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SYSTEMATIC REVIEWS AND META-ANALYSES (OTHER THAN EVIDENCE-BASED DIAGNOSTICS)

Why Do People Choose Emergency and
Urgent Care Services? A Rapid Review
Utilizing a Systematic Literature Search and
Narrative Synthesis

Joanne E. Coster, MSc, Janette K. Turner, MSc, Daniel Bradbury, MBChB and

Anna Cantrell, MA

ABSTRACT

Objectives: Rising demand for emergency and urgent care services is well documented, as are the

consequences, for example, emergency department (ED) crowding, increased costs, pressure on services, and

waiting times. Multiple factors have been suggested to explain why demand is increasing, including an aging

population, rising number of people with multiple chronic conditions, and behavioral changes relating to how

people choose to access health services. The aim of this systematic mapping review was to bring together

published research from urgent and emergency care settings to identify drivers that underpin patient decisions to

access urgent and emergency care.

Methods: Systematic searches were conducted across Medline (via Ovid SP), EMBASE (via Ovid), The

Cochrane Library (via Wiley Online Library), Web of Science (via the Web of Knowledge), and the Cumulative

Index to Nursing and Allied Health Literature (CINAHL; via EBSCOhost). Peer-reviewed studies written in English

that reported reasons for accessing or choosing emergency or urgent care services and were published between

1995 and 2016 were included. Data were extracted and reasons for choosing emergency and urgent care were

identified and mapped. Thematic analysis was used to identify themes and findings were reported qualitatively

using framework-based narrative synthesis.

Results: Thirty-eight studies were identified that met the inclusion criteria. Most studies were set in the United

Kingdom (39.4%) or the United States (34.2%) and reported results relating to ED (68.4%). Thirty-nine percent of

studies utilized qualitative or mixed research designs. Our thematic analysis identified six broad themes that

summarized reasons why patients chose to access ED or urgent care. These were access to and confidence in

primary care; perceived urgency, anxiety, and the value of reassurance from emergency-based services; views of

family, friends, or healthcare professionals; convenience (location, not having to make appointment, and opening
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hours); individual patient factors (e.g., cost); and perceived need for emergency medical services or hospital care,

treatment, or investigations.

Conclusions: We identified six distinct reasons explaining why patients choose to access emergency and

urgent care services: limited access to or confidence in primary care; patient perceived urgency; convenience;

views of family, friends, or other health professionals; and a belief that their condition required the resources and

facilities offered by a particular healthcare provider. There is a need to examine demand from a whole system

perspective to gain better understanding of demand for different parts of the emergency and urgent care system

and the characteristics of patients within each sector.

The trend of increasing annual demand for emer-

gency and urgent care is consistent across both

developed countries and different providers of emer-

gency and urgent care. Studies from the United

States, Canada, the United Kingdom, and Australia

report that demand for emergency department (ED)

care is increasing by as much as 3% to 6% each

year.1–5 In the United States, ED attendance

increased from 34.1% to 40.5% per 100 persons

between 1996 and 20066 and in England demand

has doubled from an estimated 6.8 million ED atten-

ders in 1966 and 19677 to 13.6 million in 2006

and 2007, with a further increase to 14.3 million in

2012 and 2013.7 Demand for urgent care center ser-

vices in the United Kingdom has also grown, with

attendances increasing by 46% between 2006 and

2013.7 In addition, demand for prehospital emer-

gency services has risen dramatically over the past 20

years, rising in England by 125%, from around 4

million calls in 1994 and 1995 to 9 million ambu-

lance calls in 2014 and 20158 and in the U.S. emer-

gency medical services (EMS) transports have risen

from 16,000,000 in 2006 to 28,004,624 in 2009.9,10

The impact of increased demand for emergency and

urgent care is well known and includes issues such as

ED crowding, increased costs, longer waiting times,

and overstretched services. ED crowding has been a

recognized problem in the United States since the

mid-1980s,3,11 occurs in most developed countries,12–

15 and is described as a “worldwide public health

problem.”16 Increased demand for services also results

in increased service provision costs. For example, in

the United Kingdom demand for ambulance services

rises annually by 6.5% and increases costs annually by

£60 million ($85 million).17

Published literature suggests that some of the

increase in demand is attributable to people with pri-

mary care problems who use emergency and urgent

care services to access care,18 and some studies sug-

gest that large proportions of patients (10%–60%)

