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ABSTRACT
A descriptive study was conducted to ascertain
reasons people give for seeking health care in the emergency
room.

The sample for this study consisted of 25 persons

(men and women) using the emergency room of a 350 bed
private hospital in an urban area.
The instrument used was a researcher-developed
questionnaire designed to elicit demographic data and the
reasons people gave for entering the health care system for
medical treatment via the emergency room.
Pearson Correlation Coefficient was used to deter
mine the interrelationships between the number of hours that
elapsed between onset of presenting symptoms and the
following variables:

types of symptoms, types of self-care,

amount of pain, whether the condition was considered
dangerous, whether the condition interfered with daily
activity, and previous experience with the illness.

The

results indicated a correlation significant at the .01
level.

When the variables were considered individually only

two variables were statistically significant at the .05
level.

Persons who had previously experienced their

symptoms came into the health care system earlier than those
who had never experienced their symptoms.
viii

Persons who used

ix

home remedies to relieve their symptoms came into the health
care system later than those who did not use home remedies.

CHAPTER 1

INTRODUCTION
As a staff nurse this researcher was required to
spend some time in and around the emergency room.

Seeing

non-trauma patients waiting hours, in obvious discomfort,
in crowded triage areas was disconcerting.

The researcher

began to wonder why the patients came and how long they
waited for care.

They must have thought that they needed

care immediately or they would not have come to the
emergency room.

Possibly the patient's definition of

illness could provide some explanation of where and why
persons came into the health care system.
Stoeckle (1963) noted that while there is a keen
awareness of the importance of patient's perceptions and
definitions of illness requiring medical attention, there
is little empirical research in this area.

Even less is

known about the particular factors which determine when a
patient decides to seek medical care and where he enters the
medical care system.
symptoms differently.

Each individual can perceive the same
This will directly affect the be

havior of the patient involved.

According to Wu (1973) the

difficulty with symptoms is that they are perceived by the
person experiencing them; the nonparticipant observer,
1
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e.g., medical staff, cannot physically experience the
client's symptoms.

This situation can lead to some dis

parity between the patient and the medical staff concerning
the definition of the symptoms and illness.
Wu (1973:150) states that the most important factor
that brings people voluntarily into the medical system is
the nature of their symptom, " . . .
persistence of the discomfort."

intensity, quality, and

Unless the medical staff

can understand exactly what these symptoms are and how they
affect the individual's life, they will not be able to offer
treatment and care that will be acceptable and beneficial to
the patient.

Mechanic (1968:22) clarifies this point when

he states,
Doctors and patients may come together holding
somewhat different conceptions of illness. The
doctor's views are largely molded by his profes- .
sional training and clinical experience. The
patient's views are influenced by the need to cope
with a particular problem and his cultural and
social understanding of the nature of the problem.
Cultural and life patterns can give some data on the way by
which symptoms are perceived and expressed, and where
persons go to receive their care.

With this information

the medical profession may be able to make some realistic
predictions of why individuals seek medical care, why they
utilize some facilities and not others, and what treatment
and care will be most acceptable to them.
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Statement of the Problem
What reasons do people give for seeking care in the
emergency room for non-life threatening illnesses?
Significance of the Problem
Providers of health care have repeatedly seen
symptoms which they have regarded as serious, but which the
laymen involved have viewed as inconsequential.

This

problem accentuates the importance for the health profession
to investigate the different attitudes, values, and social
definitions applied to physical symptoms and how these
factors influence individuals to enter the health care
system.

The importance of this point is emphasized when

Mechanic (1968:24) states "Different personal and social
standards for defining illness influence what illnesses are
recognized, who seeks care and delay in treatment for
serious conditions."

When a person recognizes deviations

from personal standards of functioning or he experiences
unfavorable changes in his life situation he is alerted to a
problem.

However, a great many people do not voluntarily

enter the professional health care system as clients until
they are experiencing symptoms that become disabling.

To

change health behavior, health care providers must under
stand why people currently engage in the health practices
they do.

With this information the health professions can

begin to try to set up educational programs that might
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modify the bases for some health practices.

This study will

provide data which may be used in designing health care
facilities better equipped to meet health care needs.
In conclusion, this study will attempt to explore
the factors that contribute to an individual's perception of
illness and investigate how these factors influence the
decision making process to seek medical care.
Conceptual Framework
The basic structure for the conceptual framework in
this study is adopted from Kasl's (1966) published theo
retical framework on illness behavior.

The theories of King

(1962), Mechanic (1962), and Suchman (1965) are used to add
dimension and depth to this model.
According to King (1962:32):
Man's basis for action in health and disease is
composite of many things but one crucial variable
is the way he sees or perceives the situation of
disease and all the social ramifications that
accompany it.
Because man is in continual contact with his environment he
must select and interpret those stimuli that are meaningful
to him and act on them as he deems appropriate.

When an

individual interprets a bodily or mental stimulus as being
an aberrance to his health status the individual may
initiate his own illness behavior (King, 1962).

Illness

behavior, as defined by Mechanic (1962:189) "refers to the
ways given symptoms may be differentially perceived.
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evaluated, and acted or not acted upon by different kinds of
people."

Illness behavior will in fact determine whether

treatment and diagnosis will begin.
Kasl (1966:249) states that
. . . the likelihood that an individual will engage
in a particular kind of illness behavior is the
function of two variables:
I.
II.

The perceived amount of threat.
The attractiveness or value of the be
havior.

These two variables are directly influenced by
other variables:
I.

II.

The perceived amount of threat:
a. the importance of health matters to the
individual;
b. the perceived susceptibility to the
disease in question;
c. the perceived seriousness of the con
sequences of the disease.
The attractiveness or value of the be
havior:
a. the perceived probability that action
will lead to desired results;
b. the unpleasantness or cost of taking
action compared with taking no action
and suffering the consequences.

Kasl elaborates on these variables by suggesting that
variable I, the perceived amount of threat, is directly
influenced by three other variables.
"a.
b.

These variables are:

the importance of health matters to the individual;
the perceived susceptibility to the disease in question;

and c.

the perceived seriousness of the consequences of

the disease"(Kasl, 1966:249).
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The importance of health matters (variable a) and
an individual1s patterns of dealing with illness are usually
acquired in childhood through parental training and the
cultural socialization process.

This training will usually

determine when and how a person seeks help, immediate or
otherwise, for an identified aberrance in his health status
(Mechanic, 1962:191).

Therefore Kasl's (1966) variable a,

the importance of health matters to the individual, could
be said to be strongly influenced by cultural background
and family training.
Mechanic's (1962:193) four dimensions, which he
divides into illness recognition and illness danger, can
be used to explain and clarify Kasl's (1966) variables b and
c.

The perceived susceptibility to the disease in question,

variable b, is dependent on the "frequency with which the
illness occurs in a specific population," as well as how
"familiar the individual is to the common symptoms of the
illness" (Mechanic, 1962:193).

The more frequently an

illness occurs in a given population the more familiar the
group members are with the symptoms of the illness.

Thus

familiarity will often dictate an individual's action in
response to his illness.
z

The perceived seriousness of the consequences of
the disease, variable c, is dependent on the "relative
predictability of the outcome of the illness and the amount
of threat and loss that is most likely to result from the
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illness . . ." (Mechanic, 1962:193).

An individual who has

experienced frequent episodes of colitis will be more able
to predict the outcome as well as the amount of threat than
an individual who is unfamiliar with this disease and
experiences it for the first time.

This experiential

knowledge will directly influence an individual's desire for
treatment and care.
Kasl (1966:249) elaborates on his variable II,
attractiveness or value of behavior, by suggesting that this
variable is directly influenced by "a.

the perceived

probability that the action will lead to desired results
and b. the unpleasantness or cost of taking action compared
with taking no action and suffering the consequences."
Suchman (1965:114) presents a hypothesis that may
help to clarify and add another dimension to variable a,
the perceived probability that action will lead to desired
results.

He states that

. . . those individuals who belong to community
groups which are highly exclusive ethnically, to
friendship groups which are highly cohesive and to
family groups which are highly oriented to tradition
and authority will be found to have a lower level of
knowledge about disease and higher skepticism of
medical care."
People who belong to the above mentioned categories are more
likely to be skeptical that entering the medical system will
lead to desired results than people with a scientific
orientation and commitment.
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Variable b, the unpleasantness or cost of taking
action compared with taking no action and suffering the
consequences, is directly related to an individual's past
experiences and present economic status.

If an individual

for whom the cost of medical care is not in itself a problem
has had a positive experience in the medical system, he is
much more likely to enter the medical system again than is
the person who has had a negative experience in the medical
system.

