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ABSTRACT 
 
 

This research aimed to investigate the socio-demographic characteristics alongside the 

psycho-social factors that impact on the uptake of telephone based healthcare using a 

socio-cognitive approach.  The first study analysed four ‘one month’ periods of national 

NHS Direct call data (July 2010, October 2010, January 2011 and April 2011) for all 0845 

4647 calls in England.  Expected and actual usage of NHS Direct was determined for 

each ethnic group of the population and compared using Chi-square analysis.   Results 

confirmed that White British used NHS Direct more than expected, alongside Mixed 

(Caribbean/African) and Asian Pakistani groups, with lower representation found for 

Asian Indian\Bangladeshi, Black African\Caribbean, alongside Chinese ethnic groups.  

No gender differences were noted.  Calls were then analysed for age, gender and 

deprivation (IMD health, income, employment & education) using negative binominal 

regression.  Results suggest that deprivation increases call rates for adult calls but 

reduced in calls about children (<15 years).  This study also highlights that NHS Direct 

call rates (all ages combined) are highest in areas with deprivation levels at, or just 

above, the national average, which remains consistent when accounting for employment, 

income and education deprivation. The second study, adopted a qualitative approach to 

explore the psycho-social factors that impact on the uptake of telephone based 

healthcare. Focus groups were conducted with low user groups (Manchester (N=3) and 

Mendip (N=4)), alongside high service users (N=2) and service providers (N=2).  Five 

themes emerged: attitudes, structural and perceived barriers, knowledge and awareness 

of NHS Direct alongside improving access.  Findings highlight a preference for instant 

face-to-face reassurance in low user groups, whereby low users appear to have lower 

perceived confidence in self-management of symptoms and engaging with telephone 

based health services.  In conclusion the findings suggest there is variation in usage of 

NHS Direct, influenced by ethnicity, gender, age and deprivation.  This research has 

explored some of the barriers, and has provided a theoretical framework that can be 

applied to understand uptake of telephone based healthcare.  This research can help 

enable the development of future promotional campaigns that can target particular 

sections of the population to encourage use of telephone based healthcare services.  
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Chapter 1 Aims and Overview 
 

Aim 1 

 Examine the role that geographical and socio-demographic characteristics have 

on the uptake of telephone based health services using NHS Direct as a case 

study. 

 

Objectives 

 Describe and compare the patterns of utilisation of primary healthcare   services 

by different population subgroups  

 Critically evaluate previous research that has analysed socio-demographic 

characteristics of NHS Direct utilisation to highlight testable hypotheses  

 Identify the geographical and socio-demographic characteristics of NHS Direct 

users to highlight patterns of utilisation of NHS Direct use compared to other 

primary healthcare services  

 

Aim 2 

 Explore the role that psycho-social processes have on the impact of utilisation of 

telephone based health services using NHS Direct as a case study. 

 

Objectives 

 Evaluate the literature to identify the role that social alongside psychological 

processes may have on the utilisation of telephone based health services 

 Critically evaluate the relevance of socio-cognitive theoretical concepts to 

understand and predict utilisation of NHS Direct by providing a theoretical 

framework that can be used to explain utilisation of telephone based healthcare. 
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1.2 Overview of chapters 

This thesis is presented in 8 chapters, following this first chapter, Chapter 2 introduces 

the historical development of telephone based healthcare and reviews definitions of 

telemedicine and tele-health to shape and understanding to what is meant by telephone 

based healthcare and remote health.  Moreover this chapter presents the evolution of 

telephone based healthcare in England and the evolvement of NHS Direct and highlights 

how this is integrated within the structure of primary and secondary healthcare.  This 

chapter also discusses the policy implications of telephone based healthcare in England 

within the self-care model and concludes with a summary of the future model of NHS 

Direct alongside telephone based healthcare within the current NHS reforms. 

 

Chapter 3 discusses the concept of the health inequity divide, and critically examines the 

literature which relates to the socio-demographic predictors of health utilisation of primary 

healthcare in England.  This chapter also reviews the impact of geography on health, 

focusing on how geographic location impacts health service utilisation.  This chapter 

concludes with a systematic review, which evaluates existing research that has 

investigated geographical and socio-demographic characteristics of NHS Direct users 

which aims to firstly inform the hypothesis which are under investigation and uncover the 

methodological strength of previous research. 

 

Chapter 4 begins by presenting the research design of the whole research project to 

demonstrate the rationale for the two research studies.  The first study which will be 

discussed in this chapter primarily aims to identify the geographical, demographic and 

socio-economic characteristics of NHS Direct users.  This chapter considers some of the 

methodological challenges to measuring deprivation and ethnicity and presents the most 

rigorous approach using a strong evidence base to analysis deprivation alongside 

demographic factors.  Quantitative results of gender, age, socio-economic characteristics 

and geographic location of NHS Direct users focusing on four one month periods as a 

national observation study in England during 2010/11 are presented.  This chapter then 

concludes with a discussion with acknowledgment to presented limitations. 

 

Chapter 5 examines the literature to identify the role that social processes alongside 

psychological processes may have on the utilisation of telephone based health services 

to determine why some people may adopt telephone based healthcare and others do not.  

This chapter draws on theoretical concepts from the field of health psychology adopting a 

socio-cognitive approach a conceptual theoretical framework is presented which is 

developed to explore predictors of utilisation of telephone based healthcare, which is 

used to frame the second study within the research programme. 

 



19 

 

 

Chapter 6 presents the aims and methodology of the second research study.  Firstly, his 

chapter presents the aims and objectives of using a qualitative approach to determine the 

predictors of the utilisation of telephone based healthcare using NHS Direct as a case 

study.   This chapter provides the methodology adopted focusing on three sample 

groups; NHS Direct users, NHS Direct service providers (nurses and health advisors) and 

low users of NHS Direct.  This chapter demonstrates the inclusion of an urban and rural 

case study using geographical mapping, geo-demographic profiling to target low user 

groups alongside service providers.  Furthermore, it justifies using framework analysis as 

a methodology possible to compare cases to provide cross themes to determine a 

theoretical framework to help explain end utilisation behaviour of telephone based health 

services. 

  

Chapter 7 explores the psycho-social determinants that impact on the uptake of 

telephone based healthcare.  Findings of focus groups of low users held in Manchester 

(N=3), Mendip (N=4), NHS Direct users (N=2) alongside service providers (N=2) are 

presented.  This chapter utilises framework analysis to analyse differences between 

groups, and presents the themes and sub-themes that were found to impact on use.  

Finally, this chapter summarises the findings and provides a theoretical framework that 

can be applied to understand uptake of telephone based healthcare.   

 

Chapter 8 is the concluding chapter and provides a summary of the research programme, 

drawing together findings from study 1 and study 2.  This chapter then critically evaluates 

the work presented in previous chapters, stating its limitations and relevance to previous 

studies in the area.  The chapter concludes by identifying new research questions drawn 

from the present studies, and suggests the direction of future research.  Figure 1 visually 

demonstrates how the aims and objectives are linked to each chapter. 
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Aim 1 

Objective 1 
Chapter 3:  

Literature review 

Objective 2 
Chapter 3:  

Systematic review 

Objective 3 

Chapter 3:   

study 1 (Quantitative: 
dataset analysis) 

Aim 2 

Objective 1 
Chapter 5: Literature 

review 

Objective 2 

Chapter 6/7: 

 Study 2 (Qualitative: 
focus groups) 

 

 
 
 

 
 
 
 
 
 
 
 

 

Figure 1: Overview of chapters linked to aims and objectives 

 

 
 

  



21 

 

 

 

 

 

 

Chapter 2 NHS Direct: The evolution of telephone based 
healthcare  
 

2.1 Telemedicine and Tele-health: Competing definitions 

Telemedicine and tele-health, the two most common terms used to define telephone 

based healthcare are often used interchangeably despite clear differences (Bashshur, 

1995).  Darkins and Cary (2000) argue that there is lack of conceptual clarity in defining 

these terms that ultimately loses touch with the essential features of what each 

application was originally intended to describe.  Darkins and Cary (2000) consider that 

this confusion has allowed the discipline of health technology to become entangled in 

complex descriptions more specifically by using technobabble.  This presents issues in 

both policy and health research when these concepts are used interchangeably in terms 

of evaluation and quality assurance (Bashshur et al., 2000). Therefore, it is important to 

identify the stringent characteristics upon each term to understand their application within 

healthcare practice. It is also essential to determine the differences and similarities to 

understand any overlaps to ensure that these applications are based on the correct term.  

As such both telemedicine and tele-health are defined separately with consideration of 

their individual similarities and differences. 

2.1.1 Telemedicine 

Definitions of telemedicine have been widely varied, contributed by the historical changes 

of telemedicine, alongside shifts in adoption of telemedicine applications (Collins et al., 

2000; Darkins and Cary, 2000).  The first definition can be traced back as far as the early 

1970’s by Bird, who at this time was considered the pioneer of telemedicine.  Bird (1971) 

defined telemedicine as ‘the practice of medicine without the usual physician-patient 

confrontation’ (p.17).   Soon after, Willemain and Mark (1971) supported this notion 

suggesting that telemedicine should be viewed as any system where the doctor and the 

patient are at different localities.  It became clear that definitions were framing 

telemedicine as remote medicine highlighting the role of the physician as the facilitator.  

However, many critiques argued that viewing telemedicine in this way simplified its 

application thus discounting the fundamental features of which it is based on (Bashshur 

et al., 1975). 
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However, Bashshur et al., (1975) attempted to overcome this gap and suggested that 

telemedicine should be viewed within an operational context as having six essential 

features, (1) geographic separation between provider and recipient of information, (2) use 

of information technology as a substitute for personal or face to face interaction, (3) 

staffing to perform necessary functions (including physicians, assistants, and 

technicians), (4) an organisational structure suitable for system or network development 

and implementation, (5) clinical protocols for treating and triaging patients and finally, (6) 

normative standards of behaviour in terms of physician and administrator regard for 

quality of care, confidentiality and the like (Bashshur et al., 1997; Bashshur, 1995; 

Bashshur et al., 1975).   This definition provided a platform for organisations to deliver 

telemedicine; however, it could still be argued that this definition rejects aspects of 

education and patient involvement thus still creating an over reliance of the physician 

role.   

 

By the 1990’s more definitions were being presented and it was becoming increasingly 

evident that defining  telemedicine was ever more complex (Preston et al., 1992).  

However, Field (1996) provided a more inclusive definition which took into account the 

technology aspects of telemedicine alongside remote care, defining telemedicine as ‘the 

use of electronic information and communications technologies to provide and support 

healthcare when distance separates the participants’ (p.21).  It was evident that this 

definition symbolised a shift towards the inclusive nature of telemedicine, with special 

attention made to the ‘participant’ rather than the patient.  In support, the Institute of 

Medicine proposed that telemedicine ‘encompasses all of the healthcare, education 

information and administrative services that can be transmitted over distances by 

telecommunication technologies’ (Lipson and Henderson, 1995).  More recently 

researchers have attempted to acknowledge the impact of telemedicine in increasing 

accessibility overcoming geographic, time, social and cultural barriers (Reid, 1996).  

However, even currently there continues to be a lack of agreement as to how 

telemedicine should be defined (Darkins and Cary, 2000). 

 

Darkins and Cary (2000) acknowledge that definitions of telemedicine have had limited 

clarity, but suggest that both researchers and policy makers should not just focus on the 

‘set in stone’ definitions but instead look at the important guiding principles that describe 

telemedicine.  Figure 2 visually demonstrates the proposed principles guided by the 

broad range of definitions discussed previous.  This figure outlines that telemedicine can 

be characterised as tele-consultation between the patient and usually the practitioner 

thus suggesting a clinical element.  Further this figure illustrates that this service is 

provided using technology equipment such as; store and forward, picture phone, 

television, video, satellite, internet, facsimile, telephone, radio and audio.   So, it appears 
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Patient Practitioner 

that telemedicine is ultimately characterised as a clinical application essentially going 

against more recent definitions.  As such, if these are the features of telemedicine, how is 

tele-health fundamentally different? 

 
 
      
 
 
 
 
 
 
 
 
 

 

 

 

 

 

Figure 2: Telemedicine: The guiding principles (Darkens and Cary, 2000) 

 
 

2.1.2 Tele-health 

Bashshur (1995) highlights similarities of telemedicine and tele-health.  Both applications 

involve the electronic transfer of medical and health information between distant sites and 

participants.  Further, in both instances, the similar feature is the reliance of 

telecommunications and electronic information technology as a substitute for personal 

contact between the participants involved in the process.   Bashshur (2000) outlines that 

tele-health and telemedicine share two common elements; geographic separation and the 

use of telecommunication and related technology to enable, facilitate and possible 

enhance clinical care for the gathering storage and dissemination of health related 

information. 

 
However, as telemedicine was becoming more and more characterised as being a clinical 

application i.e. tele-radiology, pathology, tele-pathology, a gap was left within health 

technology advances (Darkins and Cary, 2000).  In light of this Bennet et al., (1978), was 

the first researcher to challenge this and in the late 1970’s expanded on recent ‘medical 

based’ definitions presenting the concept of tele-health.   This new notion was defined as 

systems which support healthcare by providing the avenue for more efficient information 

interchange (Bennet et al., 1978).  Bennet et al., (1978)  suggested that tele-health 
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Practitioner, a source 
of healthcare advice, 

or expert system 

initiatives include a broader range of health related activities which include; patient and 

provider education (see figure 3), health services administration and patient care.    

 
 
 
 
 
 
 
 
 
 
 
 
                               
 
 
 
 
 

Figure 3: Tele-health: the guiding principles: Darkins and Cary (2000) 

 
 
Put simply, ‘tele’ comes from an ancient Greek word of the same spelling meaning 

‘distant’, suggesting that tele-health is delivery of healthcare services at a distance, 

whereby, ‘tele’ medicine literally means medicine practiced at a distance (Webster, 1971).  

However, the first official distinction was from the World Health Organisation (WHO) who 

suggested  

 
‘If tele-health is understood to mean the integration of 
telecommunications systems into the practice of 
protecting and promoting health, while telemedicine is the 
incorporation of these systems into curative medicine, 
then it must be acknowledged that tele-health 
corresponds more closely to the international activities of 
WHO in the field of public health.  It covers education for 
health, public and community health, health systems 
development and epidemiology, whereas telemedicine is 
orientated more towards the clinical aspect’ (Antezana, 
1997 p.39).   

 

 
However, Darkins and Cary (2000) acknowledged why WHO made this distinction; 

nevertheless argue its necessity.  The authors outline that making this distinction is 

limiting telemedicine to the application of delivering curative medical treatment for 

established disease, failing to recognise its application to a wide range of complex health 

interventions (Darkins and Cary, 2000).  Instead, Darkins and Cary (2000) argue that 

telemedicine should be thought of as a subset of a wider entity called tele-health, 

suggesting that tele-health should be viewed as the umbrella term of which telemedicine 
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fits within.  However, as telemedicine becomes subsumed to the wider vision it soon 

becomes an unnecessary term to use ultimately giving way to tele-health (Darkins and 

Cary, 2000) (Figure 4).   

 

Darkins and Cary (2000) suggest that there are many practical advantages to using the 

preferred term tele-health.  One key advantage is that using the tele-health definition is 

deals with the changing roles of healthcare practitioners delivering remote care.   

Furthermore, using the term tele-health is not a singular term and takes into account the 

holistic approach of all health disciplines to healthcare delivery.  Finally, it is suggested 

that as more and more health organisations become increasingly involved in delivering 

home health the term tele-health is continually favoured.  

 

Figure 4: Based on World Health Organisation’s visionary of tele-health and 
telemedicine (Antezana, 1997) 

 
 

However, as the favoured acceptance of the term tele-health, some European countries 

sometimes refer to the term telematics.  This term holds a heavy emphasis on information 

technology in general and telemetry in particular.  The WHO defines health informatics as 

‘health related activities, services and systems carried out over a distance by means of 

information and communications technology (Ferrer-Roca and Sosa-Iudicissa, 1998).  

 

It is acknowledged that  tele-health is the preferred term outlined as communication 

between patient and healthcare practitioner to include a broader range of health related 

activities that involve patient and provider education, health services administration and 
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patient care (Bennet et al., 1978).  Further, it is also accepted that tele-health involves 

new, multidisciplinary ways of working and bringing healthcare directly to patients.  If tele-

health services are properly introduced and based on evidence of effectiveness, then 

tele-health has the capacity to improve the quality of healthcare, provide equity of access 

to healthcare services, and reduce the cost of delivering healthcare (Darkins and Cary, 

2000).  However, it is not yet clear how this term will evolve in the United Kingdom nor 

internationally, whereby non distinction of terms has created confusion in health services.  

One example of this is the NHS, whereby  tele-health often refers to using equipment to 

monitor people’s health in their own home with a specific focus on managing long term 

health conditions (Department of Health, 2009).   

2.2 The development of tele-health  

2.2.1 The evolution of remote healthcare 

Remote healthcare has been an important concept within health policy internationally 

(Wakeman, 2004).  Researchers alongside demographers, ethnographers and health 

service researchers have shown a key interest into the phenomenon of remote health 

although providing a definition has proved complex.  Wakeman (2004) compiled a 

literature search covering Australia, Canada, New Zealand, UK and USA.  From a total of 

55 relevant citations and nine websites,  it appeared that there were two types of 

definitions geographic and practice based.  Whilst the geographic definitions focused on 

physiccal: remoteness such as environmental parameters where practice based 

definitions were more associated with proximity to health services.  For example the 

Canadian Association of Emergency Physicians defines as ‘Rural remote: rural 

communities about 80-400km or about 1-4 hour transport in good weather from a major 

regional hospital and rural isolated: rural communities greater than 400km or about 4 

hour transport in good weather from a major regional hospital’ (Canadian Association of 

Emergency Physicians, 1997 p. 22) 

 

Therefore, it was becoming increasingly apparent that there is no universally applicable 

index of remoteness which has been applied to more current health systems.   Further, 

Wakeman (2004) outlined that none of the single current definitions in the literature 

adequately reflect all of the characteristics of remote health, but they do touch upon the 

salient features of remote health practice; isolation, team approach, socio-demographic 

features, environment.  As such a definition was proposed  

‘Remote health is an emerging discipline with distinct 
sociological, historical and practice characteristics.  Its 
practice is characterised by geographical, professional, 
and often social isolation of practitioners; a strong 
multidisciplinary approach overlapping and changing 
roles of team members; a relatively high degree of GP 
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substitution; and practitioners requiring public health, 
emergency and extended clinical skills’ (Wakeman, 2004, 
p.34). 

 

Wood (2004) carried out a report focusing on rural health and healthcare within England 

which focused on communities who reside in urban environments.  Wood (2004) outlines 

that there has been high focus on the inequalities in urban population groups where there 

are suggested higher level of deprivation, poor health and social need, but little focus 

have been made on rural groups.  It is proposed that in fact there are many complex 

issues that face those living and working in the countryside often including; poverty, 

social exclusion and levels of ill health particularly around the growing numbers of older 

people, families with younger children and the young unemployed.  

 

Rural communities have more limited choice surrounding primary care and are more 

likely to have to travel further to access secondary care (Wood, 2004).   Those who are 

less mobile face poor geographical access which can impact negatively to their 

healthcare uptake.  In fact, it has been suggested that this distance has resulted in lower 

levels of heath service utilisation than their urban counterparts (Jones et al., 1998; Stark, 

1997).  Therefore, it had become increasingly apparent that healthcare systems were 

crucial in overcoming rural health inequalities, whereby, tele-health applications were well 

placed to overcome this gap (Lauder et al., 2003; World Health Organisation, 2002).      

 

2.2.2 Historical overview of tele-health 

Tele-health has been referred to as a revolution to the delivery of healthcare with 

definitions more and more associated with televisions, radio, the internet, videotapes.  

However, this misses the fact that humans were able to communicate information about 

states of health over distances long before these modern technologies were available.  

For example, in past times simple devices such as flags and signs were used to 

communicate health at a distance.  Devices adopted primitive communication 

technologies and were essentially used to prevent and control the spread of infectious 

diseases, for example to warn non sufferers of disease prevalence to ensure their safety 

(Darkins and Cary, 2000). 

 

The first major milestone marking the arrival of tele-health came with Alexander Graham 

Bell’s invention of the telephone; whereby, formal recognition of the role of the telephone 

within medicine was given in 1897 (Bashshur, 1995).  However, the first application of 

Tele-health can be traced as far back as the 1960’s, developed by the National 

Aeronautics and Space Administration (NASA) space flight program (Bashshur et al., 

2000).  Telecommunication technology was adopted to observe and monitor the health of 
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astronauts who were on flight, where face to face physician contact was not possible.  

The software adopted sophisticated technology specifically developed for biomedical 

telemetry, remote sensing and communication in space which allowed physicians to 

monitor blood pressure, heart rate and general health status throughout the whole space 

programme (Figure 5).   

 

However, the start of tele-health or telemedicine as it was known then dates back to the 

late 1960’s in the United States which used a close circuit television system to provide a 

routine distance education and tele-consultation facility between the Nebraska Psychiatric 

Institute and a remote mental health hospital (Wittson and Benshchotter, 1972).  It was 

becoming increasingly clear that this telecommunication innovation provided an answer 

on how to provide remote healthcare when access was limited.   

 

Thus, in the 1970’s the first era of ‘telecommunication’ begun with tele-health viewed as a 

solution to the limited range of in-person medical care.  This era was characterised by the 

utilisation of broadcast and television technologies; however both audio and visual data 

were not integrated with other clinical data or easily stored or accessed at this time 

(Bashshur et al., 2000).  From here, the first interactive telecommunication system was 

developed in 1971 which successfully linked the medical station at Boston’s Logan 

International Airport and the Massachusetts General Hospital (Bird, 1971). This 

innovation was marked as revolutionary for the evolvement of tele-health, whereby, 

telecommunication software had essentially interconnected primary healthcare with 

emergency services providing healthcare from a remote setting (Bashshur et al., 2000).   

 

The ‘telecommunication era’ had highlighted great potential to  the usage of 

telecommunication innovations, especially as  its premise was to offer an effective 

mechanism to balance the considerable difference between the level of access to 

medical resources between the large cities to rural and the remote regions (Hsieh et al., 

2001).   Early pioneer interventions applied to specialist areas such as, healthcare in 

space exploration by NASA, healthcare for the various Antarctic Surveys, healthcare in 

the offshore oil exploration industry alongside military healthcare.  However, first 

generational telemedicine application in the late 1970’s and 1980’s ended abruptly.  This 

was mainly due to a lack of uptake, alongside claims that the technology was inadequate, 

expensive, unreliable, and was unable to interface with mainstream healthcare provision 

(Bashshur et al., 2000; Collins et al., 2000). Moreover, a wider political and economic 

problem contributing to the demise of telemedicine was the general financial climate after 

the oil crises of the early 1970’s.  This global upset curbed the general enthusiasm for 

high technology solutions and reduced the funding that governments struggling to cope 
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with the inflatory pressures of increased energy costs could provide (Darkins and Cary, 

2000). 

 

As technology developed there was a resurgence of telemedicine in the early 1990’s with 

the introduction of the ‘digital era’ in response to the digitalisation of telecommunication 

(Bashshur et al., 2000).  This era facilitated the integration of telecommunications and 

computer services supported by Integrated Service Digital Network Technology thus 

allowing for high speed transmission of voice, video and data within a universal network. 

Tele-health was becoming increasingly popular with its application set to provide remote 

care, diagnosis and consultation, home monitoring, prison medical services and 

continuing medical healthcare education (Collins et al., 2000).   

  

One case study that reflects this popularity was the increased interest found in 

Scandinavia during the early 1990’s.   The Norwegian government policy provided a 

commitment to facilitate universal healthcare to all individuals.   With equity an important 

political issue in Norway, tele-health became considered as a valuable resource, 

characterised by the technology being far more robust and less expensive than twenty 

years previous.  One key benefit of using this application was to provide health access to 

areas of low population density and utilisation rates.  Norway took a primary approach to 

the ‘telemedicine model’ providing real time video consultation, a two way audio and 

video connection between physician and patient.  The medical specialties included: 

Radiology, Pathology, Dermatology, Psychiatry, Cardiology and Otorhinolaryngology.  

During this period it was reported that the diagnostic quality of the tele-consultation 

equalled conventional face to face examinations.  Further patients were able to safely 

and reliably access the medical expertise they required in their home environment reports 

highlighted that the diagnostic quality of the tele-consultation equalled conventional face 

to face examinations.  Tele-health was highly effective and saved the costs of transport 

(Pedersen and Hattviksen, 1994). 

 

 

Other international applications at this period were also being implemented following pilot 

project status.  These applications included: the Californian Tele-health initiative, the 

Nova Scotia Tele-health initiative, and the Children’s Memorial Hospital in Chicago, USA 

Tele-cardiology project (Maheu et al., 2001).  It then became apparent that tele-health 

applications were becoming increasingly successful in highlighting how tele-health could 

provide both clinical efficacy and cost effectiveness in an evolving health infrastructure.  

Further, these pilots also highlighted that technology was becoming more entwined with 

healthcare policy with applications being made both nationally and internationally.  

 



30 

 

 

So on reflection what was it that made the tele-health reintroduction work?  It appears 

that there was governmental backing, with increasing access at the forefront of their 

political agenda.  Further, there was clinical need with low population densities prevalent.  

There was clear financial backing, and the services provided were below the market cost 

due to subsidies.  However, there were a few barriers; i.e. there was no clear data to 

support tele-health as an acceptable and cost effective new model for healthcare delivery 

to convince healthcare systems to buy into it in a big way.  The interest soon became 

world-wide spawning new projects in the United Kingdom, United States, France, 

Australia, New Zealand, Hong Kong, Greece, Italy, Malaysia, Norway, the Netherlands, 

Sweden, Switzerland, and Finland (Garshnek and Hassell, 1997).   

 

The next era classified as the ‘internet era’, was a response to the popularity and global 

access of the internet effectively soaring by the year 2000.  This internet stage 

revolutionised telemedicine offering a cheaper, more ubiquitous, accessible alternative 

within a global network offering a wide spectrum of both personal and profession 

interactions.  This era provided telemedicine the platform to become widespread, with the 

USA taking an international lead providing at least one telemedicine service in every state 

offering a comprehensive range of clinical services (Bashshur, 1995; Hsieh et al., 2001).  

The United Kingdom (UK) also took a lead within Europe with public health policy 

identifying a need for new initiatives to provide remote care addressing the geographically 

sparse population groups (Mungall, 2005).     

2.2.3 Tele-health and Tele-nursing 

Tele-nursing defined as ‘the delivery, management, and coordination of care and services 

provided via telecommunications technology within the domain of nursing’ (American 

Academy of Ambulatory Care Nursing (AAACN), 2010) has derived from the broader 

discipline of tele-health.   Tele-nursing essentially refers to the use of both 

telecommunications and informational technology where there is a large physical 

distance between the interaction of both nurse and patient, encompassing telephone 

triage, tele-consultation and tele-monitoring alongside many others  (Hasman, 2002; 

Sharpe, 2000).  

 

There has been research that has identified NHS Direct as a tele-nursing application, for 

example, Snooks et al., (2007) identified three areas where NHS Direct operate nursing 

in the absence of co-presence which include (1) gathering information, (2) delivering 

information, advice and reassurance (3) building trust and rapport. There is also the 

process of ‘picture building’ elicited by identifying the presence of physical signs and 

symptoms through asking specific symptomatic questions.  Thus the nurse, dependent on 
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the quality and accuracy of the information provided, makes a judgment following the 

outcome of assessment guide.   

 

Therefore, It becomes evident that tele-nursing can be directly applied to NHS Directs 

core telephone triage service, in that it deals with supporting patients through the use of 

nurse led clinical algorithms, furthermore, the service is not aimed at diagnosis but rather 

through the use of outcome assessments is used support patients to self-manage. The 

model of tele-nursing therefore helps us to uncover the complexities of defining NHS 

Direct, essentially identifying the service as nurse assessment and advice (and other 

health care workers), with a focus on the nurse model rather than medical or condition 

monitoring, key features of tele-health (see section 2.1.2).  Therefore, to detract from the 

complexities discussed NHS Direct will be referred to as a telephone health advice and 

information service, in relation to telephone based health care. 

2.2.3 The current development of telephone based healthcare: An international 

perspective  

Currently, telephone based health applications are universal, with countries such as the 

United States, United Kingdom, New Zealand, Australia, Hong Kong, Canada and France 

taking an international lead.   The view of telemedicine has also dramatically changed; for 

example, historically, telemedicine was regarded internationally as a supplementary 

means of medical practice when there was no other way of providing healthcare other 

than substituting care with telephone based health services.  However, this view has 

markedly changed with telephone based health services currently viewed as a 

complementary service located within international health policy (Hsieh et al., 2001; 

Takahashi, 2001).   

 

The rise of research and academia located with telemedicine has markedly grown in 

response to this popularity in the late 1990’s with the inception of journals such as the 

‘Journal of Telemedicine and Tele-care’ highlighting tele-health as a new phenomenon 

within public health initiatives.  Furthermore, academic conferences have become 

increasingly widespread attracting researcher’s internationally thus providing a platform 

for transnational collaboration (Hsieh et al., 2001).  Darkins and Cary (2000) outline that 

the wider opportunities of tele-health will fuel the expansion in tele-consultation activity 

needed to generate the secure revenue streams now which the future of remote 

healthcare delivery systems must ultimately depend upon.  As such tele-health presents 

itself as not only a cost effective way to increase healthcare accessibility internationally 

but also a socially accepted integration delivery system that has become indispensible 

within healthcare practice.   

 



32 

 

 

2.3 Policy implications for telephone based healthcare: The NHS 

2.3.1 Evolvement of the National Health Service 

The National Health Service in England and Wales was launched on 5
th
 July 1948 

following the National Health Service Act 1946.  Delivery of healthcare up until this point 

had relied upon voluntary hospitals, donation and charitable schemes, insurance cover or 

full payment from those who were deemed affluent.  Local authorities also managed 

some hospitals; however, post Second World War surveys illustrated the poor medical 

facilities amongst severe bed shortages (Ham, 1999).   

 

The first documented criticism came from Sir William Beveridge, who outlined in his 

‘Social Insurance and Allied Services’ report (Beveridge, 1942) that the creation of a 

comprehensive health service is needed to provide both medical and nursing services to 

the citizens of England and Wales who needed them.  These recommendations were put 

forward by the White Paper published in 1944 ‘A National Health Service’ (1944) and 

maintained after the Coalition government was replaced by a labour government in 1945.  

 

As the 1946 Act came into play it was clear that the Minster of Health accountable to 

Parliament for hospital and other services had the full responsibility to establish a 

comprehensive health service to both England and Wales.  This movement was designed 

to improve the ‘physical and mental health through the prevention, diagnosis and 

treatment of illness free of charge.   Essentially, the NHS earmarked a service provision 

that was internationally novel to provide an equal heath service that is non-dependant on 

wealth.   

 

The 1980’s and 1990’s characterised a period of rapid change; however, these changes 

were political driving forces aiming to make the NHS a more ‘efficient and competitive’ 

service provision.  Therefore, cost control was the forefront of the political agenda with 

little attention paid to the development.  However, the publication of the white paper 

‘Working for Patients’ (Department of Health, 1989) characterised the vision of the NHS 

to ‘give patients, where they live better health and greater choice amongst the  services 

available’.   

 

During the 1990’s, forty years since the inception of the NHS, there was increasing 

concern about the perceived lack of funds in the NHS. This perception was borne out 

when, in December 1987, the Department of Health and Social Security reported that 

there had been a shortfall in health authorities' income. Consequently, a further £100m in 

extra funds were allocated for that year as a one-off payment. Further, shortages of 

healthcare professionals, poor facilities and service provision including long waiting lists, 
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poor food, and dirty hospitals alongside uneven quality of care.  It was clear that a new 

strategic approach was needed to improve the NHS.    

 

2.3.2 NHS Direct and New Labour ‘A New NHS’ 

New Labour government aimed to revolutionise the NHS with the white paper ‘A modern 

and Dependable NHS’ (Department of Health, 1997).  This white paper marked a ten 

year strategic approach to modernise the NHS which outlined key aims focusing on a 

service that is not only cost responsive but patient centred.  The aims focused on 

improving health and reducing social inequality, integrating care and shaping healthcare 

services to make them more responsive.  The 1997 white paper also acknowledged that 

there should be a new focus on health improvement.  Health authorities were given the 

responsibility to work with primary healthcare NHS trusts, which at that time were centred 

on GP practices as the key commissioners for services (Department of Health, 1997).  

 

The white paper specifically focused on quality, efficiency and performance measurement 

(Department of Health, 1997).  New Labour promised a new national performance 

framework underpinned by six key steps with an emphasis on value for money, efficiency, 

standards, outcome measurement as well as accessibility and the patient experience.  

NHS Direct was set to become a national telephone health advice and information 

service in England which would prove to be the key focus of this ten year strategy, 

incorporating both the recommendations made by the Chief Medical Officers report 

(Calman, 1997) and the vision for an innovative development to provide  

 

‘Easier and faster advice and information for people 
about health, illness and the NHS so that they are better 
able to care for themselves and their families’ (DH, 1997 
p.21).  

 

As part of the recommendations made by the Chief Medical Officers report, Calman 

(1997) outlined three fundamental concerns.  These issues included ‘the need to co-

ordinate the provision of emergency care so that a system of appropriate assistance is 

accessible to patients 24 hours a day’, ‘the need to ensure that people can recognise 

emergencies, deal with them and know where to turn for professional help’, and ‘the need 

to research into the viability of other models of access to emergency care, in particular 

the evaluation of a free telephone helpline service for emergencies’.    

 

The Wanless report followed this and identified that NHS Direct will play a huge part of 

the strategic plan to reform the NHS over the following 20 years (Wanless, 2002).  This 

report outlines the UK as an advanced technology driven society which the NHS Direct 

can fit in following the surge of telephone based health applications internationally 
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(Darkins and Cary, 2000).   Furthermore, the report outlined that a shift is needed moving 

beyond the conventional GP visit, to having a higher focus on supporting the population 

to take increasing responsibility for their own health (Wanless, 2002).  It was indicated 

that the introduction of NHS Direct along with the NHS reform was in line with the 

expectations for the public, who want (1) safe, high quality treatment, (2) fast access, (3) 

and integrated, joined up system and (4) a patient centred service (Wanless, 2002). 

 

Munro et al., (2001) suggested that NHS Direct had four key objectives.  The first 

objective was to provide the public confidential yet reliable professional advice twenty 

four hours a day, seven days a week to support individuals to self-manage many 

problems themselves or to direct individuals to the most appropriate form of care.    A 

second objective of NHS Direct was to be able to provide public access to valid, reliable 

information relating to wide range of heath related information.  The third objective was to 

improve cost effectiveness and essentially reduce unnecessary demands on other NHS 

services (e.g. under pressure A&E services, out of hours co-operatives) by providing a 

more responsive service to fit to the needs of the public.  The final objective of NHS 

Direct was to allow professionals to develop their role in enabling patients to use self-care 

practices of which patients can share within their families. 

 

2.4 NHS Direct and the self-care model 

NHS Direct was part of the New Labour government which aimed to revolutionise the 

NHS with the white paper ‘A modern and Dependable NHS’ (Department of Health, 1997) 

marking a ten year strategic approach to modernise the NHS which outlined key aims 

focusing on a service that is not only not only cost responsive but patient centred.  The 

aims focused on improving health and reducing social inequality, integrating care and 

shaping healthcare services to make them more responsive.  NHS Direct was set to 

become a national telephone based healthcare application in England which would prove 

to be the key focus of this ten year strategy, incorporating both the recommendations 

made by the Chief Medical Officers report (Calman, 1997) and the vision for an 

innovative development to provide ‘easier and faster advice and information for people 

about health, illness and the NHS so that they are better able to care for themselves and 

their families’ (Department of Health, 1997).   

 

It was becoming increasingly clear that NHS Direct was set to become a shift moving 

beyond the conventional GP visit, to having a higher focus on supporting the population 

to take increasing responsibility for their own health (Wanless, 2002).  The scope for this 

new reform comes from evidence that around 40% for GP time is spent dealing with 

patients with minor ailments and 75% of A&E attendances are for self-treatable minor 
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cases (Department of Health, 2005a). Self-care is now being viewed as an inextricable 

part of the individual care pathway, from heath lifestyle to caring for minor, long term and 

acute conditions (Department of Health, 2005c). 

 

2.4.1 Self-care in recent history 

Levin and Idler (1983) argue that although self-care has historical roots this has been 

largelymissed by the public as noneconomic activity.  Interestingly, self-care can be 

traced back to traditional American values in response to self-reliant individualism, anti-

elitism, popular democracy, common sense and even nationalism.  It also sprang from 

fundamentally optimistic beliefs about health and the causes of disease (Levin, 1978; 

Levin and Idler, 1983).  In fact, historians have argued that nineteenth century interest in 

health reform was a clear response to the social changes in women’s roles, feminism and 

general interest in health.  The 1970’s and 1980’s have been another period of great 

public interest in health, and self-reliance in healthcare matters has again been a major 

theme in the debate (Levin and Idler, 1983). 

 
 

2.4.2 What is self-care? 

Shiller and Levin (1983) argue that self-care cannot be fully defined.  For example Levin 

(1978) describes self-care as  

‘An extant and apparently universal attribute of all 
cultures and includes survival and coping skills as a 
consequence of socialisation and/or more formal 
education efforts….as old as human history’ (p.1344). 

 

It has also been defined as performance activities driven by the consumer (Green et al., 

1977).  Shiller and Levin (1983) argue that self-care could be part of a social reform; 

however, it was becoming increasingly apparent self-care was merely ‘part of a citizen 

participation movement’.   In fact, Schiller and Leven (1983) argued  

 

‘Self-care movement is more a collection of programs 
and activities than it is a concerted political force.  Self-
care is not part of a broader, identified political 
movement; there is no large constituency engaged in an 
effort to reduce utilisation, reduce costs, or make the 
practice of medicine more humane’ (p.1345). 

 

More recently, the Department of Health viewed self-care in line with a societal change 

and they defined self-care as  

 
‘Part of daily living…. It is the care taken by individuals 
towards their own health and well-being, and includes the 
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care extended to their children, family, friends and others 
in neighbourhoods and local communities.  Self-care 
includes the actions people take for themselves, their 
children and their families to stay fit and maintain good 
physical and mental health; meet social and 
psychological needs; prevent illness or accidents; care 
for minor ailments and long-term conditions; and maintain 
health and wellbeing after an acute illness or discharge 
from the hospital’ (p.1344).  

 

2.4.3 Why adopt the self-care model? 

The Department of Health outline that society is changing, people want more information, 

choice and control over their lives and this is no different for health.  The public’s attitude 

to looking after their own health is beginning to change with a shift towards independence 

which in line with the shift of doctor-centred care to patient centred care (Department of 

Health, 2005b).  In terms of the strategic fit self-care is now key to NHS and social care 

delivery, highlighted in the NHS Plan (2000) as one of the key building blocks in its vision 

of a health service designed around the patient which also features in the NHS 

Improvement Plan and in the National Standards (Department of Health, 2000; 

Department of Health, 2005b). 

 

The cost benefit is also a key driver with the Department of Health (2005) outlining that 

around 40% of GP time is spent dealing with patients with minor ailments and around 

75% of A&E attendances are for self-treatable minor cases.  Thus the cost benefits on 

the NHS are remarkable, with statistics suggesting that self-care can decrease GP visits 

by 50%, outpatient visits by 17%, can halve A&E visits and hospital admissions and 

hospital length of stay. Moreover, self-care is closely link with improved health and quality 

of life, empowerment rise in patient satisfaction (Department of Health, 2005b; O'Cathain 

et al., 2005).  Furthermore, evidence from NHS Direct suggests that minor illness and 

injuries account for around 75% of A&E attendances; around 15% of these have the 

potential to be taken care of by people by themselves (NHS Direct, 2008). 

 

Self-care skills and techniques include, problem solving, planning, decision making and 

taking actions to fulfil plans, controlling and taking care of symptoms, utilising supportive 

resources and developing effective partnerships with practitioners (Department of Health, 

2005b).  As such uptake of self-care behaviour has been dependent of many factors.  

These have included (1) history and personal experiences, (2) existing knowledge, (3) 

values and beliefs, (4) cultural background, (5), literacy and cognitive ability, (6) 

confidence, self-esteem and self-efficacy, (7) perceived control, (8) availability of real, 

personalised choice, (9) availability of information and the form in which it is presented 
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(10) availability of useful tools and equipment, (11) evidence on benefits of self-care 

support and finally, (12) encouragement/ support by practitioners. 

 

2.4.3 Who uses self-care? 

The Department of Health (2005a) completed a baseline survey of the public of England 

to identify their usage of self-care.  Findings illustrated that 80% of the population often 

treat their minor ailments although this finding does not correlate with awareness and 

understanding.  In terms of demographics, less affluent, deprived groups, older groups 

(85+) along with minority ethnic groups were less active in self-care who interestingly 

have been associated as low users of NHS Direct (see systematic review in section 3.5).  

 

Research has highlighted that the older the person the more likely they are to have a 

chronic illness and hence more complaints.  Wadsworth et al., found that for each type of 

complaint the proportions of people consulting the doctor rose with patient age implying 

that the younger people with the same complaint are more likely to treat themselves.  

Haug et al., (1989) attempted to uncover why older people may be less likely to adopt 

self-care.  Using a quantitative approach it was found older people appear to have a high 

level in the faith of their doctor, with good health, less serious symptoms and low faith in 

doctor; however all factors contributed to a low variance.  However, what is important is 

that there appears to be demographic differences that contribute to the psychosocial 

factors of self-care adoption as seen in NHS Direct, older people are seen as the lowest 

users. 

 

A further survey conducted in 2 stages between 2004 and 2005 highlighted that older 

people and more socially disadvantaged groups, non-White groups are least likely to feel 

satisfied with life and in control of their health thus less likely to say that they are 

confident in doing self-care of minor ailments (Department of Health, 2005c).  Further, 

when respondents were asked about interest in self-care only 63% of those aged 85+ 

were interested in looking after minor ailments compared to at least 87% of everyone in 

other age groups.  Further, White respondents had a higher interest (91%) when 

compared to ethnic minority groups (83%).  

 

Time (18%) and money (14%) were the most common barriers cited.  Information and 

knowledge were among the two biggest enablers, which correspond with what was found 

that groups that are less confident have less knowledge and less interest were the 

elderly, deprived and ethnic minority groups who were the lowest adopters.  There were 

also technology barriers where 1/3 of the public did not have access to the internet with 
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10% of the respondents not confident in using it.  Enabling factors included good 

knowledge and understanding, strong advice from care professionals and confidence.   

 

Further, the results found self-care activities increase with family size, not only in 

frequency but also proportionately and those who live alone will be more likely to consult 

a physician than to treat themselves.  Coping styles and their effectiveness may vary by 

culture, family demographics, family decision making, the nature of the illness (perceived 

implications), the persona of the ill member, the family’s previous illness experience, 

family access to technical knowledge and the availability of extended kin and friendship 

support resources.  

 

Therefore understanding the utilisation of NHS Direct becomes increasingly complex.  

NHS Direct is not part of the ‘traditional medical’ care which has been part of the NHS 

system since its inception (Beveridge, 1942).  NHS Direct is telephone based with no 

face to face encounter; its focus is on helping individuals to self-manage their symptoms 

or to direct them to the most appropriate care.  These distinct features make it 

increasingly difficult to theoretically encapsulate utilisation using traditional models that 

have explained utilisation (Andersen and Newman, 1973; Rosenstock, 1974b).  

Therefore, it is important to focus on socio-cognitive models to determine core constructs 

which can help the theoretical development to understand use of such an innovative 

service. 

2.3.3 The evolvement of NHS Direct 

NHS Direct went into operation in March 1998 and piloted the provision over three sites; 

Lancashire, Northumbria and Milton Keynes, which would be phased to cover the whole 

of England in a ‘three wave process’ (Figure 5).  During this first phase the population 

served for Lancashire was 370,000 covering Preston, Chorley, and South Ribble borough 

councils with a population type of urban and rural mix.  Northumbria provided the service 

to around 757,000 people and covered Northumberland County Council, Newcastle and 

North Tyneside Borough Councils serving a population type of inner city and surrounding 

conurbation and sparsely populated rural areas.  Finally, Milton Keynes, served around 

185,000 covering most of Milton Keynes, small areas of Aylesbury Vale, Mid Bedfordshire 

and South Northamptonshire with a population mix of mainly urban with outlying villages.   

 

NHS Direct was piloted as a 24 hour/7 day a week telephone advice line staffed by 

nurses in these three sites which essentially provided home care information to the public 

(Department of Health, 1997b).   The new service was advertised for all sites using press 

coverage of launch, limited advertising in newspapers, local radio stations and distribution 

of leaflets, alongside placement on many GP answer-phones (Munro et al., 1998). This 
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new piloted 0845 4647 telephone service allowed nurses to triage patients using 

specialist software called Clinical Assessment System (CAS) which essentially enables 

nurses to take patients through clinical algorithms by asking questions relating to their 

symptoms which support the nurse to reach an appropriate health outcome.   

 

The second wave took place in August 1998 which included an expansion of ten new 

sites (Munro et al., 2000a). These sites began taking calls between January and April 

1999 offering the service to a total population of 20 million people.  April 1999, 

characterised the next phase expanding the service of five existing sites with the addition 

of four new sites, bringing the total population covered to 30 million.  The whole service 

went national in October 2000 where NHS Direct was operational to cover the whole of 

England.   

 

However, Munro (2000) relayed that key objectives were needed to make this provision 

more successful.  These objectives included: (1) broadening the range of services with 

which NHS Direct relates, (2) strengthening the relationships between NHS Direct and 

other services, for example by integration with GP out-of-hours services and lastly, (3) 

introducing new access routes to NHS Direct information and advice, for example through 

telephone, web, public access points and potentially walk-in centres, which was soon to 

be reinforced by NHS Direct strategy (NHS Direct, 2000). 

 

NHS Direct was becoming more increasingly popular; with this the Department of Health 

(2003) issued a strategy document outlining how NHS Direct will be formed over the next 

three years (Department of Health, 2003).  Five years had by this point passed, whereby; 

NHS Direct was being described as a ‘leading example of the new modernised NHS 

based around the needs of the patients’.  This strategic document set out plans and 

priorities that aimed reorganise NHS Direct development.  One key aspect was the use of 

enhanced technology to increase call taking capacity.  Further to this, NHS Direct were to 

grow their nursing workforce offering more specialist nurses which in turn would help 

NHS Direct deal with calls more effectively.  Further to this, an out of hour’s integration 

with GP’s was proposed.  The key aims of this were to allow single access of out of hours 

care, reduce GP out of hour’s workload, aid the facilitation of new GP contracts and 

finally, support Accident and Emergency and Ambulance services.   

 

The NHS Direct online provision was launched nationwide from December 1999, which in 

2004 received around 8 million hits highlighted its success and popularity (Department of 

Health, 2004b) Therefore, future plans were made to enhance site development and also 

deliver a personal health space which would act as an access point for people to obtain 

both patient records and on-line transactions (NHSD, 2004).  A digital provision was then 
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also offered as a forward thinking approach to attract low income individuals alongside 

men. It was also envisaged that developing NHS Direct as part of the NHS infrastructure 

to support both NHS Choices and NHS professionals.  Furthermore, it was proposed that 

by 2006/7 NHS Direct patients could expect (1) faster access to the service, (2) choice of 

access via multiple channels, (3) single number access to the full range of out of hours 

care, (4) clearer and enhanced integration of signposting to emergency care, (5) full 

access to personal online health records and finally (6) support in exercising choice of 

providers (NHS Direct, 2007).   

 

At this time the development of NHS Direct was at the forefront of the public health 

agenda, when, through a service level agreement and national guidance, NHS Direct was 

to be created as a wider national identity through (1) national branding, (2) national 

networks on both operational management and clinical sides, (3) national policies in key 

areas and finally, (4) national systems for escalation and support (NHS Direct, 2009a).  

Furthermore, provider arrangements were challenged with a view that Primary Care 

Trusts should take responsibility for NHS Direct promoting an integration of NHS Direct 

with the wider NHS agendas e.g. reforming emergency care (NHS Direct, 2002).  In 

conclusion, it was outlined that NHS Direct had come a long way in the last five years, 

whereby the future vision is now to work alongside partners and other key players.  Thus, 

new investment and organisational changes were needed to allow NHS Direct to cope 

with the growth of the organisation.  

 

As part of the Department of Health’s strategy it was clear that the future of NHS Direct 

included the commitment to integrating out of hours calls, providing consistency of access 

and quality wherever patients are calling from, enhance interaction between NHS Direct 

core business and out-of-hours clinical integration, create an infrastructure for responding 

to the needs of patient whose first language is not English, understand the benefit that 

NHS Direct has in reducing GP workload out of hours (Department of Health, 2001; 

Department of Health, 2004b). 

 

Currently, NHS Direct is a well established health advice and information service 

application which provides multichannel healthcare in England, 24 hours a day, and 365 

days a year.  Currently, NHS Direct operate 33 sites, all connected via a single virtual 

contact center, which offer the 0845 4647 core service which answers over 5 million calls 

a year (NHS Direct 2009).  This service commissioned by the East of England Strategic 

Health Authority (SHA), acting as lead commissioner on behalf of the ten SHA’s in 

England. The core service essentially offers a patient centred service offering; clinical 

assessments to support people to care for themselves at home, information on local 

health services and support organisations, advice on maintaining a healthy lifestyle, 
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information surrounding illnesses, conditions, tests, treatments and operations, medicinal 

enquiries alongside information regarding health pandemics (NHS Direct, 2010).  

Furthermore, NHS Direct also offers commissioned services including; out of hours 

support for GP’s and dental services, telephone support for patients with long term 

conditions, pre and post-operative support for patients and finally, remote clinics via 

telephone (NHS Direct 2009).   

 

NHS Direct online, another service provided by NHS Direct has become a popular 

resource since its inception in December 1999, currently receiving over 3 million visits 

every month (NHS Direct 2009).   The website continues to provide clinically accurate 

and up to date information set to work in sync with the telephone based service, allowing 

the public to access clear and straightforward health information anonymously.  The 

website operates many applications which include; NHS Direct online also manage a self-

assessment tool (SAT) which around 5 million people a year visit (NHS Direct, 2010), a 

service which allows patients to disclose their symptoms through an algorithm on the 

internet which will provide them self-care advice and a call back option.  There is also 

specialist advice on issues such as mental health, contraception and pregnancy at work, 

alongside a General Assessment Tool which provides a symptom checker where you can 

use an interactive body map.  More recently, NHS Direct have operated a free mobile app 

for both iPhone and Android, which features symptom  checkers, personalised guides to 

looking after yourself and the option to save advice to your device to refer to late (NHS 

Direct, 2012a).  
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Figure 5: Timeline of telephone based health applications and the introduction of NHS Direct
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2.5 The NHS structure of primary and secondary care  

The NHS is divided into primary and secondary care illustrated by figure 5 (NHS Choices, 

2010).  Primary care is characterised as ‘the first point of contact for most people’ and 

involves a wide range of services that include; general practitioners (GP’s), dentists, 

pharmacists alongside optometrists.  However, secondary care is defined as either 

‘elective care or emergency care’ (NHS Choices, 2010).  Secondary care normally follows 

a referral from a primary care practitioner such as a GP and involves services such as 

emergency and urgent care i.e. outpatient services alongside NHS trusts including; 

mental health trusts and ambulance trusts. 

2.5.1 NHS Direct integration within primary care 

NHS Direct is a leading example of primary and secondary care within a new modernized 

NHS offering a unique national service with both telephone and online health services 

(Department of Health, 2003).  The NHS plan outlined in 2000 viewed NHS Direct as a 

key part of the integration within primary care (Department of Health, 2000) (Figure 6), 

viewing NHS Direct as a gateway to empower patients to make more informed choices 

about accessing the wider NHS (Department of Health, 2000), as well as facilitate better 

management of demand (Mark et al., 2000).  NHS nurses are trained to arrange support 

regardless if it is urgent or routine with external collaboration with other primary and 

secondary care health services as appropriate.   

 
‘A single phone call to NHS Direct will provide a one-stop 
gateway to the healthcare………depending on the 
problem, NHS Direct nurses will advise on care at home, 
going to the local pharmacist, making a routing 
appointment, arranging for an emergency consultation, 
calling an ambulance or social services support.  If the 
problem is routine, NHS Direct will offer the option of 
ordering the prescription and arrange for delivery to the 
patient’s door.  Patients will also have the choice of e-
mailing or phoning their practice nurse or GP for advice 
and booking their appointment online and receiving test 
results at home’ (NHS Direct, 2002 p.3).  
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Figure 6: Integration of NHS Direct within the NHS (DH, 2000) 

 
 
Furthermore, NHS Direct has contributed to the wider developments in the NHS through 

commissioned services.  Examples have included triaging patients at GP’s alongside 

offering Category C ambulance calls to some PCT’s (NHS Direct, 2010).  The NHS 

reform stipulated that NHS Direct is in a clear position to provide call management and 

nurse triage for patients to receive healthcare 24/7.  This report emphasised the 

importance of NHS Direct within the out of hour’s integration model and how it could best 

support overstretched hospitals and general practitioner co-operatives.  NHS Direct has 

since become an integral part of the NHS and all urgent care systems operating to 

national standard and quality metrics within the UK’s health provision (Carson et al., 

2011). 

 

This new model stipulated that a patient can directly contact NHS Direct using the core 

service (0845 4747) which will then allow them to be triaged by a trained nurse, who will 

be responsible for advising and taking appropriate action.  This action may include advice 

in the forms of self-care, health information, or suggested time frame to see their GP.  

Further, NHS Direct within this model are able to refer patients to any of the following: 

ambulance, accident & emergency department, community nursing, mental health out of 

hour’s, dental out of hours, social services/ home care team, pharmacy and on call doctor 

(Hurst, 2006; Lattimer et al., 2005) (Figure 7).   
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Figure 7: NHS Direct integration with out of hour’s services (DH, 2003) 

 
 
Royston et al., (2003) outlines that the evaluation of NHS Direct has been adopted by two 

approaches; an independent external evaluation and secondly, a monitoring system.  The 

independent review was led by a team at Sheffield University and was ultimately 

commissioned by the Department of Health to evaluate the perspectives of stakeholders, 

callers, staff and the local NHS focusing on the pilot studies (Munro et al., 2000b; Munro, 

2000; O'Cathain et al., 2000).   

 

Munro et al., (2000) evaluated the impact that NHS Direct has had on demand for 

immediate care.  Data was collected the year before and the year after the introduction of 

NHS Direct from the ambulance services, accident and emergency departments 

alongside general practitioners.    Results indicated that since the inception of NHS Direct 

the majority of calls were made out of hours (72%) and had a wide range of outcomes.  

From all the triaged calls included the majority were advised to seek advice from a GP 

(30-49%), with 14-27% advised to go to accident and emergency.   A total of 30-35% was 

given self-care advice with the remaining 2-3% diverted to emergency services.  These 

findings indicate that NHS Direct at this period had not relieved pressure of A&E.  

However, there was a marked reduction for GP out of hour’s service with no increased 

demand shown for A&E. 
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A three year funded study further explored the impact of NHS Direct on demand for 

primary care, in particular out of hour’s GP services (Mark and Shepherd, 2003).  

Through a longitudinal study findings suggested that over a three year period out-of-hour 

calls increased and then stabilised.  However, in-hours calls grew rapidly between 1998 

and 1999 (Mark and Shepherd, 2003).  This data was collected in the pilot stages of the 

service, thus caution should be taken, further, this data refers to a West London call 

centre thus does not offer a national picture.  Although, this does suggest that as the 

service becomes more familiar in-hours calls increased.  

 

Internal monitoring has also been done through Operational Research, with NHS Direct 

sending monthly summary statistics outlining their activity and performance (Royston et 

al., 2003).  These reports covered; activity (including number of calls and duration), 

demand profile, responsiveness, outcomes and also caller awareness (measured by how 

the caller learnt of NHS Direct).  It was soon clear to see that peak times were out of 

hours with hourly patterns similar Monday to Friday.  Issues were prevalent with 

determining the impact of out of hours as results often cross tabulated against what 

action the nurse recommended the caller to take (Royston et al., 2003).     

 

Overall, it was becoming apparent that NHS Direct was not making a visible impact on 

other NHS services, with perhaps a minimal reduction in demand for GP’s out of hours.  

Further, call volumes were still considered low when compared to the 300 million GP 

consultations, thus Royston et al., (2003) conclude that it will be some time before NHS 

Direct achieves the call volume which will make any significant impact on other health 

services.  However, data has depended on the pilot stages of NHS Direct, so it is 

important to focus on more recent research that has explored impact. 

 

Byrne et al., (2007) adopted a quantitative design study to identify impact, using postal 

survey data from 268 randomly selected callers who had contacted NHS Direct between 

June 2004 and January 2005 regarding 2 medical symptoms; cough and/or sore throat or 

abdominal pain.  From the sample a high percentage classed their condition as severe 

(64%) or extremely severe (13%) with most reporting that their condition moderately 

(33%) or severely (52%) prevented them to carry out their usual activities.  Most of the 

calls were received out of hours with NHS Direct mostly the first point of contact (70%).   

A similar pattern of outcomes was noted with 26% of all patients advised to self-care, 

54% advised to contact a GP, 19% referred to A&E.  It appears there has been an 

increase in GP referrals with a reduction of A&E referrals. 

 

However, more current research has shown that over time NHS Direct has become more 

successful in providing clinically safe care whilst reducing accident and emergency visits 
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alongside general practitioner referrals (Sadler and Challiner, 2008).  The most recent 

report from NHS Direct, estimated that the core service saved 2.4 million unnecessary 

appointments with GP’s and other primary care services and also saved 1.2 million 

unnecessary ambulance journeys and visits to accident and emergency departments 

(NHS Direct, 2010).  In 2010, NHS Direct only forwarded 42% of calls to onward referral 

suggesting that 58% of patients that contacted NHS Direct were supported to self-

manage their symptoms at home, highlighting the support NHS Direct can provide to the 

wider NHS (NHS Direct, 2010).   

2.5.2 NHS Direct today 

 
In 2010, NHS Direct continues to be progressing, shown from rise of calls to their 0845 

4647 number from 4,854,523 in 2008 to 5,059,719 in 2009.  NHS Direct have also seen a 

decrease of complaints from .99 per 10,000 patients to .63 to 10,000 patients suggesting 

increased patient satisfaction (NHS Direct 2009).  Call waiting times have also been 

reduced showing a 2% increase of 95% of calls answered within 60 seconds since the 

previous year.    

 

NHS Direct also currently operate digital services through the internet and mobile phone 

applications which both provide health and symptom checkers.  The digital services link 

seamlessly with the 0845 4647 telephone helpline, where the online health and symptom 

checkers allow patients/users to select symptoms and then answer some interactive 

questions.  Advice is then offered about what action to take in relation to the 

symptoms. Depending on symptoms, patients may be advised on how to look their 

symptoms at home, suggest making an appointment with their GP, or arrange for a nurse 

to call the patient back within a specified timeframe.  Online services have shown 

increasing popularity with over 400,000 visits to the website from 21
st
 December to 1

st
 

Jan 09 alone (NHS Direct 2009).   

 

NHS Direct are also piloting cognitive behavioural therapy (CBT) over the phone and 

internet, which is part of a research programme funded by the NIHR, which broadly 

explores the expanding role of NHS Direct in supporting patients with long-term health 

condition’s (NHS Direct 2009).  NHS Direct have also begun to utilise social media 

networks (Twitter and Facebook) which allows them to engage with their followers to 

share advice and information regarding their services and important health issues.   

 

Independent Operational Researchers highlight that NHS Direct has been one of the best 

received innovations within the history of NHS, highlighted with exceptional public 

satisfactions ratings, recognition by the Design Council as a Millennium Product and a 
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notably positive report by the National Audit Office (Royston et al., 2003; The Comptroller 

and Auditor General, 2002). 

2.5.3 The future of NHS Direct 

 
At present, NHS Direct is the only organisation within the healthcare sector that has a 

national infrastructure offering advice and information over the telephone and internet, 

with the development of introducing innovative new services such as real time web-chats, 

utilising networking sites and facilitating interventions through the internet.  Further, the 

strategic vision of NHS Direct is to become the national health line, which will be able to 

provide advice, information and reassurance to all people in England (NHS Direct, 

2009a). However, the market is becoming more competitive whereby a wide range of 

services are now competing therefore NHS Direct needs to continue to demonstrate an 

excellent service providing value for money.   

 

The Department of Health confirmed that NHS Directs telephone number is to be phased 

out in favour of the new non-emergency  NHS 111 number (Department of Health, 2010a) 

in response to the white paper ‘Equity and excellence: Liberating the NHS’ to make 

healthcare more accessible (Department of Health, 2010b).  NHS 111 is intended to work 

as a single point of access, working in an integrated way with local GPs, out-of-hours 

services, ambulance services and hospitals, for the benefit of patients and to enable the 

NHS to become more efficient.   Currently, seven pilots, four of which are operated by 

NHS Direct are in operation within the North East, East Midlands and East of England.  

However, with the service planned to be rolled out nationally in 2013, the chief executive 

of NHS Direct pleas for a relax with the 2013 set rollout  with preliminary statistics 

suggesting there are more face to face referrals made thus putting more pressure on out 

of hour services (NHS Direct, 2012b). 

 

As NHS Direct have entered the new conservative government NHS Direct are set to 

become more competitive as they set  to tender for commissioned services in preparation 

for the new ‘three digit’ non-emergency integration service national roll out (NHS Direct, 

2010).  However, NHS Direct continue to have an ongoing role, along with other 

providers, in helping to deliver the NHS 111 Service and, in the interim, will continue 

providing local and national telephone and web-based services on behalf of its 

commissioners.  Thus it is clear that the development of NHS Direct is continually on 

going, with clear objectives looking for NHS Direct to provide a more joined-up, more 

responsive, efficient and high quality service using the latest technology and responding 

to the needs of all stakeholders (Modernising Public Services Unit, 2001; Royston et al., 

2003). 

http://en.wikipedia.org/wiki/NHS_111_(England)
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Chapter 3 Geographical and socio-demographic predictors 
of healthcare utilisation 

3.1 Introduction 

This chapter consists of a literature review which presents a critical investigate to how 

socio-demographic characteristics such as; age, sex, socio economic factors and 

ethnicity impact on healthcare utilisation in terms of general healthcare services, 

specifically relating to objective 1 ‘describe and compare the patterns of utilisation of 

primary healthcare services by different population subgroups’.  This chapter specifically 

focuses on primary care health services such as; General Practitioners and secondary 

healthcare services to include: General Practitioner co-operatives alongside accident and 

emergency utilisation.   

 

A second strand of this objective focuses on the geographical ‘place’ in terms of urban 

and rurality and how this impacts on both health and healthcare utilisation.  Therefore a 

critical review is presented which has focused on both recent research and statistics used 

within human geography to identify if in fact geographic location could impact on the 

utilisation of health services.  Specific examples are also presented from the literature 

focusing on remote care utilisation. 

 

Another objective outlined within aim 1 was to ‘critically evaluate previous research that 

has analysed socio-demographic characteristics of NHS Direct utilisation to highlight 

testable hypotheses’.  Thus a systematic review is then presented which used a focused 

inclusion and exclusion criteria to review research which has investigated the utilisation of 

NHS Direct since its inception.  This systematic review adds rigour to the research in two 

main ways, firstly, it informed the hypothesis used in the presented research study 

(chapter 4) and secondly, it has evaluated the rigour of the methodology adopted which 

has been crucial for the methodological development of the presented research study.  

Conclusions drawn highlight the identification of patterns of inequity in terms of utilisation 

which has provided a framework to compare NHS Direct utilisation (NHS Choices, 2010).  

 3.2 The health inequality divide 

There have been many influential reports and white papers which have been influential 

within the health inequality divide (Figure 8).  The first report dates back in the 1980’s  

which was the resulting publication for an independent inquiry into inequalities in health 
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conducted in the 1980’s under the Thatcher government chaired by Sir Douglas Black 

(The Black Report, 1980).  This report highlighted that although there was an 

improvement in health across all the socio-economic classes, there still remained a 

strong positive correlation between social class and infant mortality rates alongside life 

expectancy and inequities in the utilisation of medical services.  The Black Report further 

highlighted that the gap between low and high social classes was in fact increasing 

putting greater strain on the health of those in poorer communities. 

