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1. Introduction

With ever-rising demand across the emergency/unscheduled care sector, services are under increasing pressure to meet performance targets related to response and waiting times. There are a range of services offering emergency and unscheduled care to the public, without medical referral. The principal providers are: Accident and Emergency Departments; other hospital based services such as Minor Injuries Units or Local Accident Centres; the emergency ambulance service; GPs and GP out of hours services; community pharmacists; and NHS Direct. Many patients call and attend services that they do not clinically need (Department of Health 2005, Snooks et al 2002), although there is considerable disagreement between clinicians, managers and researchers about the definition of appropriate contacts (Shipman and Dale 1999), and there is no agreed gold standard, or method to measure the appropriateness of contacts made (Khan et al 1998, Hicks 1994). Unplanned contacts that are made to health care providers unnecessarily have consequences for the patient, other patients and the wider NHS: the patient him or herself is put to unnecessary inconvenience, making a journey that could have been avoided, incurring costs and wasting time; other patients, perhaps in more urgent need of care may have to wait longer to be seen; and NHS resources are not used to best effect. Little is known about why individual service users choose to access one part of the unscheduled care system or another (Edwards and Egbunike 2006).
The Welsh Assembly Government is in the process of developing a Delivering Emergency Care Strategy (DECS) (WAG 2006) in order to shape the future of emergency and unscheduled care in Wales to provide an integrated, efficient system which is as clinically safe as possible. DECS is in turn a key element of the Designed for Life Strategy. 
In order to inform DECS, the Welsh Assembly Government has commissioned research to examine the factors which influence how and why patients and the public contact different services for urgent and unscheduled care. The proposed project fits in with the current investment in TRUST, the thematic research network for emergency and unscheduled treatment, which aims to increase the evidence base for investment and initiatives in this area.
The study will draw on the theoretical model of Leventhal and colleagues (Leventhal et al 1984, Leventhal et al 1992) on illness representations and how patients cope with health threats. This model represents the ways in which individuals respond to health risks or threats and act to reduce those threats in a way which is consistent with their perceptions of them.
2. Context for the research project
For the purposes of this research project, ‘unscheduled care’ is defined as 

‘any event that is unplanned or unscheduled, where an individual is 
seeking attention from a health care profession’.

‘Emergency care’ is a sub-group of ‘unscheduled care’. Unscheduled care may or may not involve the administration of treatment, and may or may not result in referral to another service provider. In all cases, contact is made directly with a care provider by the patient or a relative or friend acting on their behalf. Unscheduled care does not include any secondary care, or care provided through a referral.
Previous research has given some indication of the complexity of people’s experiences of unscheduled care, for example:

· a study in Neath Port Talbot found that over half of patients do not have their problem resolved at the first point of contact, and will make two or more contacts seeking unscheduled care for the same problem (ORS/WIHSC 2006)
· patients may make complex trade-offs between a range of factors, for example, being willing to accept increased waiting time if they can be seen by a doctor, rather than have contact with some other health professional (Gerard et al 2004)
More specifically, previous work in this field has suggested that the following factors may influence people’s decisions about whether to access unscheduled care and, if so, which source of help to access:
· Their level of awareness of what services are available, what their role is, and how to contact them (ORS/WIHSC 2006, O’Cathain et al 2007)

· The nature and perceived severity of the problem (Rajpar et al 2000, ORS/WIHSC 2006)

· The age of the patient (ORS/WIHSC 2006)
· Whether people are primarily seeking advice/information or treatment (ORS/WIHSC 2006)

· Whether person making contact is doing so on their own behalf or on behalf of a child/other relative (ORS/WIHSC 2006)
· The time of day/night
· People’s own previous experience of contact with unscheduled care services (ORS/WIHSC 2006, Rajpar et al 2000)
· Hearsay/anecdotes from other users of unscheduled care services (ORS/WIHSC 2006)

· Beliefs about/perceptions of waiting times (Rajpar et al 2000, Morgan et al 2000, Shipman et al 2001)

· Accessibility of services (location/transport availability/caring responsibilities which limit the scope for travel) (Shipman et al 2001, ORS/WIHSC 2006)

· Beliefs about entitlement and appropriateness (O’Cathain et al 2007).