If an individual is unable to cover the cost of

medical care, even though he has had a positive experience
with the medical profession he may be much more willing to
delay medical care and suffer the consequences.

This will

depend on the variables of culture, social group influence,
and typical ways of life.
In summary, Kasl's (1966) theoretical framework is
composed of two variables:
1.

The perceived amount of threat.

2.

The attractiveness or value of the behavior.

These two variables are directly influenced by other
variables:
1.

The perceived amount of threat:
a.

The importance of health matters to the
individual.

b.

The perceived susceptibility to the disease in
question.
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c.

The perceived seriousness of the consequences
of the disease:

2.

The attractiveness or value of the behavior:
a.

The perceived probability that action will lead
to desired results.

b.

The unpleasantness or cost of taking action
compared with taking no action and suffering
the consequences.
Assumption

The following assumption was made:

People using

emergency room facilities believe sincerely that there is
an aberrance in their health status that requires immediate
medical care.
Delimitations
This study operates within the boundaries of the
following factors:
1.

The size of the sample was limited to 25 patients
using emergency room facilities.

2.

The sample was chosen from the emergency room of
only one hospital.

3.

The present high unemployment and economic in
stability may prevent sume usual users of the health
care system from seeking necessary medical care
because they lack the funds to pay for their care.
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For the purpose of this study the following terms
are defined:
1.

Medical care:

Treatments given by health profes

sionals under the direction of a licensed physician.
2.

Emergency room:

A facility in the hospital with

defined purpose of receiving people confronting
life-threatening health problems.
3.

Aberrance:

A deviation from the usual state of

health.
4.

Trauma patients have an injury to their person that
was caused by an extrinsic agent.

5.

Health care system:

An agency whose primary purpose

is to facilitate and maintain persons in a physical
state free from pain or disease.
6.

Non-life threatening illness:

non-trauma, and

defined by the physician as not requiring immediate
medical attention.

CHAPTER 2

REVIEW OF LITERATURE
This chapter presents a review of the literature in
the following areas:

illness behavior, culture, symptoms

and stages of illness and medical care, and emergency room
utilization.
Illness Behavior
The study by Apple (1960:220) investigates whether a
layman who decides he is ill has based his conclusion on
factors which a doctor would consider ". . . irrelevant to
his professional judgment."

To do this Apple narrowed her

study to look at three apsects of illness behavior.

She

wanted to explore whether a layman would consider impaired
health as an illness if the condition interfered percep
tively with the individual's normal activities.

Her

secondary aim was to find out if the condition was or was
not recent in onset and if this factor would influence a
layman to consider his condition as an illness.

Finally,

she wanted to determine if the layman's condition was
ambiguous (hard for a layman to diagnose) and if this
factor would influence him to consider his condition an
illness.

A secondary aim of Apple's study was to obtain
11
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some information on when the sample population (60 men and
women) found it advisable to see a doctor.
Apple (1960:223) concluded that "to middle class
Americans, to be ill meant to have an ailment of recent
origin which interferes with one's usual activities."

Even

the respondents with a high level of health care equated
illness with the interference with usual activities.

Apple

also found that if a health problem was defined as an ill
ness the majority of this study population advised seeing a
doctor.

If the health problem was ambiguous (hard to

define), or had been present for some time this study
population also advised seeing a doctor.
Bice and White's (1969) international study,
"Factors Related to the Use of Health Services," had
findings similar to Apple's study.

Bice and White (1969:

128) found that "levels of perceived morbidity were closely
related to the use of health care facilities in Chester,
England; Chittenden County, Vermont; and Smederevo,
Yugoslavia."

Morbidity in this study was defined as being

different combinations of these variables:

number of

restricted activity days and amount of discomfort from
their symptoms of ill health.

The greater the discomfort

resulting from symptoms of ill health, or a rise in the
restrictions upon one's normal activities, or a combination
of both of these factors, the higher the score of perceived
morbidity.

According to Bice and White (1969:130) the
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perceived morbidity factor was the best predictor on use of
physician's services in Chester, Chittenden County, and
Smederevo.

The factors of occupation and availability of

medical care were not good predictors when looking at
Chester, Chittenden County, and Smederevo as a whole.
However, both of these factors were fair predictors when
each area was considered and analyzed individually (Bice
and.White, 1969:130, 131).
Kirscht and Haefner (1966) introduced a different
perspective to the study of illness behavior when they
studied the health beliefs of 1493 adults.

They in

vestigated the relationship between these three components:
"Perceived negative consequences of disease, the perceived
vulnerability to disease, and beliefs concerning the bene
ficial effects of taking preventative remedial or diagnostic
actions to mitigate the treatment of disease" (p. 248).

The

health topics studied were cancer, tuberculosis, gum
disease, and tooth decay.
Under the first category, perceived seriousness and
susceptibility, Kirscht and Haefner (1966:251) found that
cancer was considered serious and likely to occur; T.B. was
also thought to be serious but not likely to occur; and
tooth decay was thought not to be serious but very likely
to occur.

However, under the third category, prevention

and early detection, five per cent of the sample population
said there was nothing one could do to prevent dental
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disease; 19 per cent of the sample population said there
was nothing one could do to prevent T.B.; and 44 per cent
thought there was nothing that one could do to prevent
cancer (p. 252).
Under the third category of early detection Kirscht
and Haefner (1966:252) felt that there were three com
ponents :
One, a belief that prompt treatment of a diagnosed
illness is more beneficial than delayed treatment.
Two, a belief that medical tests or checkups are
necessary in diagnosing the disease and three, a
belief that in one's own case such tests or
checkups can detect the disease before the
appearance of symptoms.
Under component one, 94.7 per cent of this sample
population felt that prompt treatment was the most bene
ficial in relationship to cancer, 96.8 per cent thought this
was true in relationship to T.B.

Eighty-two per cent of

this sample population felt that medical tests and checkups
were necessary to diagnose cancer and 81.5 per cent felt
these tests were necessary to diagnose T.B.

In light of

these statistics it is interesting to note that only 61.5
per cent of the sample population felt that these tests
could detect cancer before the appearance of symptoms in
their own individual cases and 62 per cent felt this to be
true in relation to T.B.

(Kirscht and Haefner, 1966:252).

Kirscht and Haefner (1966:253) drew two general
conclusions from this study.

Lower socioeconomic groups

have a greater feeling of vulnerability to disease and
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helplessness in its treatment.
reduced resources.

This may be related to

The second conclusion drawn was that

cancer was viewed by the majority of the sample population
as a severe threat with potentially serious consequences,
but only those of high economic status had a greater amount
of faith in being able to control or eliminate those con
sequences with appropriate care.
Hetherington (1969) presented another side of ill
ness behavior with his study of symptom sensitivity.
Hetherington (1969:63) divided symptom sensitivity into two
dimensions:

"The attitudinal dimension in which a person

recognizes or does not recognize an objectively existing
physical condition as a symptom of illness and the behavi
oral dimension in which he acts or does not act to relieve
the condition."

Hetherington1s method for measuring the

sensitivity of his sample population (238 subscribers to
three major health insurance plans) was to present each
person tested with a list of symptoms of various degrees of
seriousness, the most serious being first.
symptoms were:

The list of

blood in the urine, chest pain, unexplained

weight loss, persistent joint pain, frequent sore throats,
gaseousness, allergies, and insomnia.

Hetherington (1969:

74) found:
1.

Middle-aged (35-54 yrs) respondents were sig
nificantly hypersensitive with the relationship
specified for females, the formerly married and
those in high occupational categories.
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2,

Low prestige ethnic background was related to
symptom insensitivity for those who were up
wardly mobile occupationally as compared with
their fathers. • -

3.

Low income was related to symptom insensitivity
for those who were either downwardly mobile or
not mobile occupationally.
These findings help substantiate the fact that

ethnic and cultural background, occupation, and financial
status all interplay when an individual works through the
process of whether or not to initiate the process of ill
ness behavior.
Ludwig and Gibson (1969) published a study that
went one step further than Hetherington1s (1969) study of
"Symptom Sensitivity."

Ludwig and Gibson (1969) in their

study "Self-Perception of Sickness and the Seeking of
Medical Care" collected data to discover why persons who
perceived themselves to be in poor health were not seeking
medical help in order to improve their condition.

Ludwig

and Gibson (1969:129, 130) hypothesized that among a study
group who identified themselves to be in poor health but
failed to seek appropriate medical care were likely to be
"Subjects with less urgent or fewer symptoms; subjects whose
life situations make the seeking of care relatively more
difficult and subjects who tend to lack faith in the medical
care system."