 

From 1992 to 1997 the Health of the Nation (HOTN) strategy took a central role of health 

policy in England providing a clear strategic approach with commitment from the 

government to improve the health of the population thus overcoming health inequalities 

(Department of Health, 1992). The HOTN was seen as increasing prevention activity; 

however, it was widely criticised as it lacked cross departmental commitment and 

government ownership (Department of Health, 1997a).  

 

This was made further apparent when The Acheson report was published in 1998 as part 

of an independent report within the Labour government  (Acheson, 1998). The report 

highlighted that although death rates continued to fall across all social status groups 

those who were less deprived were more likely to be in worse health than their affluent 

counterparts.   For example, nearly 50% of unskilled men were likely to have a limiting 

illness compared to only 17% of men from the social class 1.  Further, lower class women 

were more likely to have hypertension when compared to the more affluent.  In relation to 

health behaviour, people in lower socio-economic status were more likely to smoke, be 

obese, and eat less healthily (Acheson, 1998).   

 

The Archeson report provided 39 main recommendations which focussed on making the 

equity of healthcare central to the provision of the NHS and government policy.  

Recommendations included: providing equity of access to effective healthcare, for the 

NHS to work in partnership with other agencies to improve healthcare and tackle causes 

of health inequalities (Archeson, 1998).  Another recommendation was to provide 

professional leadership and to stimulate the development of health policies beyond the 

boundaries of the NHS.   Smith et al., (1998) although acknowledged the importance to 

highlight the clear inequalities in health, provided some limitations of the report.  The 

authors suggested that the 39 main recommendations are ‘more of a shopping list than of 

a health strategy’ with criticisms of the lack of hierarchal structure and the underlying 

determinants of health inequalities addressed.  Moreover, some recommendations were 

criticised for being too vague thus given no measurable outcome (Smith et al., 1998).  

Therefore, it was clear that a more transparent strategy was needed which could provide 

a framework for all key stakeholders to implement. 
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Soon after ‘The Saving Lives: Our Healthier Nation’ was published in 1999, which 

acknowledged that poor health in England continues to be a problem and thus offered an 

action based strategy to overcome this.  This white paper headlined that 300,000 deaths 

would be saved by focussing on a three way partnership which involved individuals, 

communities and government working together to tackle poor health (Department of 

Health, 1999b).  Priority was given for four areas cancer, coronary heart disease and 

mental health and accidents.  However, Fulop and Hunter (1999) suggested that there 

was a large absence of a target to reduce inequalities and even though the government 

published a separate report ‘Reducing health inequalities; an action report’ aiming to 

achieve the Archeson 39 recommendations there was still criticism that the current 

policies did not go far enough to gain governmental commitment (Department of Health, 

1999a; Fulop and Hunter, 1999).  

 

The Choosing Health: making healthy choices easier white paper was published in 2004 

(Department of Health, 2004a).  This paper has three core principles, firstly, to help 

people make healthier choices, secondly, personalizing support to enable people to make 

healthy choices and the third principle being focused on effective partnerships which will 

be co-ordinated by the government (Foster and Buttriss, 2005).  Hunter (2005) outlines 

that this white paper is centered around informed choice, a renewed focus on individual 

lifestyle focusing on health promotion.  In contrast to its predecessor Saving Lives: Our 

Healthier Nation, Choosing Health holds an absence role from central government, with 

health inequalities receiving  passing reference and health determinants of inequalities 

largely ignored (Hunter, 2005).  This therefore questioned whether the challenges of 

health inequalities can be successfully tackled by an individual approach downplaying 

community orientated action and government support.   

 

Thus Whitehead and Dahlgren (2006) followed this and provided an extensive review to 

how social inequalities in health could be tackled.   It was clear that the social gradient 

still was in existence, with a linear decrease in health with decreasing social position, 

characterised by an individual’s employment, social class and geographic location 

(Dahlgren and Whitehead, 1991; Whitehead and Dahlgren, 2006).   It was becoming 

more increasingly clear that policy was more focused on providing effective strategy to 

reduce health inequality. So, in terms of an equitable healthcare provision, Whitehead 

and Dahlgren (2006) proposed that a ‘level up’ approach was needed, with three main 

objectives; focus on the people in poverty, narrow the health divide and reduce social 

inequalities thought the whole population.   Health policies were suggested to become 

dual process and to promote both the health and reduce health inequalities alongside the 

notion that health systems should be built on equity principles without discrimination.   
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More recently, in 2010 the Marmot Review presented evidence that continued to highlight 

how an individual’s socioeconomic position continued to be related to good health with 

little evidence of this trend changing.  In line with The Equality Bill (2010) the Marmot 

review drew of evidence internationally as well as documented policies and interventions 

in England to systematically highlight how England can effectively tackle health 

inequalities (Marmot, 2010).  The review provided a framework for action focusing on six 

policy objectives; (1) Giving every child the best start in life, (2) Enable all children young 

people and adults to maximise their capabilities and have control over their lives, (3) 

create fair employment and good work for all, (4) ensure healthy standard of living of all, 

(5) create and develop healthy and sustainable places an communities and finally, (6) 

strengthening the role and impact of ill health prevention.   

 
 

 

Figure 8: Relevant reports/papers in chronological order 

 
 

In response to this the ‘Healthy lives, healthy people’ white paper was published as part 

of the governments strategic view of the future of public health in England (Department of 

Health, 2010e).  This report outlines that a ‘radical new approach’ needs to be taken.  

With key priorities aimed at reaching out to those communities who need the most 

support.  The public health outcomes framework puts key emphasis on tackling the wider 
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determinants of health focusing on reducing health inequalities.  As the government gets 

set to remove PCT’s and implement the GP consortium, the report outlines the 

importance of key stakeholders such as the NHS to implement these policies at both a 

national and local level (Department of Health, 2010b).  

 

3.3 Socio-demographic characterisations and use of primary healthcare 

services 

The World Health Organisation defines health inequity as ‘the unfair and unjust 

differences in access to healthcare services between different geographic areas and 

population subgroups within a country’. Health inequity differs substantially from health 

inequalities for example, Harris et al., (2000) outline that inequalities instead related to the 

broad range of difference in health status between differing population groups (Harris et 

al., 1999).  In terms of health inequity, it has been made apparent that those in the 

greatest need often had the poorest access to health more notably referred to as the 

‘inverse care law’ (Hart, 1971).  A focus will be made on the impact of the socio-

demographic factors that negatively impact on health equity focusing on primary and 

secondary care within the NHS. 

 

3.3.1 Inequity in healthcare access  

Health inequity is not a new concept.  In fact both the Black report and the Acheson 

report in 1998 suggested that higher rates of General Practitioner (GP) consultation rates 

were associated with greater social and economic deprivation after adjusting for need 

(Acheson, 1998; The Black Report, 1980).   It was also found that individuals with higher 

levels of deprivation significantly used GP services, alongside hospital, outpatient and 

mental health services more than their affluent counterparts even when adjusting for need 

(Acheson, 1998), with a positive relationship between hospital admission and outpatient 

referral and level of deprivation. However, in contrast Whitehead and Dahlgren (2006) 

suggest that higher levels of utilisation in socially disadvantaged groups equates to their 

complex healthcare needs.  Therefore, it should be expected that individuals with higher 

levels of deprivation have higher levels of NHS Direct utilisation in line with other health 

services. 

 

In terms of ethnicity, the report indicated that ethnic minorities are referred more than 

whites to hospital, however, this could be because they have higher incidence of disease 

i.e. South Asians are 40 per cent more likely to have CHD so intervention rates are 

expected to be higher. However, in terms of preventative services ethnic minorities 

highlight the least satisfactory access, suggesting that although they are the most in need 
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effectively they are not being provided equal access to preventative service provisions 

outside of the conventional health services e.g. GP’s and hospitals.  

 

A critical review was undertaken to determine on how social deprivation, gender, ethnicity 

and age impact on health service utilisation concentrating on GP’s, GP co-operatives, 

alongside accident and emergency attendance to highlight equity of health service use.   

 

3.3.1.1 Ethnicity 

The impact of ethnicity on primary health service use has been a widely researched area, 

whereby research has highlighted that consultation rates are increased among ethnic 

minorities (Goddard and Smith, 1998; Goddard and Smith, 2001). Benszeval and Judge 

(1996) suggested using data from the 1991 census that in fact Asians were 50% more 

likely to consult their GP's than any other ethnic group.  Furthermore,  Morris et al., 

(2003) analysed data from the Health Survey for England from three rounds of pooled 

data (1998, 1999, 2000), with the sample size (N=50,977) matched by postcode, with 

healthcare utilisation measured by usage in the past 12 months.  Results indicated that 

non-whites were more likely to use the GP than white, whereby, statistics confirmed that 

the probability of a GP visit for Indian, Pakistani and Bangladeshi individuals is around 

1.3 times larger.  

 

Research has also highlighted that South Asians present higher GP attendance patterns 

compared to other ethnic groups (Cooper et al., 1998; Goddard and Smith, 1998; Smaje 

and Grand, 1997; The Public Health and Health Services Research Group, 2001).  For 

example, Cooper et al., (1998)  matched utilisation data to the British General Household 

Survey (1991-1994) of young people (N=20, 473) aged 0-19 years. Multivariate logistic 

regression analysis found that children and young people from South Asian groups were 

more likely to consult a GP than those from the white population and other ethnic groups.  

More recently, Saxena et al., (2002) supports this finding with results highlighting that 

Indian and Pakistani children were more likely to have consulted their general practitioner 

in the preceding fortnight than the general population (1.86, 1.35 to 2.57 and 1.51, 1.13 to 

2.01, respectively), with all other ethnic groups utilising less than expected.   

 

However, it is important to determine utilisation when controlling for need.   For example, 

Smaje and Grand (1997) found that consultation rates rose for Pakistanis and Caribbean 

by 20% but lowered for African and Chinese respondents very substantially.  It was 

further found that among sick individuals Indians and Pakistanis consult GP’s significantly 

more than their white counterparts, however, Bangladeshi and Caribbean people 

although had raised consultation rates was not statistically significant with Chinese 
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people having significantly lowest utilisation of GP compared to others (Smaje and Grand, 

1997).  Thus it becomes increasingly apparent that there are ethnic groups who are still 

underutilising services when accounting for need. 

 

3.3.1.2 Age 

For both GP consultations and hospital admissions there has been a U shaped utilisation 

relationship with children and older people using significantly more than middle aged 

groups (Benzeval and Judge, 1996; Brogan et al., 1998; Cooper et al., 1998; Rosenstock, 

2005).  For example, Brogan et al., (1998) completed a prospective cross sectional 

survey for two months in 1995 of all GP’s, GP co-operatives, deputising services, A&E 

departments and evening nursing services.  A total of 47,828 patients were recorded with 

findings highlighting that almost half were GP visits (45%) with 25% for accident and 

emergency visits and 25% home nursing.   Results found that the highest age use in 

general practitioner visits were 0-9 and 80+.  Further, this pattern was repeated for 

accident and emergency use with a U shaped relationship prevalent with highest use 

shown for the 80+.   This research is supported from a NHS Direct report which indicated 

that older people account for 2/3rds of hospital patients alongside 40% of all emergency 

hospital admissions (NHS Direct, 2010).    

 

More recent research suggested that being above the age of 65+ explained 16% of the 

variance for physician use and held more favourable intentions to seeing a GP 

(Mackenzie et al., 2006).  However, Goddard and Smith (1998)argue that although there 

are many studies of healthcare utilisation for age, results are not standardised making it 

difficult to detect inequalities.    Nonetheless, a report in 2001 highlighted that there are 

two distinct inequalities relating to age; firstly, older people are less likely to receive an 

intensive treatment than younger people, and secondly due to their multiple heath issues 

there are access barriers to the appropriate services (The Public Health and Health 

Services Research Group, 2001). 

 

3.3.1.3 Socio-economic status 

When focusing on General practitioner services, alongside hospital, outpatient service 

utilisation it has become apparent that there is a positive relationship between service 

utilisation and level of deprivation.  Archeson (1998) highlights that higher GP 

consultation rates are associated with greater social and economic deprivation after 

adjusting for need.  This finding has been found elsewhere, whereby research has 

highlighted that greater deprivation and lower socio-economic status; measured in a 

variation of ways (social class, unemployment, non-owner occupier status, manual social 
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class, lack of access to a car) increases GP and hospital emergency services significantly 

more than those who are less deprived (Balarajan et al., 1987; Benzeval and Judge, 

1996; Campbell and Rowland, 1998; Goddard and Smith, 1998; Goddard and Smith, 

2001).   

 

Goddard and Smith (1998) outline that although there has been a ‘pro-rich’ bias within 

GP utilisation and NHS care there has been no evidence to support this.  In fact, Cooper 

et al., (1998) outline that when self-reported morbidity is taken into account evidence 

suggests that there is a slight pro-poor distribution.  More recent research conducted by 

Harris et al., (2011) analysed routine data alongside Hospital Episode Statistics and 

census data covering 2007-2009 and IMD score from 68 GP’s in Brent PCT, London.  

Results suggested that deprivation increased use, where GP practice IMD score 

increased utilisation, with every unit there was an increase of 6.13 (95% CI = 4.56, 7.70) 

per 1000 patients per year in emergency department attendances, accounting for 47% of 

the variance.  Thus, this supports the pro-poor hypothesis, with deprivation being a key 

predictor of primary healthcare.  However, it is clearly argued that higher utilisation is 

linked to compensate for the higher morbidity and mortality rate hence greater need (The 

Public Health and Health Services Research Group, 2001). 

 

3.3.1.4 Gender 

Utilisation of both GP’s and out of hours co-operatives are consistently used highest 

amongst women (Adamson et al., 2003; Smith et al., 2006).  However, a report in 2001 

supported that women are the highest users of primary healthcare but  argued that Men’s 

and women’s healthcare needs are qualitatively different, thus should be measured 

differently (The Public Health and Health Services Research Group, 2001).  Goddard and 

Smith (1998) supported this and outlined that it was difficult to conceptualise sex 

differences when statistics had already been standardised to account for sex (Goddard 

and Smith, 1998; Goddard and Smith, 2001). 

 

Boman and Walker (2010) further confirm that not only are men less likely than women to 

visit a GP, sex differences are most pronounced for people aged 50 years and younger, 

suggesting that more men use health services in older years. Furthermore, it is also 

reported that men not only access health services at lower rates than women but do so 

later in the course of their illness and are more likely to discontinue treatment 

prematurely.  However, it is argued that sex differences alone cannot explain this 

apparent discrepancy between men and women’s utilisation of health resources 

(Courtenay, 2000a; Courtenay, 2000b).   
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3.4 Urban and rurality: The impact of geography on health 

3.4.1 Defining urban and rurality 

To date there is no one universally accepted definition of rural and urbanisation thus it is 

difficult to compare (Gartner et al., 2008; Gartner et al., 2010; Peters and Jackson, 2005).   

For example a systematic review carried out by Peters and Jackson (2005) found there is 

a wide range of definitions used.  These wide ranges of definitions have highlighted 

considerable variability in terms of choice of indicators, level of analysis and robustness.  

A number of studies within the review relied on self-classification which presents clear 

limitations in light of unreliability of individual judgements.   Other definitions employed 

where also limited for example they used dichotomous coding (Witt-Prehn and West, 

1998), or named geographical locations with no clear definition of the characteristics of 

the location (Bermejo et al., 1997).   There were also international differences noted with 

literature drawn from USA focusing on metropolitan and non-metropolitan definitions 

alongside context of area.  Where definitions specific to Australia have been more 

focused using a rural, remote and metropolitan index (Britt et al., 2001).  Peters and 

Jackson (2005) therefore outline that utilisation of standardised definitions should clarify 

the impact of rurality on health. 

 

Bibby & Shepherd (2001) outlined that it is important to define both concepts to 

understand the methodological approach taken.   Both authors suggest that there are 

three dimensions that can be attributed to the word ‘urban’ and ‘rural’ of which all 

definitions fall within.   The first dimension is that of physical morphology, which is 

characterised as a simple distinction between land which is built over compared to land 

which is not build over, which is generally associated with threshold population size 

distinguishing between larger and smaller settlements.  The next dimension is context, 

which is concerned with the wider context of particular, physically defined settlements.  

This dimension is most population in terms of policy as it impacts on the need for key 

services such as health and education.  Further, the importance of context is reflected in 

the inclusion measures of population ‘sparsity’ in the local government revenue support 

grant formula.   Finally, the last dimension is where urban has been used to denote 

separation from the land as a direct source of income or wealth generation.  This is the 

least functional dimension although more dominant in the social sciences (Bibby and 

Shepherd, 2001). 

 

Bibby and Shepherd (2004) more recently  proposed a new definition which classifies 

urban and rural areas with the main focus on the morphology and the context of 

settlements.  This definition based on national statistics introduced in 2004 defines the 

rurality of very small census based geography.  This classification was accomplished at 
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both the smaller unit (wards and super output areas) geography and alongside the local 

authority level.  As such census output areas with populations over 10,000 are urban 

while the remained are defined as three rural types; town and fringe, village or hamlet and 

dispersed (Figure 9).  This definition is the most accepted and as such this research will 

adopt this classification or urbanisation and rurality (Bibby and Shepherd, 2004; ONS, 

2010c). 

 

The notion of adding context can be interpreted here in general terms as the wider 

accessibility of a settlement, the small population within a broad area and in a general 

way the potential costs of overcoming distance to supply that settlement with various 

public and private spheres.  Further, context can characterise aspects such as; 

accessibility and population sparsity defined as ‘the average density of households 

around a point at three different distances’ (ONS, 2010c).  An alternative approach is that 

of remoteness which measures the context when mapped; however, this approach largely 

ignores the precise distance from specific places (National Statistics, 2009). 

 
 
 
 
 
 
 

 
 
 
 

Figure 9: The classification of urban and rural areas (Bibby and Shepherd, 2004) 

 

3.4.2 The impact on health 

Shaw et al., (1998) highlight that as well as social inequality in health there is also an 

interlinked geographical dimension of health with patterns observed between countries, 

regions and districts and wards.  When region inequalities are discussed within the UK, 

patterns are continually associated with the north/south divide with lower mortality rates 

found in the south.  In support of this Britton (1990) further argued that there is an East 

and West divide within this, where higher mortality is found in the North West and lower 

mortality found in the South East, with an imaginary line separating the divide from the 

Severn to the Wash (Britton, 1990). 
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At present more than 20 per cent of the population equating to 12-14 million people of 

England live in rural areas residing in locations such as the countryside, villages and rural 

towns with the remaining living within urban communities (Defra, 2003; Peters and 

Jackson, 2005).  Historically, there has been a common myth of ‘rural idyll’ which 

proposes that  rural populations are more healthier than their urban counterparts, with 

environmental, social, and economic factors such as, clean air, green space and 

opportunity for exercise often attributed  to better health (Kyte and Wells, 2010).  Further, 

evidence has been presented that highlights that rural areas also experience less 

deprivation; however, Haynes and Gayle (2000) argue that these observations hide 

important differences masked by favourable averages .   

 

Shaw et al., (1998) highlight that comparisons of urban and rural mortality have a long 

history since the production of vital statistics in Britain.  For example, they found that life 

expectancy at birth in the 1840’s in rural areas was in the upper 40’s, but in urban areas 

such as Liverpool and Manchester it was 20 years below this.  However, more recent 

research continues to suggest that mortality rates are lower in rural areas with lower life 

expectancy in higher in conurbations and larger towns (Watt et al., 1993).   

 

Haynes and Gayle (2000) further suggest that rural areas have many issues that often 

are ignored through the continuing myths.  For example, rural areas tend to have older 

populations which is strongly associated with greater healthcare needs, meaning that 

rural health needs may go unmet (Hedley et al., 2008).  Additionally, rural dwellers are 

also affected by issues such as; centralisation of services in urban communities which 

may mean that access to health and social care services can be compromised at key 

stages for those living in rural areas.   

 

Interestingly, Cox (1998) highlights that rural societies are diverse with a greater 

proportion of both people with higher affluence and poverty stricken with lower pay than 

those in urban populations (Lowe et al., 1987).  Cox (1998) also presented evidence 

suggesting that in 1998, 20% of rural population of England and 25% of rural households 

live in absolute poverty with the elderly worse affected as 35% of poor rural households 

are elderly living alone.  It is therefore of no surprise that suppositions that people in rural 

areas experience better health advantages are therefore frequently challenged (Asthana 

et al., 2003). 

 

Peters and Jackson (2005) completed a systematic review to determine if there is a 

health impact of rural compared with urban populations.  Adopting the Cochrane defined 

criteria for publications from 1990-2005 a total of 191 studies met the inclusion criteria.  

Findings highlighted that irrespective of study design used just under half of the studies 
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were less favourable for those living in rural areas, with around 1/3 in favour of rural areas 

with the remaining equivocal.  Thus in summary, there is no clear evidence favouring 

health in rural over urban residence or visa versa.  Additionally, the evidence available 

lacks robustness with future studies needed in geographical areas with clear definitions 

that related to their rurality evidently defined.  

 

More recent research has attempted to determine how deprivation impacts on health 

outcome in terms of geographical location.  However, when accounting for deprivation 

this pattern is not clear cut.  For example, Kyte & Wells (2010) analysed life expectancy 

and deprivation across the Lower Super Output Area for smaller geographical analysis.  

Findings highlighted that although life expectancy was higher in rural areas, deprivation 

had a high impact on the results with wide inequalities evident, particularly in men in 

urban areas.  However, interestingly, both males and females had similar life 

expectancies in the more deprived quintiles whether urban or rural.   This could therefore 

suggest that the urban-rural divide appears to decrease when adjusting for deprivation.   

 

More interestingly, Sysson-Nibbs (2003), outlined in a health needs report that there is 

little understanding of the cultural beliefs, social norms, barriers and sigma of rural 

residents which impact on health intention and behaviour.  This is reinforced by Shaw et 

al., (1998) who highlight that when focusing on a geographical place it is too narrow to 

focus on the geographic location but instead gain a deeper understanding of the socio 

cultural context of a place, focusing on the social, cultural and economic environment and 

how that impacts on health (MacIntyre et al., 1993; Phillimore, 1993).  Therefore, a better 

understanding is needed of rural and urban utilisation focusing on both their socio-

demography alongside the social and cultural factors that can impact on their health 

behaviour thus providing an evidence base for health promotion campaigns specifically 

for urban and rural populations.  

3.4.3 Impact of geographic location on health service utilisation 

There is evidence that supports the notion that the further away someone lives from a 

health service the lower the access and utilisation (Acheson, 1998) for both primary 

(Jones et al., 1998) and secondary (Hayes et al., 1999) care.  However, Jordan et al., 

(2004) argues that traditionally geographical inaccessibility has been primarily highlighted 

as a rural problem although there is little evidence to determine that there is any 

difference in other geographical areas.  For example, Jordan et al., (2004) state that car 

access is the biggest predictor of healthcare utilisation especially with the declining 

availability of public transport although this is high in rural areas.  Instead research should 

focus on the poor, elderly and single women who do not have access to a care. 
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In support of this, Jordan et al., (2004) expanded on previous research to investigate how 

both remote and urban geographic location impacts on healthcare utilisation.  This study 

measured geographical access by straight line distance and drive-time to nearest general 

practice and acute hospitals using postcode aggregated to census wards for 

demography.  Findings highlighted that the more deprived and most health deprived 

(measured as premature limiting long-term illness) live furthest away from the health 

services thus creating issues of access.  Findings also highlighted that this is not an issue 

to the rural areas but also more deprived areas in sparse areas in urban areas. 

 

Current government strategies relate to the centralisation of health services; however, 

this has a negative impact on healthcare utilisation shown by those who have low 

incomes, poor access to transport, and by the elderly and disabled people (Mungall, 

2005).  In the current economic climate where budgets are tight, staff retainment has 

become an issue with less experienced practitioners in post (Mungall, 2005).  Therefore, 

Mungall (2005) argues that health service planning needs to be patient centred and 

innovative to create the balance between costs-effectiveness and the provision of 

accessible and equitable services.  Recommendations focus on increasing transport 

links, introducing more telemedicine applications and providing more localised health 

services.   

3.4.4 Future research 

In light of the NHS Plan ‘A plan for investment, a plan for reform’ white paper  

(Department of Health, 2000) Guilliford et al., (2001) outline that evaluations of services 

should investigate the access and equity, but also more importantly investigate the 

patients perceptions of their needs and the social and cultural barriers to care.  The 

influence of availability should not only be concerned with urban areas but more primary 

research is needed to investigate rural areas and how these communities may differ.  

Guilliford et al., (2004) also suggest that strategies that have been implemented to 

increase access e.g. telephone advice lines need to be effectively evaluated so that this 

can shape future policy strategy. 

3.5 Who uses NHS Direct? A systematic review 

3.5.1 Introduction 

Previous research which has included findings from NHS Direct during its pilot stages has 

suggested that the highest users of NHS Direct are predominantly females and calls on 

behalf of children of under-five, with this service underrepresented by older people, ethnic 

minorities and less advantaged social groups (Bibi et al., 2005; Cooper et al., 2005; 

Munro et al., 1998; NHS Direct, 2005; O'Cathain et al., 2005; Ring and Jones, 2004; The 
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Comptroller and Auditor General, 2002; Ullah et al., 2003).
  
However, to date no research 

has systematically reviewed the methodological rigour and depth of these studies when 

making these conclusions.  Thus, a systematic review is presented which evaluated 

existing research since the inception of NHS Direct to meet objective 2 ‘Critically evaluate 

previous research that has analysed socio-demographic characteristics of NHS Direct 

utilisation to highlight testable hypotheses’. 

3.5.2 Methods 

All studies searched were subject to both inclusion and exclusion criteria.  The inclusion 

criteria specified that all studies should investigate use of the NHS Direct telephone 

service (0845 4647) from its pilot stage in 1998 until 2011 when this systematic review 

was conducted.  All studies should be based on quantitative analysis, although the 

inclusion criteria did not specify from where the data should be obtained and so research 

that used data from the NHS Direct Clinical Assessment System (CAS)
1
 was included.  It 

is important to highlight that the CAS can be subject to completeness issues where some 

missing cases can present analytical limitations.  Survey design based studies could be 

included alongside national and ecological studies.  The exclusion criteria outlined that 

any report or article that does not provide any methodological procedural information was 

not used as it would be impossible to identify the representativeness and validity of the 

data.  Further, no qualitative studies were included as although they may provide useful 

findings they were not directly comparable to the quantitative studies used. Further, all 

NHS Direct internal evaluation reports were excluded. 

 

A computerised search was completed using the following bibliographic databases; 

CINAHL and Psych INFO, JISTOR, SCOPUS, EMBASE, Medline and Science Direct.  

Searches for articles published from 1998 - 2011 were conducted in September 2011 

primarily using the common associated keywords used to explain NHS Direct  ‘NHS 

Direct’ ‘tele-health’ and ‘telemedicine’. All abstracts were read to determine relevant 

articles to be included within the systematic review.  All articles referenced on NHS Direct 

website were also manually located  

http://www.nhsdirect.nhs.uk/Commissioners/WhatWeOffer/ResearchServiceEvaluationCli

nicalAudit/Research/ReviewOfNHSDirectResearch.  Grey literature databases were also 

used which included; Kings Fund database, DH Data alongside Ethos (thesis 

dissertations) and Zetoc (online database of conference proceedings). 

 

Manual methods (hand searching) were also employed to capture relevant cited articles 

and items that may have been indexed incorrectly, and also to identify non-significant 

                                                      

1
 CAS holds information on patient’s use including the following socio-demography 

predictors: age, gender, ethnicity and postcode.  

http://www.nhsdirect.nhs.uk/Commissioners/WhatWeOffer/ResearchServiceEvaluationClinicalAudit/Research/ReviewOfNHSDirectResearch
http://www.nhsdirect.nhs.uk/Commissioners/WhatWeOffer/ResearchServiceEvaluationClinicalAudit/Research/ReviewOfNHSDirectResearch
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findings and unpublished work.   Citations of relevant published articles were manually 

checked for any other articles that potentially should be included in the review. The 

manual search aimed also to identify grey literature which included: conference 

presentations, project reports and NHS Direct organisational reports. 

 

Figure 10 outlines the procedure of the systematic review.   An electronic and manual 

search was done using the discussed chosen keywords.  From the keywords a list of 

articles was produced.  All articles abstracts were screened to identify if they met the 

inclusion/exclusion criteria.   Relevant studies were retrieved in full for more detailed 

information.  Once the full 34 articles were obtained they were independently decided 

whether they met inclusion criteria.  There was full consensus on all included articles.   

 

Within the electronic search a total of 2,237 studies were identified and reviewed with 15 

articles found to be relevant.  Six articles from the electronic search had to be removed; 

two studies were removed as they were interviews and provided no quantitative analysis 

(Sbaih, 1999; Sbaih, 2000), two were removed as they were letters (Duffin, 2008; 

George, 2002; Ullah et al., 2003) and one study had to be removed as no methodological 

information had been given (George, 2002).   A total of 20 research papers were found 

within the grey literature search although after closer evaluation only six met the inclusion 

criteria.  

 

Overall, there were 15 studies (Appendix  1) included within the systematic review with 3 

ecological (Bibi et al., 2005; Burt et al., 2003; Cooper et al., 2005), five were survey 

based (Byrne et al., 2007; David, 2005; Knowles et al., 2006; Ring and Jones, 2004; 

Shah and Cook, 2008)
 
 and the remaining seven had used descriptive methodology from 

the CAS software.  The results found from this systematic review are broken down into 

five categories; gender, age, ethnicity, socio-economic and geographic factors.  
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Figure 10: Flow diagram of study selection procedure using the 
inclusion/exclusion criteria 
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3.5.2 Results 

3.5.2.1 Gender 

When considering gender it is important to note that out of all articles reviewed three did 

not report gender differences (Burt et al., 2003; Ring and Jones, 2004; Shah and Cook, 

2008).  From the 11 studies it was highlighted that there was a wide variation in utilisation 

between males and females.  For example, Goode et al., (2004) analysed three separate 

weekly periods of data from 2001 and 2002 from the CAS database, whereby results 

highlighted that males (23%) used the service relatively less than females (77%).  

However, Byrne et al., (2007)
 
which used data from June 2004 to January 2005 found 

that although females used the service more than males this difference had reduced to 

60% and 40% respectively.    

 

Interestingly, Bibi et al., (2005) expanded on this work by exploring age differences in 

relation to gender utility.  Results suggested that NHS Direct use was higher in females 

than males, although, this difference was more prevalent between the age group 20-34 

years, with males using the service more than expected in lower age groups thus 

suggesting that gender differences may vary with age (Chi-Square = 3416, degrees of 

Freedom (df)= 18, p<0.001).  However, when this pattern of utilisation is compared to 

healthcare seeking in general it becomes clear that this is not remarkably different.  For 

example, Boman (2010) highlight that men are less likely than women to visit a GP with 

gender differences are most pronounced for people aged 50 years and younger (Boman 

and Walker, 2010). 

 

Further to this, Bibi et al., (2008) in a later study analysed the CAS database from July 

2003 to December 2003, and found that use was higher in South Asian and African men 

than in women of the same ethnic group.  However, a similar patterns have been found of 

ethnic minorities’ use of primary healthcare in the UK (Psoinos et al., 2011).  Findings 

highlighted that there was no gross pattern of inequity in the use of primary care health 

services by different ethnic groups.   In fact, the authors suggest that most ethnic groups 

except the Chinese over utilise.  Further, there are gender differences whereby, Pakistani 

females in younger age group highlight lower levels of GP services, with higher uptake by 

males (Boman and Walker, 2010; Dixon et al., 2007; Smaje and Grand, 1997). 

3.5.2.2 Age 

Age has been a consistent measurement within the studies included with only one study 

not reporting age (Bibi et al., 2008).  The research related to age seemed to suggest that 

the highest users of NHS Direct are those contacting on behalf of children under five, with 

the lowest users being those aged 18-24 years-old and older adults (aged 60+years).  
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However, it seems that all studies that have analysed age differences have used a wide 

variety of methods ranging from postal questionnaires, database from CAS and telephone 

surveys; as such caution should be used when making comparisons.  Further to this, the 

data that has been evaluated is now largely dated with 19 out of the 20 studies reporting 

data from years 1998-2004.   

 

Earlier studies have reported highest use in 24-40 year-olds but it appears that this group 

has now widened to include 16-44 year olds.  Furthermore, low use is found in older age 

groups (60+) consistently across studies (Bibi et al., 2005; Cooper et al., 2005).   

Interestingly, a more recent study conducted by Hsu et al., (2011) investigated older 

people’s use of NHS Direct.  Using a year sample from 1
st
 December 2007 – 30

th
 

November 2008 (N=402,959), results highlighted that calls made by or on behalf of 

people aged 65 and over increased with advancing age.  However, older people remain 

to be the lowest users of NHS Direct which is surprising especially as older people are 

the highest users of other NHS services (Blakemore, 1983; Dahlgren and Whitehead, 

1991; David, 2005).    

3.5.2.3 Ethnicity 

Ethnicity has not been a consistent factor measured within research with only six studies 

out of the full 15 reporting on ethnicity and utilisation of NHS Direct (Bibi et al., 2008; 

Byrne et al., 2007; David, 2005; Goode, 2004; Ring and Jones, 2004; Shah and Cook, 

2008).  This may be because NHS Direct only began collecting ethnicity data in 2003 

(Cooper and Chinemana, 2004) and most of the research has depended on earlier data.  

The studies that did measure ethnicity indicated that ethnic minority groups that were 

Asian N=214 CI= 0.56 (0.38–0.81), Black (N=159 CI=0.36 (0.2–10.62) and others 

(N=1128, CI= 0.65 (0.40–1.05) used NHS Direct significantly less than those of White 

British ethnic origin (Shah and Cook, 2008).  

 

   

However, findings have not been consistent, for example Bibi et al., (2008) analysed CAS 

data from the 1
st
 July 2003 to 31

st
 December 2003.  Using chi-square statistics findings 

suggested that Indian and Pakistani men showed greater observed usage than expected, 

so it could be that ethnic minority groups have higher utilisation of NHS Direct than at first 

thought.  Furthermore, when controlling for age, sex and illness the relationship between 

Black and minority ethnic groups and NHS Direct utilisation weakens (Shah and Cook, 

2008).   Therefore, conclusions from older research with limited statistical analysis should 

be approached cautiously as representiveness and reliability cannot be guaranteed. 
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3.5.2.3 Socio-economic groups 

From all included studies seven measured socio-economic factors in relation to NHS 

Direct utilisation.  A consistent finding from the included research supports the conclusion 

that lower use of NHS Direct is associated with low social status (N=1415, CI= (0.67 

(0.55–0.81), low household income receiving income support (N=47 0.71, CI= (0.60–

0.96), living in social housing (N=1525, CI=0.69 (0.59–0.81)  and  manual 

accommodation (N=3138, CI= 0.77 (0.69–0.87) (Shah and Cook, 2008). Further to this, 

Shah and Cook (2008) point out that when controlling for limiting and long standing 

illness, material deprivation had a strengthened relationship for the poorest individuals 

compared to the most affluent with an OR of 0.58 (0.48–0.71).   However, this finding is 

not consistent among ecological studies.   

 

Three studies adopted an ecological methodology (Bibi et al., 2005; Burt et al., 2003; 

Cooper et al., 2005).  This research mapped usage defined by postcode derived from 

CAS to electoral ward data within a wide range of areas ranging from South East London 

(Burt et al., 2003) City of Preston, Lancashire (Bibi et al., 2005) to West Yorkshire and 

West Midlands (Cooper et al., 2005).  Using indices of deprivation alongside census data 

(1991) allowed the researchers to gain a deeper understanding of both geographical and 

socio-economic factors in relation to NHS Direct utilisation.  These studies employed chi-

square statistical analysis to identify both observed and expected frequencies of use in 

relation to socio-economic deprivation.     

 

Bibi et al., (2005) found that there were no significant differences for socio-economic 

deprivation in relation to NHS Direct utilisation.    By contrast, Burt et al., (2005) mapped 

75,928 calls to Jarman and Townsend scores and found that lower use of NHS Direct 

was seen in both the most affluent groups and the most deprived groups.  Cooper et al., 

(2005) further explored this with callers who used the West Yorkshire NHS Direct service.  

Findings confirmed that call rates for the 0-4 year age group were lowest in the most 

deprived wards although call rates for adults aged 15-64 rose with increasing deprivation, 

and rises even more for the most deprived areas with lowest use associated with the 

least deprived. Interestingly, there were no socio-economic factors associated with call 

rates for older people (65+).   

 

Although the ecological studies discussed can be deemed the most methodologically 

rigorous as they detailed approach has focused on matching utilisation with deprivation, it 

is important to note that these studies could be limited as they only focused on one area 

rather than offering a national picture.  There may be regional differences affecting the 

results.  Further to this, ward data captures use at the district level thus assuming that 

each district manifests the same level of deprivation.  It would be advantageous for future 
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ecological research to focus on the lower layer super output areas which are units of 

geography with a maximum population mean of 1500 and, unlike ward data, are not 

subject to frequent boundary changes, with the further advantage being that it matches to 

IMD deprivation.  A further limitation of two of the research studies is that conclusions are 

drawn from census-based measures such as Jarman (Census, 2001), and Townsend  

indexes (Townsend et al., 1988) which although is a co-opted measure of deprivation and 

GP workload is steadily being replaced with the IMD which is becoming the standard. 

 

3.5.2.3 Geographical factors 

When focusing on geographic location, ecological based studies have only focused only 

on urban geographical areas (Bibi et al., 2005; Burt et al., 2003; Cooper et al., 2005).  

This is somewhat surprising considering rural areas have been linked to low call usage 

(Cooper et al., 2005).  Therefore future research may fruitfully explore both rural and 

urban usage.  A further reason for investigating rural usage is that NHS Direct is a remote 

care provider which offers telephone based health services which have not been 

geographically analysed.   

3.5.2.4 Conclusion 

NHS Direct is now in its second decade of operation and has become a popular remote 

healthcare provider as evidenced by its increased utilisation and satisfaction (Hurst, 2006; 

Royston et al., 2003; The Comptroller and Auditor General, 2002).  However, it does 

appear that there are both geographical and socio-demographic variations that affect use 

that should be updated and investigated further.   This review has highlighted that most 

research is dated with the majority ranging from the years of 1998-2004, with only one 

study using data from 2007/8.  Therefore, more current research is needed to investigate 

if there are indeed population sub-groups that are under using NHS Direct. The studies of 

highest quality have used an ecological approach; however these are still limited as they 

have only focused on urban areas thus more analysis is need on rural areas.   

 

It is important to note that the presented systematic review is not without limitations.  

There was limited research that has investigated utilisation of NHS Direct, thus the 

inclusion criteria were quite broad.  This meant that some NHS Direct evaluations which 

were carried out by the University of Sheffield during the pilot phase were included were 

not subject to the peer review process.  Further, some of the studies presented data 

which was descriptive in nature which held limited statistical analysis, which may have 

biased the results.  However, this systematic review has allowed an overview of what 

research has been done and has been able to identify methodological issues and 

avenues to what future research is needed. 
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In conclusion, recommendations are made for future research to incorporate a 

representative sample of recent CAS data to determine use at a lower level geography to 

determine both national and regional profiles of usage characteristics.  Further, exploring 

utilisation in ecological-based research using both urban and rural geographical areas as 

case studies will enhance the rigour of future research.   The authors also suggest that 

using a national representation may enhance our knowledge of high and low NHS Direct 

users.   Establishing this knowledge will help target NHS Direct promotional campaigns to 

increase use and to better understand usage of the public. 
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Chapter 4 Study 1: Profile characteristics of NHS Direct 
users 

4.1 Introduction 

This chapter presents the first study which fits within a two arm research project adopting 

a mixed methods approach.  This chapter begins by presenting the research design of 

the whole research project to demonstrate the rationale for the two research studies.  The 

first study which will be discussed in this chapter primarily aims to identify the 

geographical, demographic and socio-economic characteristics of NHS Direct users.   

 

This chapter considers some of the methodological challenges to measuring deprivation 

and ethnicity and presents the most rigorous approach using a strong evidence base to 

the analysis of deprivation alongside demographic factors.  This chapter then presents 

the quantitative results of gender, age, socio-economic characteristics and geographic 

location of NHS Direct users focusing on four one month periods as a national 

observation study in England during 2010/11.  This chapter concludes with a discussion 

of the findings with acknowledgment of the presented limitations. 

 

4.2 Research Design 

This research adopts a mixed methods design.  Mixed methods research has been 

described as ‘the class of research where the researcher mixes or combines quantitative 

and qualitative research techniques, methods, approaches, concepts or language in a 

single study’ (Johnson & Onwegbuzie, 2004 p.171).   Johnson and Onwegbuzie (2004) 

suggest that using mixed method research takes advantage of the pragmatic method of 

philosophy where the logic of inquiry involves the utilisation of induction, deduction and 

abduction offering a more practical alternative to positivist and qualitative purists.   The 

evolvement of mixed methods research has been organised into four overlapping time 

periods. 

 

The formative period, which begun in the 1950’s until the 1980’s can be traced as the first 

era where methods were mixed.  The first paper found by Campbell and Fiske (1959) 

which introduced the use of multiple quantitative methods.  This was then taken over by 

authors such as Sieber (1973), Jick (1979) who essentially combined surveys and 

interviews.  In the 1970’s and 1980’s came the ‘Paradigm debate’ period sparking debate 

was whether or not qualitative and quantitative data could be combined.  Some argued 
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that because mixed methods asked for paradigms to be combined it was not possible 

(Smith, 1983).   

 

Sale, Lohfeld and Brazil (2002) suggest that the adoption of mixed methods is used 

widely in healthcare research studies.  There has gained a huge surge of popularity 

during the last decade of interest to international audiences  and is being applied to more 

and more disciplines and fields of study supported by larger numbers of  publications 

from journals such as ‘Journal of Mixed Methods Research’ (Creswell, 2009; Creswell 

and Plano-Clark, 2007; Morgan, 1998b).   Procedural developments of mixed methods 

have also been explored with more and more mixed method classifications being made  

(Greene and Caracelli, 1997; Morgan, 1998b).  However, this has not ended the widely 

noted debate, can a quantitative paradigm based on positivism and a qualitative 

paradigm based on interpretism (Altheide and Johnson, 1994) and constructivism (Guba 

and Lincoln, 1994) really be mixed? 

 

Critics argue that the use of mixed-methods are not linked to a particular inquiry paradigm 

(Greene and Caracelli, 1997) and is normally placed secondary  to questions of method 

(Guba and Lincoln, 1989).  This is challenged by Johnson and Onwuegbuzie (2004) who 

present mixed-methodology as the ‘third research paradigm’.  Further, Sale et al., (2002) 

suggest that there are several viewpoints to why qualitative and quantitative can be 

combined.  Firstly, they share the primary goal to understand the world and share a 

unified logic (King et al., 1994).  Secondly, the two paradigms are thought to unify in their 

thoughts towards the commitment of understanding the human condition, disseminating 

knowledge alongside a shared commitment for rigour within the research process 

(Reichardt and Rallis, 1994).  Thirdly, combining methods can prove useful in complex 

research that requires the use of a broad spectrum of both qualitative and quantitative 

methods (Steckler et al., 1992).   

 

The first key strength of using the mixed methods paradigm is to utilise the strengths of 

both quantitative and qualitative research minimising the weaknesses to strengthen the 

research process.  Further, this approach can answer a broader and more complete 

range of questions as it is not confined to one approach (Johnson and Onwuegbuzie, 

2004).  It is further outlined that this approach can be used to increase the generalizability 

of the results ultimately providing stronger evidence for conclusions to be drawn.  

Additionally, this approach can overcome limitations of single methods by gaining insights 

and understanding that may be otherwise missed.  Finally, it is highlighted that using both 

methods together essentially can produce more complete knowledge used to inform both 

theory and practice (Johnson and Onwuegbuzie, 2004).  However, this approach is not 

without its limitations. 
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One limitation cited by Jick (1979) is that replication is difficult shown by the largely 

absent replication research.  Jick (1979) further states that this needs to be carefully 

considered as replication is noted to be an important aspect necessary within the 

progression of research knowledge.  Another limitation is the lack of clarity regarding the 

weighting e.g. which method holds the most weight within the research design.  Careful 

consideration is needed within the research process where there needs to be justification 

of why one method is weighted more highly than another which is then made explicit to 

make the research process more stronger and transparent (Creswell and Plano-Clark, 

2007; Ivankova et al., 2006).   

 

Other limitations include, the researcher will need specialist training in both 

methodologies which can be both time consuming and costly.  The researcher needs to 

also provide details of how the mixed research paradigm will work out i.e. paradigm 

mixing.  It may also prove difficult for the researcher to conduct mixed methods; this 

becomes more of an issue when both methods are used concurrently.    Using a mixed 

methods approach is a time consuming process which the researcher should be well 

aware of prior to beginning the research process as it will impact on the time frame 

needed (Jick, 1979; Johnson and Onwuegbuzie, 2004).   

 

In respect of both the strengths and limitations of using mixed methods the central focus 

should be on how this design meets the research questions.  Therefore, it is felt beneficial 

to answer the research questions within this research using a mixed methods approach.   

An explanatory sequential approach will frame the mixed methodology which essentially 

is characterised by two distinct phases (Figure 11).  Firstly, the quantitative phase acts as 

the first basis of research inquiry with the qualitative phase preceding this phase, building 

on the results of the initial quantitative results, both of which are connected in the 

intermediate stage within the research process and both weighted equally (Creswell, 

2009; Creswell and Plano-Clark, 2007). The rationale for this approach is that quantitative 

data and their subsequent analysis provide a general understanding of the research 

problem.  The qualitative data and the analysis refine and explain those statistical results 

by exploring participant’s views in greater depth (Creswell and Plano-Clark, 2007; 

Ivankova et al., 2006; Rossman and Willson, 1985; Tashakkori and Teddie, 1998). 
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Figure 11: Mixed methods sequential explanatory design 
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4.3 Aims and Objectives 

 

Aim 1 

The first study addresses the first aim ‘examine the role that geographical and socio-

demographic characteristics have on the uptake of telephone based health services using 

NHS Direct as a case study’ related to the third objective: 

 

Identify the geographical and socio-demographic characteristics of NHS Direct users to 

highlight patterns of utilisation of NHS Direct use compared to other primary healthcare 

services. 

4.4 Research Questions 

There are several research questions addressed in study 1.  This research aims to 

examine the geographical and socio-demographic characteristics of NHS Direct users, 

more specifically age, gender, ethnicity, levels of socio-economic deprivation and 

geographic location.   

 

Study 1, will, therefore seek to address the following research questions: 

What are the levels of usage (high and low) of NHS Direct by 

Gender?  

Age? 

Ethnicity? 

Level of deprivation? 

Geographic location? 

 

4.5 Hypotheses 

The hypotheses are specifically based on the findings from the systematic review as it 

was confirmed to be the most rigorous analysis of previous research to date.  Therefore, 

it is predicted that calls will be higher on behalf of children aged 5 years and under and 

middle aged (25-44) with the lowest use shown within older people (65+) and young 

people (16-24) with females using the services more than men.  It was further postulated 

that Black and Minority Ethnic groups will use NHS Direct services significantly less than 

their white British counterparts.  Those who have lower levels of deprivation were 

predicted to use NHS Direct services significantly more than those who are least deprived 

with highest use found in the middle tiers of deprivation.   
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Hypothesis 1 

NHS Direct (0845 4647) will be used significantly more by women than men.  

 

Null Hypothesis 1 

There will be no significant difference between the utilisation of NHS Direct (0845 4647) 

and sex of the patient. 

 

Hypothesis 2 

NHS Direct (0845 4647) will be used significantly more by 25-44 year olds and on behalf 

of children (5 and under) than any other age group. 

 

Null Hypothesis 2 

There will be no significant difference between the utilisation of NHS Direct (0845 4647) 

and age of patient.  

 
Hypothesis 3 

There will be a significant difference of utilisation of NHS Direct (0845 4647) across age 

and gender of patient. 

 

Null Hypothesis 3 

There will be no significant difference between the utilisation of NHS Direct (0845 4647) 

by age and gender of patient. 

 
Hypothesis 4 

NHS Direct (0845 4647) will be used significantly underutilised by ethnic minority groups. 

 

Null Hypothesis 4 

There will be no significant difference between the utilisation of NHS Direct (0845 4647) 

and ethnicity of the patient. 

 

Hypothesis 5 

There will be an interaction of utilisation of NHS Direct (0845 4647) between age, gender 

and deprivation. 

 

Null Hypothesis 5 

There will be no interaction of utilisation of NHS Direct (0845 4647) between age, gender 

and deprivation. 
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Hypothesis 6 

There will be geographical variation in relation to the utilisation of NHS Direct (0845 

4647). 

 

Null Hypothesis 6 

There will be no geographical variation in relation to the utilisation of NHS Direct (0845 

4647). 

4.6 Method 

4.6.1 Design  

Study one adopts a quantitative design which uses secondary data as a method derived 

from the NHS Direct database (CAS: Version 9) to determine geographic and socio-

demographic predictors of NHS Direct utilisation (Figure 12). 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 12: Methodology design to determine NHS Direct utilisation 
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4.6.2 Participants  

Participants were identified as NHS Direct patients who have used the 0845 4647 core 

service within the sampled months (July 2010, October, 2010, January 2011 and April 

2011) non-dependent on age, gender, ethnicity or symptom.  This research was primarily 

interested in profile characteristics of patients who have used NHS Direct in England and 

as such all patients that used the Welsh NHS Direct service and the Scottish version NHS 

24 were excluded. Furthermore, patients who have withdrawn their data from the 

database were discounted from this study.  Unfortunately, once the dataset was 

anonymised and transferred to the researcher it was not possible for any further data to 

be withdrawn.  This is due to the inability to match the data to the individual as names, full 

date of birth and full addresses were removed as agreed by the NHS ethics committee 

(Essex 1) highlighted in the research protocol (appendix 2). 

 

Consent was obtained via the fair processing message, which indicates that anonymised 

records may be used by NHS Direct for research purposes.  This is also discussed in 

depth within the ethical framework.    The full sample of patients for all months totalled 

1,415,472, with 359,758 patients in July 2010, 325, 935 in October 2010, 374,485 in 

January 2011 and finally 355,294 patients in April 2011.  There were no age restrictions 

as such children were used although all data was anonymised.  In this case it was the 

responsibility for parents/guardians to withdraw the child’s (under 16) data before the 

data was anonymised and encrypted.  Data held about each individual  for  the 0845 

4647 service includes date/time of call, postcode, age, gender, ethnicity, priority (given by 

the health advisor), front end protocol (presenting symptoms), clinical algorithm and final 

disposition. 

 

NHS Direct operate commissioned services to Primary Care Trusts (PCT’s) and hospitals 

which include Category C ambulance calls (non-emergency calls redirected to NHS 

Direct), call streaming at GP’s and maternal services.  It was not felt appropriate to use 

this information as firstly this information is clustered to areas which will bias the results, 

and also individuals are not intentionally using NHS Direct which is not providing any 

useful information around NHS Direct utilisation thus not adding value to the aims and 

objectives outlined in this research.  Furthermore, dental calls were also excluded as it 

was felt that these would be dependent on the services in the areas which again may 

bias the results.  Another service that was excluded from this research was SAT (Self-

Assessment Tool) calls, this decision was made because  it was felt that SAT calls may 

not be useful as SAT calls is when individuals go onto the website either through choices 

or NHS Direct and check their symptoms.  They will only be asked if they want a call back 

if they have complex health issues or if there are any other underlying issues that should 

be considered i.e. medical history.  Therefore, only a small proportion of SAT users are 
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available within the dataset, also this variable does not tell us about the characteristics 

per se but instead highlights the complexity of their health issue thus not adding scope to 

this research. 

 

4.6.3 Materials  

Secondary data was collected from NHS Direct database NHS Clinical Assessment 

Software (CAS) version 9.  Sorensen et al., (1996) suggest there are a number of key 

strengths when using secondary data.  The main strength is that the data has already 

been collected which means that time is saved, it is more cost effective, stored in 

electronic format and ready to analyse. In addition secondary data is normally produced 

from large and higher quality datasets which would probably be unfeasible for an 

individual researcher to collect on their own.  Further, the data collection process is 

usually informed by expertise and professionalism that may not be available to smaller 

research projects e.g. in this case data is collected by nurses who are specifically trained 

to use the software whereby rigorous protocols are in place to ensure the database is 

filled in correct as it involves health records.   

 

Boslaugh (2007) and Connell et al., (1987) outline that in secondary data there is 

normally a lot of background work which generally means that data has a pre-established 

degree of validity and reliability which does not need to be re-examined by the researcher 

who is using data as such it is suggested that using secondary data can be a wise 

beginning of research activity (Boslaugh, 2007). The large datasets can offer a 

representative sample which can really strengthen the research offering a higher quality 

methodological approach.  Secondary data can also capture previous change this is 

important especially when focusing on health service utilisation as previous 

developments and past change may need to be measured, this also offers a baseline to 

which primary data can be compared to.   

 

However, there are limitations to using secondary data which should also be 

acknowledged.  One limitation is that secondary data is limited in scope for example, the 

data being used was not collected to answer a particular research question so it has not 

have captured some of the data variables that may be have been of interest e.g. 

psychological variables.  Also, the variables have been categorised differently to how the 

researcher may have chosen. Sorensen and colleagues also outline that data quality can 

sometimes me a concern i.e., refusal rates may not be identified and quality can only be 

determined by the quality of the records themselves (Sorensen et al., 1996).   
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Nevertheless, in light of the discussed limitations it was still deemed that using the CAS 

dataset would be sufficient to meet the aims of the research.  As such a total of four ‘one 

month’ periods of data over a year period (July 2010, October 2010, January 2011 and 

April 2011) was taken from the NHSCAS Version 9.  Using four months over a year 

period allowed for seasonal variations to be factored in.  The year 2010/11 was selected 

being the current year and included the introduction of CAS version 9 which came into 

operation in mid-June, as this included extra variables such as ethnicity which was felt 

beneficial to meet the aims of the research. 

 

The following CAS variables were taken from the dataset: 

Call origin (0845 4647): The ‘0845 4647’ telephone based help line service will be 

evaluated.  As identified previously commissioned services such as category C 

ambulance calls (non-emergency 999 calls), online Self-Assessment Tool (SAT) calls, 

maternal, dental streaming and GP triage services were not included within this research 

program.  

 

Call types (Included symptomatic, health information & medicinal): NHS Direct operate a 

symptomatic call service, which is where patients are taken through clinical algorithms 

and was the primary interest in this study.  However, NHS Direct do operate a health and 

medicine information service which patients may be transferred to through the triage 

service.  These services were explored; however, it should be acknowledged that these 

services are less well known and have been poorly advertised, thus all services were 

analysed together. 

 

Demographics  

Age:   Age can be an issue in research where its measurement is thought of as the 

number of days, months and years since birth (Todd et al., 2007).   Due to ethical 

reasons for this research only the year of birth was obtained (found in the amended 

protocol V2: appendix 2), however, this is not thought of as problematic as essentially the 

interest was of years of age and as such exact counting from birth was not relevant.  

When reflecting on the systematic review it remains clear that other research that has 

analysed age, alongside utility of NHS Direct, have only used years of age for analysis so 

it is felt that this did not limit this study in any way.  

 

Gender:  Gender and sex are often used interchangeably and often incorrectly (Todd et 

al., 2007).  In effect sex is the biological entity for instance man and women taking into 

account the biological differences.  Gender is often used incorrectly as it in essence 

refers to the social construction taking into account the paradigm of social, cultural or 

psychological dimensions.  Although the social construction of gender is acknowledged 
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as important, for the aims of this research the biological unit will be measured although 

will still be referred to as gender keeping within the discipline of psychology.   

 

Ethnicity:  Ethnicity categories captured by NHS Direct followed the groupings as 

characterised in the census and population estimates. 

 

Full postcode:  Used to link to deprivation using the IMD indices alongside geographical 

software (Arc GIS) and Mosaic Experian ‘Public Sector’ geo-demographic software. 

 

Third party/Self/Another:  This variable was useful in identifying the callers’ relationship 

to the patient to explore any identifiable patterns.   

 

4.6.4 The challenges of measuring ethnicity 

Ethnicity has been a term that has overtime subsumed the term ‘race’ specifically referred 

to  as  

‘the group a person belongs to, or is perceived to belong 
too, because of culture, language, diet, religion, ancestry 
and physical features’ (Bhopal, 2004 p. 316).   

 

The challenge however occurs when we attempt to classify a person’s ethnicity when we 

are able to take into account the national history alongside socio-political factors (Bhopal, 

2004).  However, categorising ethnicity remains essential in public health to determine 

the assessment of health status and equality (Bhopal, 2004). 

 

Fixed categorisation of ethnicity has been used in the collation of government figures,  

including the Office for National Statistics (ONS, 2008a; ONS, 2011) in the UK who are 

primarily responsible for the census and neighbourhood statistics alongside international 

agencies such as the Office of Management and Budget classification in the USA (OMB, 

1995).  Bhopal (2004) argues that utilising the categorisation of ethnic groupings has 

allowed ethnicity to become a variable.  This has arguably been able to equip 

researchers with data that can essentially uncover inequalities in both healthcare and 

disease (Bhopal, 2007). 

 

The 1991 census was the first census that asked for respondents ethnic group, and 

following the introduction of free text responses and multiple box ticking the USA census 

in 2000 (Bradby, 2003) offered a more extended range of options.  However, Bradby 

(2003) argues that American and British censuses should not be compared due to the 

contextual differences of meaning either side of the Atlantic.  Further, ethnicity has been 
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collected in the USA since 1790 whereas in Britain it has only been reported as a variable 

since 1991 (Bradby, 2003). 

However, the categorisation process has been subject to wide scrutiny and criticism.  

Many authors argue that the classification process has a lack of theoretical rationale 

(Anderson and Fienberg, 2000; Bhopal et al., 1991; Nazroo, 1997; Smaje, 1995).  Bradby 

(2003) argues that dividing the classifications has led to a focus on minority groups whilst 

ignoring the ‘white majority’ leaving a research agenda shown to scrutinise deviant 

groups.  Further, the ‘white’ group is often seen as the ‘gold standard’ in health research 

by which minorities are compared against which can implicitly reinforce a racialised view 

of human diversity. 

 

Another argument has been how to untangle ethnicity from material and social 

deprivation.  It is argued that ethnic status and deprivation cannot be treated as 

independent variables (Smith, 2000) thus should be equally incorporated within research 

with special consideration to how deprivation is measured (McKenzie and Crowcroft, 

1994).  Thus the complexity begs the question should it just be abandoned? Elam et al., 

(2001) further outlines that a universal conceptualisation of ethnicity may be impossible to 

operationalize.  However, Smith (2000) argues that failing to conceptualise would fail to 

take advantage of populations and how to better their health.   

 

One way of overcoming this would be to use pre survey research to enable an 

understanding how conditions and relations should inform categories employed alongside 

methods of sampling, data collection, topic and analysis. Furthermore, the latest census 

in Britain now (2001; 2011) have been revised with explicit emphasis on public health 

approaches to managing ethnic inequalities (Bhopal, 2004).  However, the new 

categories included are ‘ascribed identities’ they are still criticised to capture an 

individuals experienced identity (Bhui, 2009). 

 

In summary, it has become clearly apparent that measuring ethnicity as a variable is 

complex, noted by the loss of cultural and social identity.  The latest censuses in Britain 

have ascribed new coding’s and these have been the best received to date, although 

they are still far from perfect.   This research has adopted the census coding’s as given 

by NHS Direct but has also measured deprivation to allow a fuller understanding of the 

complex relationship between ethnicity, deprivation and healthcare utilisation.   

 

4.6.5 Measuring deprivation 

There are a number of methods that have been used to measure levels of deprivation.  A 

consideration will be made of previous methods employed.   
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4.6.5.1 Census based measures 

The Census is to date the most complete source of information about the UK population.  

Data is collected every 10 years where there is one day set aside acting as a count of all 

people and households.  The latest census was held on Sunday 29
th
 April, 2011 (ONS, 

2008a).   Everyone in the country is put under obligation to complete a census form, and 

in previous times a limited number of people were prosecuted for failing to comply with 

this obligation. A major publicity campaign is also used to raise awareness of the census 

and its importance.   

 

The census is planned and carried out by the Office for National Statistics who collect 

information on household accommodation, relationship, demographic characteristics (for 

example, sex, age, marital status), migration, cultural characteristics, health and provision 

of care, qualifications, employment, workplace and journey to work for all individuals 

throughout England (ONS, 2008a).  The census is invaluable as it provides a detailed 

picture of the entire population through covering core questions at the same time period 

everywhere.   

 

The data is used to provide central and local government, health authorities and many 

other organisations to target their resources and effectively plan housing, education, 

health and transport services.  The census has also been paramount in research, with 

examples including determining geographical differences of social inequality (Doran et 

al., 2004) to understanding ethnic minority populations and the labour market (Simpson et 

al., 2006).   

 

However, census data does not come without limitations.  The main limitation is that the 

last census took place in 2001 meaning that data is now nine years old from date.  There 

has been a lot of economic and population change since this period and as such caution 

should be made when drawing conclusions.  Further to this, geographical changes have 

been evident especially noted in ward boundaries.  This has meant that there have been 

changes in 114 in the 403 local authorities in England and Wales just between 1981 and 

1991 census’s with this being more evident in the 2001 census (Majeed, 1995).  There is 

also the issue of ecological fallacy whereby Majeed (1995) states ‘not all people living in 

deprived census wards will be deprived’.   

 

More recently deprivation measures have been developed which are essentially based on 

census data which include; social class grouping, The Jarman Index, The Carstairs Index 

and finally the Townsend Deprivation Index.  Each of this will be critically discussed 

separately to understand their strengths and limitations in response to understanding 

population deprivation. 
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4.6.5.1.1 Social Class Grouping 

This approach was developed by Drever and Whitehead (1997) which essentially 

grouped the population into six social class groupings (I) professional, (II) managerial and 

technical/intermediate, (IIIN) non-manual skilled, (IIIM)  manual skilled, (IV) partly skilled 

and finally, (V) unskilled (Table 1) based on census data.   

 

Table 1: Social class grouping (Drever and Whitehead, 1997) 

Social 

Class 

Title Occupation 

 

I Professional Accountants, Engineers, Doctors 
 

II Managerial and 
Technical/Intermediate 

Marketing and sales, Teachers, 
Journalists, Nurses 

IIIN Non-manual Skilled 
 

Clerks, Shop assistants, Cashiers 

IIIM Manual Skilled Carpenters, Goods van drivers, 
Joiners, Cooks 
 

IV Partly Skilled Security guards, Machine tool 
operators, Farm workers 

V Unskilled Building and civil engineering 
labourers, other labourers, 
Cleaners 

 

The social class grouping has been able to allow researchers to understand if social class 

impacts on health.  For example, Whitehead and Drever (1999) identified that infant 

death rates were more prevalent in classes IV-V which were 50% and 65% higher than in 

classes I-II, which has provided useful evidence.  More recently, a national study found 

that there is a pronounced gradient in self-rated health across the population of working 

age in Great Britain (Drever et al., 2004).  Thus, the application of social class has also 

been wide reaching and has allowed national research to determine social factors in 

health outcomes (Drever and Whitehead, 1997).   

 

However, there are many limitations to this methodology.  Firstly, the issue presented 

with group through social class is that it does not take into account other factors that may 

include; education, income as a household unit (Drever and Whitehead, 1997).  

Secondly, Karlsen and Nazroo (2002) suggest that there are conceptual issues when 

making comparisons across ethnic groups  mainly because of the internal heterogeneity 

of such traditional class groupings.  It is suggested that such measures mask the 

concentration of ethnic minority people in lower-income
 

occupations, poorer-quality 

housing, and longer periods of unemployment
 
compared with White people in the same 

class.  Further limitations are noted by Spencer et al., (1999) who highlight that its main 

limitation is in the six grouping measure which is unable to capture greater differentiation 

between the extremes of socioeconomic status.  Thus the authors argue that an area 
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based socioeconomic status measure based on postcode applied to the whole population 

could provide a better alternative which is universally applicable. 

