a
substitute for it. Each has an autonomous realm of problems and once

this is accepted a more pluralist approach to social life can be de-

veloped.
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Before Dingwall's and Fabrega's models are described, a number
of comments on Dingwall's criticisms will be made. Firstly, it is
evident from the previous review of the literature on emergency
service utilisation that more recent research in this area began
to recognise the need to view the patient or proto-patient as a
social actor with the ability to make judgements and decisions in
a critical, rational, and reflective manner. Thus Dingwall's point
about the need to examine the meaning of individuals' actions has
been taken in some respects. However the methodologies used may
indicate a not too clear framework in which the patient's action
can be understood.

This is illustrated by the weakness that Locker has identified
in Mechanic's approach to illness behaviour., ILocker argues that
while Mechanic's concept of illness behaviour does challenge the
deterministic approach of others by recognising the differential
responses of individuals to those phenomena, in fact, his idea of
illness behaviour as a social process is nothing more than the inter-
action of factors or variables in a unidirectional pathway of cause
and effect., As he says in Mechanic's theory, "man is reduced to a
medium through which variables operate to produce behaviour". In
much of the research on utilisation of A and E services, while re-
searchers have become sympathetic to the approach focusing on the
"intentions" or "motives" of laymens' action in their empirical
research, the image of man that has been adopted is similar to the
one that Locker criticises Mechanic for adopting.

The second point that Dingwall makes about taking the culture
or body of knowledge to which laymen adhere in their decision-making

about illness or injury as being distinctly different from the frame-
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work of knowledge in which medical practitioners' work, has not
been recognised in the previous research. Certainly much emphasis
is placed on examining the "problem" of what influences choice of
medical care treatment, which is a problem defined by those in-
volved in the medical world. Not surprisingly,therefore, it has
been taken for granted by some authors that this organisational
issue is also an issue for the patient and that in trying to ex-
plain patients' choice of treatment the notion of injury and ill-

ness has been taken for granted as unproblematic.

3,3 Sociological Models of Illness Behaviour

This shift in the approach taken by sociologists towards
illness and illness behaviour began, in some respects, in the work
of Freidson., For example, he stated that "what a layman picks out
as a symptom of illness is contingent on what his routine capaci-
ties and experiences are in the light of his ordinary activities".(ls)
Thus, a symptom for any individual will be perceived as serious
according to his standard of normality which is established by every-
day experience. Previous work on how layment define illness supported
this point and the assumption that the lay definitions of ill health
might be similar to medical definitions began to be gquestioned.How-
ever, Freidson's approach tended to suffer from the problem of em-
bodying conflicting conceptual approaches., For example,Calnan and
West(19)show that in his earlier work Freidson argues that patients
or laymen are critically evaluating medical knowledge and doctor's
performance, Patients do not passively respond to medical defini-
tions but tend to evaluate them using their own assumptions and cri-
teria., In Freidson's later work, not only was professional domina~-

tion so overriding that laymen lost their critical ability but also
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their interpretative power. This is illustrated in Friedson's notion

of the lay referral system. Calnan and West state:
"...although Friedson - develops the analysis of lay referral
systems he does so in a manner which suggests that such struc-
tures tend to complement rather than conflict with medical org-
anisation, constraining the sick person in the direction of pro-
fessional help. Thus, while structural and cultural factors may
mitigate against the utilisation of professional services, pro-
fessional dominance is such that extensive referral networks lo-
cated in the community, like the school, both initiate 'medical"
definitions and push people along pathways, or careers to even-
tual patient roles. It is this rather mechanical conception of
societal reaction and its consequences that now marks the con-
cept of lay referral". (20)

In more recent theoretical models of illness behaviour or illness
action, notably those by Robinson(ZI), Fabrega(22), and Dinzwa11(23),
the TYesearch question has been changed from "Why do people not use
the official health services?" to "What is illness?", "How do people
come to feel ill and what do they do about it?", Now in each of
these three approaches there appears to be a tacit acceptance that
man's ability to evaluate, interpret, and define the meaning of his
world and the world of others will be influential in the course of
action that he follows. While these writers are not talking about
"causal" influences on action, thev do explain illness action in terms
of the antecedents of the action. As Locker puts it(24>, "respon-
dents statements are taken to be descriptions of the actor's point
of view within which measures the precursors of action, can be loca-
ted".