They found (p. 132) that the strongest and

most consistent factors that influenced individuals to enter
the medical system was the household income or previous

17

experiences with the welfare system.

Lack of faith in the

medical care system also kept these subjects from seeking
medical care.

However, the number of symptoms, particular

symptoms, or combinations of symptoms were not found to be
related to one's decision to enter the medical system for
care.
Carey and Rogers'

(1973) study supported some of

Ludwig and Geoffrey's findings, especially concerning house
hold income.

In their study only 18.6 per cent of the

sample (1500 students at San Francisco City College) indi
cated that they would seek medical care from a private
physician if confronted with a sudden illness.

Twenty-three

per cent of this sample population stated that they would
seek medical care in a hospital clinic.

However, as Carey

and Rogers point out, this was rather unrealistic in that
many of the students did not belong to any hospital clinics
and the clinics usually required long standing appointments.
Nine per cent of the men and five per cent of the women
stated they would go to a free clinic.

Forty-six per cent

of this sample population said they would seek care in the
emergency room.

Finally, 2.8 per cent of the women and 4

per cent of the men indicated if suffering from a sudden
illness they could do nothing (Carey and Rogers, 1973:127128).

In summary, Carey and Rogers (1973:128) found that

the students, who had less than $166 monthly salary per
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family unit, were more likely to do nothing about their
illness than their richer peers.
Culture and Symptoms
Irving Zola (1966) in his study "Culture and
Symptoms— An Analysis of Patients Presenting Complaints"
hypothesized that sociocultural background may lead to
different definitions and responses to essentially the same
symptoms.

This hypothesis was prompted by the findings of a

periodic health survey that revealed that 90 per cent of an
apparently healthy sample had some physical aberration or
clinical disorder.

Zola's (1966:20) study reports on "the

existence of a selective process in what a patient brings to
a doctor (selectiveness is analyzed in terms of differences
in response to essentially similar disease entities)."

This

sample population was drawn from out-patient clinics of
Massachusetts General Hospital.

The sample population had

to be new patients between the ages of 18-50 years who could
speak English.

Data were based on the responses of 63

Italians and 81 Irish persons.

Zola found that more Irish

than Italians tended to locate their chief problem in the
eye, nose, ear, and throat.

The Irish most frequently

considered these parts to be the most important part of
their body.

On the other hand if a person with an Italian

background had a diagnosed disorder of the eye or ear he
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usually did not locate his chief complaints there nor did he
have a future concern for these body parts.
Pain, a common.accompaniment of illness was more
frequently denied by the Irish.

This was true when the

Italian and the Irish subject had the same diagnosed dis
order.

While there were no large differences in the

frequency or noticeability of a symptom the Irish tended to
describe their chief problem in terms of specific dys
function while the Italians spoke of a diffuse difficulty.
For example, the Italians presented significantly more
symptoms and these symptoms were in more body locations.
Zola (1966:628) concluded "that when a correlational
analysis was performed on all codable material, the variable
which consistently correlated most highly with illness
behavior reported in this study was ethnic group membership."
Stages of Illness and Medical Care
In Suchman1s (1965) study "Stages of Illness and
Medical Care" he decided to divide illness behavior into
five different phases.

These are the symptom experience

state, assumption of the sick role, medical care contact
stage, the dependent patient role stage, and the recovery or
rehabilitation stage.

Suchman designed his study to in

vestigate the problems and motivational factors that pre
dominate each stage.

Suchman interviewed 5,340 persons to

find 137 cases who met the criteria of three or more
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physician visits, required hospitalization for one or more
days, or five days of being incapacitated.
According to Suchman's findings, in the symptom
experience stage, pain was considered the most important
initial warning sign that something was wrong (66 per cent)
followed by fever or chills (17 per cent) and shortness of
breath 10 per cent).

The symptoms in most cases were

severe, continuous, and incapacitating.

In 46 per cent of

the sample population the symptoms created much concern.
Seventy-three per cent of the population interviewed saw
the symptoms as indicative of an illness.

In conclusion

the more severe an individual's symptoms were and the more
they interfered with his ability to perform his usual daily
activities the more likely he was to think that they sig
nified an illness and consequently he would seek medical
care.
In the second stage, the assumption of the sick
role, Suchman found that 74 per cent of his sample discussed
their symptoms with someoneeelse before seeking medical
care.

Ninety-one per cent of the respondents reported that

they did so immediately after the initial symptoms appeared.
In the majority of cases (78 per cent) the ill individuals
followed the advice and recommendations of their confidant.
In the third stage, medical care contact, Suchman
found that 65 per cent of his population did not delay in
contacting a doctor after experiencing frightening or
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alarming symptoms.

Of the population that delayed (35 per

cent) 48 per cent did so because they felt their symptoms
were not serious, 24 per cent did so because they felt they
were unable to relinquish their job obligations or social
responsibilities.

Only 8 per cent cited economic problems

as a reason for delaying treatment.

However, once the

decision was made to seek medical care this stage offered
little difficulty for the patient.
In the dependent patient role stage 56 per cent of
the sample population felt that the doctor was able to
"help them a great deal" (Suchman, 1965:123).

However, 74

per cent of the sample stated that it was difficult to
accept the order of bedrest and to turn over their everyday
responsibilities to someone else while they were ill.
Eighty-one per cent of the sample also expressed a need to
be informed about what treatment was going to entail.

The

most frequently mentioned concern was "What the symptoms'
significance were (59%), whether or not there would be
recovery (49%) and the possible after effects of the illness
(40%)" (Suchman, 1965:123).
According to Suchman (1965:128) "relinquishing the
sick role appears to be less difficult that assuming it."
During the fifth stage, recovery or rehabilit tion, many
stated they felt anxiety during this period concerning "the
loss of a job (57%), loss of wages (50%), loss of work time
(40%), and cost of treatment (30%)" (p. 126).

Suchman
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concludes from this study that "for those that are receiving
medical care, the mechanics of the current medical care
system appear to function rather smoothly" (p. 128).
Emergency Room Utilization
Weinerman (1966:1038) in his study "Yale Studies in
Ambulatory Medical Care v. Determinants of Use of Hospital
Emergency Services" hypothesized that "patients in deprived
socioeconomic circumstances who depended upon nearby
hospitals for general medical aid are the most likely to
use the emergency service for nonurgent conditions."

After

interviewing 2,028 patients during a two week period at Yale
New Haven Hospital they found that 58 per cent of the study
group was male and over half the sample was under 25 years
of age.

Also 42.6 per cent of the study population was

single or separated compared to 29.1 per cent in the New
Haven census population.

The rate of unemployment in the

adult sample population was five times as high as was found
in the general population.

However, education, the amount

of schooling completed by the head of family in the sample
population, was similar to that of the census population.
Approximately 35 per cent of the family heads had less than
eight years of schooling, 44 per cent finished high school,
and 9 per cent completed four years of college.

Also there

was no significant difference when the New Haven area
population was compared with the sample population
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concerning residence in the city above and below five years.
Sixty-six per cent of the study population had lived in New
Haven for more than ten years, 77 per cent over five years,
and 6 per cent were in residence in the city less than five
years.
From a subsample of 402 patients using the emergency
room, Weinerman (1966) found that 37 per cent of this group
had private physicians, 13 per cent normally utilized
hospital clinics for health care, and 25 per cent stated
that they used the emergency room as their usual source for
care.

From this same patient sample 20 per cent said that

they initially sought a private physician and 9.4 per cent
initially sought out a clinic or health service.

It is

interesting to note that of thd 282 patients in the study
population who had no medical help prior to entering the
emergency room, 220 came directly on their own, the rest
were referred by family friends or .employers.
the total sample population

However, of

(2208 patients) only 36 per

cent were classified by the resident staff of the emergency
room as having an urgent medical problem that needed
immediate attention; approximately 56 per cent of this same
population was classified as non-urgent.

In relationship

to this point it is interesting that 69 per cent of the
patients stated that the onset of their current medical
problem occurred within one day, 23 per cent indicated the
onset to be within one week, and 8 per cent reported the
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onset to haVe occurred over a week in the past.

According

to Weinerman (1966) no significant differences were found
among the different days of the week and use of the emergency
emergency room.
White and O'Connor (1970) decided to do a study
similar to Weinerman1s but changed the setting to a com
munity hospital in a medium-sized city.

After tabulating

their data, unlike Weinerman (1966) , they found that educa
tional level, age, and sex distribution for the study group
were similar to those found in the census population.

How

ever, White and O'Connor (1970) also found that a much
larger percentage (86%) of the study population claimed to
have a private physician for their usual source of medical
care.

This is a significantly larger percentage than the

36 per cent using private physicians in Weinerman's (1966)
study population.