 

To overcome some of these limitations a new version was adapted by Drever et al., 

(2004) who presented the NS SeC class system which had a total of 8 classes based on 

occupation status.  However, it was becoming more apparent that although it remained 

stable for men, mainly as it was biased towards men it remained generally unstable for 

women.  Further, it was highlighted that older and younger age groups should not be 

included, because of the large proportions of these age ranges that could not be 

classified in the scheme (Drever et al., 2004).  Thus it becomes increasingly apparent 

that these limitations and application issues make the social class grouping difficult to 

apply to general utilisation across age, sex and ethnicity. 

 

There have been three census based deprivation scores which have been developed 

which will be discussed in chronological order. 

4.6.5.1.2 The Jarman Index 

The Jarman index is a census based score developed by Jarman in 1984 (Census, 2001) 

to provide a measure for local health authorities to indicate demand for primary 

healthcare services.  The Jarman Index is unique to other deprivation methods in its 

design as its principle aim is not to capture a level of deprivation but rather to determine 

high and low demand areas of healthcare services.    The index is constructed through 

eight indicators; (1) lone pensioners, (2) number of people under the age of five, (3) 

persons in single parent households, (4) people employed in unskilled jobs, (5) number of 

people who are unemployed, (6) households with an occupancy rating of -1 or less 

(household overcrowding), (7) number of migrants and finally, (8) number of people 

whose ethnicity is classified as non-white.    

 

4.6.5.1.3 The Carstairs Index 

The Carstairs Index again is a census deprivation score developed by Carstairs and 

Morris in the 1980’s (Carstairs and Morris, 1989).  The first index was based on the 1981 

census and has since been updated to incorporate the 1991 census.  There are four key 

indicators taken from the census which essentially builds the index these include; 

unemployment (unemployed males 16 and over), overcrowding (persons in households 

with one or more persons per room as a proportion of all residents in households), car 

ownership (residents with no cars as a proportion of all residents in households and 

finally low social class (residents in households with an economically active head of 

household in social class IV or V (Carstairs and Morris, 1989).  To calculate the index 
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each variable is standardised to ensure it is on the same scale centred on zero.  The 

resulting values are either positive (more deprived) or negative (less deprived). 

 

4.6.5.1.4 Townsend Deprivation Index 

The Townsend Deprivation Index (Townsend et al., 1988) is also a census based 

deprivation index which is calculated by the combination of four census variables, (1) 

households without a car, (2) overcrowded households, (3) households not owner-

occupied and finally, (4) persons unemployed.  All four variables are standardised using a 

Z score alike the Carstairs index and then summed leaving an outcome single value 

known as the ‘Townsend deprivation index’.  Positive values indicate areas with high 

material deprivation, and those with negative values indicate levels of relative affluence.  

As this index is a single score it means there is more scope where it can be linked to 

other geographies such as postcode via the census output code. 

 

4.6.5.1.5 Summary of census measures 

All census based deprivation measures have been able to overcome the limitations of the 

social class grouping methodology (Spencer et al., 1999) in that they have provided an 

area based measure which has been based on enumeration districts as a more constant 

geography.  They have also been applied successfully to research investigating social 

inequality providing a stronger statistical framework (Spencer et al., 1999).   

 

Ben-Shlormo et al., (1992) evaluated all census based social deprivation scores in a 

study that aimed to predict general practice workload.  This research was a prospective 

study which evaluated 140,050 patients who were registered with 25 general practices 

over a one year period in England and Wales.  All three indices were used; Jarman, 

Carstairs and Townsend and all were able to predict workload.  However, the 

overcrowding and geographical mobility variables used in the Jarman index did not 

predict increased workload thus less valid.  Suggestions are made that this is due to the 

failure to capture car ownership and household tenure.   The Townsend was the best 

predictor with both household tenure and car ownership being strong predictors of 

workload.    

 

Therefore, it appears that the Townsend is the most rigorous approach; however it is still 

limited when its reliance is made to dated data.   However, this does highlight that other 

factors are essential when determining deprivation such as housing, education and 

employment and should be included when evaluating social deprivation.  Jordan et al., 

(2004) acknowledges limitations when using census based measures to understand 
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utilisation of health services.  It is suggested that deprivation indices fail to represent 

deprivation in rural areas, with neglect a high proportion of remote rural areas.  It is 

therefore argued that a more conceptual measure of deprivation is needed (Barnett et al., 

2001; Jordan et al., 2004). 

4.6.5.2 Indices of deprivation (2004, 2007) 

The Indices of Deprivation have been advantaged where they have not had to rely solely 

on census data but based on a larger range of administrative data.  Furthermore, to 

contribute to the methodological knowledge of this area of research the current study 

proposes to additionally measure Indices of Deprivation 2007 as a more current statistic.  

The English Indices of Deprivation 2007 (ID 2007) provides a relative ranking of areas 

across England according to their level of deprivation.   

 

The Indices of Multiple Deprivation (IMD) which forms part of the ID 2007 is based on 

small areas of geography known as Lower layer Super Output Areas (LSOA’s).  The key 

strength of using LSOA’s is that they are generally smaller than wards thus allowing for 

identification of small pockets of deprivation and not subject to frequent boundary 

change. Furthermore, Wards were hare of inconsistent size across the country, for 

example one ward can hold 100 residents whereas another can hold up to 30,000 

residents (ONS, 2010d).  Another issue that has been associated with using ward data is 

its inability to compare over time as wards are subject to periodic boundary change for 

electoral purposes (ONS, 2010d).  Currently, there are 32,482 LSOA’s in England, which 

have between 1000 and 3000 people living in them with an average population of 1500 

people.  The LSAO ranked 1 by the ID 2007 is the most deprived with the LSOA ranked 

32,482 outlined as the least deprived. 

 

The English Indices of Deprivation (ID) is based on 10 indices.  Seven domains indices of 

deprivation are found within the IMD (2007).  The IMD is based on its predecessor (IMD 

2004) which essentially is based on the concept that distinct dimensions of deprivation 

can be recognised and measured separately.   The IMD holds 37 different indicators 

which cover different aspects of seven indices The seven indices include;  income 

deprivation, employment deprivation, health deprivation and disability, education, skills 

and training deprivation, barriers to housing and services, living environment deprivation 

and crime.    All indices are weighted and combined to create the overall IMD 2007.  The 

final four indices used include local Authority Summaries of the IMD 2007, County 

Council summaries of the IMD 2007 alongside additional supplementary indices which 

include; income deprivation affecting children Index 2007 and income deprivation 

affecting older people Index 2007.    
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Each domain holds a different weight to the final IMD score and are; Income deprivation 

(22.5%), employment deprivation (22.5%), health deprivation and disability (13.5%), 

education, skills and training deprivation (13.5%), barriers to housing and services 

(9.3%), crime (9.3%) and living environment deprivation (9.3%).  These weights were 

based on theoretical considerations and in response to the consultation process.  These 

scores can be used as the dependant variable in the given area of interest although 

cannot be compared as they all hold different ranges, minimum and maximum values 

(Communities and Local Government, 2007).   

 

In light of this four domains will be explored separately: Income deprivation, employment 

deprivation, health deprivation and education deprivation as they may provide a useful 

understanding of how different types of deprivation can impact on the utilisation of NHS 

Direct.  Three domains were excluded as they were felt not applicable to the research 

question, thus Barriers to Housing and Services Domain (focused on housing and local 

services), crime and living environment were not included (Communities and Local 

Government, 2007). 

 

Firstly, income deprivation which aims to capture the proportion of the population 

experiencing income deprivation in an area, for example, low income families dependant 

on means tested benefits.  Employment deprivation conceptualised as involuntary 

exclusion of the working age population from the labour market, i.e. those out of 

employment within the working age population including those who are out of work due to 

illness and disability.   

 

The Health Deprivation and Disability Domain is conceptualised by four indicators (1) 

Years of Potential Life Lost (YPLL), (2) Comparative Illness and Disability Ration, (3) 

Measures of acute morbidity derived from Hospital Episodic Statistics and finally, (4) 

proportion of adults under 60 suffering from mood or anxiety disorders receiving 

treatment, based on prescribing, suicide mortality and health benefits data which are 

used to give an overall score.  This provides an interesting scope to understand 

deprivation.  However, there are applicable issues that should be considered, for example 

NHS Direct focuses on supporting the public to self-care and next steps referral for 

people with acute symptoms not chronic health conditions, whereby  given that this 

domain measures high rates of people who die prematurely or whose quality of life is 

impaired by poor health or who are disabled across the whole population this measure 

refers more to those with chronic health conditions. 

 

Finally, for the Education, Skills and Training Deprivation Domain, deprivation is 

measured in two ways, firstly one relating to education deprivation for children/young 
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people in the area and secondly one relating to lack of skills and qualifications among a 

sub-set of the working age adult population weighted in a given geographical area 

(Communities and Local Government, 2007). 

 

To determine how these domains relate to each other correlational analysis was done, 

Table 2 presents the correlation matrix of the four deprivation indices which demonstrates 

that income, employment, health and education deprivation strongly correlate to each 

other (p<.001), representing the overlap of the deprivation domains.  Therefore, this 

enables us to understand how different sub types of deprivation relate to each other, and 

also relate to the uptake of telephone based healthcare.   

 

Table 2: Correlation matrix of ID domains: Income, Employment, Health deprivation 
and Education 

*0.05 **0.01 ***0.001 

 

To measure deprivation, the most deprived LSOA’s are spread throughout all regions 

within England, with every region in England containing LSOA’s which fall within the least 

deprived highlighting the complexity of deprivation.  There is much key strength to using 

the ID 2007.  Firstly, the ID 2007 can be used to describe deprivation in a particular 

geographical area.  Furthermore, the IMD 2007 is the most in depth analysis to highlight 

pockets of deprivation and draw attention to variations within a wider geographical area.  

Using the IMD 2007 ranks will enable LSOA’s to be compared i.e. the smaller the rank 

the more deprived the LSOA.  Finally, the Index can be used to compare the extent of 

and concentrations of deprivation within and across local authorities. Users can identify 

either the proportion of LSOAs within a local authority which fall within the 10% (or 20%) 

most deprived nationally (concentration) or the proportion of England’s most deprived 

LSOAs that fall within each district (extent).  

 

Jordan et al., (2004) highlights that one of the key strengths of the IMD measure is its 

good application to rural areas.  In a geographically based cross sectional study across 

nine counties in the South West of England the IMD (2007) was used alongside the 

Townsend score.  It was highlighted that when looking at accessibility of health services 

 1 2 3 4 

1. Income score     

2. Employment score .881**    

3. Health deprivation and 
disability score 

.801** .888**   
 

4. Education and skills and 
training score 

.770** 
 

.771** .720**  



89 

 

the IMD showed strongest association which was accounted by due to its inclusion of the 

deprivation of health domain.  Further to this the IMD held consistent across both urban 

and rural areas thus provides an important measuring construct of deprivation within 

health research. 

 

However, there are several limitations of the ID 2007 which should be considered.  Firstly 

the ID 2007 cannot be compared to the ID 2004 and can only be used for England, 

although there are indices which operate similarly for Scotland, Wales and Northern 

Ireland it is not valid to make comparisons.  A further limitation of the LSOA is that even 

the least deprived LSOA may contain deprived individuals and vice versa, further to this 

even if a LSOA is identified as being the least deprived this does not mean that these 

LSOA’s contain large numbers of very affluent individuals.  Furthermore, the ID 2007 

scores and ranks cannot be used as an absolute measure of deprivation and cannot take 

into account absolute change over time.  Importantly, using the ID 2007 can suggest that 

one LSOA is more deprived that another LSOA it is not possible to say ‘how much more 

deprived’.  Measures within the LSOA cannot be compared i.e. health deprivation and 

disability domain as scores have different ranges and minimum/maximum values, in such 

cases ranks should be used.  However, in consideration of the strengths and limitations it 

is felt that this can complement the census data offering a rigorous multi-dimensional 

framework to analyse socio-economic status that is relevant to the utility of NHS Direct, 

thus building on the methodological knowledge of previous research.  

 

4.6.6 Procedure  

Four months of data were extracted from the CAS database.  Variables including; 

ethnicity, age and gender was transformed from string variables to categorised variables 

where each one was grouped into sub-groups to correspond with census data grouping 

which could be compared to population estimates.   This categorisation was essential to 

ensure that expected usage could be compared to observed usage of NHS Direct using 

Chi-square analysis.  These groupings were also used to correlate and make more 

comparable with previous research studies.   

 

Full unit postcodes were then linked to the Indices of Deprivation, 2007 through uploading 

the postcode file into GEOCONVERT (geographical matching software) and matched to 

ID, 2007 rank and score through the latest version of the 2009 National Standard 

Postcode Directory (NSPD).  The software matched the data so that each postcode had 

the relevant ID, 2007 rank and score attached which was then imported in SPSS for 

further analysis.  Other IMD sub measures were attached using matched data 

commands. If any Welsh postcodes were found on the system these were automatically 
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deleted as ethical approval was not sought for this data.  All missing data was excluded 

from analysis. 

 

Postcodes were mapped to Geographical Information System software (GIS) technology 

which allows data to be viewed as heat maps taking into account the geographical spatial 

context.  To do this Geographical Information System (GIS) technology is used and 

allows data to be viewed as maps taking into account the geographically spatial context.  

GIS systems can be applied to data to add value, reveal patterns and also support 

decisions.  There are many software packages available that can map postcode data 

some of these include; Map Info, Arc GIS with the main purposes remaining the same.  

NHS Direct at present have a license to use Mosaic who utilise Arc GIS so it was decided 

that this software would be used.  Arc GIS can produce heat maps through postcode data 

to visually demonstrate call usage allowing for exploratory analysis at the national level, 

PCT level, MSOA and LSOA level. 

 

4.6.7 Ethical Considerations  

The ethical framework for the current research programme was constructed in 

accordance with the British Psychological Society’s ethical guidance (Ethics Committee 

of the British Psychological Society, 2009).  Ethical approval was granted by the NHS 

Essex 1 ethics committee in July 2010 (REF: 10/H0301/29) Appendix 3).  A scientific 

review was also obtained by the University of Bedfordshire and NHS Direct research 

committee which outlined that the research proposal had the appropriate methodology to 

address the research question, thus building on existing knowledge (appendix 4, 5).  It is 

also important to note that the statistical aspects of the research were reviewed by a 

statistician within the Chief Investigator’s institution (Mr. Ron Driver).  In respect of the 

British Psychological Society’s ethical code of conduct the following issues were 

addressed; consent, deception, debriefing, and withdrawal from the investigation, 

confidentiality and protection of the participants all of which will be discussed separately. 

 

 

Consent 

When callers use NHS Direct they are taken through a fair processing message 

(appendix 6) which clearly indicates that their anonymised records may be used by NHS 

Direct for research purposes.  This information can also be found on the NHS Direct 

website http://www.nhsdirect.nhs.uk/article.aspx?name=Personalinformation which 

clearly states why anonymised data may be used for research purposes and gives clear 

instructions to how individuals can withdraw their data from being used. Additionally, 

there is a patient information leaflet, which is the fair processing notice that also informs 

http://www.nhsdirect.nhs.uk/article.aspx?name=Personalinformation
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patients that NHS Direct may use anonymised data for research.  NHS Direct patients are 

also told of their right to withdraw their data from the database and as such individuals 

were who withdrew their records were not included in this study.  Unfortunately, due to 

the nature of this research individual written and verbal consent could not be obtained but 

all ethical agencies were satisfied that the above was suitable as confirming consent.  In 

the case of children it was deemed the parents/guardians responsibility to remove their 

data if required. 

 

Deception 

There were no issues regarding deception in this study. 

 
Debriefing 

As data was anonymised it was not possible to debrief any of the participants; however, 

all findings were disseminated to the public and were placed onto NHS Directs website.   

 

Withdrawal from the investigation 

NHS Direct patients who withdrew their data from the CAS database were not included in 

this research.  However, once the dataset was anonymised and transferred it was not 

possible to remove individual datasets as names and date of birth was not available to 

link the data. 

 

Confidentiality 

This research does involve analysing sensitive health data; as such a research protocol 

was put into place (see appendix 2; Version 2: 15/06/2010).  This protocol adhered to 

both the Data Protection Act 1998 and the Health and Social Care Act 2001.   

Furthermore, the NHS Code of Confidentiality and Information security policies were also 

followed by the researcher to ensure confidentiality of all held personal data.   It was the 

direct responsibility of NHS Direct for the transfer process, ensuring that all data was 

anonymised (removal of names).  The protocol was changed after NHS ethical review in 

May to outline that only age/year of birth will be obtained rather than full date of birth to 

ensure complete anonymity.  The database was encrypted before any data was 

transferred via secure email to the researcher.  It was the direct responsibility of the data 

controller (NHS Direct) alongside the researcher to ensure that the dataset transferred 

was in correct form, recorded and signed for, with this process repeated when the data 

was returned. 

 

In accordance with NHS Direct confidentiality policy the data was held on a password 

protected and non-networked desktop computer which can only be accessed by the 

researcher.  The desktop computer that held the transferred data was password 
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protected and kept in a locked office at all times.  Furthermore, the building had alarm 

security when not in use.  It was the responsibility of the researcher to ensure that the 

data was only used by the named researcher (Ms. Erica Cook) and as such no other 

person was authorised to access this data without the permission of both NHS Direct and 

NHS ethical clearance.   

 
Protection of participants 

The protection of participants for this research strongly relates to the confidentiality issues 

which were carefully considered.  As a requirement of this research was to look at 

demographics of use data held on children was used.  However, as consent via the fair 

processing message was obtained and data was anonymised alongside a rigorous 

confidentiality protocol was put in place then this acted in accordance with ethical good 

practice. 

 

4.7 Statistical Analysis 

SPSS (version 19) was used and analysis was done across all months separately.  The 

statistical analysis will be discussed in line with each hypothesis tested. 

 

Hypothesis1 stated that males utilise NHS Direct significantly less than females.  Firstly 

frequency statistics were used to explore percentage distributions.  Then to evaluate 

significance, the Chi-Square goodness of fit test was chosen to compare the NHS Direct 

categorical demographic (gender) call data with general population data.  Observed 

frequencies of callers were compared with expected frequencies based on the known 

percentages of each group which is based on current Office for National Statistics current 

data estimates (ONS, 2009).   

 

Hypothesis 2 stated that there would be a significant difference in age in relation to the 

utilisation of NHS Direct. To investigate this age was recoded into five year age 

categories which are consistent with the census coding (ONS, 2008a).   Frequency 

statistics were used to explore age percentage distributions. 

 

Hypothesis 3 stated that there would be a significant difference by age and gender of the 

patient Frequency statistics were used across age and across age per gender group. 

Then to evaluate significance, the Chi-Square goodness of fit test was chosen to 

compare the NHS Direct categorical demographic (age and gender) call data with general 

population data.  Observed frequencies of callers were compared with expected 

frequencies based on the known percentages of each group which is based on current 

Office for National Statistics current data estimates (ONS, 2009).   
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Hypothesis 4 outlined that there would be a significant difference in the ethnic origin of 

the caller, with ethnic minorities utilising the service less than any other ethnic group.  

Ethnicity was already coded with the same codes as the census (ONS, 2008a) and 

frequency statistics were used to explore percentage distributions. Then to evaluate 

significance, the Chi-Square goodness of fit test was chosen to compare the NHS Direct 

categorical demographic (ethnicity) call data with general population data.  Observed 

frequencies of callers were compared with expected frequencies based on the known 

percentages of each group which is based on current Office for National Statistics current 

data estimates (ONS, 2009).   This was a similar analytical methodology which has been 

used previous to determine significance across ethnic groups (Bibi et al., 2008). 

 

Hypothesis 5 outlined that there will be an interaction of utilisation of NHS Direct (0845 

4647) between age, gender and deprivation.  The Indices of Multiple Deprivation, 2007 

(IMD, 2007) was used as a proxy to measure deprivation.  The IMD, 2007 is a broad 

measure of deprivation that takes into account income and education, which are both 

known to be highly predictive in measuring socio-economic affluence (Barbeau et al., 

2004; Braveman et al., 2005; Smith et al., 1990).  Further, the ID, 2007 is based on 

Lower Layer Super Output level geography (LSAO’s) which builds on existing 

methodology which has either used the ID 2004 or has only focused on wards (larger 

units of geography) which both use largely dated secondary data.   The main deprivation 

score used from the ID (2007) were Index of Multiple Deprivation; however other scores 

were also of interest which included: income deprivation, health deprivation alongside 

education. 

 

To explore the impact of age, sex and deprivation negative binominal regression was 

used as it is useful fit for modeling count variables usually for over dispersed count 

variables (UCLA, 2011).  This was considered the best statistical procedure which was 

able to count for over dispersal of call rates and was a similar method adopted to explore 

age, sex and deprivation in relation to call rates (Burt et al., 2003; Cooper et al., 2005).   

 

To analyse for deprivation, age, gender and full postcode was taken for all calls for the 

four month periods (July 2010, October 2010, January 2011 and April 201) with all 

missing cases excluded from analysis protocol used within similar studies (Cooper et al., 

2005).  Age, gender and full postcode were aggregated to every age/gender count for all 

lower super output areas (LSOA) in England aggregated by age and gender using mid-

2009 population estimates (ONS, 2010a).  Due to the age categories available through 

the population statistics NHS Direct data was aggregated using the age groups <15, 16-

29, 30-44, 45-64 and ≥65 for males and <15, 16-29, 30-44, 45-59 and ≥60 for females.  
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As both males and females had different age ranges the datasets were recoded 

separately for both genders then remerged.   

 

The Index of Multiple Deprivation (IMD) 2007 (Communities and Local Government, 

2007; DETR, 2000) was matched to postcode using Geo Convert software.  The IMD sub 

categories of the IMD measure including; income, education, and health deprivation were 

also matched.  All IMD measures were divided into five deprivation quintile’s., with each 

quintile, comprising of 20% of the population of England assigned by rank.  A higher 

deprivation score or deprivation quintile indicated increasing deprivation.   

 

SPSS (version 19) software was used to provide descriptive statistics and to complete a 

negative binominal regression which was fit for modelling count variables usually for over 

dispersed count variables (UCLA, 2011).  To compensate for the issue of including false 

zero calls i.e. where you wouldn’t expect a call as the population count was too small, the 

aggregated files were merged to the LSOA population statistics.  This then provided a 

population count for every age/sex category across every LSOA.   The mean expected 

call rate across the whole sample was calculated and this was then applied to the cell 

population counts.  A threshold expected number of calls was set at 0.4.  If a population 

cell had zero calls recorded and its expected number of calls was below 0.4, this was 

computed as a missing value and the cell was removed from the analysis.   

 

All cells with zero recorded calls which had expected call numbers above 0.4 were seen 

as true zeros and were included in the analysis.  From this, a total of 9,275 cases were 

excluded accounting for only 2.6% of the total sample. This procedure was preferred to 

including a population-based offset term in the regression as this would have meant call 

rate could not have been the dependent variable, thus reducing comparison with previous 

research.  

 

Call rates were then computed by dividing the total number of calls by population 

multiplied by 100,000.  Calls were then rounded off as variables within a negative 

binominal regression must utilise integer numbers, call rate per 100,000 was the 

dependent variable. Thus the unit of analysis for this model was one month call rate per 

thousand of the population in ten age/gender sub groups. The main predictor variables 

were gender, age and deprivation quintile (IMD, health, income and education) with all 

two way interaction terms were included in the model.  

 
Finally, hypothesis 5 stated that there would be geographical variation in relation to the 

utilisation of NHS Direct (0845 4647).  To investigate whether there are any geographic 

variations in relation to use geographical mapping software (ARC GIS) was used.    Call 
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usage (postcode of patient) is compared to the percentage of the population providing a 

call rate density which is then inputted to the software.  The software then outputs heat 

maps, which visually demonstrates call usage allowing for exploratory analysis.  Heat 

maps were completed for national level at the PCT
2
 and MSOA level for all the four 

sampled months. 

 

Furthermore, to identify confidence intervals for geographic areas unit postcodes for all 

NHS Direct calls were matched to local authority using geo-convert.  Data was then 

aggregated by local authority and then matched to mid-2006 population estimates (ONS, 

2012).  Using a public health analytical tool (APHO, 2008) the following variables were 

entered: events (number of calls per LA), and rate (call rate per 100 standard population) 

for each of the four months, analysed by average call rate which was 6.7 for all months 

calculated as number of calls/population.  Funnel plots were then completed to calculate 

confidence intervals across three thresholds (average/2SD/3SD) for call rates for all local 

authority area highlighting key areas of higher than and lower than expected use of NHS 

Direct.   

 

4.8 Results 

Over the four sampled months there were a total of 1,415,472 calls made to NHS Direct 

(0845 4647) in England with 359,758 calls in July 2010, 325,935 in October 2010, 

374,485 in January 2011 and finally 355,294 patients in April 2011. 

 

Descriptive analysis was undertaken to understand key CAS variables over the four 

sampled months which included call type, relationship to patient and medical disposition.  

4.8.1 Call type 

Figure 13 illustrates the percentage of call type for the four sampled months.  The 

findings highlight that there is not much variation across the four months with around 75% 

of calls being symptomatic and the remaining 25% requiring health and medicinal 

information.  This finding is consistent with previous research which has also highlighted 

that the symptomatic provision is the most used service within NHS Direct (Munro et al., 

2000b).  

 

 

 
 

                                                      

2
 Primary Care Trust’s (PCT) are local organisations that manage all primary care in England.  

Currently, there are 151 PCT’s in England 
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Figure 13: Call type (%) over the four sampled months 

 

4.8.2 Relationship to patient 

Figure 14 visually demonstrates the distribution of caller’s relationship to the patient.  

Over the four months it is clear that the highest caller is the patient themselves 

accounting for just over 60% of all calls.  This figure does not deviate much over the 

sampled months with July 2010 accounting for 63.7%, October 2010 accounting for 

61.9%, January 2011 accounting for 61.1% and finally, April 2011 accounting for 62.2% 

of all calls.   

 

Figure 14: Caller’s relationship (%) to patient over the four sampled months 
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The second largest caller is the mother of the patient who contributed to around 20% of 

all calls.  Descriptive statistics confirm that the mother of the patient accounted for 19.1% 

of calls in July 2010, 19.8% in October 2010, 22.5% in January 2011 and finally, 21.3% in 

April 2011. This percentage is consistent over the sampled months with a slight increase 

of just below 2% during the month of January 2011.   In contrast, the father of the patient 

only accounted for around 4% of all calls over the sampled months which is around 75% 

less than females.  Statistics confirm that the father of the patient accounted for 4% of the 

calls in July 2010, 4.4% of the calls in October 2010, 5.2% of the calls in January 2011 

and finally, 4.9% of the calls in April 2011.  There is little deviation of the percentage of 

calls that fathers made with a slight increase of 0.8% in January 2011. 

 

Partners/spouse of the patient was the next largest category after mother of the patient.  

This category accounted for 5.7% in July 2010, 5.6% in October 2010, 5.9% in January 

2011 and finally, 5.5% of all calls in April 2011, remaining consistent across the four 

sampled months.  All other callers were grouped together due to their limited percentage 

of calls.  These callers include; care-givers, daughters, son, grandparent, neighbour, 

sibling and friend.  All of these calls together contributed to 7.5% of calls in July 2010, 

8.3% of calls in October 2010, 5.3% in January 2011, and finally, 6.1% of calls in April 

2011.  It appears that there were a larger proportion of other calls in July 2010 and 

October 2010 with a marked 1%-3% difference when compared to January 2011 and 

April 2011. 

 

Over the four months the percentages of relationship to callers remains fairly stable.  

Consistent with previous research the highest caller is the individual patient contributing 

to just over 60% of all calls (Munro et al., 2000a).  The next largest caller was the mother 

of the patient representing around 20% of all calls across the four months.  This would 

seem expected considering the large portion of calls on behalf of children of 5 and under.  

The father of the patient contributed to around 5% of calls which is around 15% less than 

mothers.  However, this would fit in with research which highlights the gender division of 

labour, where females are seen as the main care givers within the family household 

(Shelton and John, 1996; West and Zimmerman, 1987). 

 

4.8.3 Disposition 

Figure 15 visually demonstrates the disposition of patients who used NHS Direct during 

the months of July 2010, October 2010, January 2011 and April 2011.  It is clear that the 

highest disposition was for self-care which accounted for nearly 1/3 of all calls, 

accounting for 29.2% of all calls in July 2010, 30.4% in October 2010, 32.3% in April 
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2011 and 26% in April 2011. This was followed by health information accounting for 

around 11.5% of the disposition of calls which accounted for 11.5% in July and October 

2010, 11.2% in January 2011 and 11.7% in April 2011.  This suggests that NHS Direct 

supported patients with both self-care advice and health information in over 40% of all 

cases without onward referral needed.  

 

The next largest category included GP referral with routine accounted for 11.2% in July, 

10.1% in October 2010, 11.2% in January 2011 and 11.7% in April 2011.  GP referral 

with same day accounted for 10.1% in July 2010, 11.4% in October 2010, 15.7% in 

January 2011 and 12.9% in April 2011.  Finally GP referral for urgent need accounted for 

6.6% of all patients in July 2010, 6.9% in October 2010, 9.2% in January 2011 and 7.8% 

in April 2011.   The percentage of referrals to GP’s was generally higher in January 2011 

which could be explained by the increase of complex health issues over the winter 

months. 

 

Referral to 999 only accounted for 3.2% of calls in July 2010, 3.5% of calls in October 

2010, 4.3% of calls in January 2011 and finally, 3.7% of calls in April 2011.  Accident and 

Emergency referral accounted for 8.6% of calls in July 2010, 8.4% in October 2010, 9.4% 

in January 2011 and 8.8% calls in April 2011.  There was also a marked increase during 

the month of January 2011 which again could be explained by the increase of complex 

health issues over the winter months. 

 

 

 

Figure 15: Disposition of patients (%) over the sampled months 
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In summary it appears that the pattern of disposition remained consistent over the four 

months, with the majority of patients directed to self-care.  However, as highlighted 

previously the pattern of January 2011 is somewhat different, with higher numbers of 

calls to self-manage, see the GP the same day, routine or urgently and a slight increase 

in ambulance and accident and emergency admissions.  The largest marked difference 

can be seen in the other category with July 2010, October 2010 and April 2011 

consistently reaching around 15% January 2011 only had around 2% in this category.  

The differences noted can be explained by the seasonal variations in the cold weather.  

Previous research has highlighted a surge in NHS Direct calls during winter months with 

seasonal related symptoms such as colds and influenza (Payne and Jessopp, 2001). 

 

4.8.2 Gender 
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The first question this research wanted to investigate was to determine if the levels of 

usage of NHS Direct differ by gender.  It was hypothesised that females would utilise 

NHS Direct more than males (hypothesis
1
).  Figure 16 presents frequency statistics of 

both males and females patients over the sampled months.  There was little variation 

over the four months with calls on behalf of females accounting for around 60%: July 

2011 (N= 202,659, 59.3%), October 2010 (N=184,471, 59.5%), January 2011 

(N=211,629, 60%) and April 2011 (58.4% (194,647), and calls on behalf of males 

accounting for around 40%: July 2010 (N=139,004, 40.7%), October 2010 (N=125,806, 

40.5%), January 2011 (145,295, 40.7%) and April 2011, (N=138,734, 41.6%).  Therefore, 

frequency statistics confirm that calls on behalf of male patients used NHS Direct less by 

about 20% than their female counterparts. 

Figure 16: Patient’s gender (%) over the sampled months 

 

 

Chi-square goodness of fit test was used to determine level of significance.  Gender of 

patient was compared to population estimates (ONS, 2007) to identify if call usage was 

similar to the population structure in England.  Statistics confirmed that In July 2010 male 

patients used NHS Direct less than expected (N=139,004) highlighting a negative 

difference of -29,625, compared to females patients (N=202,659) who used more than 

expected (173,394) with a positive difference of 29,265 (X
2
=10029, df=1, p<.001).  This 

was similar for October 2010, whereby, males used NHS Direct less than expected (ASR 

= -69.27) with females using more than expected (ASR= 65.94) (X
2
=8873.03, df=1, 

p<.001).   
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This finding was also supported during January, where statistics confirm that patients 

gender was not representative of the population (X
2
=9821.45, df=2, p<.001) whereby 

males have used NHS Direct less than expected (ASR = -70.77) with females who used 

more than expected (ASR= 69.37).  In April 2011, results also confirmed that males used 

NHS Direct (138,734) less than expected (163,357) highlighting a negative difference of 

24,622, compared to female patients who used NHS Direct (194,647) more than 

expected (170,024) with a positive difference of 24,623 (X
2
=7277.0, df=1, p<.001),  

 

Therefore, hypothesis
1 

is accepted with the null rejected, where the chi-square test 

therefore confirms that across all four month periods, frequency of calls on behalf of 

males and females is not representative of the population structure with males using NHS 

Direct significantly less than females.   

 

4.8.5 Age 

Levels of usage of NHS Direct was analysed to determine if there were differences by 

age.  It was hypothesized (hypothesis
2
) that NHS Direct (0845 4647) will be used 

significantly more by 16-44 year olds and on behalf of children (5 and under) than any 

other age group.   

 

Frequency statistics were used to investigate age differences of call use for all the 

sampled months (Figure 17).  For all months the call pattern showed great variation in the 

younger age groups.  For example the highest call pattern is observed in the 0-4 year age 

group accounting for around 20% of all calls, whereby in the 5-9 and 10-14 age groups 

calls dramatically reduced to less than 5% and 3% respectively.  This call pattern then 

changes gradually rising to the next peak of high calls shown in the 20-24 and 25-29 age 

groups accounting for around 10% of the calls, where a downward trend is then prevalent 

with the lowest calls found in the older age groups (65+).    

 

In light of the hypothesis the utilisation on behalf of children of 5 and under remained 

consistent.  However, highest usage was found in the 20-29 age brackets.  The same 

downward trend is noted with as hypothesised lowest use found in older age groups 

(65+).  It was also interesting to note that this pattern occurred across all months inclusive 

of January 2011 which highlighted a variation in patient disposition.  Overall, the 

hypothesis can be accepted with variation of call usage found with lowest call use in older 

age groups and highest use on behalf of children 5 and younger alongside adults. 
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Figure 17: Number of calls/Age of patients (%) over the sampled months 
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4.8.6 Age and Gender 

This study then wanted to highlight if there are any variations in NHS Direct utilisation 

between age and sex (hypothesis
3
).  An interaction of these variables was hypothesised 

where it would be expected that there would be more male patients of 5 and under with 

females more represented in older age groups.  

 

To investigate hypothesis
3 

three types of analysis was done.  Firstly, descriptive analysis 

was done to determine the frequency of usage across the age groups in males and 

females.  Then  a negative binominal regression analysis which used aggregated age sex 

data from the data set using call rate as the outcome measure to identify if there was a 

significant interaction, and also this model can account for over dispersal of call rates and 

is a similar methodology employed (Cooper et al., 2005). Finally, a chi-square analysis 

was undertaken to illustrate expected calls with actual calls, which was a methodology 

employed in the Bibi, Attwell, Fairhurst and Powell study published in 2005 (Bibi et al., 

2005).   

 

Descriptive analysis examined the distributed percentage of calls made for both male and 

female patients across all four sampled months (see Figure 18 and appendix 7).  The 

largest noted difference found across all months was found in the 0-4 year old age group 

whereby, nearly calls on behalf of males were almost double when compared to females.  

In the age ranges 5-9, 10-14 there was a higher percentage of the calls on behalf of 

males when compared to females.  This then changes with more calls on behalf of 

females in the age categories 15-19, 20-24, 25-29, 30-34 and 35-39 with calls on behalf 

of both genders evening out from the age 40 onwards.  This suggests that the gender 

distribution is more differentiated in young and middle years but not in older groups where 

both genders have similar levels of low utilisation which was hypothesised. 
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A negative binominal regression was then undertaken to determine if there was a 

significant interaction between age and gender.  Findings confirmed there was a 

significant interaction between age and gender across all four months (July 2010: X
2
 = 

536.283, df =4, p<.001), (October 2010: X
2
 = 44.58, df =4, p<.001), (January 2011: X

2
 = 

26.77, df =4, p<.001) (April 2011: X
2
 = 44.58, df =4, p<.001).   

 
Data was then analysed for each sampled month using chi-square goodness of fit.  

Tables 3, 4, 5 and 6 illustrate expected and actual calls with reported z scores for age 

and sex data which was taken from the population analysis estimate tool (ONS 2009)   .   

 

For the month of July 2010 the number of calls for females was higher than expected in 

the age groups 0-4, 15-19, 20-24, 25-29, 30-34 and 35-39, with lower than expected calls 

in the 5-9, 10-14 and all age ranges above 40.  The largest difference can be found in the 

age range of 0-4 year olds, whereby females had more observed calls (n=28,860) than 

expected (n=11,719) (z=108.2).   Statistics confirm that the frequency of use by females 

in different age groups was not representative of the population structure of females 

grouped by age in the study (X
2
=72381, df=17, p<.001).  For males there were more 

observed calls than expected in the 0-4, 20-24, 25-29, 30-34 age ranges, with lower than 

expected calls found in the 10-14, 15-19, 35-39, 40-44, 50-54, 55-59, 60-64, 65-59, 70-

74, 75-79 and 85+ age ranges.  The highest difference similar to the females can be 

found in the 0-4 age range were there were more observed calls (n=31339) than 

expected (n=8919) (z=237.5).  Chi-square statistics confirm that frequency of use by 

males in different age groups was not representative of the population structure of males 

grouped by age (X
2
=68968, df=17, p<.001).   

 

For the month of October 2010 chi-square statistics confirm that both males and female 

patients are over represented for the 0-4 age category and are also for the age 

categories 20-24, 25-29 and 30-34 although use of behalf of female patients is up to nine 

times greater than those of males in these categories.  This suggests that although both 

males and females over represent these age categories it appears that females dominate 

use with males only border lining over representation.    Further to this both males and 

female patients are under-represented for all age categories from 35+.  These results 

suggest that there is low utilisation for both genders for middle and older aged groups, 

with chi-square statistical analysis confirming that calls were not representative of the 

population for age distribution for females (X
2
=58438.31, df=19, p<.001) and males 

(X
2
=72616.31, df=19, p<.001).   

 

For the month of January 2011 statistics highlight that both males and female patients are 

over represented for the 0-4 age category and are also for the age categories 20-24, 25-
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29 and 30-34 although use of behalf of female patients is up to nine times greater than 

those of males in these categories.  This suggests that although both males and females 

over represent these age categories it appears that females dominate use with males 

only border lining over representation.    Further to this both males and female patients 

are under-represented for all age categories from 35-90+.   There is one exception to this 

where male patients over represent for the age category 40-44 (z=21.41).  These results 

suggest that there is unequal utilisation for both genders for middle and older aged 

groups, with chi-square statistical analysis confirming that calls were not representative of 

the population for age distribution for females (X
2
=78225.0, df=19, p<.001) and males 

(X
2
=98084.1, df=19, p<.001).   

 

For the month of April 2011 females the number of patients was higher than expected in 

the age groups 0-4, 20-24, 25-29 and 30-34, with lower than expected calls in the 5-9, 

10-14, 15-19 and all age ranges above 35.  The largest difference can be found in the 

age range of 0-4 year olds, whereby females had more observed calls (n=31,207) than 

expected (n=10,875).   Statistics confirm that the frequency of use by females in different 

age groups was not representative of the population structure of females grouped by age 

in the study (X
2
=65969, df=17, p<.001).  For males there were more observed patients 

than expected in the 0-4, 5-9, 20-24, 25-29, 30-34 and 80-84 age ranges, with lower than 

expected calls found in the 10-14, 15-19, 35-39, 40-44, 45-49, 50-54, 55-59, 60-64, 65-

59, 70-74, 75-79 and 85+ age ranges.  The highest difference similar to the females can 

be found in the 0-4 age range were there were more observed calls (n=34,619) than 

expected (N=8601.8).  Chi-square statistics confirm that frequency of use by males in 

different age groups was not representative of the population structure of males grouped 

by age (X
2
=89478, df=17, p<.001).   

 

When analysing patterns over the four sampled months it is clear that calls on behalf of 0-

4 year olds are higher than expected for both males and females although calls on behalf 

of males are nearly double those of females.  Further, calls are higher than expected for 

the age ranges 20-24, 25-29 and 30-34 for both males and females across all four month 

periods.    There were lower than expected calls for both males and females across the 

age groups 10-14 and 35-90+.  However, there are some gender differences, for example 

in July 2010 females showed higher than expected in for the age group of 15-19 with 

males showing lower than expected call use.  Further gender differences can be found in 

older age groups for example there were more male patients in January 2011 for the age 

group 40-44 (z=21.41) and the age group 80-84 (Z=6.15) in April 2011.  However, there 

was consistently lower than expected use of female patients in age groups 40+ across all 

sampled months.  
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Table 3: Chi-square comparison of expected patient population and actual call rates for females and males in July 2010 

Males  Females 

Age 
Observed 

(O) 

Expected 

(E) 
(O-E) 

(O-E/√E 

Z score 
 Age 

Observed 

(O) 

Expected 

(E) 
(O-E) 

(O-E/√E 

Z score 

0-4 31339 8919.0 22420.1 237.5  0-4 28860 11719.2 17140.8 158.3 

5-9 7834 7934.5 -109.5 -1.2  5-9 7143 10527.4 -3384.4 -32.9 

10-14 4704 8361.6 -3657.6 -40.0  10-14 4692 11123.3 -6431.3 61.0 

15-19 7361 9337.1 -1976.1 -20.5  15-19 15158 12116.4 3041.6 27.7 

20-24 12521 9894.5 2626.5 26.4  20-24 26609 13109.6 13499.4 117.9 

25-29 12512 9755.2 2756.8 27.9  25-29 23335 13308.2 10026.8 86.9 

30-34 10256 9058.4 1197.6 12.6  30-34 18329 12116.4 6212.6 56.4 

35-39 9208 9894.5 -686.5 -6.9  35-39 14455 13904.1 550.9 4.7 

40-44 7566 10730.7 -3164.7 -30.5  40-44 10877 14897.3 -4020.3 -33.0 

45-49 6501 10033.9 -3532.9 -35.3  45-49 9390 14301.4 -4911.4 -41.1 

50-54 5236 8779.6 -3543.6 -37.8  50-54 7595 12315.1 -4720.1 -42.6 

55-59 4423 8082.8 -3659.8 -40.7  55-59 6450 11520.5 -5070.5 -7.3 

60-64 4763 8361.6 -3598.6 -39.4  60-64 6262 11917.8 -5655.8 -51.8 

65-69 3356 6131.8 -2775.8 -35.5  65-69 4954 9137.0 -4183.0 -43.8 

70-74 3118 5156.3 -2038.3 -28.4  70-74 4085 8143.8 -4058.8 -45.0 

75-79 2545 2787.2 -242.2 -4.6  75-79 3947 6952.1 -3005.1 -36.0 

80-84 2184 2090.4 93.6 2.0  80-84 3783 5561.6 -1776.6 -23.9 

85+ 1424 1533.0 -109.0 -2.8  85+ 2706 5958.9 -3252.9 -0.4 

    X
2
=68968      X

2
= 
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Table 4: Chi-square comparison of expected patient population and actual call rates for females and males in October 2010  

Males  Females 

Age 
Observed 

(O) 

Expected 

(E) 
(O-E) 

(O-E/√E 

Z score 
 Age 

Observed 

(O) 

Expected 

(E) 
(O-E) 

(O-E/√E 

Z score 

0-4 30014 7792.0 22222.0 251.75  0-4 26945 10314.3 16630.7 163.75 

5-9 6485 6939.8 -454.8 -5.46  5-9 5860 9425.1 -3565.1 -36.72 

10-14 3737 7305.0 -3568.0 -41.75  10-14 3479 9958.6 -6209.6 -62.22 

15-19 5342 8035.5 -2693.5 -30.05  15-19 11086 10847.8 238.2 2.29 

20-24 9366 8644.3 721.8 7.76  20-24 21787 11737.0 10050.0 92.76 

25-29 10225 8522.5 1702.5 18.44  25-29 19981 11737.0 8244.0 90.79 

30-34 8407 7792.0 615.0 6.97  30-34 15495 10847.8 4647.2 44.62 

35-39 7338 8644.3 -1306.2 -14.05  35-39 11775 12448.3 -673.3 -6.03 

40-44 6758 8644.3 -1886.2 -20.29  40-44 9790 13337.4 -3547.4 -30.72 

45-49 6024 9131.3 -3107.3 -32.51  45-49 8672 12804.0 -4132.0 -36.52 

50-54 4941 7548.5 -2607.5 -30.01  50-54 7213 11025.6 -3812.6 -36.31 

55-59 4209 7548.5 -3339.5 -38.44  55-59 6154 10314.3 -4610.3 -40.96 

60-64 4554 7061.5 -2507.5 -29.84  60-64 6477 10670.0 -4193.0 -40.59 

65-69 3768 6087.5 -2319.5 -2973  65-69 5556 8180.3 -2624.3 -29.01 

70-74 3424 4504.8 -1080.8 -16.10  70-74 4718 7291.1 -2573.1 -30.13 

75-79 3032 3287.3 -255.3 -4.45  75-79 4528 6224.1 -1696.1 -21.50 

80-84 2483 2435.0 48.0 0.97  80-84 4381 4979.3 -598.3 -8.48 

85+ 1643 1826.3 -183.3 -4.29  85+ 3310 5335.0 -2025.0 -27.72 

Total    X
2
=72616.31  Total    X

2
=58438.31 
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Table 5: Chi-square comparison of expected patient population and actual call rates for females and males in January 2011 

Males  Females 

 Age Observed 

(O) 

Expected 

(E) 

(O-E) (O-E/√E 

Z score 

  Age Observed 

(O) 

Expected 

(E) 

(O-E) (O-E/√E 

Z score 

0-4 34201 11888.1 22312.9 204.64  0-4 37164 9111.1 28082.9 294.2 

5-9 8091 10863.3 -2772.3 -26.60  5-9 8283 8114.6 168.4 1.86 

10-14 4853 11478.2 -6625.2 -61.84  10-14 4616 8541.7 -3925.7 -42.48 

15-19 12149 12503.0 -354.0 -3.2  15-19 5894 9395.8 -3501.8 -36.13 

20-24 24494 13527.9 10966.1 94.28  20-24 10867 10107.6 759.4 7.55 

25-29 22899 13527.9 9371.1 80.60  25-29 11625 9965.3 1659.7 16.63 

30-34 17861 12503.0 5358.0 47.92  30-34 9655 9111.1 543.9 5.70 

35-39 13777 14347.8 -570.8 -4.76 35-39 8211 10107.6 -1896.6 -18.86 

40-44 11365 15372.6 -4007.6 -32.32  40-44 7955 10107.6 2152.6 21.41 

45-49 10116 14757.7 -4641.7 -38.21  45-49 6941 10677.1 -3736.1 -36.16 

50-54 8126 12708.0 -4582.0 -40.65  50-54 5682 8826.4 -3144.4 -33.47 

55-59 6814 11888.1 -5074.1 -46.55  55-59 4850 8826.4 -3976.4 -42.32 

60-64 7472 12298.1 -4826.1 -43.52  60-64 5216 8256.9 -3040.9 -33.46 

65-69 5656 9428.5 -3772.5 -38.85  65-69 4192 7118.1 -2926.1 -34.68 

70-74 4862 8403.7 -3541.7 -38.64  70-74 3745 5267.4 -1522.4 -20.98 

75-79 4611 7173.9 -2562.9 -30.26  75-79 3242 3843.7 -601.7 -9.70 

80-84 4103 5739.1 -1636.1 -21.60  80-84 2590 2847.2 -257.2 -4.82 

85+ 3108 5958.9 -3041.0 -39.40  85+ 1603 2135.4 -532.4 -11.52 

    X
2
=78225.0      X

2
=98084.1 
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Table 6: Chi-square comparison of expected patient population and actual call rates for females and males in April 2011 

Males  Females 

Age 
Observed 

(O) 

Expected 

(E) 
(O-E) 

(O-E/√E 

Z score 
 Age 

Observed 

(O) 

Expected 

(E) 
(O-E) 

(O-E/√E 

Z score 

0-4 31207 10875.5 20331.5 616.53  0-4 34619 8601.8 26017.2 280.52 

5-9 7321 9937.9 -2616.9 -26.25  5-9 7872 7661.0 211.0 2.41 

10-14 4095 10500.4 -6405.4 -62.51  10-14 4112 8064.2 -3952.2 -44.01 

15-19 10617 11438.0 -821.0 -7.68  15-19 5481 8870.6 -3389.2 -35.98 

20-24 21993 12375.5 9617.5 86.45  20-24 10096 9542.6 553.4 5.67 

25-29 19577 12375.5 7201.5 64.74  25-29 10702 9408.2 1293.8 13.34 

30-34 15583 11438.0 4145.0 38.76 
 

30-34 8913 8601.8 311.2 3.36 

35-39 11743 13125.6 -1382.6 -12.07 35-39 7825 9542.6 -1717.6 -17.58 

40-44 10087 14063.1 -3976.1 -33.53  40-44 7204 9542.6 -2338.6 -23.94 

45-49 9111 13500.6 -4389.6 -37.78  45-49 6338 10080.2 -3742.2 -37.27 

50-54 7947 11625.5 -4378.5 -34.12  50-54 5258 8333.0 -3075.0 -33.69 

55-59 6464 10875.5 -4411.5 -42.30  55-59 4594 8333.0 -3739.0 -40.96 

60-64 6981 11250.5 -4269.5 -40.25  60-64 5081 7795.4 -2714.4 -30.74 

65-69 5931 8625.4 -2694.4 -29.01  65-69 4315 6720.2 -2405.2 -29.34 

70-74 5207 7687.8 -2480.8 -28.29  70-74 3583 4972.9 -1389.9 -19.71 

75-79 4882 6562.8 -1680.8 -20.75  75-79 3494 3628.9 -134.9 -2.24 

80-84 4829 5250.2 -421.2 -5.81  80-84 3007 2688.9 318.9 6.15 

85+ 3558 5625.2 -2067.2 -27.56  85+ 1909 2016.0 -107.0 -2.38 

    X
2
=65969      X

2
=89478 
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4.8.7 Ethnicity 

In relation to hypothesis
4 
this study wanted to investigate if utilisation of NHS Direct varied 

by ethnicity.  It was hypothesised that White British individuals would used NHS Direct 

with this service underutilised by ethnic minority groups.  To answer this question two 

stages of analysis was undertaken, firstly, frequency statistics were used to determine 

percentages of actual calls.  Then ethnicity was then analysed by sub-grouping to 

correspond with census data grouping.  Then chi-square analysis was undertaken for 

ethnicity which was calculated for sex using population estimates published by the ONS 

for England (ONS, 2007).  This methodology was adopted by the Bibi et al., (2005) study.  

 

The highest portion of calls was on behalf of White British females and males with this 

pattern shown in July 2010 (F=76.2%, M=77%), October 2010 (F=85.1%, M=84.5%), 

January 2011 (F=84.3%, M= 85.1%) and April 2011 (F=83.8%, M=84.4%).  There were 

seasonal differences present, whereby, in October 2010, January 2011 and April 2011 

the next largest category was White (any other background) representing around 3% of 

all calls, with all ethnic groups accounting for around 2% of calls.  However, in contrast 

July 2010 calls highlight that the next largest group was Mixed White and Asian 

accounting for nearly 15%, with White Irish representing 7.3% of all calls, with Mixed 

White and Black accounting for 1.7% of all calls and all overs not accounting for more 

than 1% of all calls suggesting great ethnic variation over these months.  There were also 

gender difference variations over the four month periods, whereby for the months of 

October, 2010, January 2011 and April 2011 there was little gender variation: however, 

for July 2010 there was a difference found between White British patients, where males 

used the service 1.9% more than females (Table 7 and 8). 

.
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Table 7:  Frequency statistics of patients by ethnicity and sex who used NHS Direct during the month of July and October 2010 
 

 

Ethnicity 

July 2010 
 

October 2010 

Females Males Females Males 

No. of calls 
Valid % of 

calls 
No. of calls 

Valid % of 
calls 

 No. of calls 
Valid % of 

calls 
No. of calls 

Valid % of 
calls 

White British 159953 84.3 114453 85.1  138348 84.5 94099 85.1 

White Irish 1345 0.7 949 0.7  1189 0.7 665 0.6 

White: Other 6422 3.4 3721 2.8  5692 3.5 3155 2.9 

Mixed: White/Black Caribbean 1332 0.7 846 0.6  1139 0.7 770 0.7 

Mixed: White/Black African 624 0.3 466 0.3  556 0.3 361 0.3 

Mixed: White/Asian 944 0.5 762 0.6  767 0.5 603 0.5 

Mixed: Other 2048 1.1 1522 1.1  1624 1.0 1176 1.1 

Asian/British: Indian 4610 2.4 3280 2.4  3788 2.3 2750 2.5 

Asian/British: Pakistani 3563 1.9 2679 2  2863 1.7 2203 2.0 

Asian/British: Bangladeshi 815 0.4 596 0.4  686 0.4 529 0.5 

Asian/British: Other 1562 0.8 1202 0.9  1203 0.7 925 0.8 

Black/British: Caribbean 1862 1 989 0.7  1659 1.0 757 0.7 

Black/British: African 1663 0.9 1015 0.8  1466 0.9 870 0.8 

Black/British: Other 625 0.3 405 0.3  569 0.3 289 0.3 

Chinese 524 0.3 253 0.2  468 0.3 247 0.2 

Any other ethnic group 1843 1 1308 1  1789 1.1 1235 1.1 

Total 189735 100.0 134446 100.0  163806 100.0 110634 100.0 
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Table 8:  Frequency statistics of patients by ethnicity and sex who used NHS Direct during the month of January and April 2011 
 

 

Ethnicity 

January 2011 
 

April 2011 

Females Males Females Males 

No. of calls 
Valid % of 

calls 
No. of calls 

Valid % of 
calls 

 No. of calls 
Valid % of 

calls 
No. of calls 

Valid % of 
calls 

White British 131728 70.0 91821 71.4  146130 83.8 104264 84.4 

White Irish 1975 1.0 1176 0.9  1258 0.7 805 0.7 

White: Other 9697 5.1 5992 4.7  6003 3.4 3558 2.9 

Mixed: White/Black Caribbean 2449 1.3 1706 1.3  1245 0.7 889 0.6 

Mixed: White/Black African 1125 0.6 820 0.6  657 0.4 458 0.7 

Mixed: White/Asian 26843 14.3 16608 13.0  873 0.5 700 0.4 

Mixed: Other 1495 0.8 1132 0.9  1793 1.0 1325 1.1 

Asian/British: Indian 3415 1.8 2431 1.9  4272 2.4 3196 2.6 

Asian/British: Pakistani 2658 1.4 2437 1.6  3536 2.0 2678 2.2 

Asian/British: Bangladeshi 676 0.4 469 0.4  862 0.5 634 0.5 

Asian/British: Other 1096 0.6 771 0.6  1451 0.8 1086 0.9 

Black/British: Caribbean 1530 0.8 782 0.6  1855 1.1 1016 0.8 

Black/British: African 1344 0.7 738 0.6  1710 1.0 1044 0.8 

Black/British: Other 478 0.3 261 0.2  526 0.3 370 0.3 

Chinese 374 0.2 194 0.2  495 0.3 256 0.2 

Any other ethnic group 1469 0.8 903 0.7  1752 1.0 1236 1.0 

Total 188352 100.0 127841 100.0  174418 100.0 123515 100.0 
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In summary of all descriptive statistics of the four sampled months it is clear that the 

pattern of ethnicity use for both males and females is consistent over the year period.  

The highest users of NHS Direct are confirmed to be White British representing over 70% 

of all patients for each month periods.  Calls from or on behalf of Indian and Pakistani 

ethnic groups each represented around 2-3% of all calls over the four month periods and 

was the next largest ethnic group after any White subgroup.  Interestingly, in July 2010, 

mixed White and Asian patients contributed to a large portion of all calls made (13%) 

although over the other sampled months this was not a repeated pattern with this 

subgroup contributing to less than 1% of all calls made.  Chinese alongside all Black 

(Caribbean, African and other) patients consistently used NHS Direct the least across all 

four month periods only contributing to less than 1% of all calls. 

 
The next stage of analysis was the chi-square goodness of fit, to determine significant 

differences for ethnicity calculated using sex using population estimates published by the 

ONS for England (ONS, 2007).   

 

Each month will be discussed separately. 

 

July 

 

Table 9 highlights that for males the ethnic groups that used NHS Direct more than 

expected was mainly mixed white and Asian illustrated by 16,608 observed calls 

compared to the expected 677.600.  Other ethnic groups that used NHS Direct more than 

expected included: white – any other background and all mixed ethnic backgrounds.  For 

males the largest ethnic group who used NHS Direct less than expected was the white 

British population with only 91,821 calls observed compared to the 106,670.5 expected 

highlighting a negative difference of 14,849.  Other ethnic groups of individuals that used 

NHS Direct less than expected included: white Irish, Indian, Pakistani, Bangladeshi, Black 

Caribbean, Black African, Chinese and finally any other ethnic groups.  Essentially, chi-

square statistics confirm that frequency of use by males from all ethnicity groups was not 

representative of the population structure of males grouped by age (X
2
=382466, df=15, 

p<.001).   

 

For females, Table 9 highlights that for females alike the males the ethnic groups that 

used NHS Direct more than expected was mainly mixed white and Asian shown with 

26,843 observed calls compared to the expected 923 calls.  Other ethnic groups that 

used NHS Direct more than expected included similar to males included: white – any 

other background alongside, mixed: white and Black Caribbean, mixed: white and Black 

African and finally mixed: any other background.  However, extra to the males, Black or 
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Black British – any other background and other ethnic groups – any other background 

used NHS Direct more than expected. 

 

For females the largest ethnic group who used NHS Direct less than significantly 

expected was the white British population whereby, only 131,728 calls were observed 

with 157,930 expected showing a large negative difference of 26,202.  Other ethnic 

groups of individuals that used NHS Direct less than expected included: white Irish, 

Indian, Pakistani, Bangladeshi, Black Caribbean, Black African and finally, Chinese ethnic 

groups.  Essentially, chi-square statistics confirm that frequency of use by females from 

all ethnicity groups was not representative of the population structure of females grouped 

by ethnicity (X
2
=739839, df=15, p<.001). 
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Table 9:  Chi-square comparison of expected/actual call rate for ethnicity compared to the male/female general population of England 
July 2010 
 

 
Ethnicity 

Males 
 

 Females 

Observed 
(O) 

Expected 
(E) 

(O-E) (O-E)√E  
Observed 

(O) 
Expected 

(E) 
(O-E) (O-E)√E 

White British 91821 106670.5 -14849.5 -45.5  131728 157930.1 -26202.1 -65.9 

White Irish 1176 1357.9 -191.9 -5.2  1975 2185.1 -210.1 -4.5 

White: Other 5992 4372.2 1619.8 24.5  9697 6649.5 3047.5 37.4 

Mixed: White/Black Caribbean 1705 715.9 990.1 35.9  2449 1036.0 1413.0 44.0 

Mixed: White/Black African 820 294.0 525.0 30.8  1125 414.4 710.6 34.8 

Mixed: White/Asian 16608 677.6 15930.4 612.7  26843 923.0 25920.0 852.6 

Mixed: Other 1132 536.9 595.1 77.4  1495 772.3 722.7 26.0 

Asian/British: Indian 2431 3375.0 -944.0 -16.25  3415 4728.1 -1313.1 -48.7 

Asian/British: Pakistani 2037 2377.8 -340.8 -7.0  2658 3183.5 -525.5 -9.3 

Asian/British: Bangladeshi 469 920.5 -451.5 -14.9  676 1262.1 -586.1 16.5 

Asian/British: Other 771 945.0 -175.0 -5.7  1096 1111.4 -15.4 -0.5 

Black/British: Caribbean 782 1431.8 -1166.8 -26.8  1530 2317.0 -787.0 -16.4 

Black/British: African 738 1904.8 -1166.8 -26.8  1344 2580.7 -1236.7 -24.3 

Black/British: Other 261 294.0 -33.0 -1.9  478 433.3 44.7 2.1 

Chinese 194 1022.7 -828.7 -25.9  374 1431.6 -1057.6 -28.0 

Any other ethnic group 903 933.2 -30.2 -1.0  1469 1393.9 75.1 2.0 

Total 127841     188352    

    X
2
=382466     X

2
=739839 
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October 2010 

To identify if the ethnicity of both male and female patients was representative of the 

population in England chi-square goodness of fit statistical analysis was performed 

shown in table 9.   Calls on behalf of males were over represented by White British, 

Mixed White and Black Caribbean and African, Mixed (Any other background), Asian or 

Asian British Pakistani, Asian or Asian British (any other background), Black or Black 

British alongside ‘ethnic groups any other background’.  Highest over representation was 

seen in Mixed (any other background) alongside mixed White and Black Caribbean and 

other ethnic groups with adjusted standardised residuals of 26.48, 9.39 and 16.55 

respectively.   

 

Under representation for males was found for White Irish, White (any other background), 

mixed White and Asian, Asian or Asian British Indian and Bangladeshi, Black or Black 

British Caribbean and African and Chinese patients.  The largest under representation 

was found for Black or Black British African and Chinese patients with adjusted 

standardised residuals of -19.38 and -21.45 respectively.    Further, chi-square analysis 

confirms that calls were not representative of the population for ethnicity distribution for 

males (X
2
=2618.095, df=15, p<.001). 

 

Calls on behalf  females (Table 10) were over represented by White British, Mixed white 

and black Caribbean and African, Mixed (Any other background), Asian or Asian British 

Pakistani, Asian or Asian British (Any other background), Black or Black British (any other 

background) and other ethnic groups (any other background) patients.  Highest over 

representation was found for Mixed (any other background) and other ethnic groups (any 

other background) with adjusted standardised residuals of 37.84 and 18.97 respectively. 

 

Under representation was found for females who were White (Irish), White (any other 

background), Mixed White and Asian, Asian or Asian British Indian and Bangladesh, 

Black or Black British Caribbean and African alongside Chinese patients.   The largest 

difference of under representation was found for Chinese and Black or Black British 

African with adjusted standardised residuals of -23.27 and -27.28 respectively.  Chi-

square analysis confirms that with chi-square statistical analysis confirming that calls 

were not representative of the population for ethnicity distribution for females 

(X
2
=4630.989, df=17, p<.001). 

 



118 

 

 

Table 10: Chi-square comparison of expected/actual call rate by patient’s ethnicity compared to male and female population of England 
October 2010 
 

 
Ethnicity 

Males 
 

 Females 

Observed 
(O) 

Expected 
(E) 

(O-E) (O-E)√E  
Observed 

(O) 
Expected 

(E) 
(O-E) (O-E)√E 

White British 94099 92268.8 1830.2 6.03  138348 137269.4 1078.6 2.91 

White Irish 655 1217.0 -552.0 -15.82  1189 1965.7 -776.7 -17.52 

White: Other 3155 3761.6 -606.6 -9.89  5692 5733.2 -41.2 -0.54 

Mixed: White/Black Caribbean 770 663.8 106.2 4.12  1139 819.0 320.0 11.18 

Mixed: White/Black African 361 221.3 139.7 9.39  556 327.6 228.4 12.62 

Mixed: White/Asian 603 663.8 -60.8 -2.35  757 819.0 -52.0 -1.82 

Mixed: Other 1175 553.2 622.8 25.48  1624 655.2 968.8 37.84 

Asian/British: Indian 2750 2876.5 -126.5 -2.36  3788 4095.2 -307.2 -4.80 

Asian/British: Pakistani 2203 2102.0 101.0 2.20  2863 2784.7 78.3 1.48 

Asian/British: Bangladeshi 529 774.4 -254.4 -9.14  686 1145.6 -460.6 -13.60 

Asian/British: Other 925 774.4 150.6 5.41  1203 1145.6 56.4 1.67 

Black/British: Caribbean 757 1217.0 -460.0 -13.18  1659 1965 -305.7 -6.92 

Black/British: African 870 1659.5 -789.5 -19.38  1466 2293.3 -827.3 -17.28 

Black/British: Other 289 221.3 67.7 4.55  569 327.6 241.4 13.34 

Chinese 247 885.1 -638.1 -21.45  468 1310.4 -842.4 -23.27 

Any other ethnic group 1235 774.4 450.6 16.55  1789 1145.6 642.4 18.97 

Total      163805    

    X
2
=2518.10     X

2
=4630.99 
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January 2011 

To identify if the ethnicity of both male and female patients was representative of the 

population in England chi-square goodness of fit statistical analysis was performed 

shown in Table 11.   Calls on behalf of males were over represented by White British, 

Mixed White and Black Caribbean and African, Mixed (Any other background), Asian or 

Asian British Pakistani, Asian or Asian British (any other background) and other ethnic 

groups any other background.  Highest over representation was seen in Mixed (any other 

background) alongside mixed White and Black Caribbean and other ethnic groups with 

adjusted standardised residuals of 32.77, 12.02 and 11.95 respectively.   