can be managed using lower-acuity-care services.19

However, this is not the only reason and factors con-

tributing to increased demand for emergency and

urgent care are often complex and multifactorial. Sev-

eral studies report that increased demand for emer-

gency and urgent care services is due to a

proportionate rise of older people in the population

who may have different and more complex care

needs.20,21 Other studies have reported that patients

bypass their primary care physician (PCP; also known

as a general practitioner [GP]) and instead go directly

to urgent or emergency care,22 particularly for out-of-

hours care and in urban centers.23 Factors such as

perceived superior treatment at hospitals,18 lack of

access to other care,24 a belief that the problem was

serious enough to warrant emergency treatment,24

and lack of awareness of other services19 have all

been reported as potential reasons why people

choose emergency and urgent care and thus may all

impact on why demand for these services is continu-

ally increasing. The aim of this study was to system-

atically review the related literature and, using

narrative synthesis, to identify the factors behind

patient decisions to access urgent and emergency

care, including why patients access emergency and

urgent care and how and why they choose which ser-

vice to access.

METHODS

Study Design

This review was one of five linked reviews undertaken

by our Evidence Synthesis Center to examine the effec-

tiveness of different models of delivering urgent care.25

The Evidence Synthesis Center provides rapid evi-

dence synthesis about relevant health issues and evi-

dence gaps to the U.K. National Institute for Health

Research (NIHR). This information is used to inform

calls for new research. A timeline of 6 months was

given by NIHR for the Evidence Synthesis Center to

complete five separate but interlinked reviews around

1138 Coster et al. • WHY DO PEOPLE CHOOSE EMERGENCY AND URGENT CARE SERVICES?
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emergency and urgent care, and this paper presents

one of the reviews. The review reported here explores

patient’s reasons for choosing emergency and urgent

care.

We were required to provide answers to the research

commissioner (NIHR) within a time scale that was pro-

hibitive to a full systematic review. The short time frame

and vast scope of the review subject area lends itself to

rapid review methods, to efficiently identify and synthe-

size the most relevant evidence within the study time

frame. A rapid review is defined as “a type of knowledge

synthesis in which components of the systematic review

process are simplified or omitted to produce informa-

tion in a short period of time,”26 for example, by limit-

ing inclusion by date or language and reporting results

narratively.27 Rapid reviews have been described as a

“streamlined alternative to standard systematic

reviews”28 and a key use of this type of review is to pro-

vide summary evidence in an environment where health

service delivery decisions need to be made quickly and

not within the time frames of traditional reviews. They

also provide a format that makes evidence accessible for

decision makers and are a valuable way of supporting

evidenced-based decision making.28

The type of review undertaken here can also be

described as a mapping review. Mapping reviews are typi-

cally used to map, summarize, and categorize broad

research bases, particularly with the intention of identifying

evidence gaps and are defined as “a systematic search of a

broad field to identify gaps in knowledge and/or future

research needs.”29 Mapping reviews are frequently used

within policy development and health services research.30

The review reported here used a systematic search strategy.

However, other stages of the review are typologically differ-

ent from a traditional systematic review method. For exam-

ple, we did not attempt to intensively identify all applicable

evidence, but instead utilized structured searches to identify

key evidence. Findings were reported qualitatively using a

framework-based narrative synthesis.31

Literature Search and Selection

Database Searches. Search terms were devel-

oped based on discussions with the research team,

which included an information specialist (AC). Where

possible, we identified similar reviews and expanded

preexisting search strategies to meet the broad remit of

this search. We combined relevant terms relating to

the following: population; users of the range of ser-

vices within the emergency and urgent care system

(ambulance services, ED, other urgent care facilities,

telephone access services, primary care-based urgent

care services); outcomes; service effects—ED atten-

dances, emergency admissions, ambulance calls, dis-

patches or transports, demand, appropriateness of

level of care, cost consequences; and patient outcomes

—patient experience and satisfaction, decision making,

adverse events, and cost impact.