In White and O'Connor's (1970) study

population, of those persons who contacted a physician
before entering the emergency room, 41.6 per cent of
physician referrals were non-urgent, 52.9 per cent of
doctors' answering service referrals were non-urgent, but
only 35.8 per cent of the self referrals were rated as non
urgent.

Also it is important to note that only 10 per cent

of the total population interviewed reported using the
emergency room three or more times in the previous year.
According to White and O'Connor (1970) these findings sub
stantiate the fact that most of their study population
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normally receives private medical care and few use the
emergency room as their primary source of medical care.
In Saskatoon, Saskatchewan, where the financial
barrier to physicians' services has been removed by compre
hensive prepaid government insurance plan, utilization of
the emergency room for primary care is on the rise.

This

phenomena initiated Baltzan's (1972) study, "The New Role
of the Hospital Emergency Department."

Baltzan found that

between 1965 and 1970 emergency room visits in Saskatoon
increased 63% but of the study population of 2015 patients
only 6.75 per cent indicated that they had no physician.
It was found that approximately 52 per cent of this sample
population attempted to contact their doctor first and of
this group 84 per cent were successful.

Of the total 2015

visits analyzed 45.01 per cent were referrals to the
emergency room by physicians while 54.99 per cent were self
referrals.
Although there was no correlation between the nature
of the illness and the reason for the visit Baltzan did find
a correlation between the duration of the illness and the
visit to the emergency room.

For 17.6 per cent of the

visits of the interviewed population, presenting symptoms
had been present for less than an hour and
had been present for two days or less.

85.4 per cent

This shows a

tendency for emergency room problems to be characterized
by their acute and/or sudden onset.
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However, Baltzan's (1972) population was picked from
community hospital.

Vayda and Hendershot (1975) in their

study "Emergency Department Use at Two Hamilton Hospitals"
decided to compare emergency room use of an urban hospital
that served lower socioeconomic and industrial groups
(Hamilton Hospital) to the emergency room use of an urban
hospital that predominately served suburban residents (St.
Joseph Hospital).

Out of their random sample population,

collected during a three week period, they found that 67 per
cent of the Hamilton population (from the total group of
1147 patients) and 57 per cent of St. Joseph's study popu
lation (from a total group of 459 patients) were males.
Although the median age of the emergency room users was
similar at the two hospitals (27 years at Hamilton General
Hospital and 24 years at St. Joseph Hospital) there were
substantial differences in the socioeconomic character
istics of users of the two hospitals. The median annual
income of St. Joseph hospital emergency room users was
$1400 more than the median income of Hamilton General
Hospital emergency room users.

There were 25 per cent more

high school graduates and twice as many university graduates
among St. Joseph emergency room users than there were among
Hamilton General Hospital emergency room users.

About one-

sixth of the visits were made between midnight and eight
a.m. at both hospitals and the proportions of non-urgency.
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urgency, and' emergency visits were very similar at both
hospitals regardless of time.
Vayda and Hendershot (1975) found that a high
percentage of patients at both hospitals had insurance.
Ninety-three perccent of the users of the Hamilton General
Hospital emergency room had insurance while 89 per cent of
the users of St. Joseph's emergency room had insurance.
Vayda and Hendershot, like Baltzan (1972) found that a high
percentage of patients at both hospitals had private
physicians; 90 per cent of the sample population at both
hospitals had a private physician.

However, only 38 per

cent of the sample population at St. Joseph Hospital tried
to contact their doctor before coming .to the emergency room
and only 28 per cent of the sample population at Hamilton
General Hospital tried to contact their doctor before
entering the emergency room.

Vayda and Hendershot (1975)

also found that the proportion of non-urgent visits was
significantly greater (p > 0.01) at Hamilton General
Hospital (44%) than at St. Joseph Hospital (34%).

An

interesting difference between Vayda and Hendershot's and
Baltzan's (1972) data is that Vayda and Hendershot (1975)
found non-urgency ratings were associated with longer
duration of symptoms.
In understanding choice and usage of health care
facilities Walker (1975b) introduces the variables tradi
tional attitudes versus contemporary attitudes in her
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article "Why do Patients Use the Emergency Room?"

Walker

defines traditional attitudes (1975b:19) as an attitude in
which the patient feels every family should have a private
physician who is the source of primary care and that the
emergency room should be used for major trauma only.

The

contemporary attitude is characterized by the belief that
the emergency room is equal or superior as a source of
primary care and being available twenty-four hours a day is
of tremendous importance.

It is more important that medical

care be available than having an ongoing relationship with a
physician and that best use of equipment, personnel, and
facilities at a reasonable cost be exercised (pp. 19-20).
Walker (1975b:20) interviewed,542 emergency room
patients over a 28 day period and after testing them with
Likert's questionnaire (a test that measures patients'
attitudes toward a traditional and contemporary view of the
health care system) found "patients with one previous visit
or less had a more contemporary view of the health care
system than those patients with two or more visits."

Also,

parents of 0-16 age group had traditional attitudes as
compared to the contemporary attitude of the 35-64 age group
The most interesting data that Walker (1975'a:46)
detected adds a new dimension to Baltzan's (1972) and Vayda
and Hendershot's (1975) respective studies.

Walker found

that emergency room patients who had private physicians had
a more more traditional attitude toward the health care
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system than .those who did not have private physicians.

How

ever, Walker's (1975a:46) study could not verify the
assumption
. . . that emergent patients use the emergency
department by necessity, while the non-emergent
patients use the facility for convenience. . . .
with the emergent patient having a traditional
attitude and the non-emergent patient having the
contemporary attitude.
These results prompted Walker to follow this study
with one that would consider the emergency room as the only
available entry point into the health care system during
certain times of the day and on certain days of the week.
In her article "The Emergency Department as the Entry Point
Into the Health Care System" Walker (1975a) interviewed 1548
patients during a twenty-eight day petiod on all three
shifts.

She found that 80 per cent of the emergency room

visits occurred in the afternoon and evening as compared to
less than 20 per cent in the morning.

Forty-five per cent

of the visits occurred during the hours when physicians'
offices were closed.

This fact may have been responsible

for 66 per cent of the sample population not attempting to
contact their private physician before coming to the
emergency department.

Eleven per cent of this sample

population attempted to contact their private physician but
were unable to get him or were unhappy with the physician's
instructions.

Physicians referred 12 per cent of the

patients interviewed to the emergency room and 10 per cent
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of these patients were seen by their private physician.

In

conclusion approximately 35 per cent of the emergency room
usage was encouraged directly or indirectly by private
physicians.

Also, only 19 per cent of the sample population

had made one visit to the emergency room during the past
year and 70 per cent of the patients interviewed had no
previous visits to the emergency: room during the past year.
Cugliani and Myers

(1975) did a survey of emergency

departments in New York City to gather necessary data that
would help implement change in the current services.

Some

of their results are interesting when applied to emergency
room utilization.
During the month of June of the 135 hospitals sur
veyed 52 per cent of the visits were made by males and more
than 46 per cent of the total patient population was white,
34 per cent was black, and 19 per cent of the total popula
tion was Hispanic.

The average income of patients using the

emergency room was $8380.

Consistent with other researchers'

findings Cugliani and Myers

found that 71.6 per cent of the

patients using the emergency room had some kind of medical
insurance coverage.
In conclusion the research shows that the emergency
room patients usually have health insurance and a private
physician.

Many of the patients with a private physician

use the emergency room during hours when doctors' offices
are closed or when the doctor is not available.

The

majority of patients have not been to the emergency room
within the past year and depending on the research study
one-fourth to one-third of all the cases that enter the
emergency room are non-urgent.

CHAPTER 3

METHODOLOGY
A descriptive method was used for this study to
explore what reasons people give for seeking medical care
in the emergency room for non-life threatening illnesses.
This chapter describes the design of the study, setting, the
tool for data collection, the sample population, the
collection of data, and the analysis of data.
Research Design
This study was conducted by interviewing patients
who were entering the health care system through the
emergency room, using an open ended questionnaire designed
by the researcher.
Written permission to conduct the study was sought
and obtained from the Human Rights Committee of The Univer
sity of Arizona (Appendix A ) .

Permission was secured from

the participating hospital through the nursing director, all
the emergency room physicians and nurses.

Permission to

gather and use the data was secured from all patients who
volunteered to participate in this study (Appendix B).
Patients were assured of complete anonymity.

The were told

that refusing or accepting participation in this study would
in no way influence their care.
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Setting
This study was conducted in a 350 bed private
hospital located in a southwestern urban community with a
population of approximately 300,000.