 

Under representation for males was found for White Irish, White (any other background), 

mixed White and Asian, Asian or Asian British Indian and Bangladeshi, Black or Black 

British Caribbean and African and Chinese patients.  The largest under representation 

was found for Black or Black British African and Chinese patients with adjusted 

standardised residuals of -22.30 and -25.30 respectively.    Further, chi-square analysis 

confirms that calls were not representative of the population for ethnicity distribution for 

males (X
2
=3338.342, df=17, p<.001). 

 

Calls on behalf  females (Table 12) were over represented by White British, Mixed white 

and black Caribbean and African, Mixed (Any other background), Asian or Asian British 

Pakistani, Asian or Asian British (Any other background), Black or Black British (any other 

background) and other ethnic groups (any other background) patients.  Highest over 

representation was found for Mixed (any other background) and other ethnic groups (any 

other background) with adjusted standardised residuals of 46.79 and 14.13 respectively. 

 

Under representation was found for females who were White (Irish), White (any other 

background), Mixed White and Asian, Asian or Asian British Indian and Bangladesh, 

Black or Black British Caribbean and African alongside Chinese patients.   The largest 

difference of under representation was found for Chinese and Black or Black British 

African with adjusted standardised residuals of -25.08 and -22.20 respectively.  Chi-

square analysis confirms that with chi-square statistical analysis confirming that calls 

were not representative of the population for ethnicity distribution for females 

(X
2
=4630.989, df=17, p<.001). 
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Table 11: Chi-square comparison of expected/actual call rate by patient’s ethnicity compared to the male and female population of 
England January 2011 
 

 
Ethnicity 

Males 
 

 Females 

Observed 
(O) 

Expected 
(E) 

(O-E) (O-E)√E  
Observed 

(O) 
Expected 

(E) 
(O-E) (O-E)√E 

White British 114453 112128.0 2325.0 6.94  159953 158997.9 955.1 2.45 

White Irish 949 1478.9 -529.9 -13.78  1345 2276.8 -901.8 -19.53 

White: Other 3721 4751.2 -850.2 -12.33  6422 6640.7 -218.7 -2.68 

Mixed: White/Black Caribbean 845 805.7 39.3 1.38  1332 948.7 383.3 12.44 

Mixed: White/Black African 466 258.9 197.1 12.02  624 379.5 244.5 12.55 

Mixed: White/Asian 762 806.7 -44.7 -1.57  944 948.7 -4.7 -0.15 

Mixed: Other 1522 672.2 849.8 32.77  2048 758.9 1289.1 46.79 

Asian/British: Indian 3280 3495.6 -215.6 -3.65  4610 4743.4 -133.4 -1.94 

Asian/British: Pakistani 2679 2554.5 124.5 2.45  3563 3225.5 337.5 5.94 

Asian/British: Bangladeshi 596 941.1 -345.1 -11.25  815 1328.1 -513.1 -14.08 

Asian/British: Other 1202 941.1 250.9 8.50  1562 1328.1 233.9 6.42 

Black/British: Caribbean 989 1478.9 -489.9 -1052  1862 2276.8 -414.8 -8.69 

Black/British: African 1015 2016.7 -1001.7 -22.30  1663 2656.3 -993.3 -19.27 

Black/British: Other 405 258.9 135.1 8.30  625 379.5 245.5 12.60 

Chinese 253 1075.6 -822.6 -25.03  524 1517.9 -993.9 -25.07 

Any other ethnic group 1308 941.1 366.9 11.95  1843 1328.1 514.9 14.13 

Total          

    X
2
=3338.34     X

2
=4630.99 
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April 2011 

Table 11 highlights that for males the ethnic groups that used NHS Direct more than 

expected was White – British, Mixed – White and Black Caribbean and African, Asian any 

other background, Pakistanis alongside Black or Black British any other background.  

White British males were the largest group who used NHS Direct (104,264) more than 

expected (103,012). 

 

For males the largest male ethnic groups who used NHS Direct less than expected was 

Black or Black British African and Chinese.  Other ethnic groups of individuals that used 

NHS Direct less than expected included: white Irish, White – Any other background, 

Indian, Bangladeshi, Black Caribbean, Black African, Chinese and finally any other ethnic 

groups.  Essentially, chi-square statistics confirm that frequency of use by males from all 

ethnicity groups was not representative of the population structure of males (X
2
=2729, 

df=15, p<.001).   

 

For females, Table 11 highlights that for females patients the ethnic groups that used 

NHS Direct more than expected was mixed white and Black African, mixed White and 

Black Caribbean, mixed White and Asian, mixed any other background, Pakistani, Asian 

any other background, Black any other background alongside any other ethnic groups.  

The largest group that used NHS Direct more than expected was mixed any other 

background whose observed usage was 1,793 compared to expected usage of 697.1 

highlighting a positive difference of 1095.3. 

 

For female patients the ethnic groups who used NHS Direct less than significantly 

expected was White British, Irish, White any other background, Indian, Bangladeshi, 

Caribbean, African alongside Chinese ethnic groups.  White Irish and Chinese 

underutilised the service the most showing a negative difference of -835 and -900.3 

respectively.  Essentially, chi-square statistics confirm that frequency of use by females 

from all ethnicity groups was not representative of the population structure of females 

grouped by ethnicity (X
2
=3895.1, df=15, p<.001 
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Table 12: Chi-square comparison of expected/actual call rate by patient’s ethnicity compared to the male and female population of 
England for April 2011 
 

 
Ethnicity 

Males 
 

 Females 

Observed 
(O) 

Expected 
(E) 

(O-E) (O-E)√E  
Observed 

(O) 
Expected 

(E) 
(O-E) (O-E)√E 

White British 104264 103011.5 1252.5 3.90  146130 146162.3 -32.3 -0.08 

White Irish 805 1358.7 -553.7 -15.02  1258 2093.0 -835.0 -18.25 

White: Other 3558 4199.5 -641.5 -9.90  6003 6104.6 -101.6 -1.30 

Mixed: White/Black Caribbean 889 741.1 147.9 5.43  1245 872.1 372.9 12.63 

Mixed: White/Black African 458 247 211 13.43  657 348.8 308.2 16.50 

Mixed: White/Asian 700 741.1 -41.1 1.51  873 872.1 0.9 0.03 

Mixed: Other 1325 617.6 707.4 28.47  1793 697.7 1095.3 41.47 

Asian/British: Indian 3196 3211.4 -15.4 -0.27  4272 4360.5 -88.5 -1.34 

Asian/British: Pakistani 2678 2346.3 331.2 6.34  3536 2965.1 570.9 10.48 

Asian/British: Bangladeshi 634 864.6 -230.6 -7.84  862 1220.9 -359.9 -10.27 

Asian/British: Other 1086 864.6 221.4 7.53  1451 1220.9 230.1 6.59 

Black/British: Caribbean 1016 1358.7 -342.7 -18.79  1855 2093 -238.0 -5.20 

Black/British: African 1044 1852.7 -808.7 -18.79  1710 2441.3 -731.9 -14.31 

Black/British: Other 370 247 123 7.83  536 148.8 177.2 9.49 

Chinese 256 988.1 -732.1 -23.29  435 1395.3 -900.3 -24.10 

Any other ethnic group 1236 864.6 371.4 12.63  1752 1220.9 581.1 15.20 

Total 123515     174418    

    X
2
=2729     X

2
=3895.1 
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When analysing patterns over the four sampled months it is clear that there are ethnic 

groups that consistently have lower utilisation than expected.  For both males and 

females, Black Caribbean, Black African, Chinese, Indian, Bangladeshi used NHS Direct 

less than would be expected when compared to the general population in England.  A 

further clear pattern is that for both males and females Irish, mixed White and Asian, 

Black (any other background) and Asian (Any other Background) also used NHS Direct 

less than expected when compared to the general population in England.   

 

In relation to previous research that has investigated ethnicity utilisation of NHS Direct it 

has been shown that Pakistani and Indians have shown greater observed usage than 

expected in only males, with only white British showing greater usage for women (Bibi et 

al., 2008).  This pattern across gender was not found here, with Pakistani’s and Mixed 

ethnic groups (White and Black African, White and Black Caribbean and any other mixed 

background) use more than expected when compared to the general population in 

England for both males and females. 

 

Interestingly, White British utilisation was not consistent over the four month periods.  For 

example, White British used less than expected in July 2010 for both males and females 

and in April 2011 for females only.  However, for the months October 2010 and January 

2011 and for males in April 2011 White British used NHS Direct more than expected 

when compared to the general population in England.  This finding could be due to 

skewed usage with lower usage found in older years.  It is also important to note that the 

statistical difference of low usage is relatively low when compared to other ethnic groups 

who used NHS Direct lower than expected. 

 

In light of the results Hypothesis
4
 can be accepted; however, caution should be taken as 

it is apparent that some ethnic groups including Pakistani and Mixed (White and Black 

African, White and Black Caribbean and any other mixed background) used NHS Direct 

more than expected.  In Thus it appears that low usage of ethnic minorities is not 

consistent over all ethnic backgrounds.   

4.8.8 Age, gender and deprivation 

4.8.8.1 Age, gender and IMD deprivation 

This study also wanted to determine if social deprivation impacted on NHS Direct 

utilisation (Hypothesis
5
).  Previous research has presented inconsistent findings with 

some research highlighting that low utilisation is associated with individuals with higher 

levels of deprivation (Shah and Cook, 2008) and some research showing that higher 

levels of deprivation increases utilisation (Cooper et al., 2005).  Therefore, taking into 
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consideration some of the methodological limitations such as using census based 

deprivation measures and using only regional data, this phase aimed to answer this 

question nationally using a negative binominal model for analysis over the four sampled 

months.   

 

In July 2010, the model highlighted that there was a significant interaction between age 

and gender (X
2
 = 536.28, df = 4, p<0.001) age and IMD (X

2
 = 180.16, df = 16, p<0.001) 

alongside gender and IMD (X
2
=9.06 df = 4, p=0.06).  Tables 16 and 17 present the 

analysis from the negative binominal regression and show call rates made by or on behalf 

the five age groups across all IMD quintiles for both males and female patients who used 

NHS Direct in July, 2010.  For males, call rates were lowest in the most deprived lower 

super output areas (95% confidence interval [CI] = 0.94 to 1.14) in the lowest age group 

(0-15 years), with highest call rates found in areas of moderate deprivation areas (95% 

confidence interval [CI] = 1.03 to 1.26) (Table 13).   However, for males of 16-59 years 

old deprivation increased use (p<.001) with lowest call rates found in the most affluent 

lower super output areas.  Interestingly, for males, who were older (65 years+), lowest 

use was found in the most deprived areas; however, this was not significant (p>.05) with 

both quintiles 4 and 5 showing similar call rates areas (95% confidence interval [CI] = 

0.95 to 1.29 and 0.96-1.30 respectively). 

 

For females, a similar pattern was found where lowest call rates were found in the most 

deprived areas in the lowest age group (0-15) (95% confidence interval [CI] = 0.63 to 

0.78) with highest call rates found in the most affluent lower super output areas (Table 

14).  Interestingly, females had highest call rates in quintiles 4 and 5 (16-29, p<.001; 30-

44, p<.001) compared to males who had highest in quintile 5.  For females aged 45-60, 

deprivation increased use (p<.001), and call rates for or on behalf of females aged 60 

years+ call rates was highest in moderately deprived areas (95% confidence interval [CI] 

= 1.10 to 1.34) and slightly decreased in areas with highest deprivation (95% confidence 

interval [CI] = 1.08 to 1.31, p<.001) although remained lowest in the most affluent lower 

super output areas (p<.001). 
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Table 13: Call rate ratios for NHS Direct calls during July 2010 in England for males 
by age-group and IMD deprivation quintile (comparison group call rates per 
thousand are in parentheses) 
 

*This parameter is set to zero as it is redundant  

 

 

 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (6.07)   

2 1.08 0.94 – 1.20 >0.5 

3 1.12 1.02 – 1.23 <0.05 

4 1.14 1.03 – 1.26 <0.01 

5 1.03 0.94 – 1.14 >0.5 

Age group 16-29 

1* 1.00 (4.94)   

2 0.96 0.85 – 1.08 >0.5 

3 1.07 0.95 – 1.20 >0.5 

4 1.16 1.03 – 1.30 <0.05 

5 1.23 1.10 – 1.38 <0.001 

Age group 30-44 

1* 1.00 (4.04)   

2 1.09 0.97 – 1.22 >0.5 

3 1.16 1.03 – 1.30 <0.01 

4 1.27 1.14 – 1.43 <0.001 

5 1.37 1.23 – 1.54 <0.001 

Age group 45-64  

1* 1.00 (2.80)   

2 1.13 1.00 – 1.27 <0.001 

3 1.29 1.14 – 1.45 <0.001 

4 1.42 1.26 – 1.61 <0.001 

5 1.59 1.41 – 1.80 <0.001 

Age group 65+  

1* 1.00 (4.23)   

2 0.99 0.85 – 1.15 >0.5 

3 1.02 0.88 – 1.20 >0.5 

4 1.11 0.95 – 1.29 >0.5 

5 1.12 0.96 – 1.30 >0.5 
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Table 14: Call rate ratios for NHS Direct calls during July 2010 in England for 
females by age-group and IMD deprivation quintile (comparison group call rates 
per thousand are in parentheses) 
 

*This parameter is set to zero as it is redundant 

 

 

 

 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (8.26)   

2 0.90 0.82 – 1.00 >0.5 

3 0.85 0.77 – 0.94 <0.01 

4 0.77 0.70 – 0.86 <0.001 

5 0.70 0.63 – 0.78 <0.001 

Age group 16-29 

1* 1.00 (10.62)   

2 1.06 0.99 – 1.15 >0.5 

3 1.06 0.99 – 1.14 >0.5 

4 1.17 1.08 – 1.26 <0.001 

5 1.17 1.08 – 1.26 <0.001 

Age group 30-44 

1* 1.00 (6.52)   

2 1.10 1.01 – 1.19 <0.05 

3 1.19 1.10 – 1.30 <0.001 

4 1.30 1.20 – 1.41 <0.001 

5 1.31 1.21 – 1.43 <0.001 

Age group 45-60  

1* 1.00 (4.08)   

2 1.08 0.97 – 1.21 >0.5 

3 1.28 1.14 – 1.43 <0.001 

4 1.42 1.27 – 1.59 <0.001 

5 1.54 1.37 – 1.71 <0.001 

Age group 60+   

1* 1.00 (4.79)   

2 1.06 0.96 – 1.17 >0.5 

3 1.08 0.98 – 1.20 >0.5 

4 1.22 1.10 – 1.34 <0.001 

5 1.19 1.08 – 1.31 <0.001 
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In October 2010, there were significant interactions between age and IMD (X
2
 = 203.34, 

df = 16, p<0.05) and IMD and gender (X
2
=9.80, df = 4, p<.05) in the month of October 

2010.  Tables 18 and 19 shows call rates for all age groups across all IMD quintiles.  

Tables 17 and 18 present the analysis from the negative binominal regression and show 

call rates made by or on behalf the five age groups across all IMD quintiles for both males 

and female patients who used NHS Direct in October, 2010.  For males, call rates were 

lowest in the most deprived lower super output areas (95% confidence interval [CI] = 0.91 

to 1.12) in the lowest age group (0-15 years), with highest call rates found in areas of 

moderate deprivation areas (95% confidence interval [CI] = 1.04 to 1.27) (Table 15).   

However, for males of 16+ years old deprivation increased use (p<.001) with lowest call 

rates found in the most affluent lower super output areas.   

 

For females, a similar pattern was found to males whereby lowest call rates were found in 

the most deprived areas in the lowest age group (0-15) (95% confidence interval [CI] = 

0.59 to 0.74) with highest call rates found in the most affluent lower super output areas 

(Table 16).  For females aged 16+ highest call rates were found in the most deprived 

quintiles, with deprivation increasing use (16-29, p<.001; 30-44, p<.001; 45-60, p<.001, 

60+, p<.001) a similar pattern which was found in males. 
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Table 15: Call rate ratios for NHS Direct calls during October 2010 in England for 
males by age-group and IMD deprivation quintile (comparison group call rates per 
thousand are in parentheses) 
 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (5.65)   

2 1.05 0.94 – 1.16 >0.5 

3 1.15 1.04 – 1.27 <0.05 

4 1.10 0.99 – 1.22 >0.5 

5 1.01 0.91 – 1.12 >0.5 

Age group 16-29 

1* 1.00 (3.89)   

2 1.09 0.96 – 1.23 >0.5 

3 1.16 1.02 – 1.32 <0.05 

4 1.29 1.13 – 1.46 <0.00 

5 1.37 1.21 – 1.56 <0.001 

Age group 30-44 

1* 1.00 (3.23)   

2 1.10 0.97 – 1.24 >0.5 

3 1.18 1.04 – 1.33 <0.01 

4 1.38 1.22 – 1.56 <0.001 

5 1.51 1.33 – 1.71 <0.001 

Age group 45-64  

1* 1.00 (2.37)   

2 1.13 0.99 – 1.29 >0.5 

3 1.27 1.11 – 1.45 <0.001 

4 1.48 1.29 – 1.69 <0.001 

5 1.67 1.47 – 1.91 <0.001 

Age group 65+  

1* 1.00 (3.93)   

2 1.01 0.86 – 1.19 >0.5 

3 1.04 0.88 – 1.22 >0.5 

4 1.10 0.94 – 1.29 >0.5 

5 1.18 1.01 – 1.39 <0.05 
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Table 16: Call rate ratios for NHS Direct calls during October 2010 in England for 
females by age-group and IMD deprivation quintile (comparison group call rates 
per thousand are in parentheses) 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.75)   

2 0.86 0.79 – 0.99 <0.5 

3 0.84 0.76 – 0.94 <0.01 

4 0.77 0.69 – 0.86 <0.001 

5 0.66 0.59 – 0.74 <0.001 

Age group 16-29 

1* 1.00 (8.88)   

2 1.06 0.98 – 1.15 >0.5 

3 1.14 1.05 – 1.24 <0.01 

4 1.25 1.15 – 1.35 <0.001 

5 1.29 1.19 – 1.41 <0.001 

Age group 30-44 

1* 1.00 (5.57)   

2 1.09 0.99 – 1.19 >005 

3 1.18 1.07 – 1.29 <0.001 

4 1.30 1.18 – 1.42 <0.001 

5 1.34 1.22 – 1.47 <0.001 

Age group 45-60  

1* 1.00 (3.46)   

2 1.10 0.97 – 1.25 >0.5 

3 1.29 1.14 – 1.46 <0.001 

4 1.43 1.27 – 1.62 <0.001 

5 1.62 1.44 – 1.84 <0.001 

Age group 60+   

1* 1.00 (4.37)   

2 1.05 0.94 – 1.16 >0.5 

3 1.13 1.02 – 1.25 <0.05 

4 1.23 1.11 – 1.37 <0.001 

5 1.29 1.16 – 1.43 <0.001 
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In January 2011, there were significant interactions between age and IMD (X
2
 = 198.85, 

df = 16, p<0.001) and between IMD and sex (X2=13.47, df = 4, p<.01) in the month of 

January 2011.  Tables 17 and 18 shows call rates for all age groups across all IMD 

quintiles for both males and females. For males, call rates were lowest in the most 

deprived lower super output areas (95% confidence interval [CI] = 0.96 to 1.14) in the 

lowest age group (0-15 years), with highest call rates found in areas of moderate 

deprivation areas (95% confidence interval [CI] = 1.02 – 1.22; 1.05 - 1.25, p<.001) (Table 

17).   This pattern was also found in males aged 65+ whereby highest call rates were 

found in moderate deprivation (quintile 4) [CI] = 1.07 to 1.56.  However, lowest call rates 

were associated with levels of affluence although this was not significant (p>.05).  

However, for males of 16-59 years old deprivation increased use (p<.001) with lowest call 

rates found in the most affluent lower super output areas a finding found in both July 

2010 and October 2010.   

 

For females, a similar pattern was found where lowest call rates were found in the most 

deprived areas in the lowest age group (0-15) (95% confidence interval [CI] = 0.65 to 

0.78) with highest call rates found in the most affluent lower super output areas (Table 

21). For females aged 16 and over deprivation increased use (16-29, p<.001; 30-44, 

p<.001; 45-60, p<.001, 60+, p<.001), and call rates remained lowest in the most affluent 

lower super output areas. 
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Table 17: Call rate ratios for NHS Direct calls during January 2011 in England for 
males by age-group and IMD deprivation quintile (comparison group call rates per 
thousand are in parentheses)  
 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.09)   

2 1.07 0.98 – 1.17 >0.5 

3 1.12 1.02 – 1.22 <0.01 

4 1.15 1.05 – 1.25 <0.01 

5 1.04 0.96 – 1.14 >0.5 

Age group 16-29 

1* 1.00 (4.37)   

2 1.09 0.97 – 1.22 >0.5 

3 1.18 1.05 – 1.33 <0.01 

4 1.35 1.20 – 1.51 <0.001 

5 1.48 1.21 – 1.66 <0.001 

Age group 30-44 

1* 1.00 (3.73)   

2 1.12 0.10 – 1.25 >0.5 

3 1.18 1.05 – 1.33 <0.01 

4 1.36 1.21 – 1.52 <0.001 

5 1.51 1.35 – 1.69 <0.001 

Age group 45-64  

1* 1.00 (2.79)   

2 1.10 0.97 – 1.24 >0.5 

3 1.25 1.11 – 1.41 <0.001 

4 1.44 1.27 – 1.62 <0.001 

5 1.56 1.39 – 1.76 <0.001 

Age group 65+  

1* 1.00 (3.95)   

2 1.05 0.90 – 1.23 >0.5 

3 1.08 0.92 – 1.26 >0.5 

4 1.25 1.07 – 1.46 <0.01 

5 1.16 1.01 – 1.36 <0.05 
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Table 18: Call rate ratios for NHS Direct calls during January 2011 in England for 
females by age-group and IMD deprivation quintile (comparison group call rates 
per thousand are in parentheses) 
 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (10.02)   

2 0.90 0.82 – 0.98 <0.05 

3 0.83 0.76 – 0.91 <0.001 

4 0.80 0.72 – 0.88 <0.001 

5 0.72 0.65 – 0.78 <0.001 

Age group 16-29 

1* 1.00 (10.43)   

2 1.06 0.99 – 1.14 >0.5 

3 1.09 1.01 – 1.17 <0.05 

4 1.23 1.14 – 1.32 <0.001 

5 1.26 1.17 – 1.35  <0.001 

Age group 30-44 

1* 1.00 (6.49)   

2 1.08 0.99 – 1.17 >0.5 

3 1.16 1.06 – 1.25 <0.001 

4 1.30 1.20 – 1.42 <0.001 

5 1.34 1.24 – 1.46 <0.001 

Age group 45-60  

1* 1.00 (3.81)   

2 1.16 1.04 – 1.30 <0.01 

3 1.32 1.18 – 1.48 <0.001 

4 1.52 1.36 – 1.71 <0.001 

5 1.65 1.48 – 1.85 <0.001 

Age group 60+   

1* 1.00 (4.50)   

2 1.06 0.96 – 1.17 >0.5 

3 1.15 1.04 – 1.27 <0.01 

4 1.22 1.10 – 1.35 <0.001 

5 1.25 1.13 – 1.38 <0.001 
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Finally, in April 2011, a significant interaction was found between age and IMD (X
2
 = 

168.40, df = 16, p<0.001) and between IMD and sex (X
2
=9.98, df = 4, p<.05) in the month 

of April 2011.  Tables 19 and 20 present the analysis from the negative binominal 

regression and show call rates made by or on behalf the five age groups across all IMD 

quintiles for both males and female patients who used NHS Direct in April, 2011.  For 

males, call rates were lowest in the most deprived lower super output areas (95% 

confidence interval [CI] = 1.01 to 1.20) in the lowest age group (0-15 years), with highest 

call rates found in areas of moderate deprivation areas quintile 3 (95% confidence 

interval [CI] = 1.08 to 1.31) and quintile 4 (95% confidence interval [CI] = 1.07 to 1.29) 

(Table 22).   However, for males of 16-59 years old deprivation increased use (16-29, 

p<.001; 30-44, p<.001; 45-64, p<.001) with lowest call rates found in the most affluent 

lower super output areas.  For males, who were older (65 years+), highest use was found 

in quintile 4 of moderate deprivation (95% confidence interval [CI] = 0.98 to 1.32) with 

lowest call rates found in the most affluent super output areas. 

 

For females, a similar pattern was found where lowest call rates were found in the most 

deprived areas in the lowest age group (0-15) (95% confidence interval [CI] = 0.63 to 

0.77) with highest call rates found in the most affluent lower super output areas (Table 

23).  Females aged 16-44 had highest call rates in quintiles 4 and 5 (16-29, p<.001; 30-

44, p<.001) with lowest calls associated with affluence.  For females aged 45-60, 

deprivation increased use (95% confidence interval [CI] = 1.40 to 1.78), and call rates for 

or on behalf of females aged 60 years+ call rates was highest in moderately deprived 

areas (95% confidence interval [CI] = 1.04 to 1.27) and slightly decreased in areas with 

highest deprivation (95% confidence interval [CI] = 1.04 to 1.26, p<.01) although 

remained lowest in the most affluent lower super output areas although this was not 

significant. 

  



134 

 

Table 19: Call rate ratios for NHS Direct calls during April 2011 in England for 
males by age-group and IMD deprivation quintile (comparison group call rates per 
thousand are in parentheses) 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (6.32)   

2 1.11 1.01 – 1.22 <0.05 

3 1.19 1.08 – 1.31 <0.001 

4 1.18 1.07 – 1.29 <0.001 

5 1.10 1.01 – 1.20 <0.05 

Age group 16-29 

1* 1.00 (4.39)   

2 1.02 0.90 – 1.15 >0.5 

3 1.10 0.97 – 1.24 >0.5 

4 1.23 1.09 – 1.39 <0.001 

5 1.33 1.17 – 1.50 <0.001 

Age group 30-44 

1* 1.00 (3.55)   

2 1.07 0.95 – 1.22 >0.5 

3 1.17 1.03 – 1.32 <0.01 

4 1.30 1.15 – 1.47 <0.001 

5 1.46 1.29 – 1.65 <0.001 

Age group 45-64  

1* 1.00 (2.65)   

2 1.11 0.98 – 1.26 >0.5 

3 1.24 1.10 – 1.41 <0.001 

4 1.41 1.24 – 1.60 <0.001 

5 1.53 1.35 – 1.74 <0.001 

Age group 65+  

1* 1.00 (4.41)   

2 1.02 0.88 – 1.19 >0.5 

3 1.06 0.91 – 1.23 >0.5 

4 1.14 0.98 – 1.32 >0.5 

5 1.09 0.94 – 1.26 >0.5 
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Table 20: Call rate ratios for NHS Direct calls during April 2011 in England for 
females by age-group and IMD deprivation quintile (comparison group call rates 
per thousand are in parentheses) 

*This parameter is set to zero as it is redundant 

 

 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (8.81)   

2 0.93 0.85 – 1.03 >0.5 

3 0.87 0.79 – 0.96 <0.01 

4 0.82 0.74 – 0.90 <0.001 

5 0.70 0.63 – 0.77 <0.001 

Age group 16-29 

1* 1.00 (9.27)   

2 1.05 0.97 – 1.14 >0.5 

3 1.08 1.01 – 1.17 <0.05 

4 1.23 1.14 – 1.33 <0.001 

5 1.23 1.13 – 1.33 <0.001 

Age group 30-44 

1* 1.00 (5.59)   

2 1.07 0.97 – 1.17 >0.5 

3 1.19 1.09 – 1.30 <0.001 

4 1.32 1.20 – 1.45 <0.001 

5 1.35 1.23 – 1.47 <0.001 

Age group 45-60  

1* 1.00 (3.71)   

2 1.11 0.99 – 1.25 <0.05 

3 1.25 1.11 – 1.41 <0.001 

4 1.45 1.28 – 1.63 <0.001 

5 1.58 1.40 – 1.78 <0.001 

Age group 60+   

1* 1.00 (4.94)   

2 1.01 0.91 – 1.11 >0.5 

3 1.09 0.99 – 1.20 >0.5 

4 1.15 1.04 – 1.27 <0.01 

5 1.14 1.04 – 1.26 <0.01 
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4.8.8.2 Age, gender and deprivation: Domains of the IMD 

Negative binominal regressions were used to analyse for education deprivation, income 

deprivation, health deprivation and finally, employment deprivation using the age-group 

categories over the four one month periods (July 2010, October 2010, January 2011 and 

April 2011 see Table 21).   

4.8.8.3 Age, gender and education deprivation 

Negative binominal regressions were used to analyse for education deprivation, income 

deprivation, health deprivation and finally, employment deprivation using the age-group 

categories over the four one month periods (July 2010, October 2010, January 2011 and 

April 2011 see Table 21).  For education there were significant main effects for all 

gender*age and education deprivation*age interactions for each of the months (p<.001), 

with strong main effects for all education deprivation*gender*age interactions (p<.001).  

Education deprivation and gender had the weakest interaction and although was 

significant for October 2010 (X
2
=9.80, 4, p<.05), January 2011 (X

2
=13.47, 4, p<.01), and 

April 2011 (X
2
=9.98, 4, p<.05) there was no significant interaction for July 2010 (p>.05).   

 

Over the four month periods (Appendix 9: Table 1-8) there were age and gender 

differences noted.  For males across all the four months age groups 16-29, 30-44 and 46-

64 deprivation increased use.  However, for the younger group (0-15) results were not 

consistent over the four months, with call rates either similar to deprivation quintile 4 or 

less, with findings insignificant.  For older men (65+) across the four month periods 

results suggested higher use was associated with deprivation however findings were 

insignificant. 

 

For females, findings were similar whereby for the age groups 16-60 deprivation 

increased use.  However, in contrast older females, during the months of October 2010 

and January 2011 were significantly more likely to be deprived, with this a pattern in the 

other months although not significant.  This could suggest seasonal variation to uptake in 

older females over the winter months.  For the younger age group (0-15), findings similar 

to males were inconsistent, with deprivation significantly increasing use in July 2010, 

deprivation also increasing use in October 2010 and January 2011 although not 

significant, conversely highest call rates were found in the quintile 4 with highest 

deprivation showing a significant reduction in call rates.   
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Table 21: Deprivation, age and sex analysis across all month 

 *0.05 **0.01 ***0.001 

Deprivation 
July 2010 October 2010 January 2011 April 2011 

Chi-square df Sig Chi-square df Sig Chi-square df Sig Chi-square df Sig 

IMD 
(Index of Multiple 

Deprivation) 

Age 1675.94 4 *** 1425.20 4 *** 2463.01 4 *** 1757.211 4 *** 

IMD 169.02 4 *** 217.44 4 *** 288.34 4 *** 196.03 4 *** 

Gender 1199.07 1 *** 1077.58 1 *** 1327.48 1 *** 978.10 1 *** 

Age*IMD 180.16 16 *** 203.34 16 *** 198.85 16 *** 168.40 16 *** 

Age*Gender 536.283 4 *** 500.10 4 *** 574.54 4 *** 463.53 4 *** 

IMD*Gender 9.06 4 NS 9.80 4 * 13.47 4 ** 9.98 4 * 

Gender*IMD*Age 3980.43 33 *** 3576.77 33 *** 5006.56 33 *** 3650.89 33 *** 

 

Education 
Deprivation 

Age 1651.71 4 *** 1409.25 4 *** 2442.16 4 *** 1746.06 4 *** 

Education 75.786 4 *** 103.05 4 *** 184.20 4 *** 101.86 4 *** 

Gender 1209.23 1 *** 1088.22 1 *** 1337.18 1 *** 990.26 1 *** 

Age*Education 67.48 16 *** 90.59 16 *** 87.99 16 *** 78.37 16 *** 

Age*Gender 531.62 4 *** 493.425 4 *** 568.20 4 *** 459.03 4 *** 

Education*Gender 8.69 4 NS 7.90 4 NS 10.68 4 * 9.18 4 NS 

Gender*Education*Age 3775.00 33 *** 3346.62 33 *** 4787.294 33 *** 3466.18 33 *** 

 

Income 
Deprivation 

Age 1674.30 4 *** 1428.86 4 *** 2462.81 4 *** 1760.21 4 *** 

Income 173.36 4 *** 226.99 4 *** 292.86 4 *** 217.90 4 *** 

Gender 1203,25 1 *** 1081.53 1 *** 1330.98 1 *** 980.93 1 *** 

Age*Income 148.882 16 *** 182.86 16 *** 170.86 16 *** 149.04 16 *** 

Age*Gender 531.635 4 *** 495.25 4 *** 570.69 4 *** 459.59 4 *** 

Income*Gender 6.36 4 NS 6.62 4 NS 10.99 4 * 6.63 4 NS 

Gender*Income*Age 3950.02 33 *** 3561.75 33 *** 4979.97 33 *** 3648.82 33 *** 

 

Health Deprivation 

Age 1666.95 4 *** 1419.76 4 *** 2453.24 4 *** 1750.47 4 *** 

Education 118.12 4 *** 173.51 4 *** 234.84 4 *** 122.72 4 *** 

Gender 1202.47 1 *** 1078.23 1 *** 1328.37 1 *** 978.39 1 *** 

Age*Health 176.53 16 *** 194.61 16 *** 184.21 16 *** 172.41 16 *** 

Age*Gender 540.47 4 *** 502.73 4 *** 576.02 4 *** 467.19 4 *** 

Health*Gender 16.49 4 *** 13.57 4 ** 17.38 4 *** 14.59 4 ** 

Gender*Health*Age 3936.24 33 *** 3529.88 33 *** 4944.80 33 *** 3587,91 33 *** 

 

Employment 
Deprivation 

Age 1661.70 4 *** 1414.98 4 *** 2448.59 4 *** 1746.15 4 *** 

Employment 126.52 4 *** 158.76 4 *** 235.84 4 *** 139.79 4 *** 

Gender 1207.64 1 *** 1081.10 1 *** 1333.36 1 *** 981.69 1 *** 

Age*Employment 142.22 16 *** 171.61 16 *** 161.12 16 *** 149.20 16 *** 

Age*Gender 535.65 4 *** 499.34 4 *** 573.91 4 *** 463.51 4 *** 

Employment*Gender 11.81 4 * 8.45 4 * 11.33 4 * 8.49 4 NS 

Gender*Employment*Age 3905.02 33 *** 3485.38 33 *** 4914.99 33 *** 3567.97 33 *** 
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4.8.8.4 Age, gender and income deprivation 

For income deprivation (see Table 21) there were significant main effects for all 

gender*age and income deprivation*age interactions for each of the months (p<.001), 

with strong main effects for all income deprivation*gender*age interactions (p<.001).  

Income deprivation and gender also had the weakest interaction and although was 

significant for January 2011 (X
2
=10.99, 4, p<.05), however, there was no significant 

interactions for July 2010, October 2010 and April 2010 (p>.05).   

 

Appendix 9: (Table 9-16), presents the analysis which suggests that female call rates 

were significantly highest in those who were the highest level of income deprivation 

except for calls by or on behalf of 0-15, whereby the highest call rates were found in 

quintile 4 and then call rates significantly dropped in the highest deprivation.  This finding 

was across all month periods except July 2010, whereby similar call rates were found for 

calls by or on behalf of older people (60+) suggesting that deprivation increases call rates 

for adult calls but reduced in calls about children (<15 years).   

 

For males, a similar pattern was found with younger people call rates dropping in the 

highest level of income deprivation although was not significant.  However, for males 

across all months call rates by or on behalf of patients who were 16+, income deprivation 

appeared to increase uptake, suggesting the more income deprived a person is the more 

likely they are to use NHS Direct.  Similarly, as found for the females there was one 

difference found, whereby for older women (60+) in July 2010, call rates were the same in 

both quintile 4 and 5 areas of high to extreme deprivation. 

4.8.8.5 Age, gender and health deprivation 

For health deprivation (see Table 21), there were also significant main effects for all 

gender*age and employment deprivation*age interactions for each of the months 

(p<.001), with strong main effects for all employment deprivation*gender*age interactions 

(p<.001).  However, health deprivation analysis unlike the other domains highlighted 

strong interactions for health deprivation*gender for July 2010 (X
2
=540.47, 4, p<.001), 

October 2010 (X
2
=502.73, 4, p<.001), and January 2011 (X

2
=576.02, 4, p<.001) and April 

2010 (X
2
=467.19, 4, p<.001).   

 

Appendix 9: (Table 17-24) suggests that for males and females those who were most 

health deprived were more likely to have used NHS Direct in the age groups 16-60/65.  

However, there were gender differences present.  For younger females (0-15) where 

health deprivation increased call rates significantly reduced.  Call rates also lowered in 

males, although call rates were highest for moderate health deprivation (quintile 3) and 
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then progressively lowed as health deprivation increased, although these results were not 

found to be significant.  Therefore, this could suggest that for those with the highest 

health need and lowest access to health services for the age group (0-15) are not using 

NHS Direct. 

 

However, for older females (60+), deprivation significantly increased use across the four 

month periods, although findings were not as consistent for males.  Health deprivation 

increased older men’s use (65+) in July 2010 and April 2010: however, for October 2010 

call rates reduced with high deprivation (quintile 4) and then reduced in highest health 

deprivation.  Further, for January 2011 highest deprivation for older men saw lowest call 

rates, although it is important to outline that none of these findings were significant. 

4.8.8.6 Age, gender and employment deprivation 

For employment deprivation (see Table 21) there were significant main effects for all 

gender*age and employment deprivation*age interactions for each of the months 

(p<.001), with strong main effects for all employment deprivation*gender*age interactions 

(p<.001).  Employment deprivation and gender along with income and education 

deprivation also had the weakest interaction and although was significant for July 2010 

(X
2
=11.81, 4, p<.05), October 2010 (X

2
=8.45, 4, p<.05), and January 2011 (X

2
=11.33, 4, 

p<.05), no significant interaction was found for April 2010 (p>.05). 

 

Negative binominal regressions reported in Appendix 9: (Table 25-32) suggest there were 

age and gender differences noted.   For young females (0-15) as employment deprivation 

increased call rates across all months significantly decreased, with lowest call rates found 

with the highest level of employment deprivation.  For all other ages employment 

deprivation increased use with one difference found in July 2010, where for older women 

(60+) call rates were lowest in the highest level of deprivation. 

 
For males, similar to females calls made by or on behalf of patients aged 16-65 

employment deprivation increased use.  For younger males (0-15) across all months call 

rates increased in moderate deprivation (quintile 3/4), where there was a decline 

associated with severe employment deprivation, although none of these findings were 

significant.  For older patients (65+) call rates were not consistent across the months, 

whereby rates increase with deprivation and then reduce in severe employment 

deprivation, however, for October 2010 similar call rates were found in high (quintile 4) 

and extreme (quintile 5) employment deprivation.   

  



140 

 

4.8.9 Geographical usage using ARC GIS Mapping 

Figure 19 visually demonstrates the calls over the four month periods (July 2010, October 

2010, January 2011 and April 2011) to NHS Direct per primary care trust as a percentage 

of the population in England.  Calls are presented in a heat map where the darkest colour 

(dark red) represents the highest use of NHS Direct where 0.78% - 1.13% of the 

population called NHS Direct,  to the lightest colour (bright yellow) which represents 0.3% 

- 0.55% of the population called NHS Direct.  What is instantly clear across all month 

periods is that highest use is found in the South of England with many low use areas in 

the North of England especially to the West of Nottingham, Sheffield and Leeds going up 

towards Newcastle and Sunderland.   

 

Figures 20-23 highlights a more detailed analysis of the geographic distribution of 

patients who used NHS Direct at Middle Super Output Area (MSOA).  What becomes 

more evident is that more calls are located within larger more urbanised areas.   For 

example, when focusing on the North of England in the national maps it appears that 

there is low usage, however, when focusing at the MSOA level there is higher density of 

callers in the more built up areas such including; Durham, Newcastle Upon Tyne and 

Darlington.   The left side of the north of England covering more rural areas such as 

Carlisle and Richmond has the lowest number of calls with as low as 0.09% of the 

population using NHS Direct with Penrith being the only exception to this.   

 

This is a similar pattern found in the middle of England with high call rates shown around 

the cities of Leeds, Preston and Manchester.  Rural areas such as Ludlow and Hereford 

to the left side of Wales highlight the lowest geographical utilisation.  When focusing on 

the South of England although there appears to be higher utilisation again predominantly 

in the main cities and Towns such as London, Luton with areas in the South West such 

as Newquay and Poole being highlighted as high usage areas.  As seen in the North 

there are still pockets of areas with low utilisation distributed around the towns.
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July 2010     October 2010    January 2011    April20 10

      

Figure 19: Calls to NHS Direct per PCT as a percentage of the population 
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Figure 20: NHS Direct utilisation in July 2010 per MSOA as a percentage 
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Figure 21: NHS Direct utilisation in October 2010 per MSOA as a percentage 
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Figure 22: NHS Direct utilisation in January 2011 per MSOA as a percentage 
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Figure 23: NHS Direct utilisation in April 2011 per MSOA as a percentage 
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To identify confidence intervals for geographic funnel plots were completed for all of the 

four months across three thresholds (average/2SD/3SD) for call rates by local authority 

area highlighting key areas of higher than and lower than expected use of NHS Direct.    

For July 2010, a funnel plot (Figure 24) highlighted 20 local authority areas were 

highlighted as areas of higher than expected usage alongside 20 local authority areas 

identified as areas of lower usage (Table 22).   

 

 

 

 

Figure 24: NHS Direct call rates per 100 standard population in England for July 
2010 
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Note: Population is adjusted due to Standardisation 
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Table 22: Local authority areas of higher and lower use for July 2010 
 

Local authority areas of higher use Local authority areas of lower use 

 Observed 

events 

Rate  Observed 

events 

Rate 

City of London   324   34.5 Oswestry    94     2.4 

Burnley 1,019 11.7 
South 

Shropshire 
  102     2.4 

Blackburn with 

Darwen  
1,612   11.5 Allerdale   246     2.6 

Hyndburn   909    11.1 
Barrow-in-

Furness 
  186     2.6 

Milton Keynes  

 
2,387    10.6 Copeland   195     2.8 

Bradford 

 
5,210    10.6 Isles of Scilly     6     2.9 

Nottingham  2,931    10.1 
North 

Shropshire 
  184     3.1 

Stevenage 

 
  786     9.9 Bridgnorth   166     3.2 

Bournemouth  

 
1,538     9.5 Eden   169     3.3 

Pendle   846     9.5 
Herefordshire 

County  
  596     3.4 

Southend-on-

Sea UA 
1,488     9.4 Teesdale    85     3.5 

Plymouth  2,303     9.2 Ryedale   184     3.5 

Poole  1,273     9.2 Hambleton   302     3.5 

Hillingdon 2,321     9.1 
Shrewsbury & 

Atcham 
  335     3.5 

Islington 1,669     9.0 
South 

Lakeland 
  377     3.6 

Hounslow 2,017     9.0 
Telford and 

Wrekin  
  597     3.7 

Rossendale   589     8.9 Carlisle   394     3.7 

Wakefield 2,865     8.9 Richmondshire   188     3.8 

Brighton & Hove 

  
2,205     8.9 Forest Heath   238     4.0 

Christchurch 

 
  403     8.8 Mid Suffolk   381     4.2 
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For October 2010, a funnel plot (Figure 25) highlighted 20 local authority areas were 

highlighted as areas of higher than expected usage alongside 20 local authority areas 

identified as areas of lower usage (Table 23).   

 

 

 

 

Figure 25: NHS Direct call rates per 100 standard population in England for October 
2010 
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Table 23: Local authority areas of higher and lower use for October 2010 
 

Local authority areas of higher use 

 

Local authority areas of lower use 

 Observed 

events 

Rate  Observed 

events 

Rate 

City of London 

 

245 26.1 Copeland 141 2 

Blackburn with 

Darwen  

1,542 11 Barrow-in-

Furness 

160 2.3 

Burnley 

 

892 10.3 Allerdale 221 2.4 

Bradford 

 

4,997 10.2 Eden 122 2.4 

Milton Keynes 

UA 

2,272 10.1 Ryedale 144 2.7 

Hyndburn 

 

792 9.7 South Lakeland 286 2.7 

Islington 1,720 9.3 Herefordshire 

County 

555 3.1 

Nottingham  

 

2,705 9.3 Hambleton 279 3.2 

Plymouth  

 

2,334 9.3 Darlington  312 3.2 

Bournemouth 

UA 

1,482 9.2 Richmondshire 164 3.3 

Rossendale 583 8.8 North 

Warwickshire 

209 3.4 

Hounslow 1,929 8.6 Forest Heath 

 

208 3.5 

Stevenage 682 8.6 Nuneaton and 

Bedworth 

423 3.5 

Brighton & Hove  2,096 8.5 Hartlepool  

 

320 3.5 

Southend-on-

Sea  

1,337 8.4 Carlisle 383 3.6 

Wandsworth 

 

2,328 8.3 Mid Suffolk 325 3.6 

Poole 

 

1,149 8.3 Isle of Wight  497 3.6 

Leeds 6,155 8.1 Tendring 

 

542 3.7 

Liverpool 3,483 7.9 Telford and 

Wrekin  

595 3.7 

Manchester 3,586 7.9 Babergh 336 3.9 
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For January 2011, a funnel plot (Figure 26) highlighted 20 local authority areas were 

highlighted as areas of higher than expected usage alongside 20 local authority areas 

identified as areas of lower usage (Table 24).   

 

 

 

Figure 26: NHS Direct call rates per 100 standard population in England for January 
2011 
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Table 24 Local authority areas of higher and lower use for January 2011 
 

Local authority areas of higher use Local authority areas of lower use 

 

 Observed 

events 

Rate  Observed 

events 

Rate 

City of London 282 23 Barrow-in-

Furness 

145 2.04 

Hyndburn 

 

969 11.86 Copeland 172 2.46 

Blackburn with 

Darwen  

1610 11.51 Allerdale 253 2.69 

Bradford 

 

5656 11.51 Eden 150 2.91 

Milton Keynes  2499 11.11 South 

Lakeland 

308 2.95 

Burnley 

 

962 11.08 Ryedale 171 3.24 

Rossendale 712 10.79 Herefordshire, 

County 

580 3.27 

Southend-on-Sea  1607 10.11 Telford & 

Wrekin  

598 3.7 

Islington 1866 10.07 Malvern Hills 275 3.72 

Bournemouth  

 

1613 10 East Lindsey 546 3.94 

Brighton & Hove  2424 9.77 Isle of Wight  

 

547 3.95 

Hounslow 

 

2173 9.67 Carlisle 422 3.99 

Chesterfield 

 

963 9.58 Rutland  162 4.35 

Derby UA 

 

2279 9.51 Hambleton 376 4.37 

Stevenage 

 

747 9.42 Boston 260 4.41 

Nottingham UA 

 

2714 9.37 Mid Suffolk 403 4.41 

Hillingdon 

 

2370 9.33 Suffolk Coastal 540 4.46 

Calderdale 

 

1808 9.18 Richmondshire 226 4.55 

Basildon 

 

1545 9.16 Forest Heath 272 4.59 

Poole UA 1270 9.14 Wyre Forest 450 4.6 
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For April 2011, a funnel plot (Figure 27) highlighted 20 local authority areas were 

highlighted as areas of higher than expected usage alongside 20 local authority areas 

identified as areas of lower usage (Table 25 ).   

 

 

 

 

Figure 27: NHS Direct call rates per 100 standard population in England for April 
2011 
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Table 25: Local authority areas of higher and lower use for April 2011 
 

local authority areas of higher use Local authority areas of lower use 

 Observed 

events 

Rate  Observed 

events 

Rate 

City of London 

 

247 26.28 Copeland 147 2.1 

Bradford 

 

5790 11.78 Barrow-in-

Furness 

170 2.39 

Burnley 

 

973 11.21 Allerdale 236 2.51 

Blackburn with 

Darwen  

1501 10.73 Telford and 

Wrekin  

502 3.11 

Southend-on-Sea  

 

1685 10.6 Ryedale 175 3.32 

Bournemouth  1695 10.51 Herefordshire, 

County  

592 3.34 

Milton Keynes  

 

2320 10.32 Eden 174 3.37 

Poole UA 

 

1405 10.12 Darlington  334 3.37 

Pendle 

 

866 9.71 South Lakeland 355 3.4 

Hounslow 

 

2142 9.54 Carlisle 379 3.59 

Taunton Deane 

 

989 9.21 Richmondshire 185 3.72 

Christchurch 

 

420 9.15 Mid Suffolk 356 3.9 

Hyndburn 

 

744 9.11 Harrogate 615 3.98 

Chesterfield 

 

914 9.09 East Lindsey 556 4.01 

Plymouth  

 

2282 9.08 Boston 237 4.02 

North 

Hertfordshire 

1101 9.07 Forest Heath 240 4.05 

Rossendale 

 

597 9.05 Suffolk Coastal 499 4.12 

Hillingdon 2296 9.04 Nuneaton and 

Bedworth 

498 4.14 

Sedgemoor 

 

1001 9.03 Waveney 490 4.18 

Stevenage 

 

708 8.93 Hambleton 361 4.2 
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From the funnel plot analysis there were a number of local authority areas that were 

highlighted as higher or lower use consistently across the four months.  Higher call rate 

representation was found across all four months for the areas of Blackburn with Darwen, 

Bournemouth, Bradford, Burnley, City of London, Hounslow, Hyndburn, Milton Keynes, 

Poole, Rossendale, Southend-on-Sea alongside Stevenage.  Local authority areas with 

higher uptake found over 3 months included; Brighton & Hove, Hillingdon, Islington, 

Nottingham alongside Plymouth.  There were three areas that highlighted higher usage 

over two of the four months which included; Chesterfield, Christchurch and Pendle. 

 

Most of the lower representation of local authority areas was consistent across all four 

months, with 13 areas out of 22 includinng; Allerdale, Barrow-in-Furness, Carlisle, 

Copeland, Eden, Forest Heath, Hambleton, Herefordshire County, Mid Suffolk, 

Richmondshire, Ryedale, South Lakeland and Teleford & Wrekin.  There were a total of 6 

areas who were shown to highlight lower usage across two months, which included; 

Boston, Darlington, East Lindsey, Isle of Wright, Nuneaton and Bedworth alongside 

Suffolk Costal.  It becomes increasingly apparent that higher representation is found in 

more urbanised areas with lower representation in more rural areas, or areas which have 

smaller towns which are not as built up as some of the higher usage areas. 

4.9 Discussion 

4.9.1 Gender 

Descriptive statistics and chi-square analysis confirmed that across all four month 

periods, frequency of use by males and females is not representative of the population 

structure with males using NHS Direct significantly less than females. This finding is 

supported by previous NHS Direct utilisation research which has found that men are 

lower users of NHS Direct compared to their females counterparts (Bibi et al., 2005; 

Cooper et al., 2005; Ullah et al., 2003).  International research that has investigated 

demographic factors in relation to telephone healthcare adoption has also highlighted that 

men have low uptake on telephone based health services in Sweden (Wahlberg and 

Wredling, 1999), Australia (Roland, 2002), America (Conolly et al., 2005; North and 

Varkey, 2009) and New Zealand (Al-Qirim, 2007). 

 

However, this finding supports wider literature that suggests that males are the lowest 

users of primary healthcare services (Annandale and Hunt, 2000; Smaje and Grand, 

1997; Tudiver and Talbot, 1999).  Furthermore, Smith et al., (2006) outlines that men 

generally use all services within the healthcare system to a lesser extent than women, 

with women holding a greater acceptance of and consequently use of healthcare 

services.  The reason for this low uptake has often been explained by sociocultural and 
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biological factors such as the division of labour (Shelton and John, 1996).  along with the 

social construction of ‘hemogenic masculinity’ acting as an important influence on health 

and illness and one that may both prescribe and limit men’s lives (Connell, 1995; Connell, 

1998).  Sociologists have implied that specific behaviour associated with traditional forms 

of masculinity is likely to be hazardous to men’s health, with dominant masculine cultures 

and values may negatively affect patterns of illness and men’s experiences and 

behaviour (Courtenay, 2000a; Courtenay, 2000b).  However, Smith et al., (2006) and Lee 

and Owens (2002) argue that the psychological viewpoint can collectively provide a 

useful approach in addressing health needs of men.    

 

Interestingly, when we lend ourselves to the research of men’s utilisation of technology 

based services a notable pattern is presented.  For example, women have been 

consistently higher users of the telephone whether it be telephone help lines, seeking 

information or for social reasons (Lacohée and Anderson, 2001; Martin, 1988; Moyal, 

1989; Moyal, 1992) whereas men have always been explained as the ‘instrumental users’ 

(Noble, 1987).  For example, Noble (1987) looked at the gendered usage of the domestic 

telephone.  He interviewed 100 men and women and found that as predicted females 

more often than males both made and received intrinsic telephone calls from friends and 

family in terms of help seeking behaviour with males receiving and making more 

instrumental calls.  Men would use the telephone to make calls regarding confirming 

events and discuss business issues.  However, the authors argue that the use of 

domestic and work telephones may change in the context of changing sex roles. 

 

However, in contrast men are higher users than females of the internet thus the 

‘gendered digital divide’ is presented.  For example Kennedy et al., (2003) analysed 

internet use within a National Geographic Survey conducted in 2000 based on 34,839 

Americans and 4,372 Canadians.  Results highlighted that more men than women were 

online in all age categories from young to older people.  Also, men are on the internet 

more frequently than women; showing an average of five hours a week on the web from 

their home computer as compared to an average of three hours per week for women.  

This matters because it is felt that the more frequently a person uses the internet the 

more frequently they engage in online communication, utilise the internet for an 

information resource and use the internet for recreational purposes.   

 

Fewer women believe that communicating on the internet is as safe as other mean of 

communication - is this why they use phones more.  However, interestingly, the only area 

where women use the web more than men is the nurturing role of finding health 

information 65% of women did this compared to 54% of men whereby in 2002 this 

situation reversed 35% of the women compared to 43% of the men finding information 
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online.  Technology itself is often understood as something masculine and men are 

presented as naturally more technologically inclined, using the internet fits their gender 

role, thus Kennedy et al., (2003) argues that as long as gender has social meaning the 

internet will be gendered. 

 

More theoretical exploration is needed at the individual level to determine the low uptake 

from males at an individual level to understand what factors impact on utilisation of 

telephone based healthcare.  Is the low uptake of male users compared to females due to 

the gendered divide of technology? Or is it just an outcome of how men seek healthcare.  

Identification of these barriers will allow a pragmatic approach to building a conceptual 

model to understand men’s healthcare use which will aid understanding of the theoretical 

mechanisms at an individual level that predict use.  Understanding these theoretical 

mechanisms is essential if promotional campaigns are to be successful. 

 

4.9.2 Age 

Highest call rates were found on behalf of children 4 years and under alongside adults 

aged 20-34 years old, with the lowest users characterised as males and older people.  

This trend, except for older people is representative of the utilisation pattern found within 

primary healthcare services in England (Annandale and Hunt, 2000; Smaje and Grand, 

1997; Tudiver and Talbot, 1999).  Therefore the question that arises is why older people 

appear to be the lowest users of NHS Direct although continue to be one of the largest 

cohorts of primary healthcare users (Bowling et al., 1991; Smaje and Grand, 1997; 

Wolinsky and Johnson, 1991).  This suggests that older people may have less awareness 

of NHS Direct.   

 

This issue has been examined previously, for example, David (2005) interviewed a 

sample of patients aged 70 years and above in a GP surgery in the West Midlands, UK.  

Findings highlighted that awareness of NHS Direct declined with age with only 32% were 

aware of NHS Direct (David, 2005).  Furthermore, qualitative research that has explored 

older people’s views of out of hours services has found that satisfaction of current 

healthcare amongst a reluctance to seek healthcare over the phone could be distinct 

barriers to using services such as NHS Direct (Foster et al., 2001), however this research 

is now dated therefore more recent research is needed to highlight if there are any 

changes Older people’s lower use has been evident in previous NHS Direct utilisation 

research (Bibi et al., 2005; Cooper et al., 2005). More recently a study conducted by Hsu 

et al., (2011) aimed to investigate older people’s use of NHS Direct using a cross 

sectional exploratory descriptive design.  All calls (N=402,959) made by or on behalf of 

people aged 65 and over between December 2007 and November 2008 were analysed.  
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The results highlighted that all calls from this group only accounted for 7.2% of service 

use, with urgency and level of symptom being the main reasons for use whereby age 

increases with service use. 

 

This pattern is also seen internationally in telephone based healthcare research, with 

lowest usage found in older age groups highlighted by research conducted in Western 

Australia (Turner et al., 2002), Canada (Leclerc et al., 2003), China (Hsieh et al., 2001) 

and Sweden (Wahlberg and Wredling, 1999).  However, older people remain one the 

highest cohorts along with children of 5 and under of primary healthcare users (Bowling 

et al., 1991; Smaje and Grand, 1997; Wolinsky and Johnson, 1991) explained by their 

high healthcare need.  Therefore, it remains interesting why older people remain the 

lowest users as this could ultimately suggest that older people seem to lack a willingness 

to seek healthcare over the telephone. 

 

David (2005) used a cross sectional design of a 10% sample of patients aged 70 years 

and above in a GP surgery in the West Midlands.  A total of 312 people took part (60% 

response rate) with ages ranging from 70 years to 100 years (Median=78).  From the 

sample 36% were male and 98% considered their ethnicity to be white British.  Results 

highlighted that awareness of NHS Direct declined with age 26% in the 80 and over 

compared to 53% of the 70-79 age group; however, only 32% were aware of NHS Direct.  

Further, those who have used NHS Direct were most likely to have had access to a car in 

the preceding month and twice as likely to have access to a computer and a mobile 

phone.  From the total sample only 5% had used the service with the majority of callers 

used it to explain their health concerns fully and considered it helpful and were satisfied 

with the service.  However, is this an optimistic view of older people’s use of NHS Direct?  

The GP surgery scored well on indices of deprivation, health and education with 

responders predominantly White and able to use technology which could have biased the 

results.  The authors acknowledged that poor sight, hearing, cognition, mobility, dexterity 

or psychological stress may allow older people to struggle although this was not an 

outcome in the research thus could be seen as subjective (David, 2005). 

 

It has been suggested that low knowledge and use of technology within older people is 

an artifact of the ‘digital divide’ which has contributed to their low utilisation (Korupp and 

Szdlik, 2005; Rice and Katz, 2003); however, published studies have highlighted 

increased satisfaction when older people have used telephone based heath applications 

highlighted by increased independence (Tetley et al., 2001).  Looking to how older people 

seek health information it becomes increasingly clear that older people value face to face 

contact.  Raynes et al., (2003) conducted from a literature review three focus groups of 

older people to explore the barriers to seeking information and how to increase inclusion.    
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Findings suggested that older people found printed materials not beneficial and preferred 

to have information orally.  Many participants mentioned  that they want easy access to 

information ‘not told someone will ring you back’ and many did not know how to used 

advance technology systems with none of the participants using the internet.  Face to 

face contact most preferred and appreciated with written feedback to back up with a clear 

desire to be involved in all of the processes. 

 

In summary, there have been a multitude of factors have been proposed as barriers for 

older people to use telephone based healthcare but no exploratory research has been 

done to ascertain the key barriers at interplay.  Research that has been conducted to 

understand older people’s views has been quantitative with small samples which could be 

considered biased without any theoretical underpinning.  Thus it is important to build on 

the theoretical knowledge to allow a fuller understanding of how access could be 

improves. 

4.9.3 Ethnicity 

Analysis supported the hypothesis which as expected the highest users were White 

British with the lowest users being Black (Caribbean and African), Chinese and Asian 

(Indian and Bangladeshi).  This is in line with previous research which has highlighted 

that White British showed the highest observed utilisation and minority ethnic groups 

using the least (Bibi et al., 2008).  However, some ethnic groups including Pakistani and 

Mixed (White and Black African, White and Black Caribbean and any other mixed 

background) used NHS Direct more than expected.  Therefore, previous research may 

have been biased as it was only location based not national thus not presenting a 

national picture. 

 

Therefore, using a national analysis it appears that there seems to be higher use in mixed 

ethnic groups and Pakistani’s with no gender difference noted.  Therefore, it could be that 

that both male and female Pakistani’s alongside mixed ethnic groups have become more 

accustomed to the English healthcare system since previous utilisation studies have 

taken place.   For example, Scheppers et al., (2006) highlights that acculturation and 

familiarity with western health practices is a high predictor for ethnic minority groups to 

subscribe to both western health practices and values alongside their own traditional 

methods of healthcare. 

 

Thus it appears that low usage of NHS Direct by ethnic minorities is not consistent over 

all ethnic backgrounds.  It is especially important to determine accessibility issues as 

minority ethnic groups especially South Asian and Black are the highest users of primary 

healthcare services especially general practitioners and hospital accident and emergency 
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services (Balarajan et al., 1989; Campbell and Rowland, 1998). Therefore, further 

exploration is needed to understand the fundamental barriers which impact on utilisation 

of telephone based healthcare.    

4.9.5 Age, Gender and Deprivation 

When analyzing for deprivation there were age and gender differences demonstrated 

(Appendix 8).  Supporting previous research (Cook et al., in press) and demonstrating 

that this finding remains consistent over a year period.  For both males and females, 

deprivation increased use with highest call rates found for those aged 16-65/60 years old.  

For males, this population subgroup are often not frequent users of healthcare (Galdas et 

al., 2005; Smaje and Grand, 1997)
 
therefore this presents a positive public health finding 

and opens a debate about how telephone based healthcare can increase access to low 

users of healthcare.  

 

However, for children (0-15 years) calls were highest in areas of moderate deprivation 

(quintile 4) and reduced in areas of extreme deprivation over three of the sampled 

months (July 2010, January, 2011, April 2011).  Furthermore, across all four months call 

rates on behalf of children (0-15) were highest in areas of high deprivation (quintile 4).  

However, call rate reduced in areas of extreme deprivation over all months.  This 

supports previous research which has suggested.  This research supports previous 

research which suggests that deprivation increases call rates for adult calls but reduced 

in calls about children (<15 years) (Cooper et al., 2005).   

 

However, there were gender differences noted for older people (60/65+), whereby, for 

men (65 years +) call rates were highest in areas of high deprivation, however, call rates 

reduced in areas of extreme deprivation (quintile 5).  Conversely data from October 2010, 

and January 2011 suggested deprivation increased use for older females (60 years+), 

with the other two months (July 2010, April 2010) suggesting similar results to males with 

highest call rates found in areas of high deprivation (quintile 4).  However, the increase of 

call rates for females during these months could be attributed to an increase of 

communicable disease in winter.   

 

In relation to age, genders across the four domains of deprivation (education, income, 

health and employment) differences were also found.  Deprivation and gender had the 

weakest interaction, which was not significant across IMD, education, income and 

employment, however, for health deprivation a strong interaction was found across all 

months, whereby calls decreased as health deprivation increased for calls by or on behalf 

of children and older people.  These results support the literature which highlights this 

group as the highest users of GP services and having the highest health need (Gilthorpe 
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and Wilson, 2003).  However, the health domain is conceptualised by measures that 

relate to chronic health conditions, thus it would be expected that they would require 

hospital treatment and would not be amenable to telephone assessment of a 

symptomatic need. Furthermore, this domain does not account for aspects of behaviour 

or environment that may be predictive of future health deprivation which may be of 

extreme interest to understand how this impact on the uptake of telephone based 

healthcare.   

4.9.6 Geographical usage 

It seems somewhat surprising that more remote and rural geographical areas highlight 

low utilisation mainly because NHS Direct was set to overcome inequalities in healthcare 

to support remote areas (Snooks et al., 2007; Watt et al., 1993).  This finding cannot be 

compared to previous NHS Direct utilisation studies as no studies have analysed usage 

in rural areas although it has been suggested that rural areas could well be the lowest 

users (Cooper et al., 2005).  More urbanised areas would have more available health 

services which are geographically easy to access thus it could be expected that this 

would indicate low usage; however, this is the contrary.  Built cities such as London, 

Leeds, Nottingham and Birmingham were shown to have the highest call density.   