An information specialist (AC) conducted targeted

database searches using the following databases: Med-

line (via Ovid SP), EMBASE (via Ovid), The Cochrane

Library (via Wiley Online Library), Web of Science (via

the Web of Knowledge), and the Cumulative Index to

Nursing and Allied Health Literature (CINAHL; via

EBSCOhost). Searches were initially limited to January

1, 1995, to December 2014 and were updated to April

2016 to ensure that current findings are included in the

analysis and that results are relevant to current services.

We used a combination of free-text and medical subject

headings (MeSH) search terms, as well as appropriate

subheadings. Keywords related to emergency and urgent

care services; health service demand; factors, for exam-

ple, crowding or aging; and rising demand and were

combined using BOOLEAN logic. Search results were

limited to English-language papers published from

1995. A detailed description of the search strategy is

provided in Data Supplement S1 (available as support-

ing information in the online version of this paper,

which is available at https://doi.org/onlinelibrary.wile

y.com/doi/10.1111/acem.13220/full). Search results

were downloaded into EndNote version X7.2.1 (Thom-

son Reuters).Other key evidence was identified through

the following supplementary searching methods: exam-

ining reference lists of relevant systematic reviews; using

our own extensive archives of previous related research,

including a number of related evidence reviews; an evi-

dence review produced by NHS England as part of its

review of urgent and emergency care;32 and consultation

with internally based topic experts and some external

topic experts.33

Inclusion Criteria. To manage the review process,

we used the following broad inclusion criteria: empiri-

cal data; quantitative, qualitative, and mixed-method

studies; emergency or urgent care service users; written

in English; report relevant outcomes (patient experi-

ences and perspectives); peer-review publications; and

published between 1995 and 2016. We did not

include studies that presented evidence relating to clin-

ical interventions for specific conditions or specific

condition–related studies, as these did not fit with the
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whole-service, whole-population perspective of this

review. However, where evidence was presented for

broad population groups, for example, children or the

elderly, these were included.

Study Selection. References were managed using

Endnote version. After removal of duplicates, 1,724

remaining references were screened for relevance,

using the title and abstract; 1,647 irrelevant papers

were excluded at this stage and the most common rea-

son for exclusion was lack of empirical evidence or

publication type (editorial, letter, conference abstract,

etc.). Where it was unclear if studies were relevant, the

full-text paper was obtained.

Seventy-seven full-text papers were reviewed for

inclusion by one researcher (JT) and the results were

discussed and confirmed with two other researchers

(JC, DB); 38 papers were excluded at this stage. The

most frequent reason for exclusion was not an empiri-

cal study (n = 14). Where additional input was

required specific papers were discussed with the wider

review team as part of regular project meetings.

Data Extraction

Results from 38 included studies were extracted

directly into summary tables study by one reviewer

(DB) and verified by a second reviewer (JC). Regular

project meetings were held during this review stage

and any differences in extracted data were reviewed

and discussed to ensure consensus on extracted data

items. Data were extracted using standardized prede-

fined headings and included main purpose and objec-

tives, key findings, and conclusions.

Data Analysis

A thematic mapping analysis was undertaken for all

included papers, including those reporting survey and

quantitative data.31 The thematic approach used in

rapid reviews attempts to characterize the body of litera-

ture qualitatively rather than to quantify numbers of

studies. This reduces the need to identify a comprehen-

sive sample (as in a systematic review) as opposed to a

representative sample which indicates the major trends

without having to find all instances. Patient-derived rea-

sons for choosing emergency or urgent care service were

identified and extracted from each included research

paper and mapped against emerging themes by two

reviewers (JT and JC). A qualitative-based thematic anal-

ysis process was used to identify and code emerging

themes, using methods similar to those used in

qualitative framework analysis.34 Themes were reviewed

and discussed with the study team and further refined

and developed, until a final agreed coding framework

was applied to the review findings, resulting in the iden-

tification of six themes that encompassed reported rea-

sons for choosing emergency or urgent care services.

We have narratively synthesized and reported data by

theme. The narrative synthesis summarizes the findings

from multiple studies using mainly words or text infor-

mation.

Quality Assessment

Rapid reviews tend to be descriptive rather than analyt-

ical. For example, they prioritize the research questions

that have been addressed rather than the results. This

is one reason why approaches to quality assessment

are less thorough. For example, study types are

described rather than appraised. However, to ensure

the conclusions of this research are based on robust

evidence, we assessed the quality of studies using com-

monly used quality assessment tools. Fifteen qualitative

interview or focus group studies were assessed using

the Critical Appraisal Skills Programme Qualitative

Checklist.35 This tool was chosen as it incorporates

both broad and study-specific quality issues and is a

widely recognized quality assessment tool. Twenty-three

cross-sectional studies were assessed using the National

Institutes Health (NIH) Quality Assessment Tool for

Observational Cohort and Cross-Sectional Studies.36

We defined cross-sectional studies as structured inter-

views, structured telephone interviews or surveys, or

postal surveys that used statistical analysis methods. As

no cohort studies were included in this review, we

adapted the NIH tool to remove questions that pri-

marily referred to quality issues in cohort studies.

RESULTS

Search Results

We identified 38 individual studies relevant to this

review. Search results are reported using Preferred

Reporting Items for Systematic reviews and Meta-analy-

sis (PRISMA)37 in Figure 1. The main study character-

istics are reported in Table 1. Complete summary

tables of all included papers are available as Data Sup-

plement S2 (available as supporting information in the

online version of this paper, which is available at

https://doi.org/onlinelibrary.wiley.com/doi/10.1111/

acem.13220/full). Included studies were primarily
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concerned with patients presenting with urgent rather

than emergency conditions.

Study Quality and Relevance

All included studies were published in peer-reviewed

journals. Given that the main purpose of most studies

was to identify patient-derived factors or reasons for

emergency and urgent care service use, the use of qualita-

tive and cross-sectional study designs was appropriate.

The majority of studies were undertaken in the United

States, United Kingdom, Australia, and Canada

(n = 32/38; 84.2%), giving the data and results greater

congruency due to the similarity of health systems. Most

(n = 21; 52.6%) studies reported data relating to a single

site or health facility. However, where data were reported

within national surveys the results were consistent with

those from single site studies.24 Quality assessment (see

Data Supplement S3, available as supporting informa-

tion in the online version of this paper, which is avail-

able at https://doi.org/onlinelibrary.wiley.com/doi/10.

1111/acem.13220/full) identified that overall, the qual-

ity of included studies is high, but identified limitations

with some study methodologies. Only 13 of the 23 cross-

sectional studies reported a sample size justification or

power description or provided variance and effect esti-

mates. It was not possible to calculate the response rate

for one study, due to insufficient detail given.18 However,

for the 22 studies that did provide this information, the

mean response rate was 77% and the range was 45% to

99%. Only one study had a response rate lower than

50%.38 The 15 qualitative studies had fewer quality

issues and overall the quality of included studies was

high. Three studies did not provide sufficient informa-

tion about ethical or research approvals and two studies

lacked information about the considerations of the rela-

tionship between the research and the patient. Some

studies used multiple methods incorporating a range of

qualitative methods across whole populations, while

others employed simpler designs with less comprehen-

sive samples, for example, multisite studies using focus

groups and interviews39 and multisite surveys24 com-

pared to single-site qualitative studies.18

Summary of Findings

A summary of the main characteristics of all included

studies is given in Table 1.

Studies included in 

narrative synthesis

(n = 38)

Full-text articles assessed 

for eligibility

(n =77)

Records excluded

(n = 1647)Records screened

(n = 1724)

Id
e
n
ti
fi
ca
ti
o
n Records identified through 

database searching after duplicates 

removed 

(Main search n = 1405)

Updated search (317)

Additional records identified 

through other sources

(n = 2)

S
cr
e
e
n
in
g

E
li
g
ib
il
it
y

Full-text articles excluded,

(n = 39) 

In
cl
u
d
e
d

Figure 1. PRISMA 2009 flow diagram.
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Narrative Synthesis

We identified frequently occurring themes regarding

patients’ decisions on where to access care and, in par-

ticular, why patients chose to access emergency or

urgent care for nonurgent health problems. We identi-

fied six themes that accounted for the majority of the

factors related to ED attendance and urgent care

usage. Descriptions of each theme are outlined in

Table 2.

Confidence in Primary Care and Access to

Appointments

Access to and confidence in primary care was a key

factor identified by 26 studies and nearly all reported

access related issues. In most studies patients had

access to primary healthcare and chose instead to

seek more urgent or emergency care, often without

contacting a PCP first. There were multiple reasons

why people felt accessing primary healthcare services

was difficult. Anticipated waiting times for appoint-

ments and PCPs (including GPs) being busy were

key factors,40–42 with one study reporting that 44%

of patients found their GP “inaccessible to their

needs.” This was also linked to patient perceptions

around accessibility and availability of appointments

at times of day that were convenient to patients,43

limited PCP opening hours,44 with a small propor-

tion of patients reporting that they were unable to

obtain a PCP appointment.38 Lack of primary health

service available after hours was raised by one

study.18 Another factor was lack of awareness of

other services, with one study reporting that seven

of 30 patients who attended ED had no knowledge

of alternative primary care options.38 GP dissatisfac-

tion influenced 10% of patients in their decision to

attend an urgent care center39 and in some cases

high rates of PCP dissatisfaction was reported.45 One

study reported that patients felt that out-of-hours care

was impersonal.46

There was evidence that different population

groups had different views and used services differ-

ently and for different reasons. For example, older

people were distrustful of telephone services and pre-

ferred to see a familiar PCP than to contact an out-

of-hours service.47 Conversely, the study by Benger

et al.48 identified younger people tended to choose

emergency and urgent care over general practice.

Young females were identified in a Brazilian study as

being more likely to use ED inappropriately, due to

lack of access to primary care services.49 Migrant

populations often had no PCP and often sought ED

care for nonurgent health problems due to difficulties

accessing primary healthcare.50

Perceived Urgency Anxiety and the Value of

Reassurance From Emergency-based

Services

Twenty-four studies reported results categorized within

this theme, with 14 of 24 studies reporting data from

ED-based studies. A key finding here was that patient

anxiety was strongly related to healthcare-seeking

behavior51,52 and this linked closely with the reassur-

ance that patients obtain from emergency services53

and their trust of ED services.54 In some cases anxiety

was due to worries about the legitimacy of need,39

with patients not wishing to use services inappropri-

ately. There was a strong sense that patients viewed

Table 1
Characteristics of Included Studies

Characteristics
Number of included
studies, n (%)

Total 38 (100)

Country

United States
United Kingdom
Other Europe
Other

13 (34.2)
15 (39.4)
4 (10.5)
6 (15.8)

Study design

Multiple qualitative (e.g., focus group
and interviews)

Mixed method (e.g., interviews and survey
Focus group
Patient interviews
Cross-sectional studies (e.g., survey
or structured interviews)

Secondary data analysis

3 (7.9)
3 (7.9)
2 (5.3)
7 (18.4)
21 (46.2)
2 (5.3)

Setting

ED
ED and urgent care centre or out of hours
Ambulance
Out-of-hours urgent
Urgent care center
Primary care/community based
Hospital/ED

26 (68.4)
3 (7.9)
2 (5.3)
2 (5.3)
1 (2.6)
3 (7.9)
1 (2.6)

Key themes

Access to and confidence in primary care 26/38 (68.4)

Perceived urgency and anxiety and the
value of reassurance from emergency-
based services

24/38 (63.1)

Views of family, friends, or healthcare
professionals

11/38 (28.9)

Convenience in terms of location, not
having to make appointments, and
opening hours

15/38 (39.4)

Individual patient factors 8/38 (21.5)

Perceived need for EMS or hospital care,
treatment, or investigations

13/38 (34.2)
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their conditions to be serious.40,42,43,48,55–57 This was

juxtaposed with evidence that patients were not always

capable of assessing which health problems required

emergency care and were sometimes unsure of the

legitimacy of their health needs.39,58

While self-perceived urgency is a strong theme

within included studies, one study38 reported that

52% of ED attending patients described their condi-

tion as nonurgent, and 48% urgent, with no patients

describing their problem as very urgent. Patients may

also gain reassurance from having greater confidence

in ED and hospital services, with 39% of patients stat-

ing that they had more confidence in their ED than

in their PCP service22 and 24% believing that hospital

treatment is superior.18

Perceived Need for EMS or Hospital Care,

Treatment, or Investigations

Thirteen studies reported evidence categorized within

this theme, with most reporting that patients believe

that emergency or urgent care was required for their

health problem. This often stems from a belief that

their condition needs the resources offered by a hos-

pital, including hospital doctors (rather than PCPs

or GPs) and diagnostics particularly x-rays and treat-

ment.38,43,46,59 Some patients felt that they were too

sick to be seen within a primary care setting, with

the study by Lobachova and colleagues57 reporting

that 80% of patient felt that they were too ill to be

seen and treated in primary care. Others felt that

their condition was too difficult or complex for

PCPs to control or could only be effectively dealt

with by the ED.19,55,56 The study by Redstone

et al.55 reported that 24% of patients who presented

to ED with problems that were subsequently triaged

as nonurgent attended the ED because they felt that

they needed to be admitted to hospital.

Being Advised to Attend ED by Family

Friends or Healthcare Professionals

The views of family, friends, and healthcare profes-

sionals were important contributory factors in patient

decision making to utilize ED services in 11 of the

included studies. Six studies reported that patients

attended ED due to recommendations or referrals

from other health professionals19,38,42,54,57,60 and five

studies identified that patients attended due to the

views of family and friends,38,40,42,57,61 with some

studies describing both family and friends and health-

care professionals advice as an explanatory factor.

One study found that 52% of patients attended the

ED due to advice from a healthcare professional or

friends and family.38 A study by Hodgins and

Wuest40 identified views of family and friends as one

of the highest ranking explanatory factors behind ED

attendance and Lobachova et al.57 found that while

35% of patients attended the ED due to being

referred by other health professionals, 48% came due

to advice from friends or family. The study by Pen-

son et al.19 described the most common reason for

attendance being advice from others, but this was

more usually advice from health professionals rather

than family or friends. One study identified that

females were more likely to attend ED due to the

Table 2
Theme Descriptions

Confidence in primary care and access
to care appointments

Factors identified included lack of awareness of options (particularly OOH services),
dissatisfaction with GPs, limited opening hours, anticipated waiting times for
appointments, previous experience using OOH services, and perceived barriers.
This theme encompasses service defined barriers to care, whereas the convenience
theme is about patient defined barriers to care.

Perceived urgency, anxiety, and the value
of reassurance from emergency-based services

Self-perceived urgency and reassurance from increased confidence in emergency
and urgent healthcare providers. This theme is based on patient-based anxieties
rather than a desire for specific medical investigations.

Views of family, friends or healthcare professionals Being advised to attend the ED by family, friends, or healthcare professionals.

Convenience In terms of location, not having to make an appointment and opening hours was a
factor. Older people were more likely to contact a GP first, whereas younger patients
contacted urgent care centers, the ED, or OOH services, as they found this more
convenient. This theme is about patient-specific issues around access to care
facilities and how these are viewed by population subgroups.

Individual patient factors In some health systems, costs and transport options affected decision-making.

Perceived need for EMS or hospital care,
treatment, or investigations

A belief that their condition needed the resources offered by a hospital, including
hospital doctors (rather than GPs), diagnostics (particularly radiography), and
treatment.

GP = general practitioner; OOH = out of hospital.
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recommendations of others than males61 and that

the source of the advice was more likely to be family

and friends.

Convenience in Terms of Location, Not

Having to Make Appointment, and Opening

Hours

The perceived convenience of emergency and urgent

care services was a identified in 15 studies as a key dri-

ver in patient decision making, and this is also linked

to negative views around inconvenient access to pri-

mary care. Access to primary care is often viewed as

limited, due to more structured opening hours and

perceptions around difficulty obtaining appointments,

and there is a view that the ED is more convenient

due to factors such as 24-hour availability and not hav-

ing to make an appointment.38,43,49,55,62 In one study,

60% of patients viewed the ED as more convenient

than their PCP55 and several other studies reported

that people chose to visit the ED for low-urgency prob-

lems due to ED being closer or faster,63 the accessibil-

ity of the ED,43,54 the convenience of the ED

location,42 or service.40 Conversely, one study reported

that patients attended the ED with primary care prob-

lems even though few people believed that they would

be seen more quickly or that it was more conve-

nient.19

Individual Patient Factors (e.g., Costs and

Transport)

This theme also relates to the convenience and pri-

mary care access themes. In some health systems, costs

and transport options affected decision making and

these were identified as explanatory factors for choos-

ing emergency and urgent care services in eight stud-

ies. Four studies (three from the United States and

one from Australia) identified costs as an

issue,57,58,60,63 and in some cases reported that ser-

vices users take into account the costs of using primary

or EMS care when making decisions on which service

to access.60 One study identified that 15% of urgent

care center service users chose to access that particular

service due to nonmandatory payment. Wilkin and

colleagues58 reported that healthcare costs may prevent

people from changing their current health-seeking

behavior.

Transportation issues, for example, not having a

car, prompted some service users to choose the ED,

ambulance, or urgent care services rather than primary

care and this was identified by three studies.58,60,64

One study reported that 34% of patients chose to use

the ambulance service instead of primary care due to

not having a car.64 However, for some population

groups there were barriers to using out-of-hours and

ED services and this affected their choice of service.

For example, older people faced specific barriers to

using ED and urgent care services. In particular, travel-

ing at night and using the telephone were factors that

dissuaded older people from using out-of-hours ser-

vices; instead they preferred to wait for an appoint-

ment with a familiar PCP. Campbell et al.41 found

that out-of-hours decisions were often influenced by

personal opinions around out-of-hours services and

that trends differed between rural and urban areas,

with people in rural areas often delaying contact until

their own doctor was available, whereas people in

urban areas were more likely to use out-of-hours emer-

gency and urgent care services.

DISCUSSION

We have identified six key themes that describe why

patients choose to access emergency and urgent care

instead of primary care for low-urgency health prob-

lems. The themes are broad categories; each contain

multiple and specific patient-derived explanatory fac-

tors and are applicable to emergency and urgent care

health systems in most developed countries.

The factors identified in the themes are supported

by other research. For example, a qualitative interview

study to identify which aspects of the emergency ambu-

lance service care are valued by service users found

that service users had high levels of anxiety and valued

the reassurance that was provided by the ambulance

service.65 This directly supports the theme identified

from this research around “perceived urgency, anxiety

and the value of reassurance from emergency based

services.”

Perceptions of urgency may differ between patients

and healthcare professionals. The study by Coleman

et al.59 identified a discrepancy between patients’ per-

ceptions of the seriousness of their health problem

and related expectations of care and the views of

healthcare professionals. This may lead to patients

accessing care or treatment that is unnecessary due to

a belief that the problem was serious and supports the

theme “Perceived need for EMS or hospital care, treat-

ment, or investigations.” However, identifying whether

patients are choosing care inappropriately is difficult

and sometimes controversial; many cases are
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retrospectively determined as nonurgent and there is

often disagreement among health professionals about

appropriateness.66 Even if there are more appropriate

ways for patients to receive care this does not mean

that it is inappropriate for patients to attend ED.

Some studies have shown that some patients face anxi-

ety about whether they are choosing the right level of

care and do not wish to be categorized as time

wasters.67 In particular, older people are sometimes

reluctant to access emergency care perceive without

first seeking the views of other people and this can be

a barrier to seeking timely emergency and urgent

care.48 In contrast, young adults are more likely to go

to the ED or seek urgent care than contact their PCP

and have lower satisfaction with primary care services.

Most studies reported that patients’ perceptions of

access to and confidence in primary care was a key fac-

tor in low-urgency ED attendances. Patient satisfaction

with care is predictive of future healthcare choices68

and when patients experience difficulties obtaining

appointments or are unsatisfied with the care they

receive from their PCP, this may impact on future

health-seeking behavior and choices. Past research

shows that patients with an urgent healthcare problem

are unwilling to wait more than 1 day for an appoint-

ment with their own physician.69 Demand for

unplanned services is rising and this has been shown

to rise further when access to PCP care is reduced.70

A systematic review of primary care factors that impact

on unscheduled secondary care use showed that better

primary care access led to reduced unscheduled care,71

with increased access to primary care leading to a

reduction in ED attendances. Many people also value

the convenience of ED, not having to make an

appointment, and access to specialist care if needed.

Important drivers for ED use were identified using fac-

tor analysis by Ragin and colleagues72 and five factors

were identified as having good reliability. These

included convenience, belief that the problem was seri-

ous/medical necessity, preference for hospital facilities,

and individual patient factors related to cost of care

and insurance. Capp and colleagues73 examined in

detail the impact of health insurance on ED usage and

identified that lack of access to alternative care was a

key driver for low-acuity ED attendance. While Kan-

govi and colleagues74 also identified patients of low

socioeconomic status prefer hospital care over primary

care because they view it as more convenient and

accessible whilst also providing higher quality care for

less cost. A study about ED closures by Hsia et al.75

found that ED closures disproportionately affected vul-

nerable communities, for example, those without med-

ical insurance, minority groups, or comorbidities. It

may be that convenience and accessibility issues are

more important to subgroups who already experience

difficulties accessing care.

Multiple sources have identified the views and

advice of others as a key driver in ED utilization.

However, young people are reported as more likely to

directly seek urgent care or attend ED76 and a criti-

cism of some telephone-based urgent care services is

that advice can lead to a rise in ED attendances.77

As well as patient-based factors, demand is likely to

be influenced by a range of other characteristics and

factors. These include aging populations with chronic

conditions and complex health needs, socioeconomic

factors often related to deprivation and lack of social

support, and policy decisions around health planning

and service provision, for example, access to primary

care and geographical differences in provision. Future

research to identify independent risk factors associated

with accessing emergency and urgent care, as part of a

population-based whole-system study, are required to

identify and describe the sources and impact of

demand on the emergency and urgent care system as

a whole and to identify what demand is for different

parts of the system and how these interact.

LIMITATIONS

This was a rapid review; therefore, some aspects of sys-

tematic review methodology have been omitted or sim-

plified to produce a review in a short time frame.26 By

limiting the evidence to 1995 to 2016, we have ensured

that the evidence assessed has context and relevance to

current policy and practice. In balancing the large scope

of this review against the time and resource constraints,

we aimed to provide a broad overview of existing evi-

dence and utilized rapid review methods to structure the

review process. For example, data extraction was focused

toward the most pertinent evidence and information,

rather than an exhaustive critique of all available infor-

mation, and we used a framework-based synthesis,

which is an efficient method for synthesizing evidence to

inform policy within short time scales.31

As part of the review search strategy, we excluded

non–English-language studies, gray literature, abstracts,

and conference items. We excluded non–English-lan-

guage studies as papers not published in English are

less likely be congruent to English and U.K. healthcare
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systems. As befits a systematic review of patient-reported

reasons for accessing emergency and urgent care, most

of the evidence was from qualitative or survey-based

research. Each of these methods has its limitations and

we undertook a quality assessment to ensure that the

studies included in this review met accepted quality

thresholds. For example, the mean survey response rate

for included studies reporting survey data was >74%.

This review examined empirical evidence that may help

explain why demand for emergency and urgent care ser-

vices is changing. Evidence was not assessed to identify

or make recommendations regarding future services or

optimum service configuration.

Research and Policy

Currently, most developed countries are exploring ways

to reverse what is often termed as a “crisis in emergency

medicine.”78 In particular, healthcare policy makers are

examining methods to reduce ED crowding and medi-

cally unnecessary use of emergency and urgent services,

while at the same time promoting methods to ensure

that patients receive care from the most appropriate ser-

vice. For example, in the United Kingdom, the NHS

Five Year Forward View presents the case for redesign-

ing current urgent and emergency care services.79 By

understanding what drives patients with low-urgency

health problems to access emergency and urgent health-

care, this research will help policy makers to plan future

ways of managing demand so that service provision

works for patients, is sustainable, and helps people with

urgent care needs access the right care first time.32

CONCLUSIONS

We identified six distinct reasons explaining why

patients choose to access emergency and urgent care

services, for mainly low-urgency health problems. Lim-

ited access to or confidence in primary care; patient

perceived urgency; convenience; views of family,

friends, or other health professionals; and a belief that

their condition required the resources and facilities

offered by a particular healthcare provider were all key

factors that influence patients when they make deci-

sions about whether to access emergency and urgent

care and the type of emergency and urgent care they

choose. By understanding why more people are choos-

ing to access these services we are better able to direct

and provide patients with the right care at the right

time. However, there is a need to examine demand

from a whole-system perspective and, in doing so, gain

better understanding of demand for different parts of

the emergency and urgent care system and the charac-

teristics of patients within each sector.
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