This community

hospital offers twenty-four hour emergency room service.
A physician is always present to do diagnostic tests, treat
ment with medications, and referrals.

The patients are

required to pay a fee based on treatment.
Tool for Data Collection
The instrument designed for this study was divided
into two parts.

The first part was an open ended question

naire developed for this study by the nurse researcher.

The

purpose of the questionnaire was to elicit information con
cerning the reasons people give for entering the health
care system for medical treatment.
divided into four categories.

The questionnaire was

These were the stated reasons,

symptoms, previous experience with the emergency room, and
insurance coverage for medical care.

The second part of

the instrument was designed to gather demographic data.
The Research Participants
A total number of 25 patients seeking care through
the emergency room facilities of one urban community
hospital were utilized as the study population.

The

emergency room was used as the setting to select the study
population because the nurse researcher felt that persons
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using the emergency room facilities were committed to the
fact that they were ill.
criteria:

The subjects met the following

they were entering the health care system through

the emergency room, they were not trauma patients, they were
18 years old or older (both male and female), and they were
willing to participate in this study.
Data Collection
Each patient of the population sample was greeted by
the nurse researcher while he was waiting for treatment in
the emergency holding room.

The study was explained and the

patients invited to participate; it was stressed that
participation was entirely voluntary and persons were free
to participate or to decline to participate with no adverse
effect on the treatment they would receive or on the rela
tionships with any of the doctors or hospital staff.

Also

participants were assured that all information gathered in
the study would be treated ethically and confidentially.
Twenty-seven patients were contacted and 25 completed the
interview.

The nurse researcher went to the emergency room

facility and spent time interviewing patients during the AM
shift (7-3), the PM shift (3-11), and the night shift (11-7).
Analysis of Data
Data collected from the patient questionnaires were
compiled and categories were developed from the similarities
of the answers to the questions.

The demographic data were

used to give further description of characteristics perti
nent to the patient sample under study.

Categories were

compared and differences, similarities, and correlations
were reported and discussed.

CHAPTER 4

PRESENTATION, ANALYSIS, AND INTERPRETATION
OF DATA
The data from this study are presented in three
sections.

The first presents the demographic data elicited

from Part IV of the questionnaire.

The second section deals

with data gathered from Parts 1/ II, and III of the
questionnaire (see Appendix C).

The third section in this

chapter presents the analysis of the data.
Demographic Data
The participants in this study were predominately
Caucasian.

Of the 25 persons interviewed 21 (84%) were

Caucasian and 4 (16%) were nonwhite (Black, Oriental,
Indian, or Mexican-American).

In the metropolitan area

where this study took place 66.2% were Caucasian, 33.8%
were non-white (Bal, 1972:35).
Seventeen participants (68%) in this study had
completed high school, four participants (19%) had completed
college, and one had finished one year of post graduate
work (see Table 1).
Green's (1970) list of major occupational groups
was used to categorize the occupations of the sample.
ever, two additional categories, housewife and retired,
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Table 1.

Years of School Completed by Respondents

Years of school
completed

Number

Per cent

3
6
7
8
11
12
14
16
17
18

1
1
1
1
4
8
5
1
2
1

4%
4%
4%
4%
16%
32%
20%
4%
8%
4%

were added by the researcher.

The population had a wide

range of occupational skills (see Table 2).
The respondents also had a wide distribution of
income.

Thirteen respondents (52%) had an annual income

of $10,000 or more and 12 respondents (46%) had an income
below $10,000 (see Table 3).
In the population sample there were 11 men and 14
women.
Reasons Given for Seeking Care
The responses to "Why did you come to the emergency
today?" showed a variety of symptoms.

The patients inter

viewed described their symptoms and categorized them
according to the body system that they thought appropriate
(see Table 4).

The gastro-intestinal and the neurological

systems were the most frequent systems with symptoms and
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Table 2.

Occupations of Respondents

Occupational category6

Number

Per cent

Professional and technical workers

5

20%

Managerial workers, officials, and
proprietors except farm

3

12%

Clerical sales and kindred workers

2

8%

Operatives and semiskilled workers

4

16%

Service workers, farmowners, tenants
and managers

5

20%

Retired persons

1

4%

Housewife

5

20%

25

100%

Total
^Categories from Green (1970).

Table 3.
Income in dollars3
2,000-2,499
2,500-2,999
3,000-3,499
3,500-3,999
5,000-5,999
6,000-6,999
7,000-7,999
8,000-8,999
9,000-9,999
10,000-11,999
12,000-14,999
15,000-24,999
25,000-49,000
a

Income of Respondents
Number
2
2
1
1
1
2
1
1
1
3
4
3
3

Groupings according to Green (1970).

Per cent
8
8
4
4
4
8
4
4
4
12
16
12
12
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Table 4.

Body Systems in Which Respondents Placed Their
Symptoms

System category

Number

Per cent

Gastrointestinal

9

36

Neurological

6

24

Respiratory

4

16

Cardiovascular

2

8

E.N.T.

2

8

Muscular-Skeletal

1

4

Gynecological

_1

__4

Total

25

100

muscular-skeletal and Gyn. were the least frequent.

Thirty-

six per cent of the patients came in with what they per
ceived as gastro-intestinal problems and 24% came in with
neurological problems for a total of 60% of the population.
Close to half (N = 10) of the respondents said that
they had been referred to the emergency room by a physician.
Of these 10, 6 reported that their physician planned to see
them in the emergency room; while nine persons of the inter
viewed population said that they had come to the emergency
room because their pain had "gotten worse"

(see Table 5).

In response to the question "Why didn't you come to
the emergency room eight hours earlier?" 10 respondents
(40%) said that their symptoms were not as bad then and 5
respondents (20%) said that their symptoms had only
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Table 5.

Reasons Participants Gave for Coming to the
Emergency Room

Reasons participants gave
for coming to the ER

Number

Per cent

10

40

Pain got worse

9

36

Family referred

3

12

More symptoms

2

8

Employee referred

_1

4

Total

25

100

Doctor referred

developed in the past 8 hours.

Therefore 15 (60%) of the

respondents1 symptoms had exacerbated within an eight hour
period (see Table 6).

Sixty-four per cent of the persons

interviewed came into the health care system via the
emergency room within forty-eight hours from the onset of
their symptoms (see Table 7).
The participants of this study who finished high
school came in earlier for health care than those persons
who did not finish high school.

As can be seen from Table

8 f there is some relationship between the amount of time the
interviewed population experienced their symptoms and the
number of years of school completed.

Of the total popula

tion who came in within 48 hours, 12 respondents (48%) had
completed high school.

Of the eight respondents who had not
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Table 6.

Reasons Participants Gave for Not Seeking Care
8 Hours Earlier

Why participants did not
come to the ER 8 hours earlier

Number

Per cent

"Didn't feel so bad."
"No Symptoms then."
"Thought it would get better."
"No transportation."
"I was working then."

10
5
6
2
2

40
20
24
8
8

Total

25

100

Table 7.

Number of Hours from the Onset of Symptoms Until
Entry Into the Health Care System

Time in hours

Number

Per cent

1-5
6-10
11-24
25-48
49-96
97-169
170-340
341-672
673-1008

5
0
6
5
4
1
1
2
_L

20
0
24
20
16
4
4
8
4

Total

25

100
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Table 8.

Sought Care Within 48 Hours of Onset by Whether
Respondents Completed High School

Completed high school
NO

Yes
Sought care within
48 hours of onset

Total

Total

N

%

N

%

N

Yes

12

48%

4

16%

16

64%

No

_5

20%

4

16%

_9

36%

17

68%

8

32%

25

100%

%

completed high school four respondents (50%) waited over
48 hours to seek medical care.
A large number of the respondents had never expe
rienced their presenting symptoms before.

Of those inter

viewed, 18 stated they had never experienced their
presenting symptoms prior to this emergency room admission,
while only 7 of the persons interviewed stated that they
had previously experienced their presenting symptoms.
Of the 18 participants who had never experienced
their presenting symptoms before, 10 persons (55%) stated
that their symptoms interfered with their normal daily
activity and they felt the condition was dangerous to their
health.

Of those patients who had had previous experience

with their presenting symptoms, four persons (57%) stated
that their symptoms interfered with their daily activities
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and that they felt these symptoms were dangerous to their
health.
Of the total population (N = 25), nineteen persons
(76%) stated that their presenting symptoms interfered with
their normal daily activity.

Also nineteen of the partici

pants interviewed (76%) said that they felt their presenting
symptoms were dangerous to their health (see Table 5).

Of

the total group of 25 participants only one person (4%)
stated that the presenting symptoms were not dangerous and
did not interfere with normal daily living activities (see
Table 9) .