 

However, when we review international literature it appears that this pattern is not 

uncommon. For example Western Australia set up ’Health Direct’ which was launched in 

May 1999 and operated 24/7 care to the whole of the state.  A key aim of this service was 

to support remote areas with healthcare (Roland, 2002).  Turner et al., (2002) evaluated 

this service and took 24 months of data from its inception.  Findings confirmed there were 

a total of 315, 784 inbound calls, averaging out at 13,158 calls per month; however, 

interestingly only 6% of these calls were from rural areas.  Therefore, there could be 

other factors interplay which is not related to geographic access but rather attitudes and 

perceptions towards telephone based healthcare.  Thus theoretical exploration is needed 

to determine barriers of telephone healthcare using a rural case study which will allow a 

fuller understanding of the needs of rural communities in the context of telephone based 

health services. 

4.9.7 Summary and Limitations 

 

This research is the first national analysis that has used current NHS Direct data which 

has provided a theoretically systematic approach to understanding the socio-

demographic characteristics of NHS Direct users which has built on previous research in 

the field.    The statistical advances have also been a clear strength of this research, 

where the IMD 2007 has been a more current deprivation proxy with the addition of 



161 

 

including lower super output areas in the analysis who have made no calls so that the 

analysis was not biased.   

 

However, there have been some limitations that should be considered.  Firstly, the data 

has been collected via the Clinical Assessment Software (CAS) where there were some 

missing postcodes, ages and gender which had to be excluded for the binominal 

regressional analysis; however, the number excluded was not felt to impact on the 

statistical interpretation of analysis.  When aggregating the data population estimates 

from mid-2009 (ONS, 2010a) were used, these are only estimates and thus are not as 

accurate as census; however, the last census was 2001 and the latest census data was 

not available.  Further, age categories had to follow the structure of the dataset so 

analysis was limited to five age categories.  One final limitation that should be considered 

is that this research focused did use out of hours services as an outcome variable, 

therefore to look at the impact of deprivation on NHS Direct alongside all out of hours 

care would provide interesting scope for future research.   

 

There are also limitations of the IMD which which should also be considered. The ID 

2007 scores and ranks cannot be used as an absolute measure of deprivation and 

cannot take into account absolute change over time.  Importantly, using the ID 2007 can 

suggest that one LSOA is more deprived that another LSOA it is not possible to say ‘how 

much more deprived’.  Measures within the LSOA cannot be compared i.e. health 

deprivation and disability domain as scores have different ranges and minimum/maximum 

values, in such cases ranks should be used.  Furthermore, how the domains are 

measured need to be taken into account when understanding the findings, for example 

the health domain may not be a relevant proxy to understand the uptake of telephone 

based healthcare, whereby if health deprivation is measured by chronic health, it could be 

argued that these groups would be more suited to seeking GP support. 

 

Conceptualising deprivation continues to be a complex issue, and although there is some 

effort to achieve granularity the limitations of this approach should be considered.  

However, in consideration of the strengths and limitations it is felt that this measure has 

presented a systematic approach to understand deprivation that  that is relevant to the 

uptake of NHS Direct, that has built on the methodological knowledge of previous 

research.  

 

Conclusion 

These findings will assist the development of promotional campaigns to target particular 

sections of the population encouraging increased use of telephone based health advice 

and information. Further research is needed to explore the underlying factors that 
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contribute to the variation in uptake of telephone based health services. As uptake of 

NHS Direct services increases, it is imperative to examine whether there has been any 

consequential impact on the uptake of other NHS services. This evidence-base will assist 

the commissioning and provision of future remote telephone based health services. 
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Chapter 5 Utilisation of telephone based healthcare: 
Development of a theoretical framework 

5.1 Introduction 

The first study presented in chapter 4 identified that there is a wide variation of 

geographical and socio-demographic utilisation of NHS Direct.  Therefore, understanding 

is needed to explore why some people use telephone based healthcare and others do 

not. This chapter aims to answer this question by evaluating the literature to identify the 

role that social processes alongside psychological processes may have on the utilisation 

of telephone based health services as an objective in line with addressing the second aim 

(chapter 1). 

 

Socio-cognitive models have provided researchers with a theoretical framework to predict 

and explain how individuals seek healthcare. These models, developed to predict 

possible behaviour patterns are based on a mixture of demographic, social, emotional 

and cognitive factors, perceived symptoms, access to care and personality.  The 

underlying assumption is that behaviour is best understood in terms of an individual’s 

perception of their social environment (Conner and Norman, 2009).  However, few 

studies have linked this framework to determine utilisation of telephone based healthcare 

considering this approach weak or even irrelevant thus theoretical expansion is needed 

(Mackert, 2006).   

 

This literature review has explored and critically evaluated social cognition models 

focusing on their theoretical underpinnings and their relevance towards a telephone 

based model of healthcare.  This critical review has drawn on research that has applied 

constructs of the models to determine health behaviour focusing on both the strengths 

and the limitations.  The presented evidence has enabled the development of theoretical 

conceptual framework to allow an understanding of key constructs which need qualitative 

exploration in the realms of telephone based healthcare adoption. 

5.1.1 A socio-cognitive approach 

5.1.2.1 Background 

The origins of socio-cognition can be traced back to the end of the 19
th
 century through 

the psychology’s roots in the holistic philosophical approach to the study of scientific 
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behaviour (Fiske and Taylor, 1991). However, it was not until the 1950’s where the 

introduction of the theoretical principles of cognition were applied to social cognition 

(Lewin, 1951).  The interest of socio-cognitive approach has become a huge part of social 

psychology for the last quarter of a century (Conner and Norman, 2009) with its ever 

increasing application to health.   

 

Conner and Norman (2009), outline that social cognitions are ‘concerned with how 

individuals make sense of social situations’ (p. 5).  Furthermore, Fiske and Taylor (1991) 

outline that this approach focuses on individual cognitions or thoughts as processes 

which intervene between observable stimuli and responses in specific real world 

situations.   Social cognitive models have been able to describe the core cognitions that 

regulate behaviour and have provided a basis for understanding the determinants of 

behaviour and behaviour change (Conner, 1993; Conner and Sparks, 1996).  Within the 

socio-cognitive approach there are two basic clusters of models, (1) models that explain 

information processing and (2) models addressing motivational and volitional processes 

in decision making and behavioural enactment (Conner and Norman, 2009).  It is the 

second genre of model which has been applied to predict health behaviour and is 

discussed in greater detail in this chapter. 

 

5.1.2.2 Why use socio-cognitive models as a theoretical framework 

A great proportion of psychological research in the area of health is greatly influenced by 

the social cognition paradigm.  For example, Cummings et al., (1980) took a large range 

of variables (N=109) from 14 different health behaviour models to investigate what factors 

influenced the performance of behaviour; namely health utilisation alongside preventative 

health behaviours.  Results indicated that there were six distinct factors; one was 

accessibility which has been linked to health service access (Dahlgren and Whitehead, 

1991; Whitehead and Dahlgren, 2006), with the other demographic.  However, the other 

three were socio cognitive factors (beliefs, attitudes, knowledge).  Thus, it becomes 

increasingly apparent that characteristics of the individual shape behaviour acquired 

through socialisation, but moreover individuals differentiate between individuals and are 

also open to change.  Therefore, socio-cognitive factors can provide a fuller picture 

because of their use of understanding individual social and health behaviours (Conner 

and Norman, 2009). 

 

Furthermore, social cognition models can provide a clear theoretical framework to guide 

research.  There is a great overlap of many of the variables across social cognitive 

models thus, suggesting that these variables indeed represent key components in 

explaining behaviour (Armitage and Conner, 2000).  Over the years, such models have 
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been very popular as they are considered to be the most successful route leading to 

interventions in order to modify future health behaviours and behavioural outcomes. 

These models provide an understanding of the basic determinants of behaviour and 

behaviour change. They also provide the basis in designing interventions to change 

behaviour, by pointing out important targets that should be accounted for.  

 

5.2 Understanding the importance of cognition and self-efficacy 

5.2.1 Social Cognitive Theory 

Social-cognitive Theory (SCT) was introduced by Bandura following the work of Rotter in 

the influential paper ‘Self-efficacy: Toward a unified theory of behaviour change‘ 

(Bandura, 1977; Rotter, 1966b). This approach proposed that human motivation and 

action rely on three major types of expectancies; (a) situation-outcome expectancies 

which essentially refers to ones beliefs about the consequence of the action if no action is 

taken at all (e.g. susceptibility to cardiovascular disease), (b) action-outcome 

expectancies which are beliefs about the actions that need to be taken to achieve the 

outcome (e.g. a good diet will reduce the likelihood of cardiovascular disease) and finally 

(c) perceived self-efficacy which can be determined as the subjective impression of 

whether an individual can carry out a particular behaviour (e.g. if a person believes they 

have the capability to eat a healthy diet).   

 

The SCT is a causal model which proposes that situation-outcome expectancies are 

more indirect predictors of health behaviour, mainly through their impact on action-

outcome expectancies.  Action-outcome expectancies determine health behaviour 

through affecting motivation to perform an action as well as the perception of capability to 

perform the set behaviour.  Self-efficacy is the core construct within this framework and 

affects behaviour both directly (i.e. perceptions of efficacy can lead to engagement in 

actions) and indirectly (i.e. by affecting which behaviours the individuals will choose to 

perform (Bandura, 1977; Schwarzer and Fuchs, 1995). 

 

SCT has been applied to a wide range of health behaviours which have included: 

medication adherence (Stewart et al., 2003), sexual risk behaviours (Trobst et al., 2002), 

physical exercise (Rodgers et al., 2002), nutrition and weight control (Savoca and Miller, 

2001), detection (Schnoll et al., 2002) and addictive behaviours (Cohen and Fromme, 

2002).  Over the years, the role of self-efficacy has gained extreme popularity in the 

realm of health psychology and has been integrated into most health behavior theories.  It 

was integrated into the Health Belief Model as the changed barriers to action 

(Rosenstock et al., 1988).  It has also been a core construct on the revision of the Theory 



166 

 

of Reason Action to the Theory of Planned Behaviour (Azjen, 1985), labeled as 

‘perceived behavioural control’ and has also been a major determinant within the 

Protection Motivation Theory (Maddux and Rogers, 1983) under coping appraisal, which 

will be discussed more fully further on.  In fact, Luszczysnska and Schwarzer (2009) state 

‘self-efficacy models are no longer really distinct form other approaches because the key 

construct that was originally developed within Bandura’s social cognitive theory has 

subsequently proved to be an essential component in all major models’ (p. 143).   

 

Overall, findings suggest that the theoretical application of SCT has been wide ranging 

with self-efficacy proving to be the most influential construct in determining behaviour 

change through its application in socio-cognitive models.  However, it should not be 

viewed as the pinnacle, instead should be seen as a vital construct that also depends on 

other factors which have also been highlighted as being important such as perceived 

norms, attitudes and social factors (Field et al., 2001; Luszczynska and Schwarzer, 

2009).  It could be expected from this research that those with higher levels of self-

efficacy would be more likely to use telephone based health services as such it should be 

taken into consideration to be explored to determine its relevance to understanding 

utilisation in telephone based healthcare. 

5.3 The importance of attitudes towards telephone based healthcare 

5.3.1 Theory of Planned Behaviour 

The Theory of Planned Behaviour (TPB; Figure 24), was developed in the late 1980’s set 

as an extension of the Theory of Reasoned Action (TRA; (Azjen and Fishbein, 1980; 

Fishbein and Azjen, 1975). The TRA suggested that the cause of volitional behaviour 

could be explained by a person’s intention to engage in that behaviour, represented by an 

individual’s motivation (Conner and Sparks, 1996).  It was stipulated that attitudes along 

with subjective norms i.e. perceived social pressure were influential on intention; 

however, what was not clear was what factors were at interplay for attitudes to turn into 

intention.   

 

The TRA and TPB share similar presumptions, i.e. that immediate cognitive antecedents 

to behaviour is through intention, not through attitudes, the predictability still presented 

issues whereby the precursor constructs that fit before intention was not entirely clear 

(Taylor et al., 2006).  As such, TPB expanded the TRA model with its design and 

adaption followed to take into account Bandura’s work of self-efficacy (Azjen, 1985) with 

the addition of perceived behavioural control.  This was considerably important as 

research clearly identified at this period that including a perceived control element to the 
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TRA could strengthen the theoretical model through its application to complex health 

behaviours.   

 

 

 

 

 

 

Figure 28: Theory of planned Behaviour (TPB) Azjen (1985) 

 

Early research had found that general dispositions tended to be poor predictors of 

behaviour within specific situations, with general attitudes being limited in their predictive 

power (Azjen & Fishbein, 1977., Wicker, 1969).  To compensate this Fishbein and Azjen 

(1975) put forward the concept of aggregation, suggesting that any singly behaviour is a 

reflection of the various factors that are unique to that particular occasion, situation and 

action.  Essentially, this suggests that behaviour is within the  situation-specific context 

and as such should be measured in this fashion (Azjen, 1991).   

 

The TPB, similar to the TRA suggests an individual’s intention as the central factor 

conducive to the behavioural intention to perform certain behaviours.  Azjen (1991) 

further suggests that motivational factors influence our intention to perform behaviour but 

further to this they are key indicators to how hard an individual is willing to try and how 

much effort they will exert in order to perform the behaviour.  It is thought that 

engagement in behaviour is determined by the strength of the intention thus the stronger 

the performance. The Theory of Planned Behaviour has three conceptually independent 

determinants which in turn predict intentions, these are: attitudes, subjective norms and 

perceived behavioural control (see Figure 24).  

 

The Theory of Planned Behaviour has been applied to a wide range of behaviours 

(Armitage and Conner, 2001).  These behaviours have included blood donation (Giles 
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and Cairns, 1995), healthy eating (Armitage and Conner, 1999), physical activity 

(Atsalakis and Sleap, 1996), and smoking (Black and Babrow, 1991) amongst many 

others.  Armitage and Conner (2001) conducted a meta-analytic review which specifically 

analysed the application of the TPB to a wide range of behaviours.  A total of 185 

independent studies were analysed that include a wide range of behaviours with findings 

suggesting that the TPB accounted for 27% and 39% of the variance in behaviour and 

intention, respectively.   

 

Findings also suggested then when behaviour measures were self-reported there was 11 

per cent increase of the variance in behaviour, suggesting that self-reports may not 

reflect true health behavioural outcome (physical activity, screening and eating 

behaviour).  When evaluating the constructs of intention, findings suggested that attitude, 

subjective norm and perceived behavioural control significantly account for more of the 

variance in individual’s desires than both intentions and self-predictions.  However, 

intentions and self-predictions were better predictors of behaviour.  Across all studies, the 

subjective norm construct was found to be a weak predictor of intentions (Armitage and 

Conner, 2001).   

 

The TPB has been a framework that has been applied to explain help-seeking behaviour 

although this research is limited.  Hunter et al., (2003) examined how the TPB compared 

to the self-regulation model can be applied to account for help seeking behaviour in a 

sample of women with breast cancer symptoms (N=546).  Intention to seek medical help 

was mediated by attitudes towards help-seeking and perceived behavioural control and 

added a further 7% variance to the self-regulation model.  This research was applied to 

breast cancer symptoms but begins to highlight how constructs of the TPB can provide a 

fuller understanding of specific health seeking behaviours. 

 

Furthermore, Bradley et al., (2002) conducted a qualitative study to build on a conceptual 

model to explain healthcare utilisation.  Using a total of 12 focus groups (N=96), findings 

highlighted that psycho-social factors were viewed an important determinants in a wide 

range of decisions and subsequent behaviours.  With factors such as attitudes, 

knowledge, social norms and perceived control being the most influential it was seen that 

the theoretical framework of the TPB would provide a fuller understanding of utilisation.  

Each construct will be discussed to determine their relevance to the adoption of 

telephone based healthcare more specifically NHS Direct. 

 



169 

 

5.3.1.1 Attitudes 

The first determinant, attitudes, which can be defined as ‘psychological tendencies 

expressed by evaluating a particular entity with some degree of favour or disfavour’ 

(Eagly and Chaiken, 1993) within the TPB adopt a similar approach to that of the 

expectancy-value model of attitudes (Azjen, 1991; Fishbein and Azjen, 1975).  Research 

has generally supported the expectancy-value hypothesis; however, smaller associations 

are found than hoped for albeit many due to methodological limitations.  However, 

optimal rescaling increased its predictability reaching from 10% to 36% thus holding its 

place embodied in the TPB to explain attitude (Azjen, 1985; Azjen and Fishbein, 1980; 

Azjen and Timko, 1986). 

 

Attitudes towards health services have been associated as an important factor upon 

uptake (Kirscht, 1974). For example, Kirscht et al., (1976) found that attitudes appear to 

represent the value and cost of the health service.  Mackenzie (2006) wanted to further 

explore the role of attitudes construct from the TPB to determine intention to utilise health 

services.  A cross sectional study (N=204) measured attitudes and the other components 

of the TPB to determine factors that impact on seeking help with mental health issues.  

Results found that attitudes along with past experience and symptoms accounted for 34% 

of the variance in intention of seeking a GP, with demographics accounting for a further 

9% of variance in intention.    

 

Attitudes were further explored in a qualitative investigation of men’s use of health 

services (Tudiver and Talbot, 1999).  Four focus groups were conducted until saturation 

of themes were reached in a total of 28 physicians to explore factors that impact on 

men’s use of GP’s.  Findings highlighted that negative attitudes towards the service which 

included: disinterest alongside systematic barriers and control beliefs (time, access, 

confidentiality, lack of dignity) were key reasons for men not to use the GP.   

 

Further to this, the TPB has been extensively studied within the adoption of technology 

specifically applied to internet and phone banking (Kim et al., 2005; Mathieson, 1991; Tan 

and Teo, 2000), information transfer systems (Rice, 2003) alongside physicians 

acceptance of telemedicine applications (Chau and Hu, 2002).  In terms of attitudes 

towards telephone healthcare there is support for the TPB can provide a useful model to 

explain telephone based healthcare adoption.  For example, Topocan et al., (2009) 

qualitatively explored factors that impacted on telemedicine adoption, findings suggested 

that positive attitudes towards using the telephone between patients and medical 

practitioners, compatibility of existing practices, values, needs and experiences of 

healthcare with limited negative attitudes which included systematic barriers (time, meet 

the needs of the patient, lack of education) as well as constructs from the Health Belief 
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Model such as perceived cost impacted on behavioural intention of patients towards 

health system usage.    

 

A further aspect is the attitudes towards using telephone based healthcare as a deviation 

from traditional care services, as telemedicine is changing the nature of the patient-

physician relationship (Bashshur et al., 2000; Mandl et al., 1998; Miller, 2000).  Research 

indicates that the more positive the attitudes towards regular care from their GP the less 

likely an individual is to use other services such as NHS Direct (Cragg et al., 1994).  

There is also a wide range of research that has demonstrated that those who have more 

positive attitudes towards face to face care will have negative attitudes to ‘non-traditional’ 

services (Scheppers et al., 2006).   

 

In relation to the impact of empowerment and remote healthcare, Bartlett and Coulson 

(2011) found within an evaluation of on online forums that they have the ability to support 

individuals take more control in the decision making process whereby, 30.5% of 

increased confidence was accounted for by empowerment processes.  However, Miller 

(2000, 2002)    explored the theoretical and contextual characteristics that affect the 

medical encounter within the realm of telemedicine.  In an analysis of 38 studies, the 

content of doctor patient communication under telemedicine was examined.  Each study 

was coded according to 23 categories and a positive or negative rating was assigned to 

each of 213 communication results.  Approximately 80% favoured doctor-patient 

communication through telemedicine with more positive than negative results although 2 

did outline that non-verbal behaviour and lack of touch was problematic. So, why is 

uptake not evenly socio-demographically distributed? 

 

Miller (2002) suggested in line with research of Szasz and Hollender (1958), that there 

were three interaction styles; (1) active passive – where the physician controls the 

decision making process and assumes a dominant role, (2) guidance-co-operation – 

where the physician offers advice that the patient is expected to agree with and follow 

and finally, (3) mutual which places more control in the hand of the patient who 

participate fully with the physician in the treatment and management of their health 

problems (Szasz et al., 1958).   

 

The literature suggested that patient characteristics played a huge factor, with older 

people more likely to accept authority and exhibit passive behaviours in medical 

encounters (Haug, 1979), working class patients tended to communicate more implicitly 

using non-verbal cues (Waitzkin, 1985), minority ethnic groups less positive with 

communication barriers (Hall et al., 1988).  Females and middle class patients tended to 

prefer to have communication verbally and ask more questions (Pendleton and Bochner, 
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1980; Waitzkin, 1985).  This again is interesting as it reflects the utilisation of NHS Direct 

(see systematic review). Therefore, this research will question if attitudes toward 

communicating healthcare over the telephone impacted on the utilisation of NHS Direct, 

specifically focusing on attitudes towards communicating healthcare needs without face 

to face contact in the traditional sense. 

 

Social psychological theory is also relevant to our theoretical understanding which is 

derived from the research of Fisbein and Azjen (Linder-Pelz, 1982).  Linder-Pelz (1982) 

argues that attitude is the affective response that has a direct link to evaluation of patient 

that in turn attributes to positive healthcare outcomes.  Therefore, it could be that 

attitudes towards patient satisfaction are equally as important (Sitzia and Wood, 1997).  

Fitzpatrick (1983) further suggests that the need for familiarity is an important construct of 

help seeking behaviour and patient satisfaction.   

 

This is further supported by Kontopantelis et al., (2010) who evaluated patient satisfaction 

and experience of access to English primary care using a randomly selected sample 

(N=1,999,523).  Analysis used five dimensions from  the 2007/8 GP Access Survey in 

England (getting through on the phone to a practice, getting an early appointment, getting 

an advance appointment, making an appointment with a particular doctor, and surgery 

opening hours).  Results indicated that that lower levels of satisfaction and experience 

was associated with younger people, those of Asian ethnicity, those working full time ant 

those with a long commute to work.  Deprivation had a limited association on patients 

rating suggesting that those from more deprived neighbourhoods were more satisfied 

with their current healthcare, although what is not clear is the how the level of care 

differed between the groups and the use of alternative healthcare for example private, 

NHS Direct. 

 

However, there have been limited studies that have focused on satisfaction in 

telemedicine or telephone based healthcare.  Collins et al., (2000) suggested that 

although there have been few studies satisfaction is good but satisfaction studies that 

seemed to be exploratory or lacked good quality rigorous evaluative data.  Therefore, 

more qualitative approaches are needed to determine if attitude towards satisfaction 

impacts on utilisation.   

 

More recently, Foster et al., (2001) found that attitudes towards health and healthcare 

professionals was the most common theme of barrier towards out of hours care.  For 

example, older people appeared to have ‘old fashioned’ views towards healthcare where 

your GP was your only contact who came and done home visits.   There was also 

considerable value attached to having a familiar GP who were seen as ‘God’ with the 
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nurses seen as individuals who ‘do dressings and simple things’.  Positive attitudes were 

therefore held towards seeing a familiar GP with a high view of continuity of care with 

negative attitudes towards the telephone such as cognitive difficulties (Foster et al., 

2001).  This pattern has been also seen in ethnic minority groups where there is a 

preference for ‘oral traditions’ with apprehensions about communication barriers 

(Hawthorne, 1994; Kumar, 2009; Moyal, 1989; Scheppers et al., 2006; Wright, 1983).   

This links well with the Health Locus of Control, a second genre of model is a construct 

derived from Rotter’s Social Learning Theory (Rotter, 1954). Whereby, Rotter (1966) 

makes the theoretical assumptions that individuals have either internal or external locus 

of control beliefs.  Those who have an internal locus of control belief are presumed to 

think that their own actions relates to their health, whereas those who have external locus 

of control are thought to believe that their health is a result of ‘powerful’ others such as 

God, doctors or fate and chance (Rotter, 1954; Rotter, 1966a).   

 

Therefore, it could be argued that those with external locus of control are less likely to 

use NHS Direct but instead partake in traditional medical care, whereby, those with 

internal locus on control are more likely to use NHS Direct as they take more control of 

their own health, however seeing a doctor could be viewed as internal or external.  

Steptoe and Wardle (2001) assessed internal and external locus of control relationships 

with health behaviours including self- management in over 6000 young adults from 18 

European countries.  Results found that those who had a higher internal locus of control 

were more than 40% more likely to partake in self-management behaviours such as 

physical activity, tooth brushing, seat belt use alongside consumption of fruit and 

vegetables.  This research, therefore, suggests that ‘external’ beliefs could impact on the 

choice of self-management alongside the healthcare decision making process.  However, 

the flip side is that those with external locus of control could be more likely to use NHS 

Direct, as they perceive it to be seeking the advice of the ‘powerful other’.  Therefore, it is 

hard to draw conclusions from such a restricted model in terms of how health locus of 

control interacts with help-seeking behaviour in the telephone based healthcare uptake 

context. 

 

The relevance of doctor-physician relationship has been supported by research in 

telemedicine adoption.  Werner (2004) developed a conceptual model to help frame 

telemedicine utilisation.  Attitudes were signified as the predominant key factor 

highlighted in a literature review.  The proposed framework proposed that three types of 

attitudes; (1) attitudes towards telemedicine, (2) attitudes toward the patient physician 

relationship and (3) satisfaction with current healthcare had a direct link to intention to 

use tele-psychiatry.  A cross sectional study (N=1,204) using pathway analysis confirmed 

the hypothesised relationships, thus suggesting that the TPB can be a useful framework 
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to understand telephone based healthcare utilisation.  Therefore, this research will use 

this as a conceptual framework to qualitatively explore if attitudes towards telephone 

based healthcare, patient physician relationship and current healthcare impacted on their 

decision to use NHS Direct. 

 

Indirect determinants of intentions through attitudes were proposed by Werner and 

Karnieli (2003) as technology anxiety.  Technology anxiety refers to the apprehension an 

individual may face about the use of technology and has been a highly studied 

phenomenon especially in the theoretical field of information science (Lee et al., 2003; 

Venkatesh and Davis, 2000).  In fact ease of use and technology anxiety has been the 

centre point for many conceptual frameworks to explain telemedicine such as the 

Technology Adoption Model (Davis, 1989).  More recently, in a large cross sectional 

study (N=1,204) it was found that technology anxiety explained 36% of the variance to 

attitudes towards the patient-physician relationship and 22% of the variance towards 

attitudes towards telemedicine confirming to be an important factor in relation to attitudes.   

Therefore, this research will qualitatively explore if attitudes towards the technology as a 

form of communication impacted on their decision to not use/use telephone based 

healthcare.  

 

Overall, it has become apparent that attitudes could play an important factor in the uptake 

in telephone based healthcare services such as NHS Direct.  However, telemedicine and 

telephone based healthcare are different in their application so it is not clear if technology 

anxiety would be as important in a health service provision which is relatively simple to 

use.  Therefore, qualitative exploration will be used to understand if similar attitudes in 

terms of satisfaction with current care, attitudes towards tele-heath and attitudes towards 

the patient-physician relationship are influential factors that can be applied to explain 

NHS Direct utilisation.    

 

5.3.1.2 Subjective norms 

Subjective norms, the second construct in the Theory of Planned Behaviour has been 

associated with the perceived social pressure from others (i.e. family, friends) to perform 

or not perform certain behaviours, with normative beliefs acting as it antecedent.  An 

example of this would be if a teenage girl whose friends practice safe sex were more 

likely to hold the intentions to practice safe sex.  Subjective norms are a multiplicative 

sum of the two sets of normative beliefs (i.e. a subjective probability) which together 

account for the subjective likelihood those specific salient groups or individuals comply 

(Conner and Norman, 2009; Taylor et al., 2006).  Normative beliefs are principally 
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concerned with how important others or groups approve or disapprove of performing a 

given behaviour (Azjen, 1991).   

 

Azjen (1991) further states that the strength of a subjective norm is discretionary to an 

individual’s appraisal of the beliefs of important others and how motivated the individual is 

to comply with the beliefs of important others.  So, an example of this would be if a 

friend/brother/parent approved of an individual taking part in a leisure activity, and the 

individual was motivated to comply with the friend/brother/parent’s belief then the 

individual is more likely to take part in that activity.   

 

Research has highlighted that individuals are influenced by others opinions and 

behaviours when choosing healthcare (Topacan et al., 2009).  Topacan (2009) identified 

factors that impacted on telemedicine adoption and found that social pressure namely 

subjective norms were a predominant factor when choosing to use the service.  It was 

also found that if using the service increased positive perceptions of themselves they 

were more likely to use telemedicine services.  In fact Andersen and Newman (1973) the 

founders of the socio-behavioural model used to explain utilisation of health services 

argue that attitudes and beliefs may not be a direct reason for seeking healthcare, 

although they may influence social factors such as subjective norms which will impact 

their decision to seek healthcare.  It could be proposed that those who have family/friends 

who use NHS Direct will be more likely to use NHS Direct.  Therefore, this research will 

explore the health practices of others and how that impacted on their decision to use/not 

use NHS Direct set within the TPB framework.  

 

5.3.1.3 Perceived Behavioural Control 

Finally, the perceived behavioural control construct within the Theory of Planned 

Behaviour refers to the perceived ease or difficulty in performing the given behaviour, 

influenced by the individual’s perception of if they can access the resources and 

opportunities necessary to successfully perform the behaviour.  Control beliefs also 

known as self-efficacy influence perceived behavioural control which in turn can directly 

impact on behaviour or can be mediated via behavioural intentions (Azjen, 1991) 

something which both attitudes and subjective norms are unable to do.  This construct 

can be described as both internal (knowledge, skills, emotions) and external 

(opportunities, dependence on others, barriers) dependent on the given situation (Conner 

& Norman, 1995).  In sum, each control belief is multiplied by the perceived power of the 

particular control factor which will enable performance of the behaviour  which concludes 

the overall sum of perceived behavioural control (Azjen, 1991).   
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This construct has been found to be predictive of smoking (McMillan and Conner, 2003), 

condom use (Sparks et al., 2004), dietary behaviours (Armitage and Conner, 1999), road 

use (Elliott et al., 2003) and self-examination behaviours (Steadman et al., 2002). 

Furthermore, control beliefs are the fundamental construct to so many theoretical 

frameworks; for example, self-efficacy in the Social Cognitive Theory, self-efficacy in 

coping appraisal and in the Protection Motivation Theory and self-efficacy in the Health 

Action Process Approach.  This highlights how influential the notion of control can be in 

the realm of health adopting behaviours. 

 

However, it was traditionally felt that perceived behavioural control was not an important 

factor to understand utilisation of health services (Wolinsky and Johnson, 1991), instead 

need alongside enabling factors (healthcare access) were seen as the most influential.  

However, Mechanic (1979) argues that trivial significances of psychological variables has 

been an artefact of poor methodology.  Further, the greatest predictor of ‘need’ within the 

Andersen’s Behavioural Model (Andersen and Newman, 1973; Andersen, 1995) have 

neglected to acknowledge that need is manufactured though a variety of psychological 

factors including perceived behavioural control.  For example, imagine someone has 

developed a cold, maybe it be that someone who has high control beliefs has lower 

subjective need thus chooses not to seek emergency care, whereas, someone who has 

low control beliefs has higher subjective need thus chooses to seek emergency care. 

 

Bradley et al., (2002) further challenged this when trying to further develop the 

Andersen’s socio-Behaviour model.  Using a qualitative approach findings uncovered that 

perceived control was a strong determinate of long term healthcare utilisation.  This 

suggests that although enabling and need factors are influential psychological factors 

should be considered as an important constructs to consider when focusing on both 

predicted actual use alongside long term use of healthcare services. 

 

More recently, perceived control has been a more persuasive construct to explaining 

utilisation of technology based applications (Rawstorne et al., 2000; Taylor and Todd, 

1995).   One example of this has been in the realm of internet and telephone based 

banking.  Tan and Teo (2000) highlighted in an online survey (N=100) that perceived 

behavioural control was the most influential construct in predicting use of technology.  It 

was found that if individuals were confident in having the skills to use and adopt the 

technology alongside the facilitating conditions was predictive of use.   

 

Al-Ashban and Burney (2001) explored how demographic characteristics impacted on 

utilisation of telephone based banking.   Results highlighted that those who were more 

exposed and had more experience held higher self confidence in using telephone 
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banking which impacted on use.  Interestingly, those who were of a younger age, had a 

higher education, higher income level were more likely to be confident in using telephone 

banking.  The demography has shown similarities to the adopters of NHS Direct, so it 

could be argued that perceived control beliefs are fundamental in the adoption of 

telephone based healthcare as a technology based system. 

 

Furthermore, perceived behavioural control has been more applied to understand the 

uptake of self-care and health seeking behaviours (Mackian et al., 2004). For example, 

Rodin and Langer (1977) conducted an intervention study to determine if the induction of 

perceived behavioural control as an intervention could take more responsibility for their 

own health.  The results clearly demonstrated that not only were the experimental group 

more likely to partake in self-care activities but physician-rated health alongside mortality 

rates over an 18 month period. 

 

Bailis et al., (2001) proposed that the role of perceived behavioural control would account 

for the socioeconomic differences in self-rated health status.  Using data from the 

National Population Health Survey in Canada (N=11,110) results supported this claim, 

whereby respondents with greater income, more education, and current employment 

reported better general health alongside reduced mental distress and few systems of 

depression.  However, as the authors acknowledge causal interferences should be taken 

with caution due to the cross sectional nature of the study.  However, this study does 

pose some interesting questions.  For example, it could be suggested that socio-

economic differences can account for the variation in perceived behavioural control to 

use telephone based health services such as NHS Direct.   So, it could be that the 

socioeconomic characteristics of control beliefs can explain the utilisation pattern of NHS 

Direct.   

 

In summary it has been highlighted that confidence of self-care and technology may 

impact on the adoption of telephone based healthcare (Mackert, 2006).  Therefore, to 

determine if perceived behavioural control is a relevant construct to enable our 

understanding of adoption of telephone based healthcare two qualitative questions are 

posed.  Firstly, do individuals feel confident in using technology and if so does this impact 

on utilisation, and secondly, does confidence in self-care behaviours impact on an 

individual’s intention to use NHS Direct.  This construct will form part of the conceptual 

model which will aid our understanding using qualitative investigation. 

 

In conclusion, there is a wide range of evidence that the TPB as the predecessor of the 

TRA can predict an extensive range of behaviors.  Overall, findings suggest that the TPB 

can account for 27 per cent and 39 per cent of the variance in behavior and intention, 
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respectively.  However, it appears that both perceived behavioral control and attitudes 

are better predictors of intention with subjective norms showing the weakest element of 

the model.  This model has been proposed as a good framework to explain telemedicine 

and technology adoption; however, no research has investigated the use of this to explain 

telephone based healthcare adoption.   Therefore, due to their consistent variance and 

scope for behavior change that these cognitive constructs (attitudes, subjective norms 

and perceived behavioral control) are warranted further investigation in the realms of 

telephone based healthcare adoption. 

 

However, the TPB has been met with mixed reception (Boer and Seydel, 1996; Conner 

and Sparks, 1996).  Connor and Norman (2009) suggested that this model does not deal 

with the broad social environment which could have an influence on health and 

behaviour.  There has also been criticism for the lack of conceptualisation of affect which 

has been suggested to impact on behaviour (Manstead and Parker, 1995; Semin and 

Fielder, 1996). Finally, the TPB alongside the SCT do not consider internal risk which 

may be an influential factor in understanding uptake of NHS Direct which has been 

considered in the Health Belief Model and Protection Motivation Theory. 

5.3 Is risk important? The role of risk and coping appraisal 

5.3.1 Health Belief Model 

One of the most widely applied models in health psychology is the Health Belief Model 

(HBM) which was developed by Becker and Rosenstock in the late 1950’s (Hochbaum, 

1958; Rosenstock, 1966; Rosenstock, 1974b).  Essentially, the HBM was developed to 

explain why people failed to  participate in programs to prevent disease such as 

Tuberculosis (Jans and Becker, 1984).  The HBM was then further developed Becker in 

the 1970-1980s (Becker et al., 1977; Rosenstock et al., 1988) where the major features 

can be found in figure 25.  The HBM has been one of the most widely used cognitive 

theoretical frameworks, which has been used to explain health related behaviours 

(Bowling, 2002; Glanz and Rimmer, 1994; Glanz et al., 2002) such as; chest 

roentgenograms, preventative dental care, influenza inoculation, reduction in smoking 

alongside adherence to recommended medical regimens which included physician visits, 

with more recent application to predict more general preventative health behaviours 

(Conner and Norman, 2009). 
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Figure 29: Health Belief Model (HBM) (Rosenstock, 1988) 

 

The HBM is based on two aspects of individual’s representation of health and health 

behaviour which include; treat perception and behavioural evaluation (Becker et al., 

1977). Threat perception is constructed on two core beliefs which included: perceived 

susceptibility and perceived seriousness, which suggest that an individual is more likely 

to seek healthcare or commit health behaviour if they perceived themselves as more 

susceptible to a condition or if they appraise their health threat as serious.   

 

Behavioural evaluation comprised also of two core beliefs.  The first one was perceived 

benefits of taking action alongside barriers to taking action are key concepts which 

assume that if the benefits outweigh the barriers then a health action will be taken.   The 

other core belief is cues to action and which are suggested as a necessary factor within 

the HBM.  It is postulate that a trigger, which may either be internal (perception of bodily 

states) or external (interpersonal interactions), impacts on the likelihood of behaviour.   In 

later versions of the model health motivation was added, which construct predicted that if 

a person was motivated and ready then they were more likely to adopt the behaviour 

(Rosenstock, 2005). 

 

Demographics (age, gender, ethnicity) were seen as modifying factors within the HBM, 

along with socio-psychological (personality, social class, peer and group pressure) and 

structural variables (knowledge about the disease, prior contact with disease).  However, 

Rosenstock (1969) suggests that few attempts have been made to show the mechanisms 
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that link behaviour with fixed personal characteristics.  Two fundamental studies are 

relevant which have linked the relationship between personal characteristics and health 

beliefs.  Firstly, Kegeles (1956) investigated relationships among the use of papanicolaou 

tests which look at changes in the cells of the cervix, demographics and beliefs of 

benefits.  Results suggested that personal characteristics and beliefs make independent 

contributions to the understanding of behaviour, with high positive beliefs associated with 

young middle aged females of white British origin.   Whereby, the joint effects of the 

beliefs and the personal characteristics is much greater than the effects of either alone.   

 

The other predominant study is that of Hochbaum (Li et al., 2003) who investigated socio-

demographic characteristics along with a combination of beliefs as identified from the 

HBM.  Findings concluded that socio-demographic characteristics related specifically to 

susceptibility and benefits which was independently associated with taking a voluntary x-

ray.  Therefore these studies support the notion that socio-demographic factors appear to 

modify the relationship between health beliefs and actual behaviour action.  However, 

what is more of interest is how have the concepts of the HBM been applied to health 

utilising behaviour?  

 

There have been many studies that had applied the HBM to a wide range of health 

behaviours including smoking behaviour (Drayton et al., 2002), contraceptive use 

(Wallace, 2002), diet and exercise (Nicklas et al., 2010; Wdowik et al., 2001) self-

management (Yarbrough and Braden, 2001) breast screening behaviour (Rosenstock, 

2005) alongside health service use (Koos, 1954; Rosenstock, 2005).  A more recent 

paper by Rosenstock ‘Why people use health services’ highlighted that published 

research was becoming increasingly superior as it proposed linking mechanisms between 

personal characteristics and behaviour thus demonstrating that health decision making is 

a process.  This process stipulated that an individual goes through a series of stages 

where interactions with persons and events influence decisions and subsequent 

behaviour (Rosenstock, 2005).   

 

To apply this to health service utilisation Rosenstock (2005) suggested that individual 

perceptions namely perceived susceptibility would have to be prevalent, i.e. the 

subjective risk of the symptoms/condition to ensure the individual is ready to act.  

Secondly, perceived seriousness, judged in two forms either clinical/medical i.e. the 

individual sees their health in these terms and may be asking questions as will it lead to 

death or more broader and complex i.e. will my symptoms effect my job, family life and 

social relations.  
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Another modifying factor, Rosenstock (2005) explains, are cues to action which are either 

internal (perception of bodily states) or external (media, communication, interpersonal 

interactions).  It is further stipulated that the intensity is dependent in line with 

susceptibility i.e. if a person feels that they have low susceptibility/severity, intense stimuli 

will be needed with the opposite effect for individuals who have constant susceptibility.  

Previous research has further highlighted that people are more likely to take action if they 

have taken that action previous suggesting a mediating role of experience (Rosenstock, 

2005). 

 

The next factor is benefits of taking action versus barriers to taking action and how this 

relates to preferred path of action.  The behaviour of the individual will depend on both 

availability and effectiveness of action which is influenced by norms and pressures of 

social groups.  Rosenstock (2005) suggests there are three outcomes; firstly, if benefits 

are high and negative aspects are relatively weak then the action in question is likely to 

be taken, or secondly, if the benefits are low and negative aspects are high these will in 

turn function as barriers and will prevent action.  The third outcome is conflict and 

removal from situation which derives when both benefits and negative aspects are both 

high (1974a). 

 

Rosenstock (1966; 2005) suggests that demographic and personality factors influence 

health service use, which in turn lead to the likelihood of action.  Rosenstock’s findings 

proposed that preventative health services such as dental services are predominantly 

used by white, younger or middle aged people, females and by those who are relatively 

better educated and have higher income.  However, for use of primary care there was 

slight differences, for physician use although females were the predominantly highest 

users, the relationship between high socio-economic position and utilisation was 

becoming increasingly less marked.  

 

Campbell and Rowland (2006) further examined the impact of both demographic and 

socio-economic alongside psychological factors which influence decisions to seek 

medical care using a revised version of the HBM.  Findings highlighted that although poor 

health status and social disadvantage increased ‘objective’ medical need and in turn 

consultation rates a range of psycho-social factors also influence consulting behaviour.  

For example, high attenders usually perceived themselves to be both ill and vulnerable to 

illness with limited personal control beliefs.  Severity correlated with the intensity and 

frequency of symptoms which was associated with higher utilisation.   Lowest users were 

more critical of GP’s due to either experience or expectancy and have higher beliefs in 

the benefit of self-care.  Barriers to health service utilisation included:  financial 

(prescription charges, transport costs, lost time from work) or physical barriers (access or 
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negative physical health outcomes.  Thus highest users had the highest faith in general 

practitioners and have the lowest personal control beliefs which  was not considered in 

the original Health Belief Model (2009b).  The results further highlighted that decisions 

can be impacted by their knowledge and understanding of the illness either from personal 

experience or that of friends and relatives  

 

From this research, Campbell (1997) highlighted a pathway model with five distinct 

stages (1) demographic and socio-economic factors (which influence the likelihood of 

getting ill and the response), (2) beliefs about the illness-perception of susceptibility and 

severity and benefits/costs of seeking care, (3) progress of the illness (how it develops 

and how it responds to self-care determines the action taken), (4) Context of the 

individual including social support and lay advice networks and the patients’ knowledge 

and experience of the illness, and finally, (5) actual or perceived barriers.   

 

More recently, Shaw et al., (2008) wanted to evaluate a conceptual model to explain end 

use for primary healthcare adopting a grounded theoretical framework.  A total of 17 men 

and 15 women were interviewed for their experiences of help seeking behaviour in 

relation to urinary symptoms.  Findings highlighted that the help-seeking decision process 

relies heavily on an individual’s knowledge of what might be considered a medical 

symptom with awareness of the possible causes of such symptoms and their potential 

severity, and also knowledge of the types and availability of treatment for such 

symptoms.   

 

So, essentially help seeking depends on the symptom, causal attribution, severity and 

knowledge of treatment available alongside costs and benefits.  It was increasingly clear 

that health seeking behaviour is in fact dependent of psychosocial factors that fit within 

the framework of the HBM.  In terms of NHS Direct perceived risk could be seen as 

misdiagnosis when opting to utilise non face-to-face care.  Walker and Johnson 

(Schwarzer, 1992; Seydel et al., 1990) highlighted that there are two fundamental risk 

factors associated with technology which could impact on utilisation.  Firstly, technical 

performance and functional reliability of the service and secondly concerns surrounding 

personal privacy and security.  The authors hypothesised that the higher the perceived 

risk the higher the desirability for face to face contact.  A significant relationship was 

found; however, it emerged that confidence was the most influential factor.   

 

NHS Direct (1985) in an internal report completed a qualitative investigation to 

understand the low utilisation of older and younger respondents.  A total of eight mini 

focus groups were held involving younger and older men and women conducted in 

Nottingham, Peterborough, Sutton, Coldfield and St Albans.  Findings illustrated that 
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there were a number of factors in line that fit with the HBM framework.  For example, 

younger respondents highlighted that they had a lack of ‘interest’ in heath admitting a 

sense of invincibility.  Further, knowledge was dependent on health situation and socio-

economic status.  Barriers to access involved a lack of awareness and confidence in 

using this service alongside a preference for familiar GP’s.  

 

Older respondents highlighted that health decisions were based on a mix of experience 

and recommendation by friends or family.  Many respondents outlined that they have not 

used the serviced as they have not identified the right circumstances to call.  Older 

respondents acknowledged the barriers to using the service as lack of knowledge and 

awareness of the service, with the preference and contentment for face to face contact 

with their familiar GP.   

 

There were also barriers relating to using the telephone relating to time, duration of call 

and response among the cost it would incur alongside perceived complexity i.e. having to 

answer numerous questions before accessing suitable healthcare.  Therefore, it was 

becoming increasingly clear that the HBM can offer constructs that can help explain 

telephone based healthcare use namely confidence, knowledge alongside actual and 

perceived barriers towards self-management alongside using a telephone based health 

service all of which should be qualitatively explored.   

 

However, there are limitations to this model.  For example, it could be argued that coping 

appraisal could be an important construct which could be used to explain how to 

overcome barriers.  This has been highlighted in models such as the SCT (2006) which 

emphasis processes such as action-outcome expectancies which are needed to be taken 

to achieve the outcome. As such could it be that the very people who do not use services 

such as NHS Direct lack coping resources and this essentially predicts intention.   Further 

to this researchers have also outlined that alternative factors may predict health 

behaviour such as outcome expectancy and the role of attitudes and how these might 

change  which have been largely ignored by the HBM (Rogers, 1975). Rogers (1983) 

further argued that health-related behaviour is related more to the way in which people 

interpret their symptoms (e.g. if you feel unwell and you feel  ill it is not going to cure itself 

then you would probably do something about it).  

 

Thus it seems that the HBM is limited in application to health behaviour but may be a 

better fit with the inclusion of coping appraisal in relation to overcoming barriers and the 

inclusion of social factors.  Taylor et al., (2006) systematically reviewed the HBM 

suggested that the HBM is a list of variables rather than a theory based on adequately 

specified relationships between its core components.    
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Although, one theoretical model that has overcome these limitations is the Protection 

Motivation Theory (Rogers, 2000), whereby, with the inclusion of not only coping 

appraisal has the additional constructs of control attitude and social factors which provide 

a superior framework to that of the HBM. 

 

However, Rosenstock (2005) in response acknowledges that these beliefs are not evenly 

distributed through the population, and it appears that the very people that need to be 

reached do not expose themselves to such information.  Therefore, this research will 

endeavour to explore how barriers, knowledge and perceived susceptibility impact on the 

utilisation of telephone based healthcare using a qualitative research design which will 

help structure the conceptual framework of this research (see section 5.8). Using this 

approach will also help clarify how the relationships with other constructs which have 

been ignored by the HBM such as attitudes, subjective norms and perceived behavioural 

control can provide a more informed understanding of understanding the utility of 

telephone based healthcare.   However, one construct that may further enable our 

understanding is coping appraisal a core determinant of the Protection Motivation Theory. 

 

5.3.2 Protection Motivation Theory 

The Protection Motivation Theory (PMT) developed by Rogers (2000) proposes that 

external and intrapersonal sources of information can initiate two independent appraisal 

processes; threat and coping appraisal (Bandura, 1977) (Figure 26).  Threat appraisal is 

determined by an individual’s perception of susceptibility and severity, whereas coping 

appraisal is characterised by the individual’s assessment of an action that may reduce 

the threat.  It is proposed that coping appraisal is a by-product of an individual’s belief to 

execute the behaviour (self-efficacy) along with the expectancy of diminishing the threat 

by carrying out an action (Action-outcome expectancy).  Both cognitive appraisal 

processes are responsible for the adaptive or maladaptive responses which form the 

‘protection-motivation’ intention, predicted to cause the required health action.  Thus 

Rogers (1983) outlines that if an individual believes they are facing a severe health threat 

and they are highly susceptible they are more likely to have a maladaptive response. 
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Figure 30: Protection Motivation Theory (Rogers, 2000)  

 

The PMT was originally designed as a framework for understand the impact of fear 

appeals; however, a second strand of research has used the PMT as a social cognition 

model to predict health promoting and health compromising behaviour (Ah et al., 2004; 

Marks and Allegrante, 2005). In terms of application effectiveness a meta-analysis 

conducted by Floyd and colleagues (2004) found that coping appraisal variables are 

stronger predictions than threat appraisal.  It therefore seems that self-efficacy, borrowed 

from the social learning theory (Boer and Seydel, 1996) which continues to be the 

strongest predictor of health behaviour (Bennett et al., 1998; Rudman et al., 1999).  

 

In terms of the application of the PMT to health seeking behaviour there has been mixed 

reception.  Mackian et al., (2004) outlines that this is due to its narrow approach to how 

people seek care (Conner and Norman, 2009; Floyd et al., 2000).  Furthermore, there 

has been no research to date that has applied the PMT to understand the adoption of 

telemedicine or telephone based healthcare so could this be a missed opportunity?  

 

Although the focus is not related to the effects of threat appeals so as a full model it is not 

deemed appropriate, two constructs are of interest and need further exploration; illness 

threat and coping appraisal.  For example, there has been more positive results found in 

the application of self-adherence and self-management which has highlighted that the 

PMT constructs have been predictive of adherence intentions and behaviour (Schwarzer, 

1992).  Although NHS Direct focus is not self-adherence, coping appraisal and threat of 

illness may be important factors for seeking self-care over the telephone and these 

constructs should be qualitatively explored. 



185 

 

For example, it could be hypothesised that users of NHS Direct have lower levels of 

susceptibility compared to those who use emergency face to face healthcare services 

e.g. A&E, out of hours walk in centres.  Mo and Coulson (2012) explored the psycho-

social predictors of adaptive and maladaptive coping in an online support group for 

individuals living with HIV/AIDS (N=340).  Although a true comparison cannot be made, 

results indicated that a causal pathway was found between self-care self-efficacy and 

adaptive coping alongside lower levels of maladaptive coping.  This could suggest that 

low users of NHS Direct may not only have higher perceived levels of susceptibility but 

also lower levels of self-care self-efficacy. 

 

Another limitation was uncovered in a meta-analysis which found that protection 

motivation is a stronger predictor of concurrent behaviour than to future behaviour; with 

many of the relationships although significant are in need of further replication (Conner 

and Sparks, 1996).  This could be due to many of the methodological limitations with 

most studies being cross sectional in design making it difficult to tease out the predictive 

power of PMT as a social cognitive model of health behaviour versus a framework to 

develop and evaluate interventions (Schwarzer, 1992).  Furthermore, there is also no 

distinction between a motivational stage, which is dominated by cognitive variables, and a 

volitional phase, where action is planned, performed and maintained (2005), thus, the 

model is viewed as static (Sniehotta et al., 2005; Sniehotta et al., 2006).    Therefore, the 

Health Action Process Approach is discussed in relation to the inclusion of volition, 

proposed as a good model with the addition of threat appraisal and self-efficacy. 

5.4 The intention-behaviour gap: The volition phase 

5.4.1 Health Action Process Approach 

The Health Action Process Approach (HAPA), a model developed by Schwarzer (1992) 

to overcome the limitation of previous theories that were unable to overcome the 

‘intention-behaviour gap’ which was described by Sniehotta et al., (2005) who suggested 

that although individuals may develop an intention to change their behavior did not 

always equate to action  thus detailed action planning alongside self-efficacy and action 

control were seen as key mediators between intention and behavior (Schwarzer, 2011).  

The HAPA has the theoretical underpinning of the Theory of Planned Behaviour 

alongside self-efficacy developed as a two stage process model (Figure 27).  The HAPA 

has two distinct phases; the motivation phase and the volition phase which will be 

discussed in full. 

 

Firstly, the motivation phase, as shown in figure 27 determines the intention to adopt or 

change the risk behaviour is the directed outcome predicted by self-efficacy and outcome 
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expectancies.  Previously, models have treated these constructs as unrelated; however, 

Schwarzer (1992) argues there could be sequential and causal order among them. 

Outcome expectancies are viewed as antecedents of self-efficacy because it is 

suggested that individuals often think about the consequences of behavior before they 

question if they can take the action themselves.  Self-efficacy is viewed as the mediator 

between outcome expectancies and intention however the value of each change under 

the situation in question.  For example, if a person has no experience in a behavior then 

outcome expectancies are viewed to have the stronger direct influence. 

 

The other construct, risk perceptions is thought to have a direct influence on intention; 

however the strength of this relationship has been questioned.  Schwarzer (2011) argues 

that risk perception within the motivation and volition phase has been overestimated; 

whereby, fear appeals have held limited value mainly because individuals need to draw 

on their own coping resources.  Therefore, this suggests that instead of focusing on the 

threat more emphasis should be made upon the coping resources and personal coping 

capabilities to manage health threats. Further, it is suggested a level of threat must exist 

for an individual to contemplate the benefits of possible actions, although self-efficacy 

and outcome expectancies are seen to dominate this path to intentions, these processes 

also highlighted in the SCT. 

 

The second stage; the volition phase is the subsequent action of the motivation phase i.e. 

how hard an individual tries and what individuals choose to do.  This distinct phase 

consists of three levels; cognitive, behavioural and situational.  It is suggested that it is 

the cognitions that control the action which is subdivided into action plans and action 

control. 

 

Schwarzer (1992) argues that when a preference for a particular health behavior has 

been shaped, the intention has to be transformed into detailed instructions of how to 

perform the desired action.  So, for example, an individual needs to seek healthcare 

advice, it has to be planned how to do it; i.e. who to contact, when and where to seek 

help etc.  Thus, a goal directive action plan is derived with algorithms of action 

sequences.  In this phase it is self-efficacy which is the strongest predictor as the action 

plans will be dependent on an individual’s perceived competence and experience.    

These cognitions are highly important as it is suggested that if they did not exist a person 

would only react in a trial and error approach unable to locate the available resources 

(Schwarzer, 2008; Schwarzer, 2011). 

 

Once an action has been initiated it is controlled by the cognitions to ensure it is 

maintained, and once an action is being performed it is self-efficacy which determines the 
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amount of effort invested and perseverance.  People with high levels of self-efficacy are 

less likely to foresee failure, visualize success and persevere when faced with obstacles 

(Leventhal et al., 1998).  Coping and recovery self-efficacy operate the meta-cognitive 

skills which are matched to the specific risk situations. 

 

Within the volition phase there are also situational barriers and opportunities which have 

to be considered.  Schwarzer (1992) argues ‘actions are not only a function of intentions 

and cognitive control, but are also influenced by the perceived and actual environment’.  

So, for example, if a person faces a health threat, an action plan is derived, however, the 

outcome action would be dependent on the social network around them alongside the 

situational barriers.   

 

In summary, the motivational phase highly predictive of outcome expectancies and self-

efficacy although risk perception is thought to be not as influential of a person’s intention 

to change or adopt a desired behavior.  The volition phase is characterized by three 

levels; cognitive, behavioral and situational.  It is the cognitive level that relates to the 

self-regulatory process such as the individuals attempt to return the threat to normal that 

affect both the intentions and actions.  This process adopts action plans amid action 

control and is influenced greatly by perceived self-efficacy along with perceived 

situational barriers and support (Luszczynska and Schwarzer, 2003). 

 

 

Figure 31: Health Action Process Approach (HAPA) (Schwarzer 1992) 
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Interestingly, the HAPA model is distinctly similar to the Self-Regulatory Model developed 

by Leventhal (1987) which focuses on three stages.  The first stage; interpretation of 

health threat, social messages and cues (identify, symptoms, timeline), the second stage; 

action plan or coping strategy (consequences/cure/control) and finally the third stage; 

appraisal of coping strategies (cure/control), the degree to which the disease can be 

prevented (Schwarzer et al., 2007) (see Figure 27).  There are three simple propositions 

(1) people are active problem solvers, they see and define their worlds, select and 

elaborate procedures to manage threats and change the way they represent problems 

when they obtain disconfirming feedback, (2) problem solving process occurs in context 

and finally, (3) the energy expended on motivation to enhance health, and to prevent and 

cure disease is directed to what is perceived to be the most immediate and urgent threat 

and is limited by resources and a satisfaction rule (Gollwitzer, 1999).   

 

Both the HAPA model and Self-Regulation Model stipulate that outcome expectancies 

rely on the individual’s ability to reflect on their actions and subsequent behaviour through 

self-regulatory meta-cognitive processes.  Thus outcome expectations are key constructs 

addresses the effects of response feedback goal accomplishments and related factors.  

Further, both models focus on coping procedures whereby demographic and cultural 

differences are found.  For example Leventhal et al., (1998), outline that older 

respondents are more likely to sought care more quickly and transfer concern about 

diagnosis to their expert advisors i.e. the general practitioner, whereas middle aged 

respondents maintain their daily routine unchanged.  Therefore, it is reasonable to 

assume that the strategies depend upon a particular history of experience with illness and 

healthcare providers as well as on the availability of resources for action, and this 

strategy for information processing will be found at any age.  Furthermore, culture can 

influence how symptomatic labels are categorised and define culturally shared views of 

specific views of specific diseases.  Also, it also impacts on specific procedures for threat 

management (Hunter et al., 2003; Leventhal et al., 1998). 

 

The HAPA and the Self-Regulation Model both provide constructs that are taken from 

other socio-cognitive models such as risk perception is found in Protection Motivation 

Model and the Health Belief Model, self-efficacy is found in the Theory of Planned 

Behaviour, Socio Cognitive Theory and more recently in the Health Belief Model.  

However, this model attempts to overcome the intention-behaviour gap which none of 

these predecessors have successfully been able to do.  However, what has the success 

been of its application? 

 

Schwarzer (2008) recently reviewed five studies including; Physical exercise adherence 

(Schwarzer et al., 2007), breast self-examination (Gollwitzer and Sheeran, 2006), seat 
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belt use (Mackian et al., 2004), dietary behaviour (Gollwitzer and Sheeran, 2006) 

alongside dental hygiene (2006).   In all studies the model fit well; whereby, importantly it 

was found that planning emerged as a mediator between intentions and behaviours.  

Furthermore, it was found that the majority of the variance of actual behaviour was 

predicted by planning and self-efficacy, with planning the best predictor closely followed 

by action self-efficacy. 

 

Gollwitzer and Sheeran (2006) argue that holding a strong intention does not necessarily 

indicate goal achievement.  The importance of goal intention is normally the most 

important predictor of attainment within many contemporary cognitive theories including 

Social Cognitive Theory, (Azjen, 1991; Azjen and Fishbein, 1980; Fishbein and Azjen, 

1975), Theory of Reasoned Action (TRA) (Rogers, 1983) and Protection Motivation 

Theory (PMT) (1993).  However, it is suggested that facilitating an action plan to how a 

goal can be achieved (when, where and how) has a positive effect on goal attainment.  

Gollwitzer (2008) developed the concept of implementation-intentions which takes form of 

the if-then planning tool (Gollwitzer & Sheeran, 2006).  The ‘if’ part of this tool, relates to 

the anticipated situation, whereby the ‘then’ component consists of the response.  The 

creation of this plan implies that the person commits and can create instant habits thus 

illuminating possible barriers before they have occurred.  In support of this Gollwitzer and 

Sheeran (2006), identified from 94 independent studies covering a large sample of 8461 

participants, that if-then planning significantly increased goal achievement and volition 

compared to other contemporary theory based models (TRA; PMT). 

 

Webb and Sheeran (1998) analysed the underlying mechanisms of implementation 

intentions.  It was found within a meta-analysis that in fact implementation intentions are 

mediated by the strength of the cues and the intended response.  Essentially, these 

effects are accrued from heightened accessibility of specified opportunity and response 

links. Furthermore, Gollwitzer and Schaal (2000) highlighted that in fact implementation 

intentions induce strategic automaticity, which suggests that they are important 

components of the meta-cognitive control of action.  Baggozz and Edwards (1995) further 

argue that implementation-intentions can be strengthened with added appraisals 

including; self-efficacy and outcome expectancies which together form goal directed 

behavior thus goal attainment.   

 

The Self-Regulation Model uses a similar concept of if-then planning relying on individual 

embedded if-then rules for disease management (if part is disease threat, cause, identity, 

consequence, time frame) and the then (what we do given the problem).  The then 

appraisal of coping may lead to an altered response (e.g. the sore that is not helped by 

anti-acid becomes a possible ulcer) and so then a new coping procedure (another then) 
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is a revised problem representation.  This implies that although implementation-intentions 

obtain strong goal achievement its model may depend on other psychological constructs.   

 

This theoretical framework has not been applied to understand health seeking behaviours 

in the realm of the uptake of telephone based healthcare.  However, in terms of 

explaining utilisation of telephone based healthcare the HAPA alongside the Self-

Regulation model provide a volition phase to explain coping appraisal which will provide 

useful information to understand if using telephone based healthcare is part of an action 

plan which is used when the health threat is derived.  For example, could it be that people 

who have low perceived coping appraisal would be less likely to use NHS Direct and 

would be more likely to use more emergency based services i.e. accident and emergency 

based healthcare.  Qualitative exploration of how individuals make decisions around 

healthcare will allow an understanding of the influential factors such as coping resources 

impact on health behaviour outcome.  Coping appraisal alongside self-efficacy and 

perceived risk are all constructs which shape the conceptual model to structure the 

qualitative exploration. 

5.6 Limitations of social cognitive approach 

Although widely accepted for their contribution to help theoretically frame research in the 

realms of health psychology, these models have been subject to some areas of criticism.  

One criticism is with the social cognition, expectancy value theoretical paradigm which 

views individuals as a rational decision maker acknowledging the role of affect, 

systematically reviewing available information and forming behavioural intentions 

(Mechanic, 1979).  Therefore Mackian et al., (2004) suggests that this removes us from 

the social context which more complexly affects the manner that we process and act on 

information.   

 

From a social constructionism perspective it has been argued that social cognition 

models do not consider the individuals experience of a situation or an event (Mechanic, 

1979).  Rogers (1991) challenges that individuals should instead be portrayed ‘as thinking 

machines rather than as aware and insightful, open to being beguiled by convincing tales 

and rhetoric and inventive story tellers’ (p.55).  This viewpoint stipulates that people have 

their own meaning to a situation whereby social cognition models fail to consider the 

individuals experience of a situation or event.   

 

These models have also been criticised for focusing mainly on the mental representations 

of the social world thus not focusing on material, physical and social barriers (Gollwitzer 

and Sheeran, 2006).  For example, Andersen (1995) stipulates that ‘need’ and ‘enabling’ 

factors which include; access to medical care and social barriers are more predictive to 
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understanding utilisation to medical care, with health beliefs only adding limited variance.  

However, Mechanic (1978) argues that these studies have neglected the conception of 

psychological and social processes which would be useful to determine through 

qualitative studies.  

5.7 Summary  

With changing disease patterns and increased access to information and appropriate 

technology, there has been a concomitant rise in public expectations for more control 

over individual’s health destinies.   Adopting a minimalist strategy would remove barriers 

of public access to information, materials, and heath technology that now stand in the 

way of the public demand for more effect lay participation, both personal and political, in 

health and healthcare.   

 

Supporting self-care can improve health outcomes, increase patient satisfaction and help 

in deploying the biggest collaborative resource available to the NHS and social care 

patients and the public.  NHS Direct have represented an exciting opportunity and 

challenge for the NHS to empower patients to take more control over their lives.  

However, it has become apparent that a lack of research and theoretical clarity has been 

restrictive to the area of NHS Direct telephone health applications. 