3. Project aim and objectives
The overall aim of the study is to provide an understanding of the factors which influence members of the public when they make emergency or unscheduled contact with health care services. 
The study’s objectives are to:

1. Describe patterns of health care seeking behaviour across the emergency and unscheduled health care system (who has been where, for what in the past 3 months)

2. Describe the patterns shown by the following subgroups of the population

· Older people (>50, >65, >75)

· Children

· Men/women

· People who live in urban/rural locations

· People from minority ethnic groups

· People who live in socio-economically deprived areas with the area

3. Gain an understanding of the factors that influenced the choice of contact made (across the population, and by the different subgroups as above)

4. Synthesise findings to provide information to WAG which will feed in to the planning of services and policy to optimise the fit between service configuration and patient priorities

4.
Project methods

4.1
General population survey
The research team will prepare a questionnaire based, with adaptations, on one previously used successfully in a study of contact with NHS Direct carried out at Sheffield University (Munro et al 2003). The structured questionnaire will cover:
· Whether the respondent (or any member of the household) has made any unplanned health contact during the last three months

· Data will be collected for the most recent contact on:


- the nature of the problem


- the time of day and day of week


- the location of the patient’s home


- whether the contact was made by the patient or someone else acting 
on their behalf


- reason for choice of first contact

- whether the patient was referred on to another source of help


- whether the respondent would make the same choice of first contact 
if the same circumstances were to reoccur. 

· Demographics, including information on car and telephone ownership/availability
· Whether the respondent is registered with a GP

· The respondent’s level of awareness of a range of emergency/unscheduled health care options

· A consent form for further follow-up

The questionnaire will have a tick-box format, listing factors which have been identified from the literature as influencing health-seeking behaviour. Limited space will be available on the form for free text answers that do not fit neatly into the predefined categories. The questionnaire will be produced bilingually, in English and Welsh.

The sample will be drawn from the electoral register. It will be stratified to ensure that there is representation from across Wales, and of people living in urban and rural areas, and in relatively affluent and relatively deprived areas. 

Based on an anticipated response rate of 40%, a sample size of 4000 households will be identified in order to receive 1600 completed questionnaires. With an expected rate of 16% of respondents having made unplanned contacts (based on data from the Sheffield study), this will allow us to measure the proportion of the population citing particular factors as influencing contacts to within + or – 2% at the 95% confidence level.
Respondents selected to be in the sample will receive a posted questionnaire, with a covering letter from the research team, and a pre-paid envelope for them to return the form. One reminder letter will be sent after 10 days, and a further questionnaire and letter after another 10 days.

Descriptive statistics will be used to present the data concerning numbers and patterns of health contacts reported, stated reasons for choices of contacts and stated likely future actions, and factors which may be associated with type of contact made. Chi square and ‘t’ test will be used, as appropriate, to make comparison between the following groups: 

· Patients of various age groups: children, 18-50, >50, >65, >75

· Men/women

· People who live in urban/rural locations

· People from minority ethnic groups/white people
· People who live in socio-economically deprived areas/people living in non-deprived areas

4.2
In-depth telephone interviews 
In-depth telephone interviews will take place with a sample of 40 people who took part in the questionnaire survey and consented to follow-up interview. The sample will be stratified, to ensure that there is a good demographic mix, representation from across Wales, and contact with people with a range of experiences of contacting unscheduled care services.
Interviews will be semi-structured, with an interview schedule developed in the light of emerging findings from the quantitative study. Interviews will aim to explore in more depth the factors which influenced previous contacts, beliefs about and attitudes to unscheduled care, and intentions for using unscheduled care, if required, in the future.
Interviews will be conducted in English. Notes will be taken using a pro forma, and interviews will be tape recorded (with consent) for back-up. Data will be analysed thematically, with the aid of the N6 software package, using the study objectives as a starting point, with the flexibility to allow themes to emerge from the data as the analysis develops.
4.3
Focus groups