Table 9.

Condition Considered Dangerpus by Whether Condi
tion Interfered with Daily Activities

Condition interferes
with daily activities
Yes
-------%
N

No
-------N
%

Total
--------%
N

Yes

14

56%

5

20%

19

76%

No

_5

20%

1

4%

_6

24%

19

76%

6

24%

25

100%

Condition is
dangerous

Total
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When the respondents were asked to rate their dis
comfort from one (least amount of discomfort) to ten (the
greatest amount of discomfort) eight persons (32%) of the
total population (N = 25) rated their discomfort at 10.
The mean pain level of the total population was 7.44 with a
standard deviation of 2.518.
When asked what measures the study population took
at home to try to relieve their symptoms, a variety of
remedies and activities were mentioned (see Table 10).

Only

a small number of respondents, however, stated that these
remedies or activities had relieved their symptoms.

As can

be seen in Table 10 a total of 23 participants tried some
form of self care.

Thirteen respondents (52%) took only

medications to relieve their symptoms; of those only four
(17%) stated that the medication relieved their symptoms.
Sixteen (69%) of these 23 participants tried some other form
of self treatment (rest, medication and rest, exercise,
home remedies, medication and diet) and stated that their
symptoms were not relieved (see Table 11).
A large number of the respondents who stated they
had a private physician sought medical care through the
emergency room on a Saturday or Sunday.

Twenty-one of the

i

persons interviewed (84%) said they had a private physician
while only two persons (8%) stated that they went 'to the
emergency room for care and two persons (8%) stated that
they went to a clinic for medical care.

Sixteen respondents
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Table 10.

Remedies and Activities Used to Relieve
Presenting Symptoms

Number

Per cent

Medication only
Medication and rest
Rest only
Home remedies
NOTHING
Medication and diet
Exercise

13
3
3
2
2
1
_1

52
12
12
8
8
4
4

Total

25

100

Remedies and Activities

Table 11.

Use of Medications Only by Whether There is
Relief from Symptoms

Relief of symptoms
Yes
Used medications only

Total

No

Total

N

%

N

%

N

Yes

4

17%

9

39%

13

56%

No

3

14%

7

30%

10

44%

7

31%

16

69%

23

100%

%
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who had a private physician came to the emergency room on a
Saturday or Sunday.

Only five (20%) of the interviewed

participants who had a private physician came in during the
week.
Thirteen participants (52%) who had a private
physician came in on the second (3-11) or third (11-7)
shift.

As seen from Tables 12 and 13 most of the inter

viewed participants who sought

care came in when their

physician was not readily available.
A large number of participants in this study had
previously sought care through the emergency room and had
only had a 0-15 minute wait before admission for care.

A

total of 17 persons (68%) said that they had been to the
emergency room before this admission.

Of the 17 persons

who had used the emergency room before, nine (53%) stated
that they had had only a 0-15 minute wait before admission
for treatment during their last emergency room visit; only
2 persons (12%) claimed they had to wait 2-4 hours (see
Table 14).

However, during this visit to the emergency room

18 participants (72%) stated that they had a 0-15 minute
wait before admission for treatment while only 2 partici
pants (8%) claimed that they had a 2-4 hour wait (see
Table 15).
Most of the participants of this study said that
they had health insurance that covered emergency room care.
Twenty-one of the respondents (84%) claimed that they had

Table 12.

Emergency Room Treatment on Saturday or Sunday
by Whether Respondents had a Private Physician

Has a Private
Physician
Treatment on
Saturday or Sunday
Yes
No
Total

Table 13.

Yes
-------N
%

No
----- --N
%

Total
------N
%

16

64%

2

8%

18

72%

5

20%

2

8%

_7

28%

21

84%

4

16%

25

100%

Came in on the Second or Third Shift for Care by
Whether Participant has a Private Physician

Has a Private
Physician
Came in on the
second or third
shift for care

Total

Yes
-------N
%

No
-------%
N

.

Total
------%
N

Yes

13

52%

3

12%

16

64%

No

_8

32%

1

4%

_9

36%

21

84%

4

16%

25

100%
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Table 14.

Number of Minutes Patients Waited Before Admis
sion for Treatment During Their Last Emergency
Room Visit

Time in minutes

Number

Per cent

0-15

9

53

16-60

4

23

61-120

2

12

121-240

2

12

17

100

Total

Table 15.

Number of Minutes Patients Waited Before Admis
sion for Treatment During this Present Visit to
the Emergency Room

Time in minutes

Number

Per cent

0-15

18

72

16 **60

3

12

61-120

2

8

121-240

2

8

Total

25

100 .
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some type of health insurance coverage.

Nineteen

respondents (76%) said.that their health insurance covered
emergency room care and two participants (8%) said that
they had health insurance but were unsure if it covered
emergency room care.

Neither occupation nor income had any

noticeable relationship to insurance coverage (see Tables
1, 3, 4).
The total population varied when they estimated the
cost of emergency room care.

Eight respondents (32%)

estimated the cost between 21 and 30 dollars while three
respondents (12%) thought the cost would range from 91 to
100 dollars (see Table 16).

The minimum charge for

emergency room care at the hospital where the respondents
were interviewed was approximately 30 dollars.

Thirteen of

the participants (52%) underestimated the cost of the
emergency room care.

Table 16.

Respondents' Estimated Cost of Emergency Room
Care for One Visit

Amount in dollars

Number

Per cent

$10^20
$21-30
$31-40
$41-50
$51-60
$91-100

5
8
3
5
1
_3

20%
32%
12%
20%
4%
12%

Total

25

100%
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Analysis of the Data
A researcher designed questionnaire was used to
determine if there were any factors that could be used to
predict when persons would enter the health care system.
The R Square test (coefficient of multiple correla
tions) was used to show interrelationships between the
number of hours that elapsed between the onset of presenting
symptoms and the following variables: types of symptoms,
types of self care, amount of pain, whether the condition
was considered dangerous, whether the condition interfered
with daily activity and previous experience with the ill
ness.

When all of these variables were related to the

number of hours that elapsed between onset of symptoms and
entry into the health care system, the R square was .76114
with a standard deviation of 137.80948 and significance of
.013.

However, the data indicated that when the variables

were considered individually there was no statistical
significance (<^ .05) between the number of hours an
individual suffered with his presenting symptoms and self
treatment with medication, diet, or exercise (see Table 17).
There was a statistical relationship between the
number of hours that elapsed before entry into the health
care system and whether the interviewee had experienced his
symptoms before.

Those who had experienced their symptoms

previously came into the health care system 207.97 hours
earlier than those who had never experienced their symptoms
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Table 17.

Level of Significance Between Number of Hours
That Elapsed Before Entering the Health Care
System and the Variables Diet, Exercise, and
Medication

Hours

Significance

Diet

168.02745

.429

Exercise

-89.111137

.612

27.710288

.772

Variable

Medication

before (see Table 18).

There was also a statistically

significant relationship between persons who used home
remedies (concoctions made up from any materials found in
the home except over-the-counter drugs and prescribed
medications) and when they decided to enter the health
care system.

Those who used home remedies came in an

average of 634.96 hours later than those who had not used
home remedies (see Table 18).

Although not statistically

significant at the .05 level those who used rest as a means
of self treatment came in 135 hours later than those who
had not used rest as a form of self treatment and those who
experienced pain with their symptoms came in 129 hours
sooner than those who did not experience pain with their
symptoms (see Table 18).

It can be seen on Table 18 that

only home remedies and previous experience showed a
statistically significant relationship.

However, pain with
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Table 18.

Level of Significance Between Number of Hours
That Elapsed Before Entering the Health Care
System and the Variables Home Remedies, Previous
Experience with Symptoms, Rest, and Pain with
Symptoms

Variable

Hours

Significance

Home remedies

634.96537

.008

Previous experience with
symptoms

207.97120

.025

Pain with symptoms

129.39037

.096

-135.30057

.190

Rest

symptoms and rest indicate a narrower spread of hours when
deciding when to enter the health care system.
There was no statistical evidence that the two
variables dangerous or interferes with daily living
patterns influenced the number of hours that elapsed before
the individual entered the health care system (see
Table 19).
In summary, those who responded yes to the use of
home remedies came in later than those who did not use home
remedies.

Also those persons who had previous experience

with their presenting symptoms came in sooner than those
who had never experienced their presenting symptoms.
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Table 19.