Robinson(zs)studied the illness behaviour of twenty four fami-
lies in South Wales. BEach family consisted of husband, wife, and at
least two children of whom one, at least, was under five years old.

Each family was seen several times to gather details of medical

histories, family details and attitudes towards illnesses and doctors.
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In addition, each mother/wife after a trial week, filled out a
health diary for a four week period. Robinson was concerned with
why a person does or does not assume the sick role and the person-
al and social factors that influence access to the status of being
sick. His study overcame the methodological criticisms of previous
research in that he did not deal with a captive audience of peovle
who have already made crucial decisions about health and illness.
His was a prospective study investigating the decisions that were
made at the time they were made and in the context that they were
made.

In this review, Robinson's study will not be described in
depth; however there are a number of points which are relevant to
this study. Robinson tries to analyse individual's illness de-
cision in terms of a rationality which involves an assumption that
individuals wish to maximise their gains and minimise their costs
as they define them. According to Robhinson, the symptomatic per-
son is faced with two important decisions. Firstly, what are the
costs which result from the symptomatic person not receiving treat-
ment., Secondly, what are the costs of going sick. These decisions
also apply to significant others in the illness situation. The
behaviour or course of action which is eventually taken is a func-
tion of the overall sum of the gains and costs of treatment. How-
ever, this model is based on the classic theory of rational man
where man has full knowledge of choices available to him and full
knowledge of probabilities of the outcome of the alternative choices
of action available. In illness situations this full knowledge of
consequences of action or non-action can rarely be made. Because
of this degree of doubt in illness situations, Robinson suggests

that in some cases the decision to contact the doctor for the doc-

tor's assurance that something is wrong may "clear the air" for the
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family of the sick person.
The family, in these cases, is under great pressure to do
somethine, Robinson cites an example of a family with three chil-

dren under five years old:

"An analysis of one section of the J family's health
diary reveals a definite build-up of tension about
children's ailments of one sort or another over a
period of several days. The climax comes when the
doctor suggests that one child should have an X-ray
and see a specialist. After this, no symptoms are
reported for nine days ... On every visit I made to
see Mrs., J., she would tell me how some member of the
family was just getting over some ailment or other
while another was "sickening for somethine", (26)

"The worryine part for the Js was definitely their
uncertainty about whether a symptom was a sign of
something more important; whether a symptom was ser-
ious enough to consult about, or whether the doctor
understood what the real trouble was." (27)

Thus, it appears that from this evidence for everyday health
matters, the decision that something is wrong is not a clear cut
one. However Robinson also makes the point that neither were there
many long drawn-out series of assessments. In the majority of cases,
individuals did not think out and weigh up alternative strategies to

obtain a series of defined goals. Normally individuals knew what to

do and did it. Robinson, however, still argues that this seemingly

unconsidered behaviour is rational.

"The decision is made by reference to the past or from
the example of others, at the suggestion of her mother,
from remembrance of her own treatment in a similar case,
or from her recent reading of a magazine article on a

relevant subject." (28)

Robinson points out that it is with reference to this kind of

body of knowledge which has been acquired and built up, that the
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majority of illness decisions are made. It appears, therefore,
that the breadth of opportunity for decision-making will vary
with the familiarity and severity of the illness situation. For
example, in a situation were a person is unconscious or has a
bleeding traumatic wound, formal decision-making for the patient
is limited. However, in a trivial case where a patient develops
a rash, the patient is afforded a great deal of opportunity for
decision-making. In some cases where trivial symptoms are fami-
liar, the decision will become routinised.

The type of study Robinson carried out, although a rarity
in the field of illness behaviour, is important for a number of
reasons. Firstly, it deals with illness behaviour in the context
in which it occurs and therefore where it retains its true meaning.
Secondly, it is concerned with the everyday health matters that
occur in families,<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>