However, after a full overview of all the theoretical models it has become clear  that many 

constructs could be influential to the uptake of telephone based healthcare, and more 

specifically could be applied to enable our understanding of the utilisation of NHS Direct.  

Figure 28 presents the conceptual model of this research which highlights the key 

constructs that may play an influential role 

 

The conceptual model is based on the TPB; however, other constructs are included 

which are borrowed from other theoretical frameworks.  Attitudes are broken down into 

three exploratory areas; attitudes towards telephone based healthcare using technology, 

attitude towards doctor-patient relationship and attitude towards satisfaction towards 

current care.  Subjective norms remain as similar within the TPB which are highlighted to 

be a predictor albeit small to intention of health behaviour outcome.  Perceived 

behavioural control is closely linked with confidence with using telephone based 

healthcare applied as a technology and as a self-care application.  In addition to this 

threat appraisal is a fundamental part of this conceptual model where it is suggested that 

this construct may be used to overcome perceived susceptibility, severity alongside 

barriers borrowed from the HBM. 

 

It is proposed that once a clear understanding is made on the influential constructs that 

impact on telephone based healthcare this will be able to gain an understanding of why 
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people may and may not choose to use NHS Direct.  It could be argued that some socio-

economic groups will never use NHS Direct, thus theoretical clarity will be able to inform 

us if this is the case.  Furthermore, the importance of developing our theoretical 

understanding is not only useful for future research but also presents a framework which 

will enable theoretically driven interventions such as promotional campaigns to increase 

access.  Furthermore, by using a qualitative exploration it allows for theoretical 

development that will enable quantitative measure development to determine causal 

pathways and hypothesis testing. 
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Figure 32: Conceptual theoretical framework of PhD developed to explore predictors of utilisation of telephone based healthcare 
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Chapter 6 Study 2: Barriers and facilitators to telephone 
based healthcare 
 

From the analysis of the NHS Direct call dataset it was shown that there was a wide 

variation of NHS Direct utilisation on a national level, with the lowest users being men, 

ethnic minority groups and older people.  Analysis suggested that deprivation increased 

use; however, this was not the case for calls for and on behalf of younger and older 

patients.  However, to date there has been no research that has provided a theoretical 

framework to explain utilisation of telephone based healthcare, thus a literature review 

was carried out (chapter 5) which aimed to critically evaluate factors which could explain 

utilisation focusing on socio-cognitive theoretical models.  Further, there has been no 

research that has investigated barriers and facilitators of NHS Direct utilisation from the 

view of NHS Direct service providers and NHS Direct users which could provide useful 

information to enable our understanding of what predicts utilisation, with limited research 

that has explored barriers of utilisation from the views of low user groups.   

 

This chapter presents a qualitative approach to explore the barriers and facilitators 

towards telephone based healthcare using NHS Direct as a case study.   This chapter 

provides the methodology adopted focusing on three sample groups; NHS Direct users, 

NHS Direct service providers (nurses and health advisors) and low users of NHS Direct.  

The inclusion of an urban and rural case study using geographical mapping, geo-

demographic profiling to target low user groups alongside service providers is presented.  

Framework analysis is then provided as a methodology possible to compare cases to 

provide cross themes to determine a theoretical framework to help explain end utilisation 

behaviour of telephone based health services. 

6.2 Aims and objectives  

The work reported in this section aimed to fulfil the requirement in section (1.1 Chapter 

1).  Essentially, this research aimed to explore the perceptions, attitudes and beliefs of 

NHS Direct users, NHS Direct low-user subgroups, alongside NHS Direct service 

providers to ascertain the barriers and facilitators that impact on the utilisation of NHS 

Direct, to determine the psycho-social factors that contribute to the utilisation of NHS 

Direct.  It further wanted to investigate if socio-cognitive models can provide a theoretical 

framework that can be applied to explain telephone based healthcare namely NHS Direct 

utilisation.  The aim and objectives are highlighted below. 
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Pose 
questions to 

explain 
quantitative 
differences 

Qualitative 
data collection 

Qualitataive 
data analysis 

Overall 
findings and 

interpretation 

6.2.1 Aim  

To explore the role of psycho-social processes on the impact of the utilisation of 

telephone based health services using NHS Direct as a case study. 

 

6.2.2 Objectives 

Critically evaluate the relevance of socio-cognitive theoretical concepts to understand and 

predict utilisation of NHS Direct 

Build on existing theoretical knowledge by providing a theoretical framework that can be 

used to explain utilisation of telephone based health service. 

 

6.3 Research design 

The second study is in line with the second stage of the exploratory sequential mixed 

methods research design highlighted in section 4.2 (Figure 11).  To date quantitative 

analysis of NHS Direct call data has been undertaken which has been able to determine 

low user groups of NHS Direct.  This study therefore aimed to explain these geographical 

and socio-demographic differences using a qualitative design for both collection and 

analysis (Figure 29). 

 

 

Figure 33: Second stage of sequential mixed methods research 

 

A qualitative design was used as an exploratory framework to gain insights into 

individual’s perceptions, attitudes and beliefs about using NHS Direct.  It was felt that 

using a qualitative approach will overcome response bias, where it is found that the most 

likely NHS Direct users are the very people who respond to quantitative based surveys 

therefore, not allowing understanding of those who do not use the service (Knowles et al., 

2006).   Kleinman (1983)  outlines that qualitative research is valuable for gaining a 

deeper understanding in relation to illness beliefs, interaction norms, ethnic help seeking 

and treatment responses.  Furthermore, Bradley et al., (2002) suggest that using a 

qualitative design is extremely valuable when informing and building on theoretical 

frameworks and provides a valuable approach in previous research in exploring 
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psychosocial factors that impact of healthcare utilisation, which was determined essential 

to meet the aims of this research.   

 

Focus group methodology was chosen over other methods for three main reasons.  

Firstly, focus groups can be extremely useful in generating data as they involve group 

interaction which can help participants to explore and clarify their views in ways that may 

be less accessible in a one to one interview (Kitzinger, 1995; Powell and Single, 1996).  

Secondly, focus groups are invaluable when exploring individuals’ knowledge and 

experiences and illustrate not only what people think, but how and why they think in a 

particular way, which has been successfully applied to identify views and attitudes 

towards health services (Campbell and Rowland, 1998; Foster et al., 2001; Neale et al., 

2004).  Finally, Ritchie and Spencer (1994a) also outline that focus groups are a good 

alternative to individual interviews as they are open to emergent categories and 

theoretical ideas as well as priori concepts whilst remaining committed to retaining 

diversity and complexity in analysis.  Furthermore, there is respect for the uniqueness of 

individual cases as well as comparative themes and patterns (Ritchie and Spencer, 

1994a). 

 

Previous research that has investigated barriers to using NHS Direct has used a focus 

group approach (Bibi, 2007; NHS Direct, 2009b) which has been valuable in terms of 

understanding barriers.  However, as well as identifying facilitators and barriers this 

research aims to explore theoretical frameworks.  Kitzinger (1995) highlights that where 

existing knowledge of a subject is limited focus groups offer a useful approach to 

exploring theoretical frameworks and at the very least can generate new hypothesis for 

further investigation.   

 

It is important to investigate research that explored the relevance of socio-cognitive 

frameworks through qualitative approaches.  One example of this is by Foster et al., 

(2001) who conducted focus groups to investigate older people’s views to out of hour’s 

services.  Findings illustrated that constructs from the Health Belief Model (Rosenstock, 

1974b) such as perceived barriers, perceived susceptibility, alongside perceived benefits 

and from the Theory of Planned Behaviour (Azjen, 1985) which constructs included 

attitude, subjective norms and personal control beliefs helped explain views.  A similar 

study was conducted by Tudiver and Talbot (1999) who wanted to find barriers to men 

seeking help from the family physician.  Using focus group methodology it became 

increasingly clear that models such as the Health Belief Model and Theory of Planned 

Behaviour best explain utilisation behaviour.  Therefore, it appears that adopting a focus 

group approach will be able to explore and identify theoretical frameworks to meet the 

aims of the study. 
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6.4 Methodology 

6.4.1 Development of research questions 

A protocol of questions, along with potential probes for the focus group topic guides were 

designed to uncover information based on the aims of the research.  Themes explored 

were based on the theoretical concepts derived from socio-cognitive models which were 

discussed in chapter 5.   

 

The first theme, attitudes derived from the Theory of Planned Behaviour (Azjen, 1985) 

which provided the framework for this study encompassed attitudes towards telephone 

based health and using technology, attitude towards doctor-patient relationship.  This was 

explored to identify if attitudes is a strong indicator to why people may or may not uptake 

telephone based healthcare.  For example, this study wanted to uncover if population 

sub-groups who don’t use telephone based healthcare do this because they have a 

preference for face-to-face healthcare, with negative attitudes towards technology i.e. 

using the phone as a medium for this.  Furthermore, this study aimed to explore if people 

who uphold positive attitudes towards doctor-centred decision making would be less likely 

to use a service which essentially supports individuals to self-manage symptoms at 

home.  Some examples of questions used to explore this included:  

 

 What were your attitudes towards NHS Direct (explore advantages and 

disadvantages? 

 How would you compare this type of healthcare communication to other health 

services? 

 How would you rate the communication between yourself and the nurse/health 

advisor?  

 What is your opinion of communicating healthcare via the telephone/internet/NHS 

Direct? For example, being given information, presenting symptoms and 

discussing sensitive health information? 

 

Subjective norms also a component within the TPB were explored, where previous 

research has highlighted it to be influential, for example if NHS Direct was rated more 

positively by influential others, would this increase an individual’s intention individual to 

use the service (Topacan, 2009).  Therefore, this study wanted to uncover if subjective 

norms is a predominant factor when choosing to use telephone based healthcare.  

Questions that explored this included: 

 

 How did other’s use (i.e. friends, family) affect your usage of NHS Direct? 

 Did anyone influence your decision? 
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 Do you know other people that use NHS Direct (i.e. friends, family); what is their 

attitude towards NHS Direct? 

 

The final construct explored thematically was perceived behavioural control.  This aimed 

to understand the importance of confidence to use telephone healthcare systems: 

focusing on the technology, communication and the ability to self-manage symptoms.  

Questions used to explore this included: 

 

 Did you feel confident in using telephone/internet based healthcare? 

 What are your perceptions of the ease of using NHS Direct? Was this a main 

factor in your decision to use NHS Direct?  

 

Themes derived from the Health Belief Model (Rosenstock, 1974b), which focused on 

barriers and benefits towards using telephone based healthcare were explored.  This was 

to identify if the cost outweighed the benefits to using telephone based healthcare.  

Therefore, this theme aimed to uncover structural and perceived barriers alongside 

facilitators with some including: satisfaction with current healthcare, cost, knowledge, 

accessibility across user groups to determine their importance.  Questions used to 

explore this included:  

 

 Have you heard about NHS Direct? Can you tell me what you understand/know 

about NHS Direct? 

 Are you aware of the services that NHS Direct offer (telephone healthcare and e-

health)? 

 Why haven’t you used NHS Direct?  

 In your view what are the barriers to accessing NHS Direct  

 What, if any do you think are the advantages of using NHS Direct? 

 

Another theme derived from the HBM included severity.  This theme was explored to 

identify the importance of perceived severity of symptoms, for example if someone held 

higher perceived severity they would be more likely to use emergency based services.  

This theme closely related to coping appraisal derived from the Protection Motivation 

Theory (Rogers, 1975) to determine how an individual’s coping appraisal impacts on their 

utilisation of a service that enables a person to self-manage their health symptoms.  

Questions used to explore this included: 

 

 If you had a sore throat where would you go for specific information/support? Can 

you take me through your decision to use this/ why these health services. 
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 What was your emotional reaction before using the health service? 

 What was your emotional reaction after using the health service? 

 

All open questions in the focus group guides explored these concepts with probes used 

to gain a deeper insight and understanding. All focus group guides had the same 

theoretical framework; however questions were phrased differently depending on the 

participant group; service, NHS Direct users or NHS Direct lower user groups. The 

reason for this was because some questions were deemed as relevant e.g. ‘what was 

your experience of using NHS Direct?’ for NHS Direct users but was not relevant for 

lower user groups who have not used the service and service providers who may have 

not used the service themselves, therefore it was important for the researcher to explain 

the service before asking questions relating to their attitudes and perceptions.  Also, 

questions were also framed towards health services they use at present, to identify the 

underlying processes of how they currently seek healthcare.  

6.4.2 Research protocol 

The overall research protocol can be found in Table 22.  Each participant group; NHS 

Direct users and NHS Direct low user groups alongside NHS Direct service providers will 

be discussed separately in terms of participants, materials and procedure. 

 

Table 26: Research protocol of all focus groups 

Participants No. 
focus 
group 

Sampling strategy 
employed 

Recruitment No 
participants 
 

Length of 
focus 
group 
 

NHS Direct 
users 

2 Purposive stratified 
sampling 

Advertisement 
through Children 
Activity Centres and 
invitation letter 
 

6-10 60-90 
minutes 

NHS Direct 
low user 
groups  

6-8 
 

Purposive stratified 
sampling 

Urban and rural case 
study: Manchester 
and Mendip 
Community groups 

6-12 60-90 
minutes 

NHS Direct 
service 
providers 

2 Organisational 
sampling 

2 sites –  
Manchester & Bristol  
(case study areas) 
Internal 
advertisement  

6-10 60-90 
minutes 
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6.5 NHS Direct users 

6.5.1 Participants: NHS Direct users 

NHS Direct users were recruited locally in Bedfordshire, through Children’s Activity 

Centres which are a Sure Start initiative providing activities for young children with aims 

to deliver emotional and educational support to their parents.   This sampling approach 

was used taking a stratified sampling approach in which the aim was to select groups that 

display variation on a particular phenomenon but each of which is fairly homogeneous, so 

that subgroups could be compared (Patton, 2002).   

 

Access was authorised by the managers of all sites throughout Bedfordshire, and the 

researcher was given permission to attend relevant Children’s Activity Centres.  The 

researcher approached prospective participants during the groups and screened for 

inclusion criteria which dictated that the participant:  

 

 Had used NHS Direct telephone service at least once in the previous year for 

either themselves or another person 

 Met the characteristics of high usage from study one 

 

Two focus groups were held within this sample group as it was deemed sufficient to 

determine key themes to answer the research questions, although this was dependent on 

saturation of themes (Morgan, 1998a).  If the prospective participant met the inclusion 

criteria they were offered a participation information sheet (Appendix 10), advertisement 

leaflet/poster (Appendix 11) and were asked if they were available to take part in a focus 

group.  The researcher proposed two dates/times as this was felt easier to get a group 

together; however, times were set during the day after lunch time so that it would be more 

suitable for the sample group who have young children in their care.  Prospective 

participants took away the information and were given 24 hours to think over before 

providing consent.    

 

Table 23 presents the composition of the each of the two focus groups.  A total of 17 

participants took part in the two focus groups for ‘NHS Direct users’.  All participants were 

female and were born in the UK with an age range of 21-54 the mean age was 33 years 

(SD=8.4).  The majority of the participants were White British (N=16) with one participant 

who classified their ethnicity as mixed White and Black Caribbean.  
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Table 27: Focus group composition for NHS Direct users 
 

6.5.2 Materials/Procedure 

The focus groups were held in local community centres in Bedfordshire which were at a 

good central location for all the participants.  Before each focus group took place all 

participants were required to read the patient information sheet and read and sign a 

consent form (Appendix 12).  The focus group moderator who was the researcher 

facilitated the focus groups, and there was also a note taker to make observational notes.  

All focus groups were tape recorded and later transcribed.  The facilitator went through 

the topic guide (Appendix 13) using prompts when needed.   The researchers contact 

details were located on the participant information sheet in case any participants wanted 

to withdraw or discuss any issues.  After the focus group had taken place all participants 

were given an incentive high street voucher to the value of £20 which all participants 

signed for.   

6.6 NHS Direct low user groups 

In line with the research objectives to understand the barriers of low users an urban and 

rural case study was used.  This is in line with previous research that has found that an 

ecological case study approach is necessary when investigating geographical and socio-

demographic characteristics of use to make a more informed conclusion.  In healthcare 

utilisation research retrospective case control designs are often used which essentially 

identify patterns of healthcare use (Butz et al., 1993), which have been able to identify 

cohorts for qualitative analysis. 

 

One published report used the City of Preston as a case study to investigate socio-

demographic characteristics of use which also informed the focus groups (Bibi, 2007).  

The areas were chosen for two reasons:  firstly because NHS Direct Northwest Coast 

was one of the ‘first wave sites’ and secondly, because this covers the geographical area 

of Cumbria, Lancashire and North Merseyside who handled in excess of 400,000 calls in 

2001-2002 alone and had a high level of hospital incidence. In respect to the inclusion 

Location  No. of 
participants 

Age/ Gender Ethnicity 

Bedfordshire 8 21-46 
(M=31.25; 
SD=8.15) 

Female (8) 
 

White British (7) 
Mixed: White and Black 
Caribbean (1) 
 

Bedfordshire 9 23-54 
(M=33.78; 
SD=8.94) 

Female (9) 
 

White British (9) 
 
 



202 

 

criteria it is unclear to the importance of this research being a first wave site especially 

since it is over ten years since its inception.  However, it is possible to see why the 

authors focused on hospital incidence, although it is not identified if the City of Preston 

has an above average call incidence.   Therefore, when selecting geographical areas as 

case studies a focus should be made on the strengths of previous health service 

research studies. 

 

Furthermore, qualitative analysis cannot be applied to represent all individuals in England 

therefore focusing on  case study areas using an ecological design can be a useful tool to 

investigate low user groups who have high health need (Bibi, 2007).  Therefore, mortality 

was chosen as a proxy to choose the geographic areas were chosen due as mortality 

statistics as they allow for analysis between the mortality and life expectancy to identify 

geographical differences between regions, districts, wards and output areas (Shaw et al., 

1998; Wohland and Rees, 2010).  A rural and urban area was chosen as all of the 

ecological studies that have analysis NHS Direct utilisation have only focused on urban 

geographical areas; (Bibi et al., 2005; Burt et al., 2003; Cooper et al., 2005).   

Interestingly, Cooper et al., (2005) acknowledge in their research limitations that rural 

areas have been largely ignored.  This is somewhat surprising considering rural areas 

have been linked to low call usage (Cooper et al., 2005).  The importance of also 

choosing rural is that NHS Direct and other telephone based healthcare applications offer 

remote care which can support individuals who may not have instant access to other 

healthcare services and suffer a geographical disadvantage.    

 

This research used the definition of urbanisation and rurality proposed by Bibby and 

Shepherd  (2004).  The authors classify urban and rural areas with the main focus on the 

morphology and the context of settlements.  This definition based on national statistics 

introduced in 2004 defines the rurality of very small census based geography.  This 

classification was accomplished at both the smaller unit (wards and super output areas) 

geography and alongside the local authority level.  As such census output areas with 

populations over 10,000 are urban while the remained are defined as three rural types; 

town and fringe, village or hamlet and dispersed (Figure 30) (Bibby and Shepherd, 2004; 

ONS, 2010c). 

 

Mortality was chosen as the best proxy to identify the case study areas (Gartner et al., 

2008; Gartner et al., 2010; Kyte and Wells, 2010; Wohland and Rees, 2010).  Expected 

life expectancy from birth data 2003-2005 was taken from the office for National statistics 

for the population in the United Kingdom.  The latest mortality estimates were taken from 

the year 2003-5.  From here the first lowest life expectancy urban local authority area 

defined as urban 1 (predominantly major urban) was chosen, as was the first rural local 
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authority area defined as urban 6 (predominantly rural 50/80) with the lowest life 

expectancy.  The two local authorities chosen were Manchester (urban) and Mendip 

(rural).  Manchester (LA code: 00BN), located in the North West of England is the urban 

area in England which has the lowest life expectancy from birth which currently stands at 

72.5 with a lower confidence limit of 72.1 and an upper confidence limit of 72.8 and is 

rank order 428.  Mendip (LA code: 40UB), located in the South West of England is the 

rural local authority area in England which has the lowest life expectancy from birth which 

currently stands at 77.5 with a lower confidence limit of 76.8 and an upper confidence 

limit of 78.2 with a rank order of 176 (ONS, 2006) (see Figure 30).   

 
 

 

Figure 34:  Classification of local authorities (Defra, 2009) 

 

Local Authorities were used as they are a useful geography when looking at urban and 

rural areas as a classification has been used to deal with this unit of geography.  The 

classification is based on three main principles, (1) reporting and analysing data that are 

not available at a more disaggregated level, (2), the classification is not intended for 

detailed targeting of policy or service delivery and (3) viewed within the framework of the 

settlement hierarchy of England as a whole as three main types of settlements 

characterised as; (a) Major and urban areas by having between 250,000 and 750,000, (b) 

set of districts that has the majority of their populations living in rural settlements (over 

50%) and finally, (c) a set of districts where the population includes a mix of urban and 
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rural,  these are referred to  as ‘other urban’ and ‘mixed urban/rural districts’ (Defra, 

2009).  It was felt the geographic locations chosen were selected to benefit the 

participants under enquiry as such contributed to the sample design due to the contextual 

features the location holds. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 35: Protocol of methodology using geographical case studies 

6.6.1 Case study areas 

The methodology of choosing Manchester and Mendip was developed to identify different 

levels and types of rurality and to enable the identification of districts otherwise classified 

as urban which have significant levels of rural population (Figure 31).  Nonetheless, to 

offer context of area analysis Gilthorpe and Wilson (2003) suggest that as a matter of 

course urban measures of area heterogeneity should be provided.  Furthermore, Tunstall 

et al., (2004) outline that in many public health studies the ‘place’ is often ignored thus 

masking the complexity of meaning and processes associated with place which may have 

a huge impact in this case on the utilisation of NHS Direct.  In the words of Tunstall et al., 
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(2004) ‘to move current debates in public health forward it may be useful to view places 

as more than the sum of the current human populations living and dying within them’ (p. 

8). As such it appears that LA’s are a suitable geographic case study unit; however, its 

context is an important factor that should not be ignored and discussed to ensure sound 

conclusions are drawn. 

 

6.6.2 Manchester: Setting the context 

Manchester is a city and metropolitan borough of Greater Manchester, situated in the 

south-central part of North West England, fringed by the Cheshire Plain to the south and 

the Pennines to the north and east.  The city covers some 117sqKm with a population 

density that is over eight times the average for the region.  Population migration into and 

out of the city is significant.  Since 2000 the population has been growing by 1% between 

2008 and 2009.  Population estimates in 2009 suggest that around 464,200 people reside 

in Manchester, thus making Manchester the seventh most populous local authority in 

England (ONS, 2008; 2009)    39, 69.   Population projections released by ONS suggest 

by 2015 the population will continue to increase to 519,00 and to 591,700 by 2033 

(Manchester Partnership, 2011). 

 

In comparison to the national age profile, Manchester has a lower proportion of residents 

aged over 65 (10.8%) compared to 16.2% in England and Wales and interestingly, this is 

decreasing whilst nationally it is increasing (Manchester Partnership, 2011).  Further, 

Manchester has a slightly smaller proportion of younger people but all over ages are 

higher than the national average (Manchester Partnership, 2011).   

 

Manchester boasts a diverse population, with 2007 population estimates highlighting that 

77.6% of the population are white (71% as White British, 3% White Irish and the 

remaining 3.6% white other.  A total of 10.3% of the population were South Asian (2.3% 

Indian, 5.8% Pakistani, 1% Bangladeshi and the remaining 1.2% class as Asian other).  A 

total of 5.5% of the population in Manchester were Black (2% Black Caribbean, 2.7% 

Black African and the remaining 0.5% Other Black), with 3.3% of Mixed race (1.3% Mixed 

White and Black Caribbean, 0.6% Mixed White and Black African, 0.7% Mixed White and 

Asian and finally, 0.7% Other Mixed).  A total of 2.3% of the population were Chinese with 

the remaining 1.4% classed within another ethnic group (ONS, 2007).  The population 

from minority ethnic groups is over double of that of the national average according to 

census statistics (ONS, 2001). 

 

Manchester is equally religiously diverse, whereby the census in 2001 highlighted that 

62.4% of the population are Christian, with 9.1% of the population Muslim with 16% of the 
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population without a religion (ONS, 2001).   The practicing of Muslim religion is almost 

three times above the national average in England highlighting its diversity (ONS, 2001).  

In reference to demography 20.5% are children aged 0-15, with 64% of the population is 

of working age (16-64) with the remaining 15% classified as older (65+) (ONS, 2001).  

Migration offers a significant population change within the city (Manchester Partnership, 

2011).  For example data taken from the 2008 MYE highlighted that 49,320 people 

moved into Manchester (34,500 internal and 14,820 international migrants) and 45,170 

people moved out (36,840 internal and 8,330 international migrants). 

 

The Manchester State of the City report 2009/10 highlighted Manchester suffers 

significant levels of deprivation.  Using the IMD, 2007 Manchester was ranked the fourth 

most deprived local authority in England (Manchester Partnership, 2011).  Further, 

deprivation is widespread across the city but according to the IMD 2007 the most 

deprived areas are in north and east Manchester and in parts of Wythenshawe. In terms 

of crime, population estimates highlight that Manchester has crime levels within the city 

which is higher than the national average.   Further, when focusing on sexual offences 

the number is 1.9 above double of the national average of 0.9, with violence statistics 

almost double (32.7) the national average of 16.7 (ONS, 2003). 

 

Manchester has a fast moving economy which boasts world class universities, knowledge 

based economy as well as a thriving city centre it is also home to a skilled workforce and 

an International Airport.  The city has continued to grow in spite of the economic 

recession.  However, the economic base is changing with more jobs being created in life 

sciences, creative, cultural and media, specialist manufacturing, communication and 

aviation (Manchester Partnership, 2011). 

 

Manchester as a local authority has the lowest life expectancy in England.  Data from the 

period 2006-08 highlights that reasons for this include that men aged >75 who have 

coronary heart disease is the biggest contributor to the life expectancy gap, followed by 

digestive diseases and lung cancer.  For women aged under 75 the biggest contributors 

are digestive diseases, lung cancer and coronary heart disease (Manchester Partnership, 

2011).  There are well documented health inequalities in Manchester, one example of this 

is that women living in the least deprived area lives almost 6 years longer than women in 

the most deprived, with this difference for men being 8 years (Department of Health, 

2010c).  Priority areas for Manchester include the narrowing the life expectancy gap by 

tackling health inequalities, heart disease and cancer. 

 

Manchester has a total of nine hospitals, four of which are general hospitals (Christie 

hospital; Manchester Royal Infirmary; Pennine Acute; St Mary’s hospital and 
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Wythenshawe hospital). One is joined with the Manchester Royal Infirmary as a specialist 

in genetics, maternity and gynaecology (St Mary’s Hospital).  Another one is a community 

hospital (Withington hospital) one is a children’s hospital (Booth Hall hospital), one  a 

dental hospital (University Dental hospital) with the final being an eye hospital 

(Manchester Royal Eye hospital) (MCHM, 2011).   

 

In addition, Manchester holds around 100 General practitioner clinics, which suggests 

that the ratio to GP practice is just fewer than 5000 people per surgery.  Out of the total of 

GP services, 29 hold antenatal clinics, 1 holds a diabetes clinic, 8 hold a family planning 

clinic, 2 hold minor surgery clinics and finally, 2 surgeries hold a mother and baby clinic  

(MCHM, 2011). In Manchester PCT there are a total of 547,395 patients registered with a 

GP, with statistics confirming that there are 353 registered GP practitioners and also 

highlighting that the average practice list size is at 5,164 it is possible to identify that there 

are approximately a ratio of 1 GP to 1,551 patients (ONS, 2010b).  Manchester also 

operates dental clinics and four walk in centres situated around central, northern and 

southern Manchester.  These centres essentially deal with minor illnesses, minor injuries 

and emergency contraception although they are not 24/7.  There is no on call contact 

number for Manchester for out of hour’s medical or dental support aside from NHS Direct. 

 

Focusing on elderly care in Manchester a recent report highlighted that an average total 

of 1,767 per 100,000 population received residential care which is markedly higher than 

the average in England (1,452) (NHS, 2011).  Further to this a total of 728 people per 

100,000 were in nursing care which is also higher than the England average (N=611).  

However, more interestingly a total of 7,488 adults per 100,000 in Manchester were 

receiving community based services which is also higher than the national average 

(N=7,263).  It could be suggested that as there is a higher than average older population 

receiving community based services then there is more likely a higher rate of NHS Direct 

utilisation.  Or on the flip side, could it be that satisfaction with these services means a 

lower rate 

 

6.6.3 Participants: NHS Direct low users (Manchester) 

Figure 32 shows an overview of the recruitment process, this section will go through each 

of the linear stages to determine how participants were recruited. 
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Figure 36: Qualitative sampling strategy using geographical clusters 

 

6.6.3.1 Stage 1: Stratified purposive sampling approach 

Stratified ‘stratum’ sampling is characterized by choosing subgroups for the sample in the 

same proportion that exist in the population.  In effect the ‘stratum’ dictates that the 

collections of individuals known as sampling units are as alike as possible.  The basis for 

this approach is both geographical and on the basis of socio-demographic characteristics.  

The main steps in this approach are to a) firstly identify the target population in this case 

by geographical unit (ward) and b) explore by geo-demographic and community 

characteristics using Mosaic geo-demographic software. The focus group design for 

‘lower users’ will be heterogeneous for socio-demographic characteristics, although will 

be homogeneous for relationship to research issue.   It is felt that doing it at ward level 

communities will belong to the same stratum thus meet the aims of the research. 

6.6.3.2 Stage 2: Identify low usage wards 

The second stage was to choose clusters based on the combination of the four months of 

NHS Direct data for the first case study in Manchester (July 2010, October 2010, January 

2011 and April 2011) which was used to produce an output GIS map of usage.  The data 

was combined to allow for a larger sample to become more representative of low users.  

Figures 33 and 34 represent penetration at the output level and the lower super output 

level and visual demonstrates that in Manchester there are areas of high and low 

utilisation.  
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Geographical 
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Geo-
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Figure 37: Penetration of NHS Direct use in Manchester over the four sampled 
months for Output area 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 38: Penetration of NHS Direct use in Manchester over the four sampled 
months for Lower Super Output Area 
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However, it is more meaningful to understand what these ‘pockets’ of low utilisation look 

like at a higher geographical level so geographical mapping was done at ward level.  

Figure 35 demonstrates penetration at the ward level and highlighting the ward names so 

that it is possible to identify low usage wards.  Again, wards are a more useful geography 

to recruit participants as these areas are more easily identifiable.  Figure 35 highlights 

that the highest utilisation was found in six wards; Charleston, Moston, Newton Heath, 

Chorlton, Barlow Moor, Woodhouse Park which were characterised as having a 

penetration of use of 3.43% and above.   Figure 35 also demonstrates that there are 

seven low usage wards which are defined as wards that have a penetration of use of 

2.54% and lower.  These wards are; Lightbowne, Hulme, Bradford, Gorton North, 

Longsight alongside Fallowfield and Baguely.   
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Figure 39: Ward penetration of NHS Direct in Manchester for the sampled months
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6.6.3.3 Stage 3: Geo-demographic characteristics 

However, this doesn’t tell us anything about the socio-demographic characteristics of 

these geographic areas.  To enable us to have a better understanding and to offer 

context, geo-demographics can offer a useful tool, thus Geo-demographic software 

(Mosaic UK) was used to understand the characteristics of these wards.  Foster (2007) 

defines geo-demographics or ‘segmentation’ as ‘the classification of a population into 

different groups…. for providing services based on an understanding of local populations 

and neighbourhood’ (p. 4).  Foster (2007) outlines that segmentation is a method that 

uses both generalising and summarising data to characterise different segments of the 

population.   The segmentation of populations normally aims to define a small number of 

groups that are able to maximise between group variance, alongside minimise within 

group variance.  In simple terms individuals in one segment should be as similar to one 

another as possible and as different to another segment as possible.     

 

Geo-demographic segmentation systems have been a useful methodological application 

within health research (Hirschfield et al., 1995; Openshaw and Blake, 1995).   Openshaw 

and Blake (1995) outlined that using geo-demographic classifications can be regarded as 

a sophisticated approach to incorporating deprivation rather than traditional methods 

such as Jarman scores and others which have been well documented for limitations.  

Furthermore, using geo-demographic classifications enable researchers to group 

together areas which are similar in terms of their demographic, socio-economic and 

housing composition.  Using this type of analysis enabled the researchers to gain a better 

understanding of geographic variations focusing on lifestyle characteristics and consumer 

behaviour (Hirschfield et al., 1995). 

 

Segmentation is becoming increasingly popular with key advantages such as identifying 

that different neighbourhoods and communities that are served are not entirely 

homogenous in terms of population structure.  For example communities often differ in 

terms of their incomes, age distribution, levels of deprivation, ethnicity, education, 

residential status but they also differ in terms of attitudes, preferred communication 

channels alongside lifestyles and expectations of their local community (Foster, 2007).   

Thus using a segmentation approach is able to identify population segments with higher 

than average propensities for particular incidents, needs, attitudes and behaviour that can 

transform to develop effective service delivery and proactive engagement with local 

communities. 

 

One of the first applications of this methodological approach was by Openshaw and 

Blake (1995) who explored health databases for interesting patterns relating to 
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deprivation.  Post coded data was mapped of disease incidence with areas of a higher 

than 40% expected cancer incidence.  Using GB profiles (developed from census 1991 

data) analysis found that those areas with high incidence were relatively poor, 

characterised as unemployed families and single parents living in council housing.    More 

recent geo-demographic systems such as ACORN, Mosaic and SuperProfiles (based on 

the 2001 census) are more commonly used for marketing and resource allocation 

(Shelton et al., 2006).  Further, applications are becoming widespread in both the UK and 

North America (Claritas, 2004) but less so in Europe and internationally (Experian, 2004).   

 

Audience segmentation rather than marketing differentiates populations into subgroups or 

segments of people who share needs, wants, lifestyles, behaviour, and values that make 

them likely to respond similarly to public health interventions (Foster, 2007).  Social 

marketers are more likely to divide populations into distinct segments on the basis of 

current behaviour (use vs. non-use).  Social marketing devotes greater attention and 

resources to segmentation research, the identification of one or more segments as the 

target audience to receive the greatest priority in how products will be placed and/or 

promoted for selected population segments (Grier and Bryant, 2005).  Research can 

provide information on distinct population sub groups and the social and cultural 

environments in which the people act on behavioural decisions.   

 

So what are the benefits of segmenting populations?  Foster (2007), suggests there are 

many key strengths to segmenting populations.  These include; more effective use of 

resources, higher public satisfaction, greater value from existing research by combing 

and re-using survey data, maximum sample sizes to understand key segments, provide 

better understanding of the needs of smaller, less visible communities and finally, 

constant checking with target audiences. 

 

Historically, populations have always been segmented and these were done through 

traditional classifications such as age, sex, ethnicity, deprivation, social class, and 

administrative geography, rural or urban locations.  However, population segmentation 

builds on this trying to determine a higher level of knowledge of sub populations.  Kreuter 

and McClure (2004) also suggest that by overcoming cultural barriers and limitations of 

socio-demographic data available, audience segmentation has the ability to be quite 

detailed, defining population subgroups by a mix of demographic, cultural, behaviour, 

psychosocial, geographic, and risk factor.   

 

Segmentation can be used as a framework which is being used more commonly in 

marketing but also becoming increasingly popular to help design target, refine and 

implement programs (Fine, 1981, Kotler & Roberto, 1989).  Further, Winett (1995) 
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suggests that segmentation fits within the framework of both health promotion and 

disease prevention.  It is suggested that there are five notions that fit within this 

framework; (1) epidemiological, (2) national policy, (3) prevention and treatment 

programmes, (4) Development and dissemination and finally, (5) the framework is both 

linear and research based.   

 

Within this proposed framework it is argued that using a segmentation approach through 

social marketing can be most effective within the dissemination and development stage 

by offering greater consideration to the scope, timing, level and goals of the intervention.  

Furthermore, using segmentation mosaics offers a more conceptual based method which 

is able to segment population thus offering the ability to match intervention campaigns.  It 

is also interesting to note that the incorporation of using psychological theory to guide the 

articulation of each marketing variable amid the great connection between psychological 

and public health strategies  offers a more rigorous way to provide interventions on a 

national basis (Winett, 1995). 

 

However, population segmentation has some limitations.  For example, Foster (2007) 

suggests that this approach can be expensive and may incur some errors where 

postcodes may change over time.  Further to this, this approach has received negative 

responses.  For example, there have been some concerns that this approach may turn 

into a standardised national requirement thus pushing against supporting local 

individuality and responsiveness.  Also, this approach has been criticised as stereotyping 

individuals.  It is true that this approach does generalise individuals into categories which 

are given code names to help describe the traits of the segment.  However, it is 

acknowledged that this is an over generalisation and could never fully represent the full 

variation observed at the individual level.   As such, these segments should be referred to 

as indicators rather than explanatory variables.  Also, it should also be noted that 

traditional segmentation has adopted similar techniques but what should remain the focus 

is that segmentations can act as a guide and should not be treated as set in stone. 

 

A further criticism has been that segmenting populations reinforces prejudice.  This 

criticism come where some communities are highlighted which can be seen as ‘negative’.   

Where it is true that this approach may identify ‘high risk’ groups which may well be 

diverse communities the focus is not intended to be negative.  Further it is not meant to 

be used to discriminate positively or negatively and therefore safeguard policies are 

adopted to ensure this.  Instead, Foster (2007) suggests that this approach can impact on 

policy, highlighting those population segments for which different services may be more 

culturally appropriate, ensuring that health services become more person centred 
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especially within an era of GP consortia and radical changes to the NHS (Department of 

health, 2010a, 2010b)  .  

 

From the high and low usage wards Experian Mosaic was used to identify geo-

demographic dominance of the wards to highlight characteristics of the neighbourhoods.  

These characteristics were mapped to high and low users to identify geo-demographic 

characteristics.  This information is useful to have a better understanding of the 

communities in terms of diversity, affluence and levels of deprivation.   

 

For the six wards highlighted as higher users Mosaic dominance characteristics were 

found (Figure 36).  Interestingly, three areas Charleston, Newton Heath and Woodhouse 

Park were areas characterised as populated mainly with ‘families in low rise social 

housing with high levels of benefit need’, there were also two areas Chorlton and Barlow 

Moor which were characterised as mainly populated with ‘young well educated city 

dwellers’ with one area; Moston which was characterised as populated with ‘owner 

occupiers in older style housing in ex industrial areas’.  It seems that areas that present 

the highest user groups do have levels moderate levels of deprivation but in terms of 

demographics have little diversity such as ethnicity, age with families residing from White 

British ethnicity.  Interestingly, the main characteristics is families in low rise social 

housing with high levels of benefit need, and these groups may have poorer access to 

healthcare and may use NHS Direct to overcome these barriers.  We also know from 

quantitative analysis that children under the age of 5 are the highest users which 

correlate well with these neighbourhoods as being settling areas for families.   

 

Mosaic segmentation characteristics were analysed for the low usage areas.  Lightbowne 

characterised by low income workers in urban terraces in often diverse areas.  Bradford, 

Gorton North and Longsight are geographically interlinked and are low usage wards 

although share different geo-demographic characteristics.  Bradford is characterised by 

families who reside in low rise social housing with high levels of benefit need, with Gorton 

North and Longsight both characterised by low income workers in urban terraces in often 

diverse areas.  Hulme, a low usage ward which is twinned with central Manchester along 

with Fallowfield are characterised by young well educated city dwellers with a large 

student population.  The final ward Baguley is resided by families in low rise social 

housing with high levels of benefit need. 
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Figure 40: Mosaic profile characteristics of Manchester with map of ward names 
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6.6.3.4 Stage 4: Identification of wards 

Three wards were chosen as case studies in light of the socio-demographic 

characteristics of the areas.  It was felt best to focus on one ward area that are deprived 

and have low levels of employment to explore why deprived communities do not use NHS 

Direct as much as the wider population.  So the chosen area was Baguley.  Only one 

area was chosen as the other two areas also had low levels of employment and high 

levels of deprivation.  The two other areas were chosen Gorton North and Longsight 

which are ethnically diverse to look at the barriers of using telephone based healthcare in 

ethnically diverse communities.   Geographical exploration was made on these three 

areas (Figures 37, 38 and 39) which overlaid NHS Direct full patient’s postcode on 

ordinance mapping at ward level.    These maps show geographical dispersion of calls 

(although not repeated calls or calls for the same postcode) for the sampled months of 

July 2010, October, 2010, January, 2011 and April 2011. 
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Figure 41: Ward map of Baguley with geographical dispersion of calls to NHS Direct over the four sampled months 
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Figure 42: Ward map of Gorton North with geographical dispersion of calls to NHS Direct over the four sampled months 
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Figure 43: Ward map of Longsight with geographical dispersion of calls to NHS Direct over the four sampled months  
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6.6.3.5 Stage 5: Recruitment through community organisations 

In terms of recruitment community groups were targeted, a methodology consistent with 

‘higher users’ (Ritchie and Lewis, 2003a; Ritchie and Spencer, 1994b).  The researcher 

contacted relevant community groups in the low usage wards and recruited participants 

subject to the inclusion criteria.   For Baguley links were made with the Tree of Life centre 

that offers the local residents group activities alongside a shop/café and social place to 

interact with others.  For Gorton North, links were made with the Oasis Centre who offer a 

shop and drop in centre for local residents during the week, with lunch provided on a daily 

basis.  Finally, for Longsight, links were made with St Lukes Church and Development 

centre, which offers art projects, alongside a drop in centre and evening meals to local 

residents.  All community links advertised the research and disseminated information 

before the focus groups took place (Appendix 14). 

  

All participants were screened for the inclusion criteria which dictated that the participant:  

 

 Although the participant may be aware of NHS Direct they had not NHS Direct 

telephone service for either themselves or another person. 

 

A total of 25 participants took part over the three focus groups.  Table 24 provides the 

demographic data of all the participants, which highlights that a total of 10 males took part 

with the remaining 15 participant’s female.  Ages ranged from 16-73, with the majority of 

participants White British, although there were participants who took part who were 

Pakistani, African, Mixed White and Asian alongside a participant who classified 

themselves as Mixed White and Black African. 
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Table 28: Focus group composition for Manchester low NHS Direct users 

6.6.4 Materials/Procedure 

Once the participants had been recruited they were sent a participant information sheet 

(Appendix 15) which clearly highlighted the aims of the research, the research process 

and any ethical considerations.  Prospective participants were then asked to offer a list of 

the most convenient days/times to the researcher so that the researcher could correlate 

all information to plan for the focus groups that met the needs of the participants. 

 

The focus groups were held in the local community centres which were at a good central 

location for the participants and also meant that they did not have to travel.  All 

participants were given a consent form (Appendix 12) and were again reminded of their 

rights to withdraw.  The focus group moderator who was the researcher facilitated the 

focus groups and there was also a note taker to make observational notes.  All focus 

groups were tape recorded and later transcribed.  The facilitator went through the topic 

guide (Appendix 16) using prompts when needed.   The researchers contact details were 

located on the participant information sheet in case any participants wanted to withdraw 

or discuss any issues.   All participants who took part were given an incentive £10 high 

street voucher to compensate for their time.  

6.6.5 Mendip: Setting the context 

Mendip is a district within Somerset within the South West of England.  Mendip covers an 

administrative area of 739 Km2) (ONS, 2001) and according to the Mid 2008 population 

estimates has a population of 110,000 persons representing 0.22% of the population of 

England and 0.18% of the entire United Kingdom (ONS, 2008b).  Mendip is a 

predominantly rural area which is home to the limestone Mendip Hills set within the 

scenic rurality of Somerset.  Mendip also has five historic towns; Frome, Glastonbury, 

Location  No. of 
participa
nts 

Age/ Gender Ethnicity 

Baguley 7 36-73 
(M=56.86; SD=13.64) 

Male (2) Female (5) 
 
 
 

White British (7) 
 
 

Gorton North 11 16-84 
(M=46.45; SD=19.67) 
 

Male (3) Female (8) 
 

White British (11) 
 
 

Longsight 5 26-49  
(M=39.17; SD=8.08) 
 

Male (6) 
 
 
 
 
 

White British (2) 
Asian: Pakistani (1) 
Black: African (1) 
Mixed: White and Asian (1) 
Mixed: White and Black 
African (1) 
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Shepton Mallet, Street and Wells (Figure 40).   When focusing on population density 

census statistics outline that population density is as low as 0.1 per hectare with few 

areas exceeding more than 15 persons per hectare (Mendip District Council, 2011). 

 

 

 

Figure 44: Map of Mendip District 

 

In terms of demography the census 2001 statistics highlight that of the total population 

21,300 are children aged 0-15 (20.5%) (60%), with 62,000 of working age (16-64) and the 

remaining 27,000 are classified as older (65+) (19.5%).   This suggests that Mendip has 

an above average population of older people with a lower than national average of 

working age population (ONS, 2001).   Population turnover is relatively stable; however, 

there is a notable strong loss in the school leavers age group (15-24) which could be 

associated with the lack of jobs when compared to urban areas or due to the difficulty to 

access market housing in Mendip (Mendip District Council, 2011). 

 

According to ONS 2007 population estimates Mendip’s population are predominantly 

White who account for 96.5% of the total (White British 93.2%, White Irish 0.6% and 

White Other 2.7%).  Only 1% of the population are of Mixed race (Mixed: White and Black 

Caribbean 0.3%, Mixed: White and Black African 0.1%, Mixed: White and Black Asian 

0.4%, and finally, Mixed: Other Mixed 0.2%).  Only 1.1% of the population in Mendip is 

Asian or Asian British (Indian 0.6%, Pakistani 0.2%, Bangladeshi 0.1%, and finally, Asian 

Other who account for 0.2%).  Further, only 0.8% of the population is Black or Black 

British (Caribbean 0.3%, African 0.4% and Black Other 0.1%).  Finally, 0.9% of the 

population in Mendip is from another ethnic group (Chinese 0.5% and other 0.4%).  

These statistics suggest that Mendip is predominantly white with a very small proportion 
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of ethnic minority groups compared to the national average.  In terms of religion the most 

predominant religion is Christianity which is of no surprise given Mendip’s population 

demography.  

 

In relation to employment, the five towns hold the largest employment base.  The 

employment breakdown highlights the reliance in retail and public admin, education and 

health as well as manufacturing.  Mining is a key industry within some wards as well as 

transport storage and communications.  Within the current climate it is estimated that the 

manufacturing sector is at highest risk.  Across Mendip unemployment is generally low, 

with the highest rates in Glastonbury, Shepton Mallet and Frome as well as pockets of 

rural wards such as Coleford (Mendip District Council, 2011).  Unemployment is worst in 

towns but the rural employment and isolation are key issues that need to be addressed.   

 

In terms of deprivation using IMD 2007 ranks by super output area it is clear that parts of 

Glastonbury and Frome are the most deprived (Mendip District Council, 2011).  In terms 

of employment deprivation it is shown that it is also greatest in Glastonbury and Frome, 

but also in some of the rural wards to the West of the district.  In relation to health 

deprivation, were quality of life is impaired by poor health or are disabled it is low 

although there are peaks of health deprivation in Glastonbury and Frome.   In light of 

education deprivation, the areas which are most deprived include; Street. Shepton Mallet 

and Frome (Mendip District Council, 2011).   In terms of crime, burglary, theft, criminal 

damage and violence is highest in Glastonbury and the centre of Frome.  There is a 

surprisingly high level recorded in Pylcombe; however, this may be due to the annual 

occurrence of Glastonbury festival that is attended by thousands of young people. 

 

Mendip is the rural local authority area in England which has the lowest life expectancy 

from birth which currently stands at 77.5 with a lower confidence limit of 76.8 and an 

upper confidence limit of 78.2 with a rank order of 176 (ONS, 2006).   However, aside 

from this the health in Mendip is generally better than England as a whole, with life 

expectancy for both men and women higher than the England average.  The proportion of 

women who smoke during pregnancy is high compared to England as a whole, with the 

Somerset local agreement prioritising physical activity, smoking, obesity, alcohol misuse, 

teenage pregnancy and reducing deaths from circulatory disease over the next few 

months (Department of Health, 2010d).   

 

Mendip homes four hospitals, three of them are community based with one as an NHS 

treatment centre (Somerset Primary Care Trust, 2011).  There are also a total of 13 GP 

surgeries which are distributed throughout Mendip suggesting a ratio of just over 8,000 

people per surgery (Somerset Primary Care Trust, 2011).  In terms of access to health 
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services statistics outline that Mendip is in the bottom quartile nationally, highlighting the 

geographical barriers which clearly highlight the need for improvement (Mendip District 

Council, 2011).  Interestingly, Mendip does not currently have a mainstream hospital and 

those needing emergency care would have to travel to Somerset Musgrove Park Hospital 

which is the nearest situated around an hour away from Shepton and Glastonbury. 

 

Mendip offer around 13 GP surgeries to their population.  Most are staffed by a 

multidisciplinary team headlined by around six GP’s.  Most GP practices operate Monday 

to Friday with some practices offering a service on Saturdays and late evenings.  

Furthermore, appointments are given normally on a same day basis before patients make 

the appointment before a certain time or it is an emergency.  Some practices offer 

alternative services, for example the Glastonbury Health Centre operate an integrated 

health service offering acupuncture, homeopathy, osteopathy, herbal medicine and 

massage).  Most services if not all operate a minor injuries facilities alongside maternity, 

asthma, diabetes and preventative care clinics. 

 

In North Somerset PCT there are a total of 209,239 patients registered with a GP.  

Separated by age band, 5.3% are aged 0-4, 11% are aged 5-14, 36.1% are aged 15-44, 

27.5% are aged 45-64%, 6.8% are aged 75-84 and the remaining 3.1% are aged 85+ 

(ONS, 2010).  With statistics confirming that there are 157 registered GP practitioners 

Statistic with the average practice list size at 8,048 it is possible to identify that there are 

approximately a ratio of 1 GP to 1,333 patients (ONS, 2010b). 

 

Quality and Outcome scores (QOF) for the year 2009-10 were located to identify patient 

experience scores (QMAS, 2010).  A total of 794.3 points were awarded to North 

Somerset PCT which was 54.3% of the available total.  However, for lengths of 

consultations North Somerset was awarded the full 100% with a total of 825 points. 

Further, the average QOF points per practice were 952.1 which are 95.2% of the total.   

 

Somerset operate an out of hours medical service (0845 408 8000) where patients can 

speak to a senior nurse who will give advice and if necessary will make arrangements for 

a home visit.  Residents are requested to use this out of hours service or if non urgent or 

redirected to NHS Direct.  Further, Somerset operate an out of hours dental advice line 

(0845 769 961) for all patients requiring urgent dental care.  

  

Accident and emergency attendances for the year 2009-10 for North Somerset PCT 

highlighted that there were a total of 6,722 attendances with 52% (N=3,499) of these 

accounted by males and the remaining 48% accounted by females (N=3,223) (HES, 

2011).   Attendances by age group suggested that highest attendance was highest for the 
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age groups 0-9 (N=1,038), 10-19 (N=995) and 40-49 (N=937) with a downward trend 

prevalent as age increases with only 424 attendances found for individuals who were 

80+.   This trend supports the age trend highlighted by individuals who are registered with 

a GP. 

 

6.6.6 Participants: NHS Direct low users (Mendip) 

6.6.6.1 Stage 1: Stratified purposive sampling approach 

The sampling strategy is similar to that of the Manchester case study where a stratified 

sampling approach is adopted.  A five step approach is taken where geographical cluster 

sampling was used by focusing on low usage geographical ward by mapping the 

postcodes of NHS Direct user’s to identify the target population, then to explore low 

density populations defined the segmentation clusters.   Then focus on ‘low users’ who 

are heterogeneous by socio-demographic characteristics but homogeneous for 

relationship to research issue.  

 

6.6.6.2 Stage 2: Identify low usage wards 

Clusters were then chosen based on the combination of the four months of NHS Direct 

data for the first case study in Mendip (July 2010, October 2010, January 2011 and April 

2011) which was used produce an output GIS map of usage.  The data was combined to 

allow for a larger sample to become more representative of low users.  Figures 41 and 42 

represent penetration at the output level and the lower super output level and visual 

demonstrates that in Mendip there are areas of high and low utilisation. Figures 43 and 

44 present a map of Mendip showing ward names with penetration of wards to identify 

low usage wards. 
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Figure 45:  Penetration of calls to Mendip at output area 

 

Figure 46:  Penetration of calls to Mendip at lower super output area 
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Figure 47: Map of Mendip showing wards with ward names 
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Figure 48:  Penetration of calls to Mendip at ward area 
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6.6.6.3 Stage 3: Geo-demographic characteristics 

Figure 45 presents the geo-demographic profiling of the area of Mendip.  Ward 

identification was done for the wards which used NHS Direct the highest with a call 

penetration of 2.41% - 3.59%.  The majority of higher usage wards in Mendip were 

characterised as residents of small and mid-sized towns with strong local roots found in 

or surrounding the more built up areas in Mendip (Wells St Cuthbert (population of 

4,577), Wells Central (population of 1,703) and Glastonbury St Benedicts (in the 20% 

most deprived in England) (population of 2,584)).   There were three high usage areas 

which were characterised as populated with residents of isolated rural communities 

(Postlebury (population of 2,269), St Cuthbert North and West (population of 2,133), 

Avalon (population of 2,405)); however interestingly, these rural areas surrounded the 

larger towns; Frome, Street and Wells.  Higher usage was also found in Frome Fromfield 

(population of 3,878) characterised with couples and young singles in small modern 

starter homes, alongside Shepton East (population of 4,300) with residents of middle 

income families living in moderate suburban semis (ONS, 2010b). 

 

There were eight low usage wards identified, characterised as having a call penetration of 

0%-1.29%.  Five of the eight wards were defined as residents of isolated rural 

communities set back from the larger towns; Creech (population of 2,300), Mells 

(population of 2,222), Ashwick Ston Easton (population of 2,285), Moor (population of 

2,698) and Rodney and Priddy (population of 1,858) (ONS, 2010b).  These areas have a 

population hold a population from the lowest of 1,858 in Rodney and Priddy to Moor who 

reside 2,698 participants.  Both Moor and Mells are in the top 40% of deprived areas in 

England.  It would therefore be interesting to focus on the larger residing rural areas that 

have pockets of deprivation to identify the barriers to using telephone based healthcare: 

Moor, Mells and Creech.  

 

The other three low usage wards held different geo-demographic characteristics.  

Beckington and Rode, who hold a population of 2,310, are defined as residing middle 

income families living in moderate suburban semis.  Street North (population of 4.833), 

characterised as older style housing in ex industrial areas alongside, Stratton, (population 

of 2,486) with residents of small and mid-sized towns with strong local roots.  What 

remains interesting about these three areas is that the geo-demographic characteristics 

were also found as the higher users of NHS Direct, Beckington and Rode was selected 

as a case study area for interest in barriers to telephone based healthcare as the smallest 

community. 
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Figure 49: Mosaic profile characteristics of Mendip 
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6.6.6.4 Stage 4: Identification of wards 

Four wards were chosen as case studies in light of the socio-demographic characteristics 

of the areas: Beckington and Rode, Moor, Mells and Creech.  These wards were chosen 

from  a prospective 8 low usage wards, two characterised as isolated rural communities 

with high levels of deprivation (Moor, Mells), and Creech a larger isolated rural 

community.  Finally, Beckington and Rode was chosen as the smallest community with 

the area characterised as residing middle income families living in moderate suburban 

semis.  Geographical exploration was made on these three areas (Figures 46, 47, 48 and 

49) which overlaid NHS Direct full patient’s postcode on ordinance mapping at ward level.    

These maps show geographical dispersion of calls (although not repeated calls or calls 

for the same postcode) for the sampled months of July 2010, October, 2010, January, 

2011 and April 2011. 

 
 

 

Figure 50: Ward map of Moor Nr Wells with geographical dispersion of calls to NHS 
Direct over the four sampled months 
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Figure 51: Ward map of Mells (nr Frome) with geographical dispersion of calls to 
NHS Direct over the four sampled months. 
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Figure 52: Ward map of Creech (nr Shepton Mallet) with geographical dispersion of 
calls to NHS Direct over the four sampled months 
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Figure 53: Ward map of Beckington and Rode (Nr Frome) with geographical 
dispersion of calls to NHS Direct over the four sampled months 
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6.6.6.5 Stage 5: Recruitment through community groups 

In terms of recruitment community groups were targeted, a methodology consistent with 

‘higher users’ (Ritchie and Lewis, 2003a; Ritchie and Spencer, 1994b).  The researcher 

contacted relevant community groups in the low usage wards and recruited participants 

subject to the inclusion criteria.   Focus groups were organised with Active Living who 

organised community based activities for community members in the four chosen areas.     

The researcher was aware of predominantly ‘low users’ prior to selection which 

information applied through the quantitative analysis in chapter 4.  Further, mosaic 

groupings were used and participants were screened through the inclusion criteria which 

dictated that they had not used NHS Direct for either themselves or another person.   

 

Table 25 presents the demographic characteristics of the participants who took part in the 

focus groups.  There were a total of 41 participants, with nearly 80% of participants 

female.  All participants classified themselves as White British. 

Table 29: Focus group composition for Mendip low NHS Direct users 
 

6.6.7 Materials/Procedure 

Once the participants had been recruited they were sent a participant information sheet 

(Appendix 15) which clearly highlighted the aims of the research, the research process 

and any ethical considerations.  Prospective participants were then asked to offer a list of 

the most convenient days/times to the researcher so that the researcher could correlate 

all information to plan for the focus groups that met the needs of the participants.    

 

Focus 
group  

Location No. of 
participants 

Age Gender Ethnicity 

Low 
users 

Moor  10 67-93 
(M=81.90; 
SD=8.81) 

Male (6)  
Female (4) 
 
 

White British 
(10) 
 
 

Low 
users 

Mells  11 67-94 
(M=79.81; 
SD=7.72) 

Female (11) 
 
 
 

White British 
(11) 
 
 

Low 
users 

Creech  9 64-92 
(M=83.89; 8.68) 
 

Female (9) 
 
 
 

White British 
(9) 
 
 

Low 

users 

Beckington 
& Rode  

11 50-87  
M=75.00; 
SD=13.10) 
 

Male (3)  
Female (8) 
 
 

White British 
(11) 
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The focus groups were held in local community centres which were at a good central 

location for the participants, with the focus group held as part of their day activities.  All 

participants were given a consent form (Appendix 12) and were again reminded of their 

rights to withdraw.  The focus group moderator who was the researcher facilitated the 

focus groups and there was also a note taker to make observational notes.  All focus 

groups were tape recorded and later transcribed.  The facilitator went through the topic 

guide (Appendix 16) using prompts when needed.   The researchers contact details were 

located on the participant information sheet in case any participants wanted to withdraw 

or discuss any issues.   

 

6.7 NHS Direct service providers 

6.7.1 Participants: NHS Direct Service Providers 

Focus groups with NHS Direct service providers were used to offer an organisational 

context which will offer a different perspective,   NHS Direct service providers classified 

as nurses and health advisors were recruited through two sites; Bristol and Manchester.  

These two sites were chosen as they cover the case study areas for ‘low users’ thus 

offering a more systematic approach to sampling.    Participants had to meet the inclusion 

criteria which was 

 

 Be in employment for NHS Direct for six months or longer 

 Be a NHS Direct nurse or health advisor who delivers telephone based 

healthcare advice and/or support. 

 Can be full or part time and work at any of the chosen NHS Direct sites 

 

The sample size of the focus groups which ranged from 6-12 was chosen as Powell and 

Single (1996) suggests it allows for honest airing of what could be critical personal views 

and negative experiences.  Two focus groups were decided upon as it was deemed 

sufficient to determine key themes to answer the research questions.  However, this was 

an estimate and in line with Morgan (1998b) who states that the number of focus groups 

should only act as an estimate and be dependent on saturation of themes. 

 

A total of 13 participants took part over the two focus groups; 7 from the Bolton site and 6 

from the Bristol site (Table 26).    From the Bolton site which covered Manchester, there 

were a total of 7 participants 4 who were senior/nurse advisors and the other 4 health 

advisors.  From the Bristol site which covered Mendip, there were a total of 6 participants, 

2 whom were nurse advisors and 4 who were health advisors.  From both sites 

participants length of service ranged from 3 to 13 years, highlighting that the participants 
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were very experienced within their role, with one participant who had been there since 

NHS Directs inception. 

 

Table 30: Focus groups composition held for NHS Direct service providers 

6.7.2 Materials/Procedure 

The study was advertised at the two sites (Appendix 17).  Before each focus group took 

place all participants were required to read the patient information sheet (Appendix 18) 

and read and sign a consent form (Appendix 12).  The focus groups were held at the two 

sites in a large meeting room which was a good accessible location for all the 

participants.  The focus group moderator was the researcher who facilitated the focus 

groups and there was also a note taker to make observational notes.  All focus groups 

were tape recorded and later transcribed.  The facilitator went through the topic guide 

(Appendix 19) using prompts when needed.   The researchers contact details were 

located on the participant information sheet in case any participants wanted to withdraw 

or discuss any issues.   

 
6.8 Ethical considerations 

The ethical framework for the current research programme was constructed in 

accordance with the British Psychological Society’s ethical guidance (Ethics Committee of 

the British Psychological Society, 2009).  Ethical approval was granted by the University 

of Bedfordshire ethics committee in March 2010 and was also granted approval by the 

NHS Essex 1 ethics committee in April 2010 (REF: 11/H0301/8) (Appendix 20) for the 

recruitment of NHS Direct users and NHS Direct service providers.  Research and 

development approval was also obtained by NHS Direct research committee who were 

happy for this study to go ahead.   In respect of the British Psychological Society’s ethical 

code of conduct the following issues were addressed; consent, deception, debriefing, and 

withdrawal from the investigation, confidentiality and protection of the participants all of 

which will be discussed separately.   

 

Location No. of 
participants 

Gender \Job role Length of 
service 

Bolton 
(covering 
Manchester) 

7 Male (1) 
Female (6) 
 
 
 

2 Nurse advisors 
2 Senior Nurse 
advisors 
4 Health advisors 

 

3-13 years 
 

Bristol (covering 
Mendip) 

6 Female (6) 
 

2 Nurse advisors 
4 Health advisors 
 
 

3-10 years 
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6.8.1 Consent 

Each participant was given a participant information sheet which clearly explained the 

nature, purpose and dissemination of outcomes from this research (Appendix 15).  The 

participation information sheet also provided contact details and their right to withdraw 

from the research anytime. Informed verbal consent was obtained through completion 

(signature) of an ethically approved consent form (Appendix 12).   

 

6.8.2 Incentives 

For high and low user groups each participant was awarded a £20 high street voucher 

incentive after completion of taking part in the focus group.  These incentives were 

provided to overcome potential costs to the participants to taking part in the research.  No 

incentives were offered to service providers. 

 

6.8.3 Debriefing 

Participants were told of their rights to withdraw in this study clearly highlighted in the 

participant information sheet and also reminded at the beginning of each focus group.  If 

a participant did want to withdraw the protocol would be that they would contact the 

researchers who to their best attempt would withdraw any of their comments from the 

analysis with the removal of names.  Further, all participants were reminded that 

withdrawal would not affect their rights to access NHS Direct and the services they 

provide. 

 

6.8.4 Confidentiality 

The participant information sheet clearly outlined that focus group discussions will be tape 

recorded, transcribed and verified.  It also stated that the research is responsible for 

transcribing the tape recordings; with all names will removed and false names 

(pseudonyms) used to ensure complete anonymity.  Participants were also made aware 

that all tape recordings will then be destroyed and all transcriptions will be kept on a 

password protected, non-networked desktop computer located at Putteridge Bury, 

University of Bedfordshire.   Participants were also told about the risk that confidentiality 

may be broken by another member of the focus group as discussed.  This risk is 

minimised by the researcher who is responsible for highlight at the beginning of the focus 

group that what is discussed should remain confidential.   

 

6.9 Data analysis 

All interviews were tape recorded and transcribed which ensured the collection of the 

responses to the semi-structured topic guide.  At the end of each focus group the 

researcher gave the participants an opportunity to comment on the data on the  key 
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themes that emerged to check and confirm accuracy.  No factual errors were found in the 

data and there were no requests for amendments or amplifications. The next stage was 

to analyse the transcripts using qualitative methodology adopting framework analysis 

(Ritchie and Lewis, 2003b).  