Level of Significance Between the Number of Hours
That Elapsed Before Entering the Health Care
System and the Variables Condition Considered
Dangerous and Condition Interferes with Daily
Activity

Variable

Hours

Significance

Interferes with daily
activity

-21.030052

.810

Symptoms considered
dangerous

-10.973321

.891

Interpretation of Data
In summary the data present a profile of the patient
seeking medical care in the emergency room facility of the
350 bed community hospital used in this study.

The data

showed that persons who had had previous experience with
their presenting symptoms came into the health care system
earlier than persons who had never experienced their
symptoms before.

However, the majority of the patient

population interviewed had never experienced their
presenting symptoms and had considered these symptoms
dangerous to their health.

The presenting symptoms fre

quently caused a great amount of pain and interfered with
the person's normal daily activity.

Presenting symptoms

usually exacerbated within eight hours and though the
majority of the participants had a private physician they
came to the emergency room when their physician was least

available.

Most of the participants had health insurance

which they thought would cover their care in the emergency
room.

The majority of these persons also stated that

during their last visit to the emergency room they had had
a short wait for admission for care.

CHAPTER 5

DISCUSSION OF FINDINGS
This chapter presents the interpretation of the
findings followed by conclusions and recommendations for
further study.
Relationship of Findings to the
Theoretical Framework
As stated in the theoretical framework, illness
behavior (action that determines whether medical treatment
and diagnosis will begin) is influenced by two variables.
Variable I , the perceived amount of threat, is directly
influenced by subvariables a, the importance of health to
the individual; b, the perceived susceptibility to the
disease in question; and c, the perceived seriousness of
the consequences of the disease.

Variable II, the

attractiveness or value of the behavior is influenced by
subvariables a, the perceived probability that action will
lead to desired results; and b, the unpleasantness or cost
of taking no action and suffering the consequences (Kasl,
1966:249).
Interviews with twenty-five patients utilizing the
emergency room for health care yielded two significant
correlations.

Persons who had had previous experience with
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their presenting symptoms came into this health care system
earlier than persons who had never experienced their
presenting symptoms.

These correlations are consistent with

Kasl's variable Ila— the perceived probability that action
will lead to desired results.

From these data it seems

reasonable to suppose that the persons who had experienced
their symptoms before had also had success within the health
care system in alleviating these symptoms.
The second significant correlation was that persons
who used home remedies came into the health care system
later than those who did not use home remedies.

This

finding suggests that home remedies relieved some of the
unpleasantness and cost of illness by delaying entry into
the health care system via the emergency room (Kasl's
variable lib).
Though these were the only two statistically sig
nificant correlations, the data did show some interesting
trends that also fit Kasl's theoretical framework and yield
interesting data on the factors that prompted the partici
pants to enter the health care system.
The data show that persons who sought care in the
emergency room because of increased pain came in much
sooner (in hours) than those persons whose pain had not
exacerbated before entering the health care system.

This

finding is consistent with Kasl's variable I , the perceived
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amount of threat and subvariable c , the perceived serious
ness of the consequences of the symptoms.
A large percentage (70%) of the interviewed popula
tion stated that they felt that their presenting symptoms
were dangerous to their health.
explained by two factors:

This may be partially

(1) the majority of the inter

viewed population had never experienced their presenting
symptoms before and (2) the presenting symptoms had either
appeared or exacerbated within a five hour period.

These

data suggest that persons perceived a threat to their
health and were considering the consequences of their
symptoms as serious (Kasl's variable la, c).
A large number of the interviewed sample stated
that their symptoms interfered with their daily activity.
This variable helps to validate the fact that the un
pleasantness or cost of taking no action and suffering the
consequences was too high for these individuals.

A majority

of persons who had tried self-treatment to control their
symptoms had not been relieved.

These persons had tried to

delay entry into the health care system but again the un
pleasantness of taking no action was too great; this
population turned to the emergency room for care.
Despite income or education the majority of the
interviewed population had a private physician and were
covered by medical health insurance.

This suggests that

health matters held a high priority with this particular
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sample population (Kasl's variable la).

Also, most of the

persons interviewed for this study came into the health care
system via the emergency room during a time when their
physicians were less likely to be available.

However, ten

of 25 of the participants were referred by their doctor.
Although physician availability was limited it was not
absent.
Limitations
Limitations considered by the researcher to have had
the most effect upon the data collected are presented in
this section.
The first major limitation was the distribution of
time spent each day at the setting.

Although a total of six

hours was spent during each shift, if the researcher did no
interviews for two hours she left the setting and returned
the next day to complete the time.

Hence most of her data

collection was done on Saturday and Sunday.

This may have

added strength to the relationship of limited availability
of physicians and entry through the emergency room.
The second major limitation was the setting.

A

private hospital in a predominately middle class section of
the city was used.

The ethnic background (predominately

Caucasian) may have introduced the possibility of bias.
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Implications for Health Care Providers
One implication for the health care provider is that
the majority of patients with non-trauma symptoms using the
emergency room as entry into the health care system per
ceived that they were experiencing a medical crisis and
usually had no other way to enter the system.

Unless other

channels are developed for these patients they will continue
to use the emergency room for care.
A second implication for the health care provider
is that people are crisis oriented when deciding to enter
the health care system through the emergency room.

Most

health care in this setting was sought to alleviate
symptoms that were sudden in onset or exacerbation.

These

symptoms were usually considered dangerous by the individual
and frequently interfered with the individual's daily life
pattern.
Recommendations
Based on the findings and conclusions of this study
the following recommendations are made for nursing research
and nursing practice.
A study to further develop the profile of the
emergency room patient would be invaluable in planning the
staffing patterns and architectural design of future
emergency rooms.

Interviewing patients in all of the

hospitals of the city would give data on the different
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medical needs in the various areas of the city.

However, in

a future study it would be important to ask patients who
came into the emergency room on weekends and on second and
third shifts and who had a private physician why they did
not wait until their physician was available.
Using the above data, emergency facilities could be
designed to separate patients for medical evaluation.

Those

with non-life threatening illnesses could be directed to an
area that functioned as an outpatient clinic rather than an
emergency room.

This in turn would change staffing

patterns, equipment, and medical supplies usually needed
for maintaining an emergency room facility.
These data may be used in planning an inservice
program to aid the emergency room nurse in evaluating
patients with non-life threatening illnesses and under
standing their total health needs.

CHAPTER 6

SUMMARY
This study attempted to discover reasons people that
have non-life threatening illness give upon entry into the
health care system.

The emergency room was utilized as the

setting to collect data because it was assumed that people
using the emergency room facilities were committed to the
fact that there was an aberrance in their health status that
needed immediate medical care.
The purpose of the study was to explore the factors
that contribute to an individual's perception of illness and
investigate how these factors influence his decision to
enter the health care system.
Kasl's (1966:249) theoretical framework on illness
behavior was used for this study.

His theory suggests that

illness behavior is directly related to the perceived amount
of threat an individual experiences and the attractiveness
or value of initiating illness behavior.
Other literature supported the theory that to be ill
meant to have an ailment of recent origin which interfered
with one's usual activities.

The literature also supported

the fact that ethnic background, sex, occupation, and
financial status all can interplay when an individual works
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through the process to initiate the process of illness
behavior.
A descriptive study was designed to determine what
reasons people give for seeking care in the emergency room
for non-life threatening illness.

The instrument for the

study was a researcher-developed questionnaire consisting
of four parts.

Part I was designed to obtain data con

cerning the patient's presenting problem.

The main purpose

of Part II was to explore the symptoms related to the pre
senting problem.

Part III was designed to give information

concerning the patient's previous experience with the
emergency room.

Part IV was designed to obtain demographic

data.
Twenty-five persons using the emergency room for
primary care, who were classified as patients having non
life threatening symptoms, were interviewed.

The R square

test (coefficient of multiple correlations) was used to
analyze the data.

Only two statistically significant rela

tionships came from the data.

Persons who had previous

experience with their presenting symptoms came into the
health care system earlier than persons who had never
experienced their presenting symptoms.

Also persons who

used home remedies came into the health care system later
than those who did not use home remedies.

The data did

offer some interesting trends, though not statistically
significant, concerning those entering the health care
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system via the emergency room.

The individual's symptoms

were usually of recent origin and the individual stated that
they either interfered with his or her usual activities or
that he or she thought the symptoms were dangerous to their
health.

If pain was included in the presenting symptoms it

frequently had become much worse just before the person
decided to enter the health care system.

Despite different

educational and economic backgrounds the majority of the
persons interviewed had health insurance coverage and a
private physician.

However, a great number of those persons

interviewed entered the health care system via the emergency
room at a time when their physician was least available
(evenings and weekends).
On the basis of the findings of this study recom
mendations for further study included interviewing a repre
sentative patient sample from all the hospitals in the city
to further develop the profile of the emergency, room patient.
Also, to strengthen some of the data developed from the
questionnaire, a further study should determine why patients
who come do not wait until their physician is available to
seek medical care.