Four focus groups will take place with members of the public who may or may not have had contact with unscheduled care services within the last three months. With advice from Involving People (the CRC Cymru support network on public and patient involvement), the research team will set up four focus groups broadly representing four types of patient groups: older people, young parents, people in full-time work, and people from black or minority ethnic groups. Each focus group will consist of 8-10 people and will take approximately one to one and a half hours, and will be tape-recorded.

The focus groups will be used to explore participants’ awareness of the various options for unscheduled care, and their beliefs about appropriateness of care in various situations. Participants will be presented with six imaginary vignettes, presented in the third person (i.e. ‘Jane has a three year old son with a high temperature..’, rather than ‘Imagine that you have  three year old son…’) in order to stimulate discussion. 

Transcripts of the focus groups will be analysed thematically.

4.4 Routine data
Routine data will be collected from across Wales concerning volume and patterns of attendance at A & E, Minor Injuries Units or Local Accident Centres, GP out of hours service, emergency ambulance service and NHS Direct for the three month period covered by the questionnaire survey. This data will be compared with the questionnaire findings, to assess whether those findings can be interpreted with confidence.  
5.
Ethical considerations
Initial enquiries suggest that ethical approval will not be required, since participants will be not be contacted via the NHS, no patient records will be examined, and data collection will consist only of questionnaires and qualitative methods. This will be clarified/confirmed as soon as possible. In any event, letters will be sent to all Trusts and LHBs across Wales to inform them of the study. 
6.
Project outputs

· Draft project summary and presentation to DECS project board in November 2007
· Final project report, including discussion points to guide policy developments, to be produced in April 2008. This report will be formatted in the 1-3-25 style recommended by the Cabinet Office: a one-page summary in plain English, a three-page briefing, and longer full report. 

· Opportunities for wider dissemination of findings through academic publication will be sought. 
7.
Project team

Project management, fieldwork, and analysis and write-up will be carried out by:

Dr Alison Porter, AWARD Mid and West Wales (principal investigator)
Angela Evans, AWARD Mid and West Wales

A Project Group will be formed to guide and oversee the project.
8.
Project timetable

	June 2007
	· Form Project Group and hold first telephone conference
· Agree protocol
· Check ethics requirements

	July 2007
	· Prepare and pilot questionnaire
· Write to all LHBs and Trusts informing them of the study

· Obtain sample of names and addresses for mail-out of questionnaire

	August 2007
	· Prepare focus group topic guide and scenarios

· Mail-out questionnaires

	September 2007
	· First reminder letter 

· Second reminder letter
· Begin collation/analysis of questionnaire results 

	October 2007
	· Complete collation/analysis of questionnaire results
· Select and contact people to take part in follow-up interviews 
· Set up focus groups
· Prepare interview schedule for follow-up interviews

· Project Group telephone conference

	November 2007
	· Carry out focus groups
· Transcribe focus group recordings

· Begin carrying out follow-up interviews 

· Produce draft project summary for circulation to DECS project board

· Presentation to DECS project board on progress and findings so far

	December 2007
	· Complete carrying out follow-up interviews
· Begin analysis of focus groups 

· Begin analysis of follow-up interviews

	January 2008
	· Complete analysis of focus groups
· Complete analysis of follow-up interviews

	February 2008
	· Collect and analyse routine data
· Write-up of final report

	March 2008
	· Write-up of final report
· Circulate draft to Project Group

· Project Group telephone conference

	April 2008
	· Presentation of final project report, including discussion points to guide policy developments
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