 

Framework analysis is a grounded and generative analytical procedure which uses 

distinct connected stages (Ritchie and Lewis, 2003a; Ritchie and Spencer, 1994a) which 

has been applied to research for theoretical development in the field of healthcare 

(McCaffery et al., 2003; Rabiee, 2004).  Advantages of this approach include firstly that 

the analysis is transparent and accessible to all researchers and peer reviewers and also 

this approach offers a systematic and rigorous approach to analysis (Ritchie and 

Spencer, 1994a).  Qualitative methods are thus used to meet a variety of different 

objectives which include; (1) contextual: identifying the form and nature of what exists, (2) 

diagnostic: examining the reasons for, or causes of, what exists, (3) evaluative: 

appraising the effectiveness of what exits and finally, (4) strategic: identifying new 

theories, policies or actions (Ritchie et al., 2003; Ritchie and Spencer, 1994a).   

 

All codes and data was initially processed manually and computed into excel, where 

themes were transferred into cells with assigned page numbers to track the narrative 

(Appendix 22).  The manual route was preferred mainly because even though computer 

packages have advantages such as ease of data retrieval, using manual methods 

allowed a better platform to develop experiential understanding of the data and to ensure 

a high level of working familiarity with the data under consideration.  It has also been 

argued that the use of computer packages is not relevant but rather the researcher is 

aware and follows the analytic process (Mason, 1996). 

 

The first stage of data analysis, ‘familiarisation’ was the beginning process where the 

researcher become immersed in the data thus gaining a feel for the material as a whole.   

This stage was characterised by transcribing, listening to tapes and reading transcriptions 

(see Appendix 21 for an example transcript).  The next phase ‘identification of a thematic 

framework’‘is where the researcher not only gained an overview of the richness, depth, 

and diversity of the data, but also begun the process of abstraction and 

conceptualisation, whereby a thematic framework was developed where code labels were 

formally identified (Appendix 22).   There were a total of six codes which reflected the 

theoretical literature review and the conceptual framework (Figure 28), which included: 

 

 Satisfaction of NHS Direct 

 Attitudes towards telephone based healthcare and self-care 

 Structural barriers/facilitators 
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 Perceived barriers/facilitators 

 Knowledge and awareness 

 Improving access 

 

This was then followed by the next two stages, ‘indexing’ and ‘charting’ which was 

achieved by labelling and arranging the data in thematic reference formed from previous 

research questions, where themes and sub-themes were identified for each code label for 

each focus group (Appendix 22).  Thus, for example, where structural barriers were a 

code, accessibility was analysed as a theme which was then further sub-categorised, e.g. 

‘lack of confidence’, ‘cost’ and ‘lack of knowledge’. As themes were developed, the task 

for the researcher was to identify relationships between the different categories, which 

were supported by the next and final phase of analysis. 

 

The final stage, ‘mapping and interpretation’ pulled together key characteristics of data, 

and involved mapping and interpreting the data as a whole.  All groups of data were 

placed together and merged, which is a key advantage of the framework approach, 

whereby cases can be compared.  Thus, for example one code was structural barriers, 

where for low users in Manchester, cost was viewed as a distinct barrier, however for 

NHS Direct users and low users from the Mendip case study, cost was not mentioned.  

Therefore, when interpreting data, typologies were created which involved categorising 

different types of attitudes, behaviours, motivations aiming to seek explanation both 

explicit or implicit which aimed to develop new ideas, theories and strategies.  The 

following chapters will present the findings of the study drawn from this analysis of the 

data. 
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Chapter 7: Theoretical concepts explored: Study 2 

7.1 Introduction: contextualising the qualitative sample 

This chapter presents the findings from the focus groups which were held with NHS 

Direct users, low user groups in Manchester and Mendip and with service providers to 

achieve objectives 2 and 3 below from aim 2: 

 

 Critically evaluate the relevance of socio-cognitive theoretical concepts to 

understand and predict utilisation of telephone based health services using NHS 

Direct as a case study. 

 Build on existing theoretical knowledge by providing a theoretical framework that 

can be used to explain utilisation of telephone based health services. 

 

All focus groups were transcribed and analysed using the framework approach which 

involved a detailed familiarisation with the data, identification of key themes, and 

interpretation of the findings within the context of other research and policy and practice 

considerations (Silverman, 2006).  The main themes emerging in the transcripts were 

compared between the NHS direct users and low users in Manchester and Mendip. The 

extracts from these narratives are presented in section 7.2 below. Service provider 

interviews were analysed separately from those of the NHS Direct users and low users in 

Manchester and Mendip and extracts from the interviews are presented in section 7.3. the 

data from the service providers was analysed seperately and used to compare to findings 

found in low/high user groups where appropriate.  Section 7.4 presents a discussion of 

the findings in the context of empirical and policy evidence base in the area.  

 

7.2 Interview Findings of NHS Direct users and low users 

NHS Direct users were defined as individuals that have used NHS Direct telephone 

service at least once in the previous year for either themselves or another person, and 

met the characteristics of high usage from study one, alongside low user groups who 

were characterised as not using the NHS Direct telephone service for either themselves 

or another person.  Six main themes emerged from the focus group transcripts which 

included attitudes, satisfaction with current healthcare, perceived and structural barriers, 

subjective norms, perceived behavioural control alongside coping appraisal.  The findings 

rely heavily on participant’s narratives which have been reproduced verbatim to give a 

deeper insight of the participant’s views. 

 

Three main themes emerged from the data with NHS Direct users and low users in 

Manchester and Mendip: attitudes towards NHS Direct, Satisfaction with services, and 
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Attitudes 

Attitude towards 
telephone based 
healthcare/using 

technology 

Reassurance 

Trust 

Privacy 
Attitude towards doctor-

patient relationship 

barriers to accessing services. The data was analysed further for sub-themes. The 

findings from the interviews are presented thematically below and rely heavily on 

respondent’s narratives which have been reproduced verbatim to understand experience 

and/or attitudes towards NHS direct.  Comparisons between the NHS direct users and 

low users from Manchester and Mendip are made were relevant.  

7.2.1 Attitudes 

In relation to attitudes, two sub-themes materialised; attitudes towards using telephone 

based health care/technology and attitudes towards doctor-patient relationship (Figure 

50).  Each sub-theme will be discussed separately. 

 

 

 

 

 

 

 

 

 

Figure 54: Emerged sub-themes for attitudes 

 

7.2.1.2 Attitudes towards telephone healthcare/using technology 

Attitudes towards telephone based health care was analysed across NHS Direct users 

alongside low user groups from Manchester and Mendip.  Across all groups three sub-

themes impacted on attitudes towards telephone based health care which included: 

reassurance, trust and privacy.   

 

Reassurance  

NHS Direct users held positive views towards using telephone based health care, with 

many participants highlighting that they preferred the lack of face to face contact 

‘They can’t see you and they don’t know you’ (White, 
Female, 29, FG1) 

 

NHS Direct was viewed as a service that gave them reassurance and enabled them to 

make the decision whether to escalate their health concerns or not, alongside giving them 

the confirmation that they had looked into it with a trained health care professional. 



244 

 

‘Because you are not calling them to see a Dr you are 
calling them for that you know, that reassurance’ (White, 
Female, 30, FG2) 
 
‘I find that in talking to somebody. It helps may make that 
decision to whether I need to escalate it or not’ (White, 
Female, 30, FG2) 
 
‘I think the relief that it gives you in order to have someone 
to speak to and that you have actually looked into it. It's 
now like you can now get on and follow the guidance but 
knowing that it is the trained nurse that phones you back is 
just useful’ (White, Female, 30, FG2) 

 

None of the NHS Direct focus group participants felt that it mattered that it was not a face 

to face service.  In fact, many of them viewed the service as both personable and 

professional which offered good communication which aided the reassurance. 

‘Brilliant really spot-on…they get the balance right between 
processing you and being faintly personable and to be honest I 
am ringing them because I need an issue sorted’ (White, 
Female, 30, FG2) 
 
‘When you get through to the nurse….they are reassuring very 
factual. They know their stuff and it's to me a very good service 
on that level’ (White, Female, 30, FG2) 
 
‘I think the communication is very good and they tell you who 
they are……the communication and questions were very clear 
and they understood me, so yeah, they did show empathy on 
the couple of occasions I have rung’ (White, Female, 39, FG2). 

 

The majority of participants showed a preference for the telephone based health service 

instead of the internet service.  This was mainly because the internet service was not 

seen as detailed enough or gave that verbal reassurance that the phone service did, 

highlighting the importance of personable communication. 

‘My concern was because I did it online were the questions 
online good enough for them to know enough?…..he was 
being sick, and to wait five hours is a long time in anybody’s 
book….when they have not asked you a great amount of 
questions online’ (White, Female, 36, FG2) 
 
‘I think that's what put me off going online, the fact that it is 
ticking boxes, but when you speak to someone you can 
actually add more detail about how serious it is’ (White, 
Female, 30, FG2) 

 

However, for users from Manchester there was an overarching preference among all 

participants for face to face health care, which was viewed as a lot more reassuring than 

speaking to somebody on the phone. 
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‘Well I think face-to-face care is a lot more reassuring 
rather than speaking to somebody on the phone’ 
(Pakistani, Male, 42, FG5) 
 
‘If you felt that you needed reassurance you just take 
your children or yourself to hospital at least that way they 
can see you face-to-face or get the paramedic out then 
they would make that decision if you need to go to 
hospital…..to be honest face-to-face is really important 
because this is what reassures you and this has to be the 
best option’ (White, female, 39, FG7) 

 

In terms of communication face to face was preferred with strong positive attitudes 

towards body language and more personable communication which was integral to the 

participant’s health care, whereby it was felt that discussing health care over the 

telephone was further taking away the personal contact from society which was viewed 

as fundamentally important. 

‘Seeing someone in person is friendlier like if you went to 
see someone and you talk to them you can see them and 
see them smiling at you and treated sympathetically but 
on the phone it's different you don't see….I just think it is 
more personal rather than the telephone’ (Pakistani, 
Male, 42, FG5) 
 
‘it's a person there isn't it you can see who you are talking 
to, you can see expressions, it's not somebody at the end 
of the phone who's got something in their ear saying say 
that and say that to them. It's like us talking now I can 
see your expressions whether you're taking it in or 
whether you're not…. I want it to be personal. You are 
not being personal, it's like going to the shops and typing 
out what you want to get without going in to have a look 
do you know what I am saying there is nothing left 
anymore there is no personal contact’ (White, female, 54, 
FG7) 

 

This preference for face to face health care was also highlighted in participants from 

Mendip.   In fact some participants outlined that they preferred to walk to their local 

surgery then to phone for an appointment.  In terms of reassurance, face to face was 

deemed important for a number of reasons: firstly the participants felt that if it was face to 

face they could ask questions, participants also felt that they would be able to express 

themselves better face to face.   

‘Yes will I don't like to use the phone I generally just go 
down (to the GP surgery)’ (White, male, FG10) 
 
‘You can talk to them and you can ask them questions’ 
(white, female 69, FG9) 
‘A doctor can just look at the screen and read it out can't 
they…but it doesn't tell a doctor how you're feeling you 
can express when you face-to-face how you feel which a 
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computer screen can't tell a doctor, you can just 
expressions yourself better’ (White, female, 72, FG9) 

 

Also, alike respondents in Manchester health care being personable was deemed 

integral, with importance held to body language and seeing facial expressions, whereby 

the phone was viewed as detracting from this.  Also, face to face reassurance was very 

important to ease the worry of the participants. 

‘Well I mean face-to-face you can see facial expressions 
for a start both sides of the arguments whereas over the 
phone it's very impersonal’ (White, male, 74, FG10) 
 
‘You can’t talk about that you have got a high pressure 
you can't do that over the phone…often physical 
symptoms are important aren’t they so I think it's very 
necessary to see a doctor face-to-face’ (White, male, 86, 
FG8) 
 
‘I wouldn't be happy if I didn't see the paramedics I would 
constantly be worried about my symptoms’ (White, 
female, 86, FG 11) 

 
 
Trust 

Some NHS Direct Users held negative views towards using NHS Direct and this 

surrounded two key factors; diagnosis and ringing on behalf of someone else.  Some 

participants felt that as it is not face-to-face there was more chance of misdiagnosis and 

could miss important information regarding previous medical history. However, the 

participants fully trusted the service and all stated they would use the service again. 

‘It is faceless in the fact that they can potentially miss 
something very very important…If you weren't really 
explicit about pre-existing problems or things like that, I 
think that there is a risk’ (White, Female, 32, FG2) 
 
‘The risk is the fact that you're saying to them what is 
wrong and you could easily miss something and actually 
when its face-to-face they examine you and examine 
everything’ (White, Female, 30, FG2) 

 

Low users from the Manchester sample expressed a lack of trust for telephone based 

healthcare: one key issue discussed was the security of their private details that would be 

disclosed over the telephone. 

‘I don't want someone who I don't know from Adam at the 
other end of the phone taking down my details and my 
phone numbers and all of that’ (White, female 63, FG7) 
 
‘How do you know that the person on the phone is Sarah 
it could be anyone I could say my name is John whatever 
but if I am in the bank I have to have a name badge on 
you have to be careful who you give your information to’ 
(White, Male, 30, FG7) 
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Another concern was misdiagnosis.  Participants from the Manchester sample were 

concerned that as it is faceless NHS Direct could potentially miss important health 

information.  Another issue regarding diagnosis was the concern that NHS Direct do not 

hold their medical details on file, it was felt they could miss important information 

regarding their medical history. 

 
‘Oh yeah they could make mistakes… if you not sat there 
face-to-face with the person they can't see how much 
pain you’re in or you might be white and drained but they 
can't see that though’ (White, Male, 30, FG7) 
 
‘When my children were young they were both eating fish 
and when I came back from the phone I said Lucy has 
had some of your fish …they thought she had a fish bone 
stuck in her throat went through to casualty they couldn't 
find it but she had a fish bone in her throat ….NHS direct 
would have just said she had a sore throat but she had a 
fish bone stuck in her throat’ (White, Female, 43, FG7) 
 
‘You would be more confident going face-to-face with the 
Dr because that Dr knows you they have your records on 
file and everything else but on the phone you’re a blank 
person they don't know your files all your medical history 
so you could be coming across but I have got a 
temperature and I do feel shaky and then they can say 
it's anything whereas the symptoms could be something 
different’ (White, Female, 37, FG7) 

 

This concern was also shared with the Mendip sample, who felt it was important to have 

access to their medical notes, perhaps even more so as many of the respondents were 

older with many having complex health issues. 

‘I think the problem is that they don’t hold your notes so 
how do they know your history….it would be difficult to 
explain all your medical history’ (FG8) 

 

Many of the participants in Mendip also talked about how using telephone based health 

care would make them feel anxious, they felt it would be difficult to hand over information 

over the telephone, concerned they would not explain themselves well and not give an 

accurate description of their symptoms which could lead to misdiagnosis. 

‘If you are distressed I feel it would be difficult to do it 
over the telephone. I find I have to write it down first so 
when they phone me, when I speak to them I know what 
I'm saying for example dates of birth, symptoms so when 
they asked me I can reel it off’ (white, female, 82, FG9) 
 
‘but that relies on the person giving an accurate 
description of their symptoms so they're trying to explain 
how they feel and your elderly you can't hear very well 
and you're stressed and on your own ….you can't always 
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think clearly when you are in that situation’ (white, 
female, 76, FG11) 

 
 

Privacy 

NHS Direct users felt privacy was a positive attribute with this type of health care.  They 

thought a key benefit was that you could get confidential advice which was seen as 

especially important when talking about embarrassing symptoms. 

‘You’re in your own private room so I find it easier and 
you don’t have to get embarrassed at your problems 
saying oh yeah I’ve got something wrong with me’ 
(White, Female, 33, FG1) 

 

However, this attitude was not shared by the low users groups.  For example, the 

Manchester sample raised concerns relating to the conversations being recorded 

especially if they were to discuss personal health related issues. A few participants also 

said that they would feel embarrassed to discuss their health care over the telephone, this 

was especially important to one participant who had long term mental health problems. 

‘maybe the call is recorded…I am feeling uncomfortable 
about talking let’s say for example something sexual…a 
person could have a problem with a sensitive part of the 
body and they may think either to go to GP or to call NHS 
direct, so perhaps it might be difficult to talk over the 
phone’ (White, male, 32, FG5) 
 
‘There's so many aspects of my mental health that I don't 
want to discuss I would have to go into great detail to 
explain and I don't want to do that over the telephone I 
wouldn't feel confident ringing them about that…..I prefer 
to see somebody in person..I would be embarrassed to 
tell them’ (Pakistani, male, 52 FG5) 

7.2.2.2 Attitudes towards doctor-patient relationship 

NHS Direct users showed a preference for shared-decision making and being involved in 

the decision making process.  One respondent felt that taking a lead in decisions as well 

as not being involved in a decision were equally as bad as decisions made on their own 

behalf. 

‘I would like to know what options there are, then I can 
make a shared decision because I think there are times 
when I been asked to make decisions when it have been 
an important decision and I've not been given that 
information that is as bad as the prospect of not having a 
decision’ (White, Female, 30, FG2) 

 

However, this preference was not shared by low user groups.  Participants in Manchester 

felt that the doctor was a pivotal person in their health care, they had all the knowledge, 

thus it was viewed that doctors have the responsibility to make decisions about their 

health care, opting for a more doctor-centred led decision making style.   
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‘I’ve been with them for a long time and he knows all 
about you and if he doesn't know what's wrong with you 
he will send you straight to hospital’ (White, female, 45, 
FG6) 

 

This attitude was also shared by the Mendip sample.  Participants viewed their doctor as 

the professional and therefore hold full confidence and trust in them to make any health 

decisions needed. 

‘Well the doctor of course they are the professional’ 
(White, female, 69, FG11) 
 
‘That’s why you go and if you didn't have confidence in 
your GP wouldn't go to see them you have to trust them’ 
(White, female, 82 FG11) 

 
‘mine is a very nice Dr when you go in there he will ask 
you to sit down and you tell him what's wrong and he 
would do everything for you’(White, female, 67, FG11) 

 

An example of this is Joan, 83 year old lady who talks of her experience of decision 

making with her doctor.  It becomes clear that she trusts her doctor to make the decisions 

and she trusts everything that he does. 

‘I trust him…I've got to know him I actually knew him 
before I moved here and I found that quite nice that he is 
the sort of person you can actually talk to who is very 
good to me the other day I had a wart on my hand and 
tried to freeze it three times and he said if it doesn't come 
off you know I will have to get that done’ (White, female, 
83, FG8) 

 

Another example of this is highlighted by Tom, 76 who talks about his experiences of his 

problems regarding his leg and about the decision processes where he gave full control 

to the doctor. 

‘I have problems with my leg and my arm you know and 
he said I won't send you to the hospital because I think I 
can do something and what he done he more or less 
stitched it up and then they put my arm out like that and 
he said he was going to put a bandage and I want you to 
keep that and keep in touch with the doctor’ (Tom, 76 
FG8) 

 

Continuity of care was also important to low users of NHS Direct.  Continuity of care was 

seen as more important than having medical records illustrated by a participant in 

Manchester. 

‘Sometimes when you want a certain Dr who you trust 
and confide in they say no you get sent to another doctor, 
and I don’t have any confidence in another doctor even 
though they do have your records’ (White, Female, 47, 
FG7) 
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This similar view held by the sample of Mendip, felt that knowing the health care 

professional would impact on how they would be treated. 

‘I think knowing your health care professional you get 
continuity which is really really important because how 
they treat you depends on how much they know about 
you, they have your history don't they’(White, female, 87, 
FG12) 

 

7.2.2 Satisfaction with current healthcare 

Satisfaction towards current health care was discussed in two main ways; firstly GP’s and 

secondly out-of hours, each will be discussed separately in relation to the emerging 

themes. 

7.2.2.1 Satisfaction with GP 

With reference to GP’s, there were five emerging themes relating to participants attitudes 

towards their general practitioner, these included communication, continuity of care, time 

wasting, trust and booking appointments (Figure 51). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 55: Emerged sub-themes for satisfaction with GP 
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Communication 

The majority of the participants talked about negative attitudes towards their general 

practitioner in relation to their communication.  It was noted that there was a lack of 

positive body language, with one respondent stating that her doctor does not talk to her 

like a human being. 

‘See my doctors don't talk to us like we're human beings’ 
(White, Female, 45, FG2) 

 

Positive attributes associated to their doctor included; body language: shaking hands, 

although many of the participants talked about their doctor holding poor communication 

skills, with some experiences suggesting negative attitudes towards lack of introduction 

and lack of examination. 

‘I've have actually gone to see a Dr and I don't know who 
they were….I've got there the name has bleeped up and 
they call you in and you go in and they don't even look at 
you and they just say ‘how can I help’..I say actually I 
don't even know who you are, you know, introduce 
yourself..I would like to know who I'm talking too really’ 
(White, Female, 27, FG2) 
 
‘The bedside manner of some of them is not very good… 
They don't examine you they just look at you I've had 
experiences of doctors where they don't even put their 
head up from the bit of paper or from the computer’ 
(FG2) 

 

For low users from Manchester most of the participants were generally satisfied with their 

current GP. 

‘I have been with my doctor for six months actually I've 
just moved into my present flat they are actually quite 
good’ (White, Male, 32, FG5)  
 
‘I am (satisfied) I cannot fault my doctors’ (White, Female, 
46, FG7) 

 

In term of communication, they held positive attitudes towardsa good doctor-patient 

relationship, formed from the doctor knowing you. 

‘It's about him knowing you as well you can't just know 
somebody just by reading the notes he also knows you I 
don't care what you say you can't know someone just by 
reading the notes’ (White, Female, 46, FG7) 
 
‘I changed my doctor and I got a lady doctor she was 
absolutely brilliant got me sorted I lost seven 
stone……I've never looked back from that Dr she is not 
there now it's another doctor and he is as good as her he 
reads your notes he doesn't fob you off there is a 
prescription off you go he is not one of them. Everyone 
who goes to see him has to wait 10 min after the person 
before has left and that's because he's reading your 
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notes and when you go into the surgery the notes are 
there and he's reading when you were last there what 
you were there for whatever and that's what I call a 
proper doctor’ (White, Female, 46, FG7) 

 

Participants from the focus groups in Mendip talk about the important features of their 

doctor, focusing on the importance of good body language, and being personable which 

appeared to really impact on their high level of satisfaction of their GP. 

 
‘If they treat you properly and not treat you as older 
people’ (White, Female, 79, FG8) 
 
‘No you're treated like a human being yeah rather than 
elderly’ (White, Female, 80, FG8) 
 
‘The doctors are lovely…he chats away he is never in a 
hurry never gives you time and will regularly check your 
symptoms’ (White, Female, 91, FG8) 
 
‘Well he takes an interest in you… you go to your 
appointment and he gives you a check just a general 
health check and anything that needs attention they 
would follow it up they will arrange for you to have a 
hospital appointment if they thought you needed you 
know it works well’ (White, Female, 82, FG11) 

 
‘Somebody whose listens, someone coming to your 
home and explaining it to you…good eye contact rather 
than looking at the computer all the time’ (White, Female, 
87, FG9) 

 
Continuity of care 

Continuity of care was deemed important among all the participants from both low user 

groups and NHS Direct users.  Although all regarded this as integral there were different 

experiences of this between the groups.  For example, NHS Direct users, many 

participants shared experiences of never seeing the same doctor, with some who have 

never seen their assigned GP, especially a problem in some of the larger GP practices. 

‘I do (have an assigned GP) but I've never seen her, not 
once. You can never get in with your GP and a lot of the 
time they are trying to get you through so quickly it’s just 
a kind of hassle’ (White, Female, 32, FG2) 
 
‘It also helps having the same doctor. I am at a large 
practice and you don't see the same doctor, there are 
about 15 doctors and you never see the same one and 
you have to wait months and months’ (White, Female, 
26, FG1) 
 
‘I have an issue with continuity of care I like to see the 
same doctor who is dealing with my condition as she 
knows my history she knows everything. I don’t wanna 
see another doctor I wanna see her….she’s the only 
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female doctor in the surgery so she’s so overwhelmed it’s 
just ridiculous’ (White, Female, 43, FG1) 

 

Continuity of care was viewed as extremely important for those in the Manchester focus 

groups, especially more so for one participant who had mental health issues, as he felt a 

sense of embarrassment telling someone new his mental health issues. 

‘‘I would probably go to my GP…he is good yeah but I 
don't ring mental health helplines like that I prefer to see 
somebody in person with mental health because there 
are some other things that apply to my problem so to 
somebody who is new I would be embarrassed to tell 
them’ (Pakistani, Male, 37, FG5) 

 

Continuity of care for the focus groups in Mendip was also very important.   It became 

increasingly apparent that the doctor was a big feature of their life, with some participants 

knowing their doctors for many years they have built a good relationship, with this really 

impacting on their high appraisal for satisfaction. 

‘The doctors are lovely in fact it is my doctor’s birthday 
today, he is sweet gentle mid-40she chats away he is 
never in a hurry always gives you time and will regularly 
check your symptoms’ (White, Female, 89, FG8) 
 
‘I trust him I think because the one thing I've got to know 
him I actually knew him before I moved here and I found 
that quite nice that he is the sort of person you can 
actually talk to who is very good to me… I trust him 
massively’ (White, Female, 76, FG8) 
 
‘I met him about 30 years ago and I still have the same 
doctor and I'm quite satisfied what he does for me and he 
knows we really well but fortunately I don't have to go 
very often’ (White, Male, 89, FG8) 

 
Continuity of care greatly influenced confidence, with a feeling that they know your history 

will help them to treat you. This was also especially important for older people who had 

complex health issues. 

‘I think knowing your health care professional you get 
continuity which is really really important because how 
they treat you depends on how much they know about 
you they have your history don't they’ (White, Female, 81, 
FG9) 
 
‘The older people including myself like to see their doctor 
the same one there is no continuity. I think when you're 
older you have more complex health issues so it's good 
to discuss with your doctor as they know you best’ 
(White, Female, 69, FG9) 
 
‘Well they know all about your history they know what 
sort person you are and let make a fuss about things they 
get to know you anyway what sort of person you are’ 
(White, Female, 76, FG11) 
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‘Continuity is important although I must say that every 
doctor my surgery is excellent not one of them could 
complain about but the continuity is definitely important’ 
(White, Female, 82, FG11) 

 

When asked if they could use NHS Direct instead of their doctors, there was a great 

notion of wanting what they were used to in terms of continuity  

‘Don't think I would use it I’m quite satisfied with what I 
use now so why change’ 
 
‘Well that’s the thing why fix something if it’s not broken’ 

 

In fact there was a negative attitude towards how ‘old fashioned health care’ had changed 

with many of the participants reciting how their GP knew their whole family and routinely 

did home visits. 

‘A doctor knew you from the cradle to the grave or a least 
they used to’ (White, Female, 76, FG9) 
 
‘Used to be a family doctor didn’t it to see whole family 
through wasn’t it they knew family history 50/60s era 
delivered all my babies and would visit home before out 
of hours came in’ (White, Female, 77, FG9) 
 
‘Yeah my doctor has only just retired and he knew us all 
as a whole unit for about 45/50 years. They would come 
to your house not since the out of hours but before that 
they would but they used to do home visits yes but they 
seem now to be a thing of the past’ (White, Female, 77, 
FG9) 
 
‘I remember my granddaughter having a baby she had a 
rough time ..her doctor came and gave her the needle’ 
(White, Female, 88, FG9) 

 

Time wasting  

One theme which was only shared by NHS Direct users was how they were made to feel 

like they were wasting the doctor’s time.  One respondent recalled an experience where 

she was called neurotic and this in turn contributed to the dissatisfaction of using their 

GP.  No one from the low user groups mentioned any issues relating to being made to 

feel that they are time wasting GP time.  It could therefore be that NHS Direct were seen 

as a substitute for this so they are not made to feel like they are wasting time 

‘They are trying to get you through so quickly it’s just a 
kind of hassle, tablets or they give you Calpol whatever, 
to make you feel like you've wasted your time’ (White, 
Female, 31, FG2) 
 
‘The doctors do make you feel like you are wasting their 
time’ (White, Female, 36, FG1) 
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‘My doctors said I forgot the word it’s an N that I worry 
about nothing, neurotic, yeah that’s the word he called 
me a really neurotic mother’ (White, Female, 27, FG1) 

 
Trust 

Interestingly, participants who used NHS Direct highlighted a clear lack of trust with their 

general practitioner this focussed primarily on a clear concern of misdiagnosis as these 

extracts from the focus group highlight; 

‘They diagnose you with the wrong thing, I went to see 
the doctor about my symptoms but about 2 or 3 months 
before I was diagnosed with diabetes I was told I had 
depression ….Well I find they are always trying to tell you 
you’re depressed’ (White, Female, 26, FG1) 
 
‘I’ve had bad experiences with my GP they completely 
missing what the problem is till it gets worse like they told 
me once I had ermm tonsillitis fourteen times in one year 
when actually I had meningitis’ (White, Female, 31, FG2) 
 
‘The doctor that I saw was crap and it actually put me off 
seeing him coz he did a load of blood tests telling me 
there was nothing wrong with me to go away I’m a 
hypochondriac…I had an underactive thyroid for two 
years which caused me to put loads of weight on … I 
can’t trust them’ (White, Female, 29, FG1) 

 

The GP was viewed as money orientated, whereby NHS Direct users felt that this 

impacted on holding back on prescribing medication. 

‘I just think that it’s awful the way everything is money 
orientated’ (White, Female, 29, FG1) 
 
‘When I went for my youngest she suffers from ear 
infections and I’ll go and I will know that she will need 
antibiotics, and you go and they turn around and say she 
doesn’t really need antibiotics just yet if it carries on for a 
couple of days just ring and I will be there two days later 
she needs antibiotics so why didn’t they give me them 
two days ago when she needed them’ (White, Female, 
29, FG1) 

 

However, this perception was not shared by the low user groups.  Manchester focus 

groups felt their GP was really trust worthy and were confident in them making decisions 

on their heath 

‘Doctor knows you and your history and has full access to 
medical records so they can diagnose you appropriately’ 
(White, Female, 56, FG7).   

 
Which was also a pattern shown in the Mendip group, one participant talks about the 

importance of ‘knowing the doctor’ which appeared to influence her level of trust. 
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‘I trust him I think because the one thing I've got to know 
him I actually knew him before I moved here and I found 
that quite nice that he is the sort of person you can 
actually talk to who is very good to me’ (White, Female, 
78, FG8)   
 
‘I think overall you trust a doctor the most’ (White, 
Female, 65, FG9) 
 
‘You have to do trust yourself to a certain extent’ (White, 
Female, 82, FG9) 

 

Booking appointments 

NHS Direct users held negative attitudes towards the inability to get an appointment at 

their GP surgery, with the narratives presented below demonstrating the desperation 

when trying to get an appointment. 

‘It’s when you ring at 9 o’clock in the morning and you still 
can’t get an appointment’ (White, Female, 36, FG1) 
 
‘At my surgery you have to ring at 8.30 in the morning 
and I spent a week trying to get an appointment..ringing 
at 8 ringing back at 2 o’clock no appointments it took me 
going in there in floods of tears saying listen I need to 
sort this out’(White, Female, 30, FG1) 
 
‘It's awful, if you ring in the morning and they are full 
already. They only have emergency appointments and if 
this is not an emergency they will ask you to leave, so I 
will say it is an emergency so I can get in’ (White, 
Female, 31, FG2) 

 

One participant talked about the frustration of phoning for an appointment when she has 

had to do a school run and left on the phone for ages still unable to get an appointment. 

‘It is so difficult to get an appointment….they don't 
answer the phone until 8:30 and then you are in a queue 
of 25 so that you're doing the school drop-off on the 
school run and going to work. I don't know how they 
expect you to stay on the phone for half an hour so it is 
very frustrating and you are there for like 20 minutes and 
when you do get through there are no appointments left’ 
(White, Female, 38, FG2) 

 

The issue of having to wait a long time to get an appointment left some participants with 

no other choice but to choose an alternative pathway of action such as using NHS Direct. 

‘See at my doctors you can’t get an appointment with a 
nurse or a doctor and that’s why I ring NHS Direct’ 
(White, Female, 31, FG1) 

 

Many participants viewed the receptionist as the gatekeeper who made it difficult for them 

to get an appointment 
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‘You have to tell the receptionist what’s wrong with you 
and I think that’s wrong… Yeah you’ve got some random 
problem and you’re telling some receptionist well you 
know should you really have to be put in that position 
where you have to explain it you wouldn’t ring up the 
doctor to try and make an appointment if it wasn’t 
something that needed to be dealt with that day’ (White, 
Female, 32, FG1) 
 
‘My receptionist always asks me what is wrong and I like 
I'm not telling you….because that's them just being nosy’ 
(White, Female, 31, FG2) 
 
‘They (receptionists) all fob you off do you want to see a 
nurse practitioner’ (White, Female, 32, FG2) 

 

For participants from Manchester there was a mixed response, some were satisfied with 

booking appointments.  During times when it was difficult to get an appointment, 

participants respected the honesty and generally were able to get an appoint reasonably 

soon. 

‘My GP surgery is quite good for waiting times I think 
there are three days a week where there is now a 
window in the middle of the day between 1130 and 1230 
and you just going and they pretty much guarantee that 
you see a doctor’ (White, Male, 42, FG5) 
 
‘If I wanted to make an appointment I have to make a few 
days in advance but if I want to see that the same day I 
have to go there very early in the morning and give my 
name and wait’ (Pakistani, Male, 45, FG5) 
 
‘My doctors tell me straight there were no appointments 
left today but if you ring up at 8:30 in the morning we 
could possibly get you a cancellation’ (White, Female, 52, 
FG7) 

 
However, some were not as satisfied and in these cases would much rather use walk in 

clinics or chemists.  There was also this issue that receptionists would act as an 

unqualified gatekeeper, a theme also found in the NHS Direct user groups. 

‘I'd much rather go to walk-in clinic because you're more 
likely to see someone in my GP you have to wait for an 
appointment or three weeks’ (White, Female, 43, FG6) 

 
‘The receptionists play god a lot of the times…I phone 
them up and say I need to see a doctor I get to see a 
doctor because I'm asthmatic and stuff but my daughters 
doctors surgery you can phone but never get an 
appointment….it’s like trying to get blood out of a 
stone,‘what’s your problem?’ well who are you are you 
the doctor! ‘No I'm the receptionists but I need to know 
what's wrong with you before I can make an appointment’ 
your phone up because your ill my daughter doesn't ring 
the GP surgery now’ (White, Female, 53, FG7) 
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Satisfaction Out of hours 

Avoidance 

Time 
wasting 

Accessibility 

There were also some concerns about waiting for an appointment from the participants 

who resided in Mendip. 

‘The only negative thing I've got if you ring up the surgery 
you and likely to get an appointment quite a long time in 
the future rather than the immediate. I can normally wait 
a week (White, Male, 82, FG8) 
 
‘It’s easier and quicker to walk to surgery because 
sometimes it’s hard to get appointment as can’t get 
through on the phone. Then you get there and they say 
sorry two weeks (White, Female, 78, FG9) 

 
Although, the general consensus was that most participants were satisfied with booking 

an appointment and this viewpoint was not shared by all. 

‘If you go after half-past 11 of the general rush has gone 
and if you haven't got an appointment you can wait their 
might be a few people waiting between then and about 
1:30 I suppose’ (White, Female, 61, FG11) 

 

7.2.2.2 Satisfaction with out of hours 

In terms of out of hours participants talked about three services; accident and emergency, 

on-call doctors alongside the walk-in centres.   There were three themes that were 

discussed in relation to satisfaction to out of hour’s services: avoidance, time wasting and 

accessibility (Figure 52) 

 

 

 

 

 

 

 

 

 

 

Figure 56: Emerged sub-themes for satisfaction with out of hour services  

 

 

Avoidance 

For NHS Direct users A&E and GP co-operatives were seen as places to avoid unless 

completely necessary  

‘Walk-in centres and accident and emergency is a word 
that I desperately tried to avoid this especially of a Friday 
night and a weekend you know if there's something 



259 

 

wrong with my son who is particularly small the last place 
I want my son is accident and emergency on a Friday 
night’ (White, Female, 31, FG2) 

 

For low users in Manchester, there was also an avoidance of walk in centres, this was 

mainly because the service were perceived to have long waiting times and were viewed 

as not able to prescribe medication. 

‘They (walk in centre) will say we are not able to give you 
any medication so what is the point of going to the walk-
in centre for them to tell you that your aching but there is 
nothing that they can give you’ (White, Female, 46, FG7) 
 
‘So you have gone to the walk-in centre and you've been 
effort to 2 1/2 hours and it would've been like that the 
casualties you might as well have gone there in the first 
place’ (White, Female, 61, FG7) 

 

However, this was not a shared opinion from the participants from Baguley who were 

more positive towards the walk in centre although they were seen as a substitute to their 

GP as there was a long waiting time to see a GP. 

‘They are excellent you just have to wait your turn but yet 
they are good because you get a few doctors’ (White, 
Male, 34, FG7) 
 
‘I'd much rather go to walk-in clinic because you're more 
likely to see someone in my GP you have to wait for an 
appointment or three weeks’ (White, Female, 54, FG7) 
 

 
Low users from Mendip also tended to avoid walk in centres, but this was mainly because  

they were not very familiar with them, and although they knew they existed they were not 

sure where therefore going to A&E was preferred. 

 
‘Well I know they exist but I have no idea where they are’ 
(White, Female, 82, FG11) 

 
 ‘I think you just take yourself off to accident and 
emergency wouldn't you rather than travelling to a walk-in 
centre I would just go straight hospital’ (White, Female, 
82, FG11) 

 

Many participants from Mendip took a ‘wait and see’ attitude with many wanting to hold 

on until Monday so they could see their GP who was viewed as knowing them best. 

‘I think I would just wait until Monday’ (White, Male, 78, 
FG8) 
 
‘My doctor seems to know best so perhaps I would just 
hang on till the Monday’ (White, Female, 87, FG8) 
 
‘I also think it depends on the severity of it if it's just a 
cold or something you would put the just wait till next day 
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perhaps if you're still ill then ring your GP’ (White, Male, 
85, FG8) 

 

 
Time wasting 
For NHS Direct users there was clear dissatisfaction to walk in clinics waiting times. 

‘Yeah well walk in clinics are crap you know you sit there 
for hours and hours and hours’ (FG1) 

 

Some participants also felt that they were made to feel like they were wasting the out of 

hour’s service time.  For example one participant recalls a time when she was told to take 

her son to accident and emergency as he had bad sickness and diarrhoea and had not 

drunk a lot of fluids although was told it was not urgent enough. 

‘the doctor saw him and said, no he's not dehydrated, 
you should support him until his disorientated kind of 
thing. Well, I thought that's dangerous.  (The doctor said) 
You know that you have to leave it until that point and I 
was surprised’ (White, Female, 31, FG2) 

 

Many of the participants from the Manchester focus groups acknowledged the long wait, 

although they indicated that this was because they had to prioritise patients and were 

generally satisfied with the service with this service being their first port of call especially 

for mental health issues. 

‘There is sometimes a bit of a long wait but that's not their 
fault they just have to prioritise patients’ (Pakistani, Male, 
45, FG5) 
 
‘In the past I have always gone to accident and 
emergency’ (White, Male, 37, FG5) 

 
‘I've always contact emergency services because I was 
having psychiatric mental-health problems which got 
worse so I went to accident and emergency’ (Black, 
Male, 32, FG5) 
 
‘I use accident emergency primarily from mental health 
problems’ (Black, Male, 32, FG5) 

 
For low users from Mendip, participants were generally satisfied with A&E There was 

generally higher satisfaction of waiting times for the Mendip participants. 

‘I go straight to the West Mendip and they are always 
open for problems they are really good and quick’ (White, 
Female, 79, FG11) 

 
‘We took Rowan with a rapid heartbeat there and she 
saw the triage nurse and we were straight in’ (White, 
Female, 65, FG11) 
 
‘There are parts are quick but then there are parts that 
are very slow and you have to sit around for hours’ 
(White, Female, 76, FG11) 
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Accessibility 

For NHS Direct users some users discussed how their surgery did not have an out of 

hour’s service, or if they did they were not aware of it therefore they felt they had no other 

option than to use NHS Direct unless they wanted to go straight to A&E. 

‘When I first called it (NHS Direct) I had called my doctor 
and the doctor’s surgery didn’t have an out of hours’ 
(White, Female, 32, FG1) 

 

For low users in Manchester, there was good availability of out of hour’s services, the 

hospital was mainly within walking distance or there were good bus routes available and 

this was the preferred service to use if it was felt as serious. 

 
‘The best thing to do is to go to hospital and get your 
antibiotics and see a doctor there but that's if you're really 
sure you need it’ (White, Female, 29, FG6) 
 
‘If it's serious go to the hospital’ (White, Male, 35, FG6) 
 
 ‘I could walk or take bus’ (White, Female, 45, FG6) 

 

 

Participants from the Manchester focus groups felt they had good access to chemists was 

also viewed as a good source of health information.  Many respondents would use the 

service as it was seen as easier than getting an appointment at the doctors. 

‘Because you can’t get appointment at the doctors and is 
easier just to go over to the pharmacist and he can just 
have a look at you quite a lot of people do that’ (White, 
Female, 27, FG6) 

 

However, for participants from Mendip, a rural community there were issues regarding 

accessibility.  Many participants stated that if they wanted to access the local hospital and 

walk in centres and they did not drive they would have to pay for a taxi which would be 

quite expensive  

‘What about if you're not that mobile how'd you get there I 
suppose you just have to pay for a taxi’ (White, Female, 
89, FG9) 

 
‘Who can afford taxis from one end of the town to the 
other’ (White, Female, 81, FG9) 
 
‘I don't drive and I'm on my own, for me it’s difficult to get 
to doctors but get there at the moment by my neighbour 
or by taxi but it’s so expensive’(White, Female, 82, FG9) 

 

There was a clear dissatisfaction highlighted, where the on call doctor as they will make 

patients travel a long distance to go to them. 
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Benefits/Barriers 

Knowledge 

Cost 

Ease of use 

Accessibility 

Time/Speed 

‘If you ring out of hours you probably end up having to go 
to Glastonbury because they are centralised points they 
won’t travel you have to go to them’ (White, Female, 87, 
FG9) 

 

However, many of the participants were satisfied with services they had access to and 

saw no real reason to want to change.   

‘I find my aid call satisfactory.to me it's very important 
that it's quick and easy’ (White, Female 78, FG9) 
 
‘I would just phone the paramedic which is what I always 
do’ (White, Female, 89, FG10) 

7.2.3 Perceived and structural benefits/barriers 

Perceived and structural barriers/benefits were split into six sub-themes: knowledge, cost, 

ease of use, accessibility, time/speed and satisfaction of current healthcare (Figure 53). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 57: Emerged sub-themes for benefits/barriers 

 

7.2.3.1 Knowledge 

Those who used NHS Direct had a good knowledge of the service, they were aware of all 

the services including the triage service as well as health information and medicine 

advice services.  Some participants were also aware of a dental service although no-one 

had used it.  Many participants were also aware of the internet based services including 

the health encyclopedia and the Self-Assessment Tool software which many have used 

and received calls back.  Many viewed NHS Direct as a service to use out of hours or 

during new emergencies. 

‘I would call if it’s out of hour’s’ (White, Female, 34, FG1) 
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‘I would say I would use it out of hours not how urgent it 
was whether the doctors were closed or not’ (White, 
Female, FG2) 
 
‘I have only really used them when it has been a new 
emergency or if I'm not sure if it's an emergency or not to 
know what I mean’ (White, Female, 30, FG2). 

 

In terms of where respondents gained this knowledge there were a variety of ways.  Many 

participants were directed to NHS Direct through their GP answerphone machine when 

they have phoned out of hours. 

‘When I first called it I had called my doctor and the 
doctors surgery didn’t have an out of hours so I they 
actually give you the NHS Direct number so that’s how I 
knew the number’ (White, Female, FG1) 
 
‘My doctors advise you to use them when it is out of 
hour’s service on their message’ (White, Female, 28, 
FG2) 
 

 

Some participants were made aware of NHS Direct through their midwives when they had 

children. 

‘I think mine was from the midwife when I had just given 
birth, she came to the house to do a check and she gave 
me the number then’ (White, Female, 31, FG2) 

 
And one respondent saw the service advertised through yellow pages  

‘I found it in the Yellow Pages. Just because I didn't know 
I was looking for the doctor’s number and came across 
that first’ (White, Female, 32, FG2) 

 

Through local level advertising, participants recalled a small credit card leaflet which had 

the number on which participants could keep in their wallet. 

‘I think I knew through getting information through the 
post….it was a white card with blue writing’ (White, 
Female, 30, FG2) 
 
‘Yeah that it’s the one I had its lurking somewhere you 
know the stuff you have hiding at the back of your wallet 
and never even knew it was actually there’ (White, 
Female, 30, FG2) 

 

For national advertising most participants had seen it on the internet through Google 

searches, with some participants who had seen it advertised on television when the 

service has just operated nationally. 

‘That's where I first heard about it and that was in 2000, 
so like right at the beginning but it wasn't that far back. 
Actually, but that's all I first heard about it’ (White, 
Female, 29, FG2) 
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However, there was a distinct lack of knowledge from low user groups.  Many participants 

in Manchester had never heard of the service, with those who were aware, held many 

misrepresentations and uncertainties of what services NHS Direct offer.  For example 

some participants thought NHS Direct was a walk in clinic.   

‘Is it to do with the walk-in centres’ (White, Male, 39, 
FG7) 
 
 ‘I've heard about it it’s supposed to make life easier or 
that's all I have heard it supposed to do with phone calls 
or Internet and that's about it’ (White, Female, FG7) 

 

There was only one respondent from the focus groups in Manchester was aware about 

NHS Direct, although had not used it. 

‘I think that they are at non-emergency information line 
based on health-related issues information on health-
related issues for example if you have a runny nose what 
do you think I should do they seem trivial but it may be an 
alternative to going to accident and emergency or an 
eternity of going to the GP or whatever it may be getting 
health-related information registering with their GP or a 
dentist as well sorry where do you find them it can also 
give you information on the closest dentists and your GP 
services’ (White, Male, 42, FG6) 

 

Respondents were asked if they had heard about the service where they had received 

this information.  The majority of the participants in the Manchester sample had not seen 

any advertising through their health care professionals. 

‘My doctor never told me’ (White, Male, 43, FG6) 
  

Local level advertising seen by the participants were limited although some participants 

had seen posters, leaflets, business cards and advertising in the yellow pages. 

‘I picked up a leaflet somewhere a small leaflets and 
that's how I found out I knew existed but it wasn't until I 
read the leaflet I had more information first I just sort of 
heard exists’ (Pakistani, Male, 37, FG6) 
 
‘I saw plasticky type of business cards while ago I mean 
years ago and also they are listed in the Yellow Pages 
I'm sure they are on the front part of the Yellow Pages’ 
(White, Male, 45, FG6) 

 

Only one respondent from all focus groups held in Manchester had seen national level 

advertisement and this was during the Swine flu pandemic. 

‘The only time I have ever heard about it was that time 
during the swine flu thing I saw it advertisement on the 
television’ (White, Female, FG7) 
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This was a pattern that was found in Mendip groups who also had a lack of knowledge of 

NHS Direct.  Many of the other participants had never heard of it, or if they had they were 

unaware of what NHS Direct is and the services they provide. 

‘I don't even know the number even if I did want to use it’ 
(White, Male, 82, FG8) 
 
‘I think that's the biggest problem that they (the group) 
don't have the right information so they just go to the out 
of hours’ (White, Female, 62, FG9) 
 
‘Well I’ve never heard of it’ (White, Female, FG8) 
 
‘I've heard of it but not sure what it is’ (White, Male, 
FG10) 

, 

Along with the lack of knowledge was the misrepresentation of the service.  Many 

participants got the service confused with their out of hours GP service.  For example one 

respondent talks about an experience of using NHS Direct although this was her out of 

hours GP. 

‘I used that number to phone through it when all the way 
around and went to the hospital in the end and it came 
back through to my own doctor at two o'clock in the 
morning’ (White, Female, FG11) 
 
‘That’s not NHS direct that out of hours’ (White, Female, 
FG11) 
 
‘I think some people myself included…..are getting 
confused with people ringing NHS direct with people who 
ring their out of hours duty officer’ (White, Female, FG11) 

 
If the participants were aware of NHS Direct it was most likely to have been through their 

GP answerphone which is advertised out of hours. 

‘When I phoned a GP and was out of hours I think I heard 
NHS direct number on the answerphone machine’ 
(White, Female, 76, FG10) 
 
‘If you phone my surgery after 6 PM they will say the 
surgery is closed until tomorrow morning if you want 
some help you can ring this number is that the same 
thing as NHS Direct’ (White, Male, 62, FG11) 

 

Some of the participants had heard about the service through local advertising, this had 

been through local radio, local leaflets and local newspapers. 

‘It was on the radio as well so that you found a number 
and I automatically put it on my phone numbers’ (White, 
Female, 72, FG8) 

 
‘I think there's a page in the Somerset standard the strip 
and it tells you the emergency numbers and NHS is right 
in the middle’ (White, Female, 62, FG11) 
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None of the participants except two had heard of NHS Direct through national advertising, 

one had seen it advertised through the news, and one through national radio. However, 

some participants from the Mendip sample were aware of some of the changes where 

NHS Direct was changing to a single access number which was heard through national 

press coverage. 

‘Only that it is changing very rapidly is a job to know what 
the changes are’ (White, Female, 78, FG9) 
 
‘Is it because they need an easier access number few 
don’t know the number’ (White, Female, 82, FG10) 
 
‘I’ve heard it spoken about on the radio, something 
concerning NHS direct on radio 4’ (White, Female, FG11) 

 
Therefore, although NHS Direct has operated nationally since 2000, still many people are 

unaware of the service highlighted through both low user groups in Manchester in Mendip 

thus presenting a barrier to uptake.  

7.2.3.2 Cost 

NHS Direct operates a 0845 number which is a national call rate, and it is important to 

note that the researcher did not explain the cost to identify knowledge of this, so anything 

relating to cost was brought up by the participants.  The majority of NHS Direct users did 

not know there was a cost incurred when using NHS Direct.  However, one participant did 

mention the cost of the phone call, whereby she talks of her friend who is a single parent 

and cannot use it due to the expense on her mobile phone, although the rest of the group 

when they realised the cost implications indicated that this would not affect future usage. 

 
‘She’s a single parent and she’s only got her mobile 
phone and she said the only issue she has because it’s 
an 0845 number and on her mobile it costs a 
lot….because she only has her mobile its 3, 4, 5 pounds’ 
(White, Female, 29, FG1) 

 

However, the participants in the focus groups in Manchester were much more aware of 

the cost incurred when using NHS Direct. The service viewed as very expensive 

especially as most of the participant’s did not have landlines so had to use mobile phones 

to use the service creating a huge barrier for access. 

‘The cost of the phone call is a disadvantage….I'm on 
benefits the cost of the phone call is expensive so I don’t 
want to be on the phone for ages like if I was talking 
about my mental health it takes quite a while to explain’ 
(Black, Male, 37, FG5) 
 
‘Cost is a big issue especially if you don't have a landline 
and if you have to do on a mobile phone’ (Pakistani, 
Male, 42, FG5) 
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‘It is a paid number it puts people off there it isn't a free 
number we only get credit once a fortnight when we get 
paid on our phones it's true we can't phone up no one 
here has landline phones’ (White, Female, 27, FG6) 
 
‘the area that we live a lot of people who do have mobile 
phones are pay-as-you-go and it's an extortionate 
amount that it costs on the phone and by the time you 
have got through your credit could go halfway through or 
even run out’ (White, Female, 54, FG7) 

 

Participants felt that if something was seriously wrong they would just phone 999 as this 

was a free service. 

‘Well everybody knows that if you wanted an ambulance 
you could phone up for free and they can take you to the 
NHS is something is seriously wrong’ (Male, White, 26, 
FG6) 

 

‘If you are really poorly and you have a mobile phone and 
you have no credit on there then you can’t ring NHS 
direct but you can ring 999 and get an ambulance to you 
for free’ (White, Female, 54, FG7) 
 

 
The majority of participant’s thought it should be a free service and this would influence 

them using this service although some participants were dubious that this would impact 

on other NHS cuts. 

‘If they got their act together and made it a free phone 
number for all’ (White, Female, 47, FG7) 
 
‘Don't tell them that if you tell them that they will cut 
another hospital out’ (White, Female, 47, FG7) 

 

Conversely the majority of participants from the Mendip wards did not mention the cost of 

the phone call.  When explained that the calls are charged at a national rate the 

participants outlined that this would not impact on their decisions.  It is also important to 

note that all of the respondents had access to a landline phone.   

‘Well not if it’s an emergency you would just pay it’ 
(White, Female, 82, FG11) 
 
‘I suppose if its urgent you would just use it wouldn’t you’ 
(White, Female, 81, FG11) 

 
This therefore highlights that cost was a barrier for the Manchester sample group and not 

the others which suggests that levels of deprivation and access to landline phones are 

influential to the utilisation of telephone based health care. 
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7.2.3.3 Ease of use 

All of the participants who have used NHS Direct found the service easy to use with many 

participants highlighting that it is easier to use than using conventional out of hour’s 

services e.g. GP co-operatives, A&E, pharmacies, with the main benefit being that you 

don’t have to leave your house. 

‘You don't have to go through the process of packing and 
putting everyone in your car. You don't have to leave all 
the children with such and such the ability to have to deal 
with the problem without having to up sticks also if you 
are on your own. If you feel rubbish you wouldn't get in 
the car and drive’ (Female, White, 30, FG2) 
 
‘I have never used a pharmacists because I have to 
leave my house to go to pharmacist whereas I can sort of 
ring up NHS direct’ (Female, White, 29, FG2) 

 

However, for participants in the Manchester sample there was a mixed response. Some 

participants felt that they would find it easy to use and this was derived from experience 

with using the phone for many other things.  Interestingly, those who outlined that they 

found it easy to use were males, with no females indicating that they would find it easy to 

use. 

‘It’s just like using the phone isn't it’ (White, 42, Male, 
FG6) 
 
‘I use the phone to do other things quite a lot’ (Black, 30, 
Male, FG5) 

 

In fact, most of the participants felt that they would find it difficult to use.  There was a 

perception that there were many number options, and you would get passed from person 

to person making it more complicated to use, thus ease of use was emerging to be a 

distinct barrier to utilisation. 

‘I wouldn't use it to the simple reason that I can't stand it 
when you get on the phone and you go through roll after 
roll of people before you actually get your answer and 
what you want I wouldn't even bother’ (White, Female, 
54, FG7) 
 
‘It’s supposed to make life easier but I spoke to a friend 
of mine who has used it because she's a mum and she 
had to press that many options that she found it easier to 
get the doctors to come out than use NHS direct (White, 
40, Male,FG7)  
 
‘Them phone numbers…you have to press one for this 
and press two for that and by the time you have got 
through all of the services you are like that (pretends to 
fall asleep) and by the time you get through to the service 
you require I have found a lot of issues when you're 
trying to get through’ (White, Female, FG7) 
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‘why can’t you speak straight to nurse and if there are 
any phone options get rid of them I hate doing them all 
on the phone I would much rather go to the surgery and 
do it there’ (White, Female, FG7) 

 

Another barrier related to ease of use was language barriers.  For example one 

respondent was dyslexic and stated that he finds it easier to speak to someone face to 

face who he is familiar with. 

‘I’m dyslexic so it is better to see a doctor if I am ill so we 
can understand each other’ (White, Male, FG6) 
 
. 

The other issue related to language barriers was having poor English which was felt to 

impact on ease of use and confidence of using service.  NHS Direct do operate language 

line, which is a translation service; however, none of the participants were aware that this 

service existed. 

‘Some people might not be able to call NHS direct 
because some people can't speak English or their 
English isn't very good especially if someone is living on 
their own and their English isn't good or there's been very 
little English obviously they won't feel confident’ 
(Pakistani, Male, FG5) 

 

There were also barriers to the ease of use outlined in the Mendip sample.  However, the 

biggest concern in response to ease of use was cognitive barriers mainly hearing and 

memory related issues.  Many of the participants relied on using hearing aids and found it 

overtly difficult to hear over the phone. 

‘I also struggle to hear what people are saying to me over 
the telephone, if I can’t hear what someone is saying how 
does that help me.  If you speak to someone face to face 
you can show them your symptoms and it’s easier to talk’ 
(White, Female, 75, FG8) 
 
‘There can also be the problem of people not speaking 
clearly and people with hearing problem or slight hearing 
problem you have a very big problem there and I have to 
keep saying can you repeat this people would get 
frustrated and you lose the context of the call’ (White, 
Female, 85, FG9) 
 
‘I would have to ask them to speak slower and more 
clearer….it is difficult, if people speak too fast it is just 
hopeless. This is why it's so much easier face-to-face’ 
(White, Female, FG9). 
 

It was also deemed to be difficult to explain symptoms when a person has hearing issues. 

‘Relies on the person giving the call giving accurate 
description of their symptoms so they're trying to explain 
how they feel and your elderly you can't hear very well 
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and you're stressed and you’re on your own it’s not an 
ideal situation’ (White, Female, 81, FG10) 

 

There was also the issue of memory where it was felt that poor memory would impact on 

the uptake as some participants may not remember the number therefore would do their 

normal care pathway. 

‘People with memory problems wouldn't be able to think 
or remember what to do, where to get the number etc’ 
(White, Female, 67, FG11) 

 

One respondent had used NHS Direct when it first came into operation and she recalls a 

key barrier that impacted on ease of use and ultimately future use was that she was 

passed from person to person 

‘NHS direct is being passed from person to person and it 
took me all night to get any answer at all and during that 
time I was getting more and more worried…to me it's 
very important that it's quick and easy’ (White, Female, 
82, FG11) 

 

This was not an uncommon fear to the Mendip sample, who shared concerns like the 

Manchester sample of being passed from person to person. 

‘How do you know they will put you through to the right 
department that you are enquiring about you can easily 
be passed from one person to another’ (White, Female, 
82, FG10) 
 
‘‘it is more difficult for older people to hear and also 
hanging around thinking nobody is there for you know the 
time it takes maybe to get transferred and you know 
you're just likely to put the phone down sometimes I think’ 
(White, Female, 79, FG10) 

 

There were also technical difficulties which impacted on ease of use for the Mendip 

sample.  For example, one participant discussed the fear of the phone being cut off. 

‘In my opinion is a lot of technical issues with the phone 
for example the line went dead so what do you deal in 
that situation’ (White, Female, 87, FG10) 

 

There were also language barriers whereby a few participants said that they found foreign 

accents difficult to understand on the phone and often had to ask them to repeat. 

‘I speak English but not everybody does and that might 
be a problem and I would find it difficult to communicate 
with somebody from a different culture. It can be difficult.  
I find very often Asian people on telephone difficult to 
understand….I'm sorry can you repeat it and it can be 
very difficult’(White, Female, 76, FG9) 
 
‘I know there have been instances where you have been 
confronted by an Asian voice which is incredibly difficult 
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to understand what she was saying which can be a 
massive language barrier’ (White, Female, 74, FG9) 

 

7.2.3.4 Accessibility 

As there were no accessibility issues relating to NHS Direct users, there was a focus to 

look at the accessibility barriers to those who do not use the service.  Aside from other 

factors including confidence, ease of use and cost, accessibility focused on technology 

including phone accessibility to determine if this would impact on uptake. 

 
None of the participants from Manchester had a landline phone and depended on a pay 

as you go phone which had huge cost implications which was previously highlighted as a 

barrier. 

‘The cost is a big issue especially if you don't have a 
landline and if you have to do on a mobile phone if you 
are on pay-as-you-go then contract it's dearer’ (White, 
Male, 45, FG5) 
 
‘It is a paid number it puts people off there it isn't a free 
number we only get credit once a fortnight when we get 
paid on our phones it's true we can't phone up no one 
here has landline phones’ (White, Female, 52, FG6) 

 

In terms of technology accessibility, most if not all of the participants did not have a 

computer or access to the internet which would impact if they were to use NHS Direct 

online services. 

‘Don’t have computer, don’t know how to use it none of 
us know how to use it’ (White, Female, 38, FG6) 
 
‘Don’t like internet, don’t have internet’ (White, Female, 
35, FG6) 
 
‘what about the people who don't have the Internet they 
presume everybody has the Internet I have got it but I'm 
useless if you're taking ill and you need to use the 
Internet you can't just go to the library, if you have no 
form of Internet it's only at the library or the post office’ 
(White, Female, 59, FG7) 

 
 

Most of the participants from Mendip had a landline phone although did not use their 

phone often, main access barriers for participants in Mendip were hearing issues when 

on the phone.  The participants did not have computers or access to the internet or the 

ability to use either so they would find it difficult to use NHS Directs online services. 

‘In my opinion is a lot of technical issues….I could never 
use the internet’ (White, Female, 78, FG8) 
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7.2.3.5 Time/speed 

A key advantage of NHS Direct to the users was the speed, the majority of the 

participants viewed this service as ‘instant advice and reassurance’, and valued being 

able to talk to someone quickly. 

‘They give you immediate feedback on what you need to 
do when you are in that situation’ (White, Female, 30, 
FG2) 
 
‘It’s someone you can talk to really quickly if you’re 
worried about something’ (White, Female, 28, FG1) 
 
‘You see I have always been rang back within ten 
minutes when I’ve rang it’s always been really quick’ 
(White, Female, 32, FG2) 

 

However, there were some negative experiences that related to the amount of time it took 

to be called back by a nurse, with some participants dissatisfied with being called during 

the middle of the night.  However, the time taken to call back was reflected to how their 

call should be prioritised and therefore waiting a long time for a call back could be viewed 

as reassuring as it was not rated by NHS Direct as a direct emergency. 

‘I’ve waited five hours for someone to phone me back’ 
(White, Female, 29, FG1) 
 
‘Apart from sometimes NHS Direct have taken 8 hours to 
phone me back i could have had an appointment in that 
time’ (White, Female, 28, FG2) 
 
‘8 hours (I have waited) and they called me at about 4 in 
the morning’ (White, Female, 32, FG2) 

 

Conversely, this was not an opinion shared with the low user groups.  The majority of the 

participants in the Manchester sample felt that using NHS Direct would involve lots of 

waiting which was seen as wasting their time when they could be seeking face to face 

healthcare which was viewed as quicker.  This was even more evident when children 

were involved when it was seen even more important to get them to accident and 

emergency as soon as possible.  Therefore, NHS Direct was viewed as a side step rather 

than an integrated out of hours service. 

‘I know a young carer she's 24 looking after her mum with 
dementia who has seizures and every time she has got 
through (to NHS Direct) she has said it has been quicker 
to find a doctor and the doctors come out quicker than 
that because when her mum is bad she can't be 
spending 10 min on the phone’ (White, Male, 42, FG6) 
 
‘it can take up to 3 hours for someone to ring you back 
and by the time you ring back you could've been at the 
hospital so you just take them (children) straight down 
there’ (White, Female, FG6) 
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‘you know yourself when you've got kids whether its 
urgent or not you are not the wait three hours if it's urgent 
if they're really poorly you are just gonna go straight 
down there’ (White, Female, FG6) 

 

However, some male participants from the Manchester sample argued this and felt that 

using NHS Direct could initially save time going to accident and emergency where it was 

viewed as instant reassurance. 

‘Accident and emergency is reduced (and you) save time’ 
(Pakistani, Male, FG5) 
 
‘NHS Direct is more instant if a person does have a 
problem’ (White, Male, FG5) 

 
Participants from Mendip also felt that waiting was a barrier to using NHS Direct, whereby 

a preference was held for instant face to face health care.  Many of the participants 

shared concerns about waiting for a call back, and did not like the thought of hanging on 

the telephone for long periods.  There was also a similar consensus that NHS Direct was 

seen as a side step of out of hours care rather than integrated so it was seen as ‘wasting 

time’. 

‘I wouldn’t want to wait for a call back it could be ages’ 
(White, Female, 82, FG9) 
 
‘I heard you’re hanging on for quite a long time’ (White, 
Female, 79, FG10) 
 
‘What about if you did need a doctor and you ring NHS 
direct you'd be waiting around still and you still have to go 
see a doctor because of out of hours…..it would be a 
waste of time you might as well just go straight to the 
doctors or phone them up at least. They (NHS Direct) 
wouldn't even be up to help your transport you wouldn't 
have a car just to get the doctors either so you might get 
straight into a taxi while you can’ (White, Female, FG10) 

7.2.4 Subjective norms 

The participants in the focus groups were asked about how they make decisions about 

their healthcare, specifically to uncover if ‘important others’ impact on their decisions.  

Most of the participants, who had used NHS Direct, used the service because they had 

been recommended the service by family and friends and they trusted their opinions and 

advice.  It also seemed that the uptake of this type of healthcare was constructed through 

the participant’s exposure to the service through upbringing and those who used the 

service around them. 

‘I think most of the mums I know have all used NHS 
Direct I’ve not really heard complaints about it I’ve had 
quite a few friends have always recommended it’ (White, 
Female, 30, FG1) 
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‘My mother-in-law encouraged me to use with my first 
child’ (White, Female, 28, FG2) 

 
‘I think that when my kids have used it, they have used it 
because I've used it for them and they know it's there and 
something they have been accustomed to in our family’ 
(White, Female, 48, FG2) 

 

Satisfaction of the first use of NHS Direct appeared to impact future uptake where most of 

the participants from the two focus groups identified themselves as regular users, and felt 

that NHS Direct probably attracts a lot of repeat users rather than ‘new’ first time users. 

‘I mean that’s the first time I used them I mean I use them 
a lot more now since I used them that time but unless it 
was coz that one was at the caravan I probably wouldn’t 
have used them’ (White, Female, 26, FG1) 
 
‘It's funny because I think that the service must 
experience a lot of repeat users and it's kind of funny that 
perhaps they don't get as many first-time users’ (White, 
Female, 30, FG2) 

 
Many of the participants from Manchester who had heard of NHS Direct had heard 

through word of mouth mainly through family and friends, and in fact it was this that 

impacted on their decision not to use the service, where ‘significant others’ have 

disclosed their negative experiences. 

‘Yes my daughter, it took her three hours she said to 
phone for her back it took ages but it can take up to 3 
hours for someone to ring you back and by the time she’s 
done that you could've been at the hospital so you would 
just take them straight down there’(White, Female, 56, 
FG6) 

 

However, for those low users from Mendip, many were not aware of the service and were 

not told about NHS Direct.  Nonetheless, they heavily relied on the advice of family 

members to tell them what to do when the doctors were closed, although NHS Direct was 

never a suggestion made.  From the narratives presented below it is possible to see that 

the participants live in communities where they often depend on neighbours and friends 

during emergencies who essentially tell them what to do.  Thus, it becomes apparent that 

there is a greater emphasis of the importance of others when making health care 

decisions, suggesting a high value of subjective norms. 

‘If I was ill at the weekend I would tell someone…my son 
lives nearby he would tell me what to do. I'm lucky really 
because I have someone else I can depend on and he 
knows the right people to get in touch with’ (White, Male, 
67, FG8) 
 
‘I did not know what to do I phoned at the doctor and they 
said if it's not an emergency it can take a few hours so I 
rang my sister and she asked me about all the symptoms 
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and she said ‘right now you have to ring up the out of 
hours’ (White, Female, 82, FG8) 
 
‘I ring my family and they help me decide what to do 
especially my son, I think everyone here might ring their 
family first’ (White, Female, 78, FG8) 

 

In contrast those from Manchester although valued others opinions on services felt that 

they were responsible for making decisions regarding seeking health care.  Participants 

felt that they were the best person to make judgments as judged through their 

experiences of symptoms and knowing their own body.  There was a strong notion of 

independence and not being coerced by someone or being told what to do. 

‘Myself’ (White, Female, 52, FG7) 

 
‘No one influences me’ (White, Female, 54, FG7) 
 
‘I was poorly last week with a cold or flu or whatever it is 
but I don't just go to the doctor my doctor….I could have 
gone and he would have given me medicine but I can 
ride it out’ (White, Female, 45, FG7) 
 
‘You know your own body especially if you have a lot of 
ailments and your experience of illnesses and my 
symptoms’ (White, Female, 54, FG7) 

 
 

Narratives have highlighted that subjective norms have influences those who have not 

used NHS Direct in a variety of ways.  Firstly, the focus groups in Manchester suggest 

there is greater influence of others opinions and experiences of a service which can 

negative influence utilisation in the case of NHS Direct.  Although, secondly, subjective 

norms appear to effect uptake of healthcare in general through the decision making 

process.  This was more relevant in the focus groups held in Mendip where low user 

groups depended on others to make decisions for those who were older and more 

isolated.  It appeared that subjective norms were also important for users of NHS Direct, 

although participants as frequent users were more independent in choosing the type of 

health care. 
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7.2.5 Perceived behavioural control 

There were two sub themes identified for perceived behavioural control which included: 

confidence using telephone based health care alongside confidence with self-care, each 

sub-theme is discussed separately (Figure 54). 

 

 

 

 

 

 

 

Figure 58: Emerged sub-themes for perceived behavioural control 

 

7.2.5.1 Confidence with using telephone based health care 

All of the participants felt confident in using telephone based healthcare, dealing with 

symptoms and illnesses and being able to communicate healthcare over the telephone 

‘In a way if I'm using a telephone service like NHS Direct 
I don't care who I'm talking to it can be completely 
faceless it doesn't matter’ (White, Female, 30, FG2) 

 
‘I think the communication is very good and they tell you 
who they are and you know, and they say will bring 
back…the communication and questions were very clear’ 
(White, Female, 26, FG2) 
 
I don't have to interact face-to-face I can just deal with 
the problem (White, Female, 31, FG2) 

 

However, this confidence was not present in low users of NHS Direct.  For those 

participants from Manchester, aside from already previously highlighted issues relating to 

ease of use, there was a perceived lack of confidence arising from expressing their 

symptoms over the phone, with many participants worried that they would be 

misdiagnosed because they haven’t handed over the right/enough information, thus 

would feel more confident seeing someone face to face to give them the full control of the 

situation. 

‘I know that there is a procedure that you follow and you 
have to ask this question and this question all in a line 
that they follow but when you go to a doctor I think all the 
doctors knows me….these people don't’ (White, Female, 
45, FG7) 
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‘I wanted the personal touch face-to-face that you can 
actually show them and half the time is very hard to 
convince someone over the phone the situation because 
they think you gave the symptoms it could be anything 
but if they see someone face-to-face they can check so 
most of the time it easier for peace of mind mainly to 
speak to someone face-to-face’ (White, Male, 44, FG7) 
 
‘You would be more confident going face-to-face with the 
doctor because that doctor knows you’ (White, Female, 
54, FG7) 
 
‘Oh yeah they (NHS Direct) could make mistakes I had 
never heard of it and I would still not use it, but if you’re 
not sat there face-to-face with the person they can't see 
how much pain you’re in or you might be white and 
drained and they can't see that’ (White, Female, 61, FG7) 

 
This was also a common theme shared among participants from Mendip where 

participants also suggested a lack of confidence in explaining their symptoms over the 

phone, in fact many of the participants found the thought of doing this quite stress 

provoking illustrated by the following narratives. 

‘That relies on the person giving the call given accurate 
description of their symptoms so they're trying to explain 
how they feel and your elderly you can't hear very well 
and you're stressed and you’re on your own it’s not an 
ideal situation when somebody says how you 
feeling….you can't always think clearly they can you in 
that situation’ (White, Female, 78, FG11) 

 

‘I think it's much better for people to make decisions 
about your health when they can see you because the 
symptoms that you give over a phone could cover quite a 
few things but we haven't got that medical knowledge so 
we would only give them an outline not an in-depth 
insight into all of our health so that might affect the 
decision made so perhaps they could miss things’ (White, 
Female, 87, FG11) 

 
One respondent talks about the importance of having experience with health care 

increases confidence to use the service which was is why she has the confidence to use 

her doctor’s but not NHS Direct. 

‘Past experience which is what you don't have with NHS 
Direct’ (White, Female, 88, FG11) 

 

However, many of the participants saw the benefit of the service although felt it was more 

beneficial for the younger generation who have been brought up with more technology 

based applications and would be more confident in using this type of health care. 

‘I can see it being useful for them if he had a child and 
had a rash it came up on a list as being meningitis that's 
the time when you might be anxious to ring somebody 



278 

 

and then not to forget the younger generation are a lot 
more technological’ (White, Female, 67,FG11) 

 

7.2.5.2 Confidence with self-care 

The majority of the participants who had used NHS Direct outlined they were confident in 

using self-care and carrying out self-care tasks as directed from NHS Direct during ill 

health.  Many participants felt empowered to take control of their health but also having 

this information enabled them to better deal with similar situations in the future without 

having to rely on overstretched out of hours services. 

‘There is possibility of injury but because you're not a 
trained doctor you don’t really know, and it just helps to 
get that bit of guidance because if they can deal with it, 
you can deal with it yourself.  It takes pressure off the 
NHS and it takes all the pressure away from you having 
to sit in emergency situations’ (White, Female, 32, FG2) 

 
‘If I can (deal with it myself) yes, you know I don't agree 
with clogging up services if you can. If you can deal with 
it in some other way I think it is good’ (White, Female, 56, 
FG2) 
 
‘With the advice that they eventually gave me about 
Matthew it gives you advice about the right thing to do in 
your own home’ (White, Female, 40, FG2) 

 
‘I think it is also helps when I had the babies and they 
weren't drinking or eating you panic because you eat 
three times a day and drink all day long and they're not 
eating or drinking anything, and they say actually, when a 
baby doesn't eat that much its fine and they reassure you 
that you don't need to shove them with food all the time’ 
(White, Female, 30, FG2) 

 

This confidence was not shared by low users from both Manchester and Mendip, 

whereby many of the participants did not appear confident in taking control of their own 

health.  Participants from Manchester, although they don’t like to be told what to do by 

family and friends shared a preference of being told what to do from health care 

professionals i.e. doctors. 

‘I just go to the doctors and then they just send you to 
hospital’ (White, Female, 45, FG6) 
 
‘They know what you have, what your illness is and they 
can give you the information right there and then and 
they can understand what is wrong with you I like to 
speak to them face-to-face’ (White, Female, 42, FG6) 

 

For participants in Mendip there was a notion that if they were ill they would go straight to 

their GP who would then tell them what to do.  Their doctor was seen as the first port of 
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severity 

call and the professional who was trusted to make all decisions regarding their 

healthcare. 

‘I just ring up the doctor, they are really good’ (White, 
Female, 76, FG10) 
 
‘Mine is a very nice doctor when you go in there he asks 
you to sit down and you tell him what's wrong and he 
would do everything for you’ (White, Female, 82, FG10) 
 
My doctors nice because I have problems with my leg my 
arm you know and he said I won't send you to the 
hospital because I think I can do something and what he 
done he more or less stitched it up and then they put my 
arm out like that and he said he was going to put a 
bandage and I want you to keep that and keep in touch 
with the doctor and come and see us and I'd like to know 
how you got on’ (White, Female, 67, FG10) 
 
‘I think it's much better for people to make decisions 
about your health….we haven't got that medical 
knowledge’ (White, Female, 89, FG11) 

 

7.2.6 Coping appraisal 

For coping appraisal two sub-themes emerged which were: perceived urgency and 

perceived severity, however, as both sub-themes interlink and are discussed together 

(Figure 55). 

 

 

 

 

 

Figure 59: Emerged sub-themes for coping appraisal 

 

7.2.6.1 Perceived urgency and severity 

Participants were asked if perceived urgency and severity impacted on how they seek 

health care to determine if coping appraisal was a key factor in the level of reassurance 

that is needed, and to explore if telephone based health care would be able to meet this 

need.  For those who had used NHS Direct many said that the perceived their symptoms 

as serious and if they had not used NHS Direct they would have gone to either accident 

and emergency or a walk in centre, highlighting how this impacted on the urgency of their 

health symptoms. 
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‘I think I would have gone to the hospital’ (White, Female, 
26, FG1) 

 
‘On the occasion that I am thinking I rang in on one 
occasion I would have had to have gone into the walk-in 
centre and on the other, I would have had to have gone 
to the accident and emergency’ (White, Female, 32, FG2) 
 
‘If it wasn't the NHS direct, I would have gone to accident 
and emergency’ (White, Female, 29, FG2) 
 
‘I would have either tried to get the Dr or go straight to 
the hospital’ (White, Female, 31, FG2) 

 

When using the service on behalf of someone else participants outlined that they were 

not willing to 'wait and see' and wanted instant health care although for them the severity 

was not as serious.  The age of the child was also important whereby, if it was for a small 

child the perceived urgency increased.   

 
‘I think it’s different for me to who I am ringing for 
because if it’s for me like when I had sinusitis I knew I 
could just go to the doctors ermm but then with my 
daughter It’s always been with her if I know she needs to 
go to the doctors I go and I demand an appointment and 
its really different’ (White, Female, 26, FG1) 
 
‘I know I need to speak to somebody now and tell me if I 
need to go and really need to see a Dr or something or 
can manage myself because you get to speak to 
somebody, at least’ (White, Female, 32, FG2) 

 

Many of the participants were anxious before using NHS Direct and felt that telephone 

based health care was a suitable avenue to ease anxiety for these situations, this was 

especially important when they were not familiar with the symptoms, suggesting 

unfamiliarity increased both urgency and severity. 

‘I find that in talking to somebody it helps may make that 
decision to whether I need to escalate it or not’ (White, 
Female, 30, FG2) 
 
‘I would say before anxious and after (using NHS Direct) 
more relaxed apart from that incident when they said they 
would call me back in 8 hours and I was like sod that I’m 
going to the hospital because if there are boils all over 
my daughters head it’s like ok I’m going now I need an 
immediate answer’ (White, Female, 26, FG1) 
 
‘NHS direct were fantastic they really worth and they 
were very helpful. They answered the phone almost 
immediately. I think they knew straightaway the issue and 
heard Gemma sobbing in the background. I mean she 
was in a real mess. It was quite horrible really so no, that 
was very good….it just helps to get that bit of guidance 
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because if they can deal with it you can deal with it 
yourself’ (White, Female, 46, FG2) 
 
‘I think it's more reassuring to hear other people's 
opinions of what they have experienced because when I 
ring I don't know what to expect I don't know what sort of 
outcomes it can be, and in a way to know if it really was 
important they would simply keep you on the phone is a 
reassurance because otherwise I think, you know, if they 
ring you back in 5 min you will panic but the idea that 
they were simply be able to transfer you through’ (White, 
Female, 30, FG2) 

 

Similarly, participants from Manchester wanted immediate feedback, however, there was 

a clear preference to face to face reassurance through seeing a GP or going to A&E, 

highlighting higher levels of perceived severity and urgency compared to frequent NHS 

Direct users.  However, alike NHS Direct user’s perceived severity and urgency increased 

when they were directly responsible for another, i.e. child, older person. 

‘It can take up to 3 hours for someone to ring you back 
(from NHS Direct) and by the time they have done that 
you could've been at the hospital so you just take them 
straight down there’ (White, Female, 26, FG6) 
 
‘If it's just a stomach bug or something like that but if it 
something serious you're not going to wait three hours 
especially as it's a kid when you can go straight down to 
the hospital’ (White, Female, 34, FG6) 

 
‘When something is so serious like I said with elderly 
people and children are the top priority and no matter 
whether a child is got one spot it should be investigated’ 
(White, Female, 34, FG7) 
 
‘If that was one of my grandkids I would take them 
straight to the hospital’ (White, Female, 46, FG7) 
 
‘I think with older people you can't mess about yet just 
get straight down there’ (White, Female, 48, FG7) 

 

One participant recalled a time when he took one of his children to the hospital and was 

continually told that he was wasting their time although still continues to attend hospital 

with his children.  This narrative reflects important he felt it was that it had to gain face to 

face reassurance for the health of his children regardless if it was necessary.   

 
‘I have been to hospital before a few times through my 
kids and they said to me it's a waste of time coming in its 
normal….really annoys you and sets you off.  The first 
time my daughter fell off the couch she was two years old 
and she had a lump on her head we got to the hospital 
about a day later the surgeon came in and said oh it's 
nothing you shouldn't have brought her ….and it happens 
every time you take them in your wasting our time it's 
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perfectly normal and you feel really angry’ (White, Male, 
45, FG7) 

 

Using NHS Direct was viewed as wasting time when the participants could be doing 

something else i.e. going straight to hospital again highlighting this high level of perceived 

urgency.  Thus, NHS Direct was viewed as a side step in their health care rather than an 

integrated service which would make the process easier and quicker. 

‘People don't want to wait the length of time they have to 
wait because you could have done something else in that 
time’ (White, Male, 54, FG6) 
 
‘I think if you are seriously ill you are going to take 
yourself to the hospital you would ring an ambulance or 
somebody could even take you to the hospital right away 
at least you’re in there isn’t it and NHS Direct won’t get 
back to you right away’ (White, Female,45, FG6) 

 

There was also a need for face reassurance and with the lack of trust already highlighted 

telephone communication was not be a suitable reassurance aid for the participants who 

took part in the focus groups.  This could suggest that the participants needed a higher 

level of reassurance compared to those groups who did use NHS Direct.   

‘To be honest I think I would just phone an ambulance if 
you felt that you needed reassurance you just take your 
children or yourself to hospital at least that way they can 
see you face-to-face or get the paramedic out then they 
would make that decision if you need to go to hospital’ 
(White, Female, 34, FG7) 
 
‘To be honest face-to-face is really important because 
this is what reassures you and this has to be the best 
option but if you can't get that and you can speak to 
somebody at least you can get a little bit of reassurance’ 
(White, Female, 32, FG7) 

 

Experience of symptoms, as noted in the focus groups with NHS Direct users was also an 

important factor which influenced the perceived urgency.  Participants felt that they knew 

their own body and were able to make decisions based on previous experiences, thus 

new symptoms would increase perceived urgency and severity 

‘I know how I feel and I know if I need to go to the doctor 
I know if I'm going worse…..but I know my body and I 
know how far I can go …..If I don't feel right I will go if I 
feel okay I'm not going’ (White, Female, 45, FG8) 

 
‘You know your own body especially if you have a lot of 
ailments and your experience of illnesses and symptoms’ 
(White, Male, 43, FG8) 

 

Some of the participants had mental health issues and there was a consensus that this 

increased the perceived urgency and severity and need instant support. 
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‘I've always contact emergency services because I was 
having psychiatric mental-health problems which got 
worse so I went to accident and emergency’ (Pakistani, 
Male, 43, FG5) 
 
‘I use accident emergency primarily for my mental health 
problems’ (White, Male, 45, FG5) 
 
‘I used accident and emergency a few weeks ago 
actually I had a bit of a meltdown I became very 
emotional so went to accident and emergency’ (Black, 
Male, 34, FG5) 
 
 

However, it could well be that NHS Direct could be a suitable service to support 

participants who are having issues with mental health.  Although NHS Direct is set up to 

do none of the participants were aware that they could support them.  This narrative 

presents a very distressing time where he used services such as accident and 

emergency who he claims were not empathetic and suggest that NHS Direct could take 

this role on, highlighting that perhaps with mental health phone based reassurance is 

suffice to support the person in question. 

 
 
‘I had a very brief episode in psychosis on not sure if you 
understand mental health psychosis is voices and visions 
and I will try and be brief I ended up running out of 
money so I called 999 saying I had run out of money. It 
may not seem like a big deal but obviously I'm 
schizophrenic and emergency services weren’t terribly 
good and even the police weren’t terribly empathetic to 
me so maybe I don't know how NHS direct works but it 
may be NHS Direct could help if they understand mental 
health’ (White, Male, 36, FG5). 

 

 
Participants from Mendip appeared to have a different approach to accessing health care, 

with a lower perceived urgency and severity.  Participants outlined that they would prefer 

to ‘wait until Monday’ and see their usual doctor than to use out of hours services with a 

clear theme of familiarity. 

‘To be honest I think I would just wait until Monday’ 
(White, Male, 65, FG9) 
 
‘I would just wait until Monday comes’ (White, Female, 
81, FG9) 
 
‘If you could you would rather wait to see doctor but it 
depends what is wrong’ (White, Female, 78, FG9) 

 
‘Perhaps I wouldn't feel ill enough and I was trust a 
doctor's opinion to what I needed’ (White, Female, 79, 
FG11) 
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The majority of participants would not go straight to hospital unless told to do so either by 

family or by an out of hours doctor as they felt it was not their job to know if it is serious or 

not, there was also a sense of dependence on others when living alone to be told what to 

do. 

 
‘Ring my family and they help me decide what to do 
especially my son, I think everyone here might ring their 
family first’ (White, Female, 81, FG9) 
 
’I think if you're living alone you would, you would phone 
your family enabled then tell you what to do and if you're 
not very well sometimes that's all you need somebody 
else to say yes do that that's the right thing almost like 
you're getting permission you don't always think properly’ 
(White, Male, 82, FG10) 
 
‘I would just ring Sheila my daughter before I do anything 
else’ (White, Female, 90, FG8) 

 

Being alone appeared to be quite a scary prospect for some of the participants illustrated 

in the following narratives.  One lady talks about how frightened she was and did not 

know what to do so her first instinct was to get instant face to face health care to reassure 

her.  Therefore, it could be that telephone based health care is not sufficient enough to 

support older groups with health conditions with high perceived urgency 

‘I live alone and I don't know what I would do’ (White, 

Female, 83, FG8) 
 
‘My blood reading went up so high one day and I had not 
long been in Frome long and I live alone that went up so 
high so I walked up to the casualty department which 
was near the doctors and asked had to sit there all night 
because I was frightened of being on my own’ (White, 
Female, 85, FG11) 

 
NHS Direct was also not a welcomed choice when faced with the choice of health care 

due to the amount of time waiting for a call back.  Therefore, if it was felt that they needed 

healthcare alike the group in Manchester they wanted instant face to face healthcare, and 

would rather wait at a hospital then having to wait for a call back. 

 
‘I wouldn’t want to wait for a call back it could be hours’ 
(White, Female, 82, FG9) 
 
‘It is more difficult for older people to hear and also 
hanging around thinking nobody is there for you know the 
time it takes maybe to get transferred and you know 
you're just likely to put the phone down’ (White, Female, 
81, FG10) 
 
‘I think if somebody says they will ring back and they take 
a long time to ring back then I would imagine an older 
person would have either gone elsewhere or found a 
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relative or somebody else to help with the situation’ 
(White, Female, 78, FG10) 

 
Overall, it appears that coping appraisal is highly influential in the type of healthcare that 

the participants accessed, whereby NHS Direct users were reassured by telephone 

based health care viewing this as instant feedback, whereby the opposite was seen in 

both low user groups.  In fact NHS Direct was not seen as instant primarily because of 

the time to receive a call back, but also as this was faceless it became increasing 

apparent that this type of healthcare was not able to reassure them as face-to-face would.  

Nonetheless, a key similarity shown between the groups was that perceived urgency and 

severity was increased when the respondent was responsible for another person, 

although for low user groups this increased the need for face to face healthcare with the 

opposite pattern shown for the frequent NHS Direct users. 

7.3 The Service Providers 

Incorporating service providers views is a common method used by health service 

researchers to gain a deeper understanding of ‘good’ and ‘bad’ service experience 

(Mokdad et al., 2003; Pooley et al., 2001; Straus et al., 2011) alongside offering a 

valuable method for triangulating the qualitative findings. (Pope and Mays, 1995).  This 

research wanted to gain a deeper understanding of service providers views about what 

they perceive as barriers to access to NHS Direct, therefore, service providers, defined as 

in employment with NHS Direct for six months or longer and a NHS Direct nurse or health 

advisor who delivers telephone based healthcare advice and/or support.   

 

Two focus groups were held with service providers in the case study areas which 

included Bolton (Manchester) and Bristol (Mendip), where four themes emerged from the 

interviews.  Firstly, attitudes towards telephone based health care and self-care, 

perceived and structural barriers/benefits which focused on lack of knowledge, cost, ease 

of use, communication and time/speed, perceived behavioural control which was 

described as confidence with self-care and telephone based health care) and finally 

coping appraisal. 

7.3.1 The role of user attitudes 

7.3.1.1 User attitudes towards telephone based health care  

Service providers from Bristol felt that there were varied attitudes from different 

demographics.  For example, they felt that older people would hold more positive 

attitudes towards face to face healthcare because they are more vulnerable and perhaps 

more resistant to talking to someone over the phone about their symptoms. 

‘They are more vulnerable and also elderly people aren't 
so open, they are more resistance to telling you things 
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and it might be things that you can only see you 
know..It's a lot harder for them to express themselves 
and a lot of their symptoms’ (White, Female, 47, FG3) 

 
Service providers from Bolton felt that those from less educational backgrounds hold 

negative attitudes towards NHS Direct as they don’t like all the questions during the triage 

process.  Interestingly, when we relate back to the focus groups held in Manchester this 

was a core barrier with using this service. 

‘Less intellectual people don't know and they don't like us 
questioning and they don't have the attention ohhhh how 
many more questions and I think that that could be a 
barrier they don't understand why we are questioning 
sometimes or they can't be bothered with the questions 
they don't understand them’ (White, Female, 27, FG3) 

 

It was felt that being telephone based health care provided positive attitudes towards 

confidentiality especially for younger people and men. 

‘They (men) get embarrassed a lot….they normally are 
quite famous for saying ‘is this is confidential’, all the time 
especially when we get the sexual health concerns STDs 
questions’ (White, Female, 34, FG3) 

 
I think people tend to feel more comfortable speaking 
over the telephone because sometimes people can be a 
bit embarrassed about their conditions so they find it 
easier to talk to somebody over telephone they seem to 
think it's more confidential’ (White, Female, 45, FG4) 
 
‘Mental health or sexual health private parts health would 
rather is a good service…we're not making them feel 
embarrassed as professionals face-to-face it's different to 
talk to somebody if you have a personal problem 
sometimes and I think that anonymity is very important’ 
(White, Female, 55, FG4) 
 

7.3.1.2 User attitudes towards self-care 

It was felt that those who do not use NHS Direct don’t want self-care advice; instead they 

are more dependent on health professionals. 

‘If they haven’t used….they don't want self-care they 
want to speak to the doctor’ (White, Female, 32, FG4) 

 
It was also felt that women held more positive attitudes and are more accepting to self-

care than men especially in the case of mothers who wanted up to date health 

information which was empowering individuals to take more control. 

 
‘The mother will listen and it comes to self-care I feel that 
I am selling out more to the man where is the mother 
tends to be more accepted’ (White, Female, 55, FG4) 
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‘You're doing a lot of health education because 
particularly with parents of little children…you can explain 
that and educate them the more up-to-date the more 
efficient way to get a child better’ (White, Female, 48, 29, 
FG4) 
 
‘Yes definitely yes I think mothers trust us…..you're 
giving them the confidence thereafter that that child has 
got similar symptoms again they are a bit calmer about it 
and they can help themselves’ (White, Female, 55, FG3) 

 

7.3.3 User barriers to accessing NHS Direct 

7.3.3.1 Lack of knowledge 

Overall, service providers from both Bristol and Bolton identified lack of knowledge about 

NHS Direct as the main barrier to users accessing the service. Service providers felt that 

there were still a lot of people who had not heard of the service despite the fact the 

service has been running for over twenty years. .  Service providers did however point out 

that for those individuals that had some knowledge of the service were often mistaken 

about what NHS Direct actually offers, for example, service providers commented that 

some patient’s thought that NHS Direct have access to their GP/hospital notes, can give 

prescriptions and refer them to hospital specialists. 

‘There is a surprising number that haven't heard of 
us…people who get transferred from the ambulance 
service and they say what's this number?  What are you? 
What do you do?’ (White, Female, 28, FG3) 
 
‘I don't think they know about us, that is why they ring 
999, like if they had more than understanding of what we 
do they would probably ring us’ (White, Female,31, FG3) 
 
‘Often they advertise it they give you help and advice, 
they think that they can get prescriptions from us, they 
think that we can send a Dr and they haven't got the right 
impression of what other services we do offer from what 
it says, because all it says is that we help and give 
advice’ (White, Female, 55, FG4) 
 

 

7.3.3.2 Cost  

The service providers from Bolton highlighted that cost of the phone call is a major barrier 

especially for younger people who were in low paid jobs and rely on pay as you go mobile 

phones.   

‘Another thing is the cost of the call if you are 18, 19 and 
you have a young baby and you are not working or you 
are in a low-paid job and all you have is a pay-as-you-go 
mobile telephone then it is an absolute fortune to phone 
NHS Direct’ (White, Female, 49, FG4) 
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‘Well how many calls are disconnected because the 
credit has run out’ (White, Male, 51, FG4) 

 
Providers from both focus groups felt that to get around this patients phone 999 to get 

transferred to NHS Direct free of charge. 

‘Some people phone us indirectly through 999 because 
they know that they will get through to us eventually but 
that's a waste of ambulance resource or the ambulance 
service’ (White, Female, 37, FG3) 
 
‘A 999 call is free from a mobile and the details are sent 
through to NHS direct and then we ring them back to 
their. They don't pay anything that call to see what I 
meant’ (White, Female, 45, FG3) 

 
The reaffirms findings that were found from the Manchester focus groups who viewed 

cost as a structural barrier to uptake, where many participants felt that it was too costly 

from a pay as you go mobile phone, with no access to a landline. 

 

7.3.3.3 Ease of use 

Service providers from both Bolton and Bristol felt that younger population groups found 

this service easier to use. 

‘I think with elderly people it's a lot harder for them to 
express themselves and a lot of their symptoms would be 
seen a lot more so definitely’ (White, Female, 37, FG3) 
 
‘A section of the community and I'm not just saying it but 
older people who are not comfortable using the 
telephones it's not their culture’ (White, Female, 29, FG4) 

 
Service providers commented that ethnic minority communities had difficulties in 

accessing NHS Direct for three main reasons, language barriers, knowledge and male-

female dynamics. The Bolton focus group outlined that ethnic minorities, seemed to find it 

more difficult with gender differences presented.  For example, it was felt that the male 

would have to take over and they would have to rely on them relaying the questions 

correctly. 

‘Some ethnic communities where it would be like the man 
who does everything and the wife is in the background 
and so even though she would know everything about 
that baby it would be the man who does the call and they 
haven't got a clue what's going on....and it does happen 
quite frequent’ (White, Female, 34, FG4) 

 
‘That happens with other communities as well because 

many a times with the dad they divert the question will 
can speak to the mother and they would be like I'm okay 
carrying on because you want to speak to the mother 
because she has been with the child all day but the man 
is in charge’ (White, Male, 29, FG4) 
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There was also confusion about how health care worked in this country from some of the 

ethnic minority groups who would use NHS Direct inappropriately which could impact on 

ease of use. 

‘You will find to a lot of our ethnic category C calls
3
 are 

those of not English speaking are inappropriate, they will 
ring an ambulance for a cut finger, bad cold, splinter… 
they're also using the ambulance service inappropriately 
as well’ (White, Female, 55, FG3) 
 
‘I was talking to a Polish patient with a translator and a 
translator said excuse me maam can I just tell you in 
Poland they call an emergency number and a Dr comes 
round immediately in a car. And that's how it works’ 
(White, Female, 48, FG3) 

 
There are also communication barriers highlighted as important factors that impact on 

ease of use for example those whose first language was not English and those who are 

hard of hearing.  It was felt that NHS Direct do offer services to overcome these barriers 

i.e. language line, touch type although these are poorly advertised. 

‘If they have a different language to English we can 
actually help them through language line…but I have 
never seen an advert’ (Asian, Female, 38, FG4) 
 
‘It is hard with older people…a lot of them are hard of 
hearing..we used to have something for the hard of 
hearing but that is not advertised’ (White, Female, 55, 
FG3) 
 
‘We have touch type’ (White, Female, 33, FG3) 
 
‘In 13 years I have only had one call with that (touch 
type) so there is another group that do not access it’ 
(White, Female, 43, FG3) 
 
‘there is a mini con service that we operated as well we 
used to have one at Bolton where the patient would have 
a mini con service in the house and they would type the 
questions and there is the text box which is being put 
back again in Newcastle and now we piloted it in 
Manchester this is one that flashes up green saying have 
a call waiting the text box type away it is in the 
background again these are services for the deaf 
however there were people that do not know about the 
service or will have to pay for the equipment so again this 
is a disadvantage and another access barrier’ (White, 
Female, 32, FG3) 

                                                      

3
 Category C calls are a commission service that NHS Direct operate, where non-

emergency 999 calls are redirected to NHS Direct. 
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7.3.3.4 Time/speed 

It was felt that the majority of patients were really grateful that they could speak to 

someone that day when they could not get an appointment with a doctor and overall was 

viewed as a quick service.  It was felt that society had changed and people want access 

to instant health care and NHS Direct was in alignment with this expectation. 

‘I think the majority of our callers are really grateful that 
they can speak to you and you can transfer the person 
onto a nurse within a certain time scale that day or offer 
health information and they will say ‘I tried the doctors 
today and I could not get an appointment until next 
week’, so the fact that we are obtainable that day to try 
and help the’ (White, Female, 32, FG3) 

 
‘I mean years ago you couldn't access that you had to 
wait but now it's I want it now and I want to know now 
and I want a third opinion and is it surprising the amount 
of people who don’t leave work to go to an appointment 
they ring for the advice…they don't want to take their time 
out the healthcare’ (White, Female, 55, FG3) 

 
However, service providers felt older population sub-groups did not like the waiting, which 

was supporting by the findings from the Mendip low user focus group. 

‘There is also an element that if older people do phoning 
it will be out of hours and there can be a wait time and I 
don't think older people would like to wait’ (White, 
Female, 37, FG4) 

 

7.3.4 Satisfaction with health care services 

It was felt that a lot of people who used NHS Direct were dissatisfied with their current 

health care with the GP, and in those who were older, ethnic minority groups and from 

more rural settings are more satisfied with their health care  

‘Definitely yes if you did a survey on people in their GP 
surgeries it would be well unbelievable (how many 
people are dissatisfied)’ (White, Female, 28, FG3) 
 
‘Sometimes people have already spoken to their GP and 
other specialists but their phoning me because their baby 
is vulnerable and they are worried and they just want that 
extra reassurance’ (White, Female, 32, FG4) 
 
‘The smaller little villages probably have one doctor or 
two doctors maybe that looks out for the whole 
village…you will see Dr Brown whereas now there seem 
to be a lot more because surgeries in the bigger cities so 
you don't perhaps get the rapport with your GP’ (White, 
Female, 45, FG3) 

 
There were two key issues that service providers felt impacted on satisfaction, these 

included access and the doctor-patient relationship.   
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7.3.4.1 Access 

For access it was felt that many people using NHS Direct have issues getting an 

appointment with a doctor. It was also felt that those from deprived communities have a 

lack of access to GP's compared to more affluent people who had more choice with 

private health care. 

 
‘The amount of people who do ring up and tell us about 
trying to speak to someone at GP surgery and getting 
past the receptionist is ridiculous (White, Female, 28, 
FG3) 
 
‘A lot of GPs now are turning people away all telling them 
that they can't have an appointment for a week or 
whatever and that's causing an effect (White, Female, 55, 
FG4) 
 
‘I know we have been talking about people deprived 
areas their access and cost…there is also a lack of 
access to GP's as well a lot of these people can't get to 
their GPs, more  affluent people have more access to the 
Internet and are more likely to self-diagnose’ (White, 
Female, 34, FG4) 

 
This would therefore support statistical findings where for some age/gender groups 

deprivation increases use.  This also supports findings from NHS Direct user focus 

groups that highlighted barriers to trying to get an appointment, which in turn has led 

them to use NHS Direct.  

 

7.3.4.2 Trust 

 
NHS Direct service providers felt that younger people were more likely to question the 

medical profession and will phone NHS Direct for a second opinion although this was 

uncommon for older people.  Therefore, it was felt that younger people were less likely to 

trust their GP, whereas older people held less trust with NHS Direct. 

‘They are phoning NHS direct questioning  high-calibre 
people who have advised them yet they are now asking 
for a third opinion, they still question even know they've 
been giving them from a higher person’ (White, Female, 
31, FG3) 

 
‘I told him different advice and he put in a complaint 
against me and that was an older gentleman the 
complaint was I told him something different to the doctor 
and I should never have done that’ (White, Female,49,  
FG4) 
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7.3.4.3 Consultation process 

There were also issues highlighted concerning the consultation process, it was felt a lot of 

younger people phoned because their doctor did not have time to discuss their diagnosis 

and would seek health information.   There was also a general dissatisfaction felt for 

younger callers where they were dissatisfied with the consultation process. 

‘They don't have time to speak to their doctor so might be 
diagnosed with the condition that the Dr hasn't really 
explained what that means. So they come to us to get 
health information’ (White, Female, 28, FG3) 
 
‘You get an awful lot of callers where the GP hasn't 
looked up of the desk at them and they are ringing us 
because they are very unhappy’ (White, Female, 37, 
FG4) 
 
‘So many have said we went in and they never looked up 
they never looked at me never mind examining me one 
or two sour grapes but I have had quite a lot and they say 
you have asked more questions than 5 min the my GP 
has the last six times I've seen him but again the 
complaints do come from younger people’ (White, 
Female, 59, FG4) 
 
‘I think as well and the health information side it because 
they don't have time to speak to their doctor so might be 
diagnosed with the condition that the Dr hasn't really 
explained what that means. So they come to us to get 
health information’ (White, Female, 55, FG3) 

 

There was this perception from younger people that they were wasting the GP’s time, 

however, this dissatisfaction was not shown from older people who would prefer to see a 

GP contributed to the complexity of their health and a need for face to face with a familiar 

person, with this was similar for ethnic minorities who would be able to see and speak to 

a doctor of the same language 

‘A lot of older people have a lot of respect for the GP and 
the GP is like the Bible everything that the GP says goes, 
they don't want to hear from anybody else’ (White, 
Female, 23, FG4) 
 
‘I think the majority of people the Dr has the same 
language as them they would much rather go and see 
their doctor rather than talk on the phone’ (White, 
Female, 29, FG3) 
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7.3.4.4 Lack of knowledge 

 
Aside from a lack of knowledge of the service, NHS Direct service providers also felt that 

there was a lack of knowledge of the out of hours healthcare services, where It was felt 

that some people were still not sure where to go for what symptoms. 

 
‘Half of them don't even know that GP surgeries cover 
out of hour’s services as we say ring your GP out of 
hours and they say no we can't as the surgeries closed 
and do not open until Monday so there is a lack of 
information out there’ (White, Female, FG3) 
 
‘They need to be aware of what accident and emergency 
really is it is for accident and emergency so clearly that's 
what you should be using it for’ (White, Female, FG3) 

 

7.3.5 Perceived behavioural control  

7.3.5.1 Confidence with telephone based healthcare 

It was felt that the younger populations were more confident in using the telephone as a 

form of health care whereby older people didn’t seem to have the confidence in handing 

over health information. 

 
‘There are a lot of teenagers that ring as well because 
they tend to find it easier (White, Female, 28, FG4) 
 
‘They (older people) don't really like answering all the 
questions because there are quite a lot questions you 
have to ask them. So I don't know if there could be a 
facility or I'll do people who don't want to deal with that 
(White, Female, 55, FG3) 
 

7.3.5.2 Confidence with self-care 

Service providers generally felt that more educated and affluent people were more able to 

make decisions regarding their healthcare compared to those from more deprived areas 

with those from more affluent areas more able to self-care whereas those from more 

deprived areas a need more direction to do so.  It was felt that NHS Direct empowered 

people to give them more confidence to make decisions and take more control of their 

health and how to deal with the same situation in the future. 

 
‘In East Lancashire again a generalisation (more 
deprived) tended to need more direction a lot of them I 
need to self-care for sore throat they weren't able to 
make the decision themselves as the more affluent did’ 
(White, Female, 31, FG4) 
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‘Sometimes they only need that little bit of guidance that's 
all. They are empowered in the way that they are able to 
control the situation and they have the information now’ 
(White, Female, 43, FG3) 
 
‘You're giving them the confidence thereafter that that 
child has got similar symptoms again they are a bit 
calmer about it and they can help themselves’ (White, 
Female, 55, FG3) 

 

7.4 Discussion 

Interviews were carried out with NHS Direct Users and low users from Manchester and 

Mendip alongside NHS Direct service providers to explore the role that psycho-social 

processes have on the impact of utilisation of telephone based health services which 

used NHS Direct as a case study.  Using framework analysis allowed cases (users and 

non-users) to be compared to explore differences between the user groups where service 

provider’s views were used to support these themes where appropriate. The views of 

service providers, from their experiences, have provided an important insight into their 

perspectives of the barriers and facilitators that may influence uptake, thus understanding 

the perspectives of users and service providers has the potential to present ‘two sides of 

the coin’ offering a valuable way to triangulate the findings. 

 

Attitudes, a  core feature of the Theory of Planned Behaviour (Azjen, 1985), were broken 

down into two categories; attitudes towards technology and telephone health care and 

attitudes towards doctor-patient relationship.  Emerged findings highlighted that NHS 

Direct users held positive attitudes towards telephone based health care (reassurance, 

trust and privacy of using telephone health care applications), whereby conversely, low 

users from both Manchester and Mendip held negative attitudes which impacted on their 

intention to use NHS Direct.  Furthermore, NHS Direct users held more positive attitudes 

towards shared decision making and being more involved in the healthcare process, a 

finding not replicated in low users who opted for doctor-centred decision making. 

 

The data suggests that telephone based health care is viewed as reassuring to NHS 

Direct users although not to the low NHS Direct user focus groups, who appeared to 

prefer reassurance via face to face medical interaction.  This finding is supported by 

research that outlines that older people(Raynes et al., 2003) ethnic minority groups 

(Neale et al., 2004; Psoinos et al., 2011) alongside those from socially deprived 

communities (Jones, 2003) prefer face-to-face communication.   

 

Furthermore, in terms of doctor patient relationship, low users had a lack of trust to using 

telephone based healthcare, with concerns surrounding misdiagnosis due to lack of face 
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to face contact, which relates back to the positive attitudes that low users have towards 

doctor-centred health care.  Research has found that ethnic minority groups (Ali et al., 

2006), alongside older people and those who are from more deprived backgrounds prefer 

doctor-centred health care (Bridges, 2008; Schouten and Meeuwesen, 2006) and prefer 

to take a passive role in their health.  There were also privacy issues evident, more so 

from participants from the Manchester focus group where there were suspicions 

surrounding handing over personal details over the telephone. 

 

Secondly, perceived and structural barriers were explored as a core component from the 

Health Belief Model (Rosenstock, 1974b), and findings that emerged from the narratives 

outlined there were six core barriers: satisfaction with current health care, cost, ease of 

use, accessibility, time/speed alongside knowledge.   Focus groups held with NHS Direct 

users suggested that they were not satisfied with their current health care, in terms of 

their GP or out of hours, with many using NHS Direct as a substitute.  This was not 

reflected by low user groups who had higher satisfaction for their current health care.  

This supports evidence presented in the literature review where higher levels of 

satisfaction was associated with older people and those from deprived 

communities(Kontopantelis et al., 2010). This was further supported by findings from the 

NHS Direct service providers who outlined that many of the calls they received are from 

those who were dissatisfied with their current health care. 

 

In terms of other barriers, NHS Direct users held good knowledge of the service, did not 

view cost of using NHS Direct as a barrier, found the service accessible, easy to use and 

felt that it was a quick way of accessing healthcare.  Again contrasting views were found 

in low users although there were differences between low users found suggesting 

geographical variation.  For example, participants from Mendip felt the service was 

extremely costly especially as they relied on pay as you go mobile phones, although 

participants from Mendip were not too worried about the cost, therefore, the cost of the 

service appears to be an access barrier for those in deprived communities who are 

unable to afford to use the service. 

 

However, similarly, both Mendip and Manchester focus groups felt that using NHS Direct 

was difficult to use, had a lack of knowledge of the service with many not aware that it 

existed and also felt that waiting for a call back would take too long all acting as key 

barriers.  Low users wanted ‘instant’ face to face health care and felt that using NHS 

Direct was side tracking and wasting time from accessing their normal out of hour’s health 

care.  These were common barriers that NHS Direct service providers felt impacted on 

uptake.  Further, there was not only an apparent lack of knowledge but also a 
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misrepresentation of the service highlighting the clear need for strategically planned 

community based promotional campaigns. 

 

Subjective norms were also explored, and it was found that the importance of others was 

an important feature of accessing health care for all respondents, and the inclusion of 

these in the model helps to understand the decision making process when we make 

choices of what healthcare to access.  However, for participants from Mendip there was 

more emphasis on this, with many relying on family/friends/neighbours telling them what 

to do.  This is possibly because participants from Mendip were a lot older and isolated in 

their community, therefore, there was more readily available support.  Many participants 

discussed phoning their children and they would tell them what to do.  This also reflects 

the passivity in doctor-patient decision making.  Manchester and NHS Direct users 

seemed to be more independent in their decision making however they both valued the 

importance of others opinions on healthcare, thus if someone they knew had a positive 

experience of using NHS Direct this would impact on their intention. 

 

Another theme that was explored was perceived behavioural control, which uncovered 

two sub-themes: confidence using telephone based health care and confidence using 

self-care.   NHS Direct users were very confident in using telephone based health care 

and felt empowered using NHS Direct and liked to take control of their health, with many 

respondents highlighting that the advice they received enabled them to deal with the 

situational independently if the same situation occurred.   In contrast, low users from both 

Mendip and Manchester did not feel confident in using telephone based health care and 

self-care behaviours.   Participants showed concern around not being able to describe 

the symptoms effectively and were worried that this would lead to misdiagnosis.  There 

was a general feeling that they were not the professional thus were not placed to hand 

over medical knowledge or perform self-care behaviours, thus preferred to be told what to 

do.  This might not come as a surprise due to their preference of passivity in doctor-

patient decision making. 

 

Finally, coping appraisal was explored in relation to perceived urgency and severity.  

Among all respondents a shared view was that urgency and severity increased if the 

patient in question was a child or dependent.  However, how participants dealt with 

medical situations was evidently different.  Participants who were NHS Direct users 

wanted reassurance of ‘new emergencies’ and viewed NHS Direct as a good avenue to 

receive this and were less likely to use walk in centres and accident and emergency 

unless it was a last resort.  However, participants from Manchester wanted instant face to 

face health care and would access the local walk in centre or accident and emergency as 

a way of being ‘safe’.  This would, therefore, support research that indicates that the 
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highest users of these services are individuals who are ethnic minorities and/or from 

deprived communities (Harris et al., 2011; Hurst, 2006; Shah and Cook, 2008).   

 

However, those from Mendip held a ‘wait and see’ attitude and would much rather wait 

until Monday to see their GP suggesting the clear importance of continuity of care and the 

low utilisation found for older people for out of hours services even though they have 

complex health issues (Downing, 2005; Foster et al., 2001).  NHS Direct service 

providers felt that there was a clear lack of knowledge and misrepresentation which 

impacted on unnecessary visits to accident and emergency for example, where they 

would get many calls passed through the Category C system from ethnic minority groups: 

however, cultural differences were attributed to this. 

 

Overall, it appears that there are psycho-social factors that impact on the uptake of 

telephone based health care, and by examining NHS Direct users and low users it is 

useful to understand what facilitates access to individuals and what acts as a barrier.  It 

becomes increasingly apparent that although some barriers are the same for both groups 

of low users in Mendip and Manchester, not all of them are, which highlights that a one 

size fits all approach cannot be adopted.  Instead, socio-demographic factors need to be 

accounting for with a focus on distinguishing the barriers for the sub groups in question to 

identify the barriers to enable the service to become more accessible presented in the 

final framework (Figure 56).  Nonetheless, a key thread throughout highlights that there is 

a preference for face to face health care in low user groups with a low level of perceived 

behavioural control, thus suggestions are made for theoretically driven interventions to 

increase these health cognitions to enable these individuals to take more control of their 

health.   
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Figure 60: Final theoretical framework derived from research findings 
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Chapter 8: Final Discussion and Future Directions 

8.1 Overview 

This final chapter presents an overview of chapter’s two to seven, outlining the limitations 

of the study.  Recommendations are provided for the improvement of NHS Direct which is 

based on the findings presented in this research.   

 

This two-study research programme aimed to ‘examine the role that geographical and 

socio-demographic characteristics have on the uptake of telephone based health services 

using NHS Direct as a case study’.  To achieve this aim, three objectives were set.  

Firstly, objective 1 ‘describe and compare the patterns of utilisation of primary healthcare   

services by different population subgroups’ a critical literature review was completed 

(Chapter 3) which enabled understanding of healthcare utilisation in UK which provided 

the contextual foundation for understanding population uptake variations. 

 

The second objective set to meet this aim ‘critically evaluate previous research that has 

analysed socio-demographic characteristics of NHS Direct utilisation to highlight testable 

hypotheses’ was achieved by a systematic review which is presented in chapter 3.  The 

literature review helped form the design of research study 1 and also helped frame the 

methodology and the hypothesis to be tested.  Finally, objective 3 ‘identify the 

geographical and socio-demographic characteristics of NHS Direct users to highlight 

patterns of utilisation of NHS Direct use compared to other primary healthcare services’ 

which can be found in chapter 4 presents the statistical and geographical analysis of four 

‘one month’ periods of NHS Direct data and identified the low users of the service. 

 

The second aim of this research programme was to ‘explore the role that psycho-social 

processes have on the impact of utilisation of telephone based health services using NHS 

Direct as a case study’ was achieved similarly with three objectives.  The first objective of 

this second study was to ‘evaluate the literature to identify the role that social alongside 

psychological processes may have on the utilisation of telephone based health services’ 

which is addressed in Chapter 5, which provides a critical literature review and presents 

the theoretical framework of study 2.  Objectives 2 ‘critically evaluate the relevance of 

socio-cognitive theoretical concepts to understand and predict utilisation of NHS Direct’ 

and 3 ‘build on existing theoretical knowledge by providing a theoretical framework that 

can be used to explain utilisation of telephone based health service’ were addressed in 
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chapters 6 and 7 which explored the facilitators and barriers of using NHS Direct, using 

an urban and rural case study for low user groups along with NHS Direct users and 

service providers.   

8.2 Summary and the broad implications  

The main findings of this research, presented in chapters 3 and 4 support previous 

research suggesting that there are some sections of the population who engage with 

NHS Direct less than expected.  For example, ethnic differences are noted whereby 

White British males and females used NHS Direct more than expected, alongside Mixed 

(White and Black Caribbean/African) and Asian Pakistani groups.  However, there is 

lower representation found for Asian Indian and Bangladeshi, Black African and 

Caribbean, alongside Chinese ethnic groups.   This is not consistent with previous 

research which has suggested that low uptake has been found in females from minority 

ethnic groups but not males suggesting greater gender variation (Bibi et al., 2008).  

However, it could be that this gender variation has been present due to only analysing 

data from one NHS Direct site, which meant that small sample sizes for some of the 

ethnic groups e.g. Chinese.  Furthermore, this research is only focused on an urban 

population, thus not representative of the population structure in England.   

 

Results also confirmed that there were differences in relation to age, gender and 

deprivation, not only across the IMD 2007, but across four domains of deprivation 

(education, income, health and employment).  Deprivation and gender had the weakest 

interaction, which was not significant across IMD, education, income and employment, 

however, for health deprivation a strong interaction was found across all months.  

Whereby calls decreased as health deprivation increased for calls by or on behalf of 

children and older people.  These results support the literature which highlights this group 

as   the highest users of GP services and having the highest health need (Gilthorpe and 

Wilson, 2003).  However, the health domain is conceptualised by measures that relate to 

acute health conditions, thus it would be expected that they would require hospital 

treatment and would not be amenable to telephone assessment of a symptomatic need.. 

 

When focusing on research that has explored the distribution of age and the utilisation of 

healthcare services, research suggests that deprivation increases use to out of hours 

services, with highest utilisation found for younger children (Cooper et al., 1998; Hurst, 

2006; Salisbury, 1997).  However, this study has suggested that deprivation increases 

call rates in adults, however,  NHS Direct is most likely to be used on behalf of children 

aged 0-15 years old regardless of gender and deprivation,   This supports previous 

research which found the effect of extreme deprivation to raise adult call rates but reduce 

rates of calls about children (Cooper et al., 2005), 
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There are policy implications in terms of the equity of healthcare access.  As the shift of 

healthcare aims to put the individual as the forefront of decision making in health care 

telephone health applications, such as NHS Direct need to ensure that in line with the 

Marmot Review (Marmot, 2010), Equality Bill (2010) and the ‘Healthy lives, healthy 

people’ white paper (DH, 2010) that priority is given to engaging ‘hard to reach’ 

communities to increase healthcare access to make more informed choices about their 

healthcare..   

 

The ‘Equity and excellence: Liberating the NHS’ paper highlights that it is not enough to 

be an equal service, services need to be instead designed around individual needs, 

lifestyles and aspirations, whereas, too often, patients are expected to fit around services, 

rather than services around patients (Department of Health, 2010b). In response to this 

the strategic viewpoint the government aim to correct this in-balance, and give the 

population easy to access health information to help manage their own as well as their 

families health, alongside providing new ways of delivering care (Department of Health, 

2010b).   

 

Therefore, the presented research feeds into our understanding of not only who engages 

in this type of healthcare but also the barriers and facilitators of this type of healthcare.  If 

the government want services to be person-centred then policy should take notice of the 

views of users alongside lower users to understand their views towards health services 

such as NHS Direct alongside the barriers and facilitators of such services.  Not only will 

this enable the development of a more person centred service, it will help frame how new 

ways of care should be delivered, which will give the UK population not only more choice 

of healthcare, but also more control on how they access healthcare, especially more so 

important as we move towards the new 111 service which is first point of call telephone 

delivery rather than using NHS Direct as a choice. 

 

As a result the second study qualitatively explored this, by holding focus groups with NHS 

Direct users, lower users and service providers it become increasingly apparent that there 

are a range of reasons why people do and do not engage with NHS Direct (see chapter 

6).  The conceptual model (Figure 28) proposed through an extensive literature review a 

range of psycho-social factors which were explored to identify if they impact on uptake 

which included: Attitudes (attitudes towards telephone based healthcare and using 

technology/ attitude towards doctor-patient relationship), satisfaction with current 

healthcare, perceived barriers/benefits, perceived behavioural control (telephone based 

healthcare/ self-care) coping appraisal and subjective norms. 
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Findings highlighted that this framework provides a useful understanding to identify who 

engages in NHS Direct, which can be applied across telephone based health services.  

Figure 56, presents the theoretical framework based on the qualitative findings, which 

although has the same socio-cognitive framework as Figure 28, uncovers the factors 

which impact on attitudes towards telephone based healthcare, satisfaction with current 

healthcare and perceived benefits and barriers.  The key findings will be discussed in 

relevance to their implication on policy and the literature. 

 

Attitude towards telephone based healthcare was a core theme, which was impacted by 

privacy, trust and reassurance.  The theme of ‘reassurance’ was a key finding, whereby, 

findings suggest that NHS Direct users were reassured by using the service, however, 

lower users suggested that they wanted instant face-to-face healthcare reassurance, and 

would not be reassured by using this service.  Nevertheless, this could be a 

misperception about the service because NHS Direct is not meant to be in place of face-

to-face but instead advising on home care, self-management and the next steps as 

indicated in the call outcome.   

 

This links in with the next key finding where it emerged that the majority of the 

participants who had used NHS Direct were confident in using self-care and carrying out 

self-care tasks as directed from NHS Direct during ill health.  Patients felt empowered to 

take control of their health but also having this information enabled them to better deal 

with similar situations in the future without having to rely on overstretched out of hours 

services.  Conversely, this confidence was not shared by lower users of NHS Direct from 

both Manchester and Mendip, whereby participants suggested that they did not feel 

confident in taking control of their own health instead discussed a preference of being told 

what to do by healthcare professionals. 

 

It is suggested that society is changing and people want more information, choice and 

control over their lives, with a change towards increased independence (Department of 

Health, 2005b).  Along with research highlighting self-care can lead to improved health 

and quality of life, rise in patient satisfaction, significant impact on the use of services, 

with fewer primary care consultations, reduction in visits to outpatients and A&E, and 

decrease in use of hospital resources with a reduction of 40% GP visits there is no 

wander why the government adopt a new vision (Department of Health, 2005b; 

Department of Health, 2010b).  However, the findings of this research which are also 

replicated in the literature contradict this, suggesting that not all sections of the population 

have the confidence nor want to engage in self-care behaviours (Department of Health, 

2005a; Schouten and Meeuwesen, 2006; Street et al., 2005).  This has huge implications 
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for policy makers to ensure that services that are based on a newer model of care don’t 

access barriers. 

 

Furthermore, there are implications in response to the government vision which stipulates 

that shared decision-making should become the norm. Evidenced by international 

research which has shown that involving patients in their care and treatment can improve 

health outcomes,
 
 boosts satisfaction with services received, and can increase not only 

knowledge of health status but also increase adherence to treatment (Bechel et al., 2000; 

Department of Health, 2010b; Freemont, 2001).  However, the findings in this research 

suggest that not all sections of the population place a high value on shared-decision 

making. For example low users of NHS Direct from Mendip and Manchester felt that the 

doctor was a pivotal person in their health care and had all the knowledge, thus it was 

viewed that doctors have the responsibility to make decisions about their health care, 

thus opting for a more doctor-centred led decision making style.  Therefore, policymakers 

should be aware of population differences of attitudes of towards how healthcare is 

delivered and ensure that services take a person-centred approach. 

 

This research also uncovered the perceived barriers and facilitators of using NHS Direct.  

Factors suggested to impact on the barriers included: cost, ease of use, accessibility, 

time and speed and knowledge.  A key finding was that there was still relatively low 

awareness of NHS Direct from lower users of the service.  Where many of the 

participants had either never heard of it, or if they had they were unaware of what NHS 

Direct is and the services they provide.  Previous qualitative research explored cognitive 

representations of health and illness and how these were socially constructed through 

two qualitative studies (Germany and Portugal), emerged findings highlighted that 

awareness of health services was the core concept which impacted on uptake (Flick, 

2000).  Therefore, health services such as NHS Direct and the new ‘111’ need to ensure 

that they are widely advertised, but also to make sure that promotional campaigns can 

target ‘hard to reach’ groups to engage them in such services which can be supported by 

the presented theoretical model (Figure 56) developed in this thesis.   

 

A final interesting finding is that not all barriers are the same for all sections of the 

population, for example, Mendip placed ease of use as the greatest barriers, with 

participants highlighting poor hearing as a core issue relating to ease of use.  Whereas, 

Manchester participants viewed cost as the main barrier, where many have to rely on pay 

as you go mobile phones thus viewing NHS Direct was viewed as too expensive.   

However, both groups viewed time/speed as a barrier, viewing the service as sidetracking 

from seeking instant healthcare.  This also links into a lower coping appraisal and lower 

perceived control.  Nonetheless, the findings suggest that health services have to be 
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person centred, thus should aim to explore views from a diverse range of the population 

to help eradicate barriers. 

8.3 Strengths and limitations of the research presented in this thesis 

The first study presents the first national analysis that has used current NHS Direct data 

which has adopted a methodological sound approach to understanding the socio-

demographic characteristics of NHS Direct users.    The statistical advances have been a 

clear strength of this research, where the IMD 2007 has been a more current deprivation 

proxy, alongside the inclusion of zero calls within lower super output areas to ensure that 

the analysis was not biased.  However, there were some limitations that should be 

recognised.   

 

Firstly, the data has been collected via NHS Direct CAS so there were some missing 

cases although this was not felt to impact on the statistical interpretation of analysis.  This 

also had implications when the age/group categories for the binominal regressions were 

restricted (0-15, 16-29, 30-44, 45-64, 45-60 for females and 60+). However, these were 

the only statistics available at a smaller unit level, and it is felt that using a small 

geographical unit level was integral for the analysis.  Furthermore, when aggregating the 

data population estimates from mid-2009 were used, these are only estimates and not as 

accurate as census, although the last census was 2001 and the latest census data (2011) 

was not available but this may be an avenue for future research.   

 

There should be some caution taken to some of the analysis, as it was a large statistical 

dataset and this may have impacted on the significances found.  Nonetheless, the 

findings presented are similar to other studies which suggest that the analysis offers a 

useful interpretation of the users of NHS Direct.  Finally, the analysis was of calls not 

caller therefore a judgement cannot be made on the caller who used the service (i.e. calls 

on behalf of children).  Descriptive statistics however confirm that over 60% of calls are 

used by the patient themselves, with over 20% used by the mother of the patient.  This 

would propose that in the majority of cases the analysis was of the caller, with most of the 

other calls accounted for by children, thus suggesting that interpretation of analysis of 

adult utilisation was representative.   

 

In reflection, there were difficulties in handling such large datasets, which was not only 

time consuming but posed issues when matching data for example matching the IMD 

2007 code to full postcode.  However, the main issue was that the data had to be 

representative; therefore it was felt that a week would not have been satisfactory to meet 

the objectives of the research.   It may have been more advisable to have analysed one 
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sample of data rather than four, however, it was felt that understanding the patterns of 

calls over a year period would add to the methodological strength of the research. 

 

The second study, theoretically grounded explored the psycho-social determinants that 

impact on the uptake of telephone based healthcare using a socio-cognitive framework. 

An urban and rural case study was adopted with this being the first study that has 

explored barriers of NHS Direct healthcare in a rural community. This study is also the 

only qualitative study that has considered the views and perceptions of both users of NHS 

Direct and service providers.  Using the three groups allowed for analysis to compare 

between groups to determine if barriers/facilitators are similar or different across 

population sub-groups.  Findings presented highlight that there are a wide range of 

psycho-social factors that impact on the uptake of telephone based healthcare, with 

themes including: attitudes, perceived and structural barriers, subjective norms, perceived 

behavioural control alongside coping appraisal.  It also apparent a wide range of barriers 

are the same for all low users with geographical and socio-demographic differences, 

which highlights, that a one size fits all approach cannot be adopted.   

 

However, there are a number of limitations that should be considered which relate to the 

generalisability of results.    Firstly, this study analysed low users from an urban and rural 

case study, however, the views and perceptions presented cannot be assumed to be 

representative of England as a whole.  For the Mendip case study the sample had older 

people (65+) in the sample and could be seen as biased, however, the Mendip’s rural 

community population is skewed towards older age groups therefore it was seen as 

demographically representative of the area (Ritchie and Lewis, 2003a).  The case study 

area, Manchester, although the community groups were viewed symbolically 

representative i.e. aimed to reflect the diversity of the study population as fully as possible 

within the ward area used (Ritchie and Lewis, 2003a), there were only 4 participants who 

were not White British, (Pakistani, Black: African, Mixed: White and Asian and Mixed: 

White and Black African) therefore, more individuals from ethnic minority groups could 

have added to the insight of barriers to uptake of telephone based healthcare. 

 

In terms of recruitment, incentives were integral and well thought out, for example 

childcare facilities were provided for users of the service along with shopping vouchers, 

with vouchers given to low users with tea/coffee and refreshments laid on with times of 

day suited to the group in question.  It is felt that this led to the good participation level of 

the focus groups, with no focus groups holding any less than 5.  However, the 

disadvantage of holding focus groups with already established groups is that those 

groups may not be fully representative of the views of others within the community.  

However reaching ‘hard to reach groups’ continues to present a challenge within research 



306 

 

and the adopted strategy has provided creative ways on how to increase participation, 

but perhaps future research may learn from this and perhaps conduct interviews with 

residents of the community to confirm saturation. 

 

The researcher utilised framework analysis which is a transparent and accessible 

approach to data analysis, which is allows theoretical development (Ritchie and Lewis, 

2003a; Ritchie and Spencer, 1994a), however, it must be acknowledged the challenges 

of generalizability when using qualitative methodologies.  It was also hoped that by using 

three groups (users, low users and service providers) and making comparisons across 

the groups not only allowed for a deeper insight into the facilitators and barriers to 

telephone based healthcare, but by using triangulation it would ensure that the theoretical 

framework was consistent and not just reliant on one group. 

8.4 Recommendations and future research 

8.4.1 Recommendations 

The main findings of the first study highlight that there are certain sections of the 

population who were found to be low users, with lower representation of uptake 

compared to other sections of the population.  NHS Direct should aim to, along with policy 

makers and other national and international remote healthcare services should be aware 

about population sub-groups that may be under represented in their service use along 

with the psycho-social barriers which may impact on access.  Telephone based health 

care systems have become the model of international healthcare systems e.g. Ontario in 

Canada (College of Nurses of Ontario, 2009; Stacey et al., 2003), and Health Direct in 