APPENDIX A

LETTER OF PERMISSION FROM THE UNIVERSITY OF ARIZONA
HUMAN SUBJECTS COMMITTEE
Milan Novak, M.D., Ph.D., Chairman
Division of Respiratory Sciences
Arizona Medical Center
882-6115
August 1, 1975
Michele Clark
Department of Nursing
Campus
Dear Ms. Clark:
Thank you for submitting a revised consent form for
your project entitled "Selective Variables that Influence
an Individual's Perception of Illness." The Human Subjects
Committee approves this project effective July 31, 1975.
The Human Subjects Committee is available to con
sider any problems which might arise with regard to the use
of human subjects, and further you are advised that any
changes from the procedures proposed in your project as
approved require review by the Committee. You must also
report to the Committee any physical or psychological
injury to the subjects which results from their participa
tion in the project.
If you have any questions, please feel free to call
or come in. I can usually be reached in the forenoon.
(For future reference your proposal has been assigned file
number 75-97.)
Sincerely,
/s/
Milan Novak, M.D., Ph.D., Chairman
Human Subjects Committee
M N :tk
cc: Kassander
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APPENDIX B

LETTER OF EXPLANATION AND CONSENT
Project Title:

Selective variables that influence an
individual's perception of illness.

You have been selected to participate in the re
search study for the purpose of gathering information on
what types of illnesses bring people to the emergency room
to seek medical care. We realize this may be an incon
venient time to interview you but we feel this is the best
time to get this information.
This study requires the emergency room patient to
answer 24 questions concerning his or her health problems
and routine information concerning education, income,
occupation, and ethnic group. Replies to questions will be
anonymous, information received will be coded, resulting
data will be treated ethically and confidentially. There
will be no reference to individual cases, material will be
summarized and presented in group form.
Participation in the study is strictly voluntary and
if you elect to participate, you are free to refuse to
answer any questions that the researcher asks or you may
withdraw from this study without any effect on the treatment
you will receive or on your relationship with any of the
health providers.
This study requires no cost to the patient.
Though this study will have no direct benefit to you
the data collected will hopefully provide information that
will lead to improved patient care.
This interview should take no longer than thirty
minutes.
The nature, demands, risks, and benefits of the project have
been explained to me and I understand what my participation
involves. Furthermore, I understand that I am free to ask
questions and withdraw from the project at any time without
affecting my relationship with any institution or person.
Subject's Signature____________ _____________Date___________
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______________________________________ ______
Signature of Parent or Legally Authorized
Representative

Date _________

I have carefully explained to the subject the nature of the
above project. I certify that to the best of my knowledge
the subject signing this consent form understands clearly
the nature, demands, benefits, and risks involved in
participation in this study. A medical problem or language
or educational barrier has not precluded a clear under
standing of his/her involvement in this project.
Date

APPENDIX C

QUESTIONNAIRE
Time ________
Sex _________
Day _________
Part I :

Motivating Factors

1.

What health problem has brought you to the emergency
room today?
(What systems category would you put this
complaint?)

2.

Why did you come to the emergency room at this time?

3.

What made you come to the emergency room (this morning,
afternoon, night) rather than (eight hours before the
interview)?

Part II:

Symptoms

4.

How long have you been suffering from _____ __________ ?

5.

What other symptoms have you had?

6.

What did you do at home to try and make it better?

7.

Did it help?

8.

How uncomfortable were you? Please rate it from 1-10
with 10 being the most uncomfortable.

9.

Did this condition keep you from doing the things you
usually do?

10.

Did you feel this condition was dangerous to you?

11.

Have you ever been ill like this before?

12.

What did you do about it?

13.

Did it help?
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When?
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Part III:

Previous experience with the emergency room

14.

Did anyone suggest that you come to the emergency room?

15.

Who?

16.

Where do you usually go for care when you are sick?

17.

(If patient has a private physician): Is your doctor
going to see you here?

18.

Have you ever been to the emergency room before?

19.

How long did you wait?
Insurance coverage:

20.

Do you have health insurance?

21.

Does it cover care here in the emergency room?

22.

Do you have any idea how much care in this emergency
room is going to cost?

Part IV:

Demographic Information

23.

How many years of school have you completed___________ ?

24.

What is your occupation_______________________________ ?

25.

What ethnic group do you belong to____________________ ?

26.

Please tell me the letter that most closely shows your
annual income.
(See Appendix D)_____________ _________

APPENDIX D

APPROXIMATE ANNUAL INCOME
A.

Less than 1,000

B.

1,000-1,499

C.

1,500-1,999

D.

2,000-2,499

E.

2,500-2,999

F.

3,000-3,499

G.

3,500-3,999

H.

4,000-4,999

I.

5,000-5,999

J.

6,000-6,999

K.

7,000-7,999

L.

8,000-8,999

M.

9,000-9,999

N.

10,000-11,999

O.

12,000-14,000

P.

15,000-24,000

Q.

25,000-49,999

R.

50,000 or more

Source:

•

Green (1970:818).
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APPENDIX E

CATEGORIES ESTABLISHED FOR EACH QUESTION
OF THE RESEARCHER DESIGNED
QUESTIONNAIRE
Part I:

Factors that brought persons into the health care
system

1.

What health problem has brought you to the emergency
room today? What systems category would you put this
complaint? Systems identified: Respiratory, Cardio
vascular, neurological, muscular-skeletal, G.I.,
Gynecological, E.N.T.

2.

Why did you come to the emergency room at this time?
Family referred, doctor referred, pain got worse, more
symptoms, employer referred, friend referred.

3.

What made you come to the emergency room (this morning,
afternoon, night) rather than (eight hours before the
interview)? Thought it would get better, transporta
tion, working, "didn't feel so bad," no symptoms then.

Part II:

Symptoms

4.

How long have you been suffering from ________________ ?
Time broken up in hours.

5.

What other symptoms have you had? None, one, two,
three, four, or five additional symptoms.

6.

What did you do at home to try and make it better?
Nothing, rest, medication, medication and rest, diet,
diet and medication, home remedies, exercise.

7.

Did it help?

8.

How uncomfortable were you? Please rate it from 1 to
10 with 10 being the most uncomfortable.
1 2 3 4 5 6 7 8 9
10

9.

Did this condition keep you from doing the things you
usually do? Yes or no.

Yes or no.
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10.

Did you feel this condition was dangerous to you?
Yes or no.

11.

Have you ever been ill like this before?
Yes or no.
When? Not applicable; 1-3 months ago; 3 mo 1 day6 mo ago; 6 mo 1 day-1 year ago; 1 year and 1 day to
2 years ago; 2 years and 1 day to 3 years ago; 3 years
and 1 day to five years ago; 5 years and 1 day to 7
years ago; 7 years and 1 day to 9 years ago.

12.

What did you do about it? Not applicable, nothing,
see a physician, take medication

13.

Did it help?

Part III;

Yes or no.

Previous experience with the emergency room

14.

Did anyone suggest that you come to the emergency room?
Yes or No.

15.

Who? Marital partner, doctor, immediate family,
friend, paramedical person, employer, not applicable.

16.

Where do you usually go for care when you are sick?
Doctor, emergency room, clinic.

17.

(If patient has a private physician)
going to see you here? Yes or no.

18.

Have you ever been to the emergency room before?
Yes or no.

19.

How long did you wait? The last time you came to the
emergency room; 0-15 minutes; 16-60 minutes; 61-120
minutes; 121-180 minutes; not applicable.
For this emergency room admission; 0-15 minutes;
61-120 minutes; 121-180 minutes.

Is your doctor

Insurance Coverage:
20.

Do you have health insurance?

Yes or no.

21.

Does it cover care here in the emergency room?
Yes or no or I do not know.

22.

Do you have any idea how much care in this emergency
room is going to cost? $10-20; $21-30; $31-40; $41-50;
$51-60; $61-70; $71-80; $81-90; $91-100; $101-110.
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Part IV:

Demographic Information

23.

How many years of school have you completed?
Actual years of school completed.

24.

What is your occupation?
Professional and technical worker
Managerial worker, official
Clerical sales, kindred worker
Craftsman, foreman, skilled worker
Operative and semiskilled, miner, tenant and manager
Service worker, farmowner
Laborer (except farm and mine)
Farm laborer and foreman
Members of the Armed Forces
Retired
Housewife

25.

What ethnic group do you belong to?
White and nonwhite.

26.

Please tell me the letter that most closely shows your
annual income (see Appendix D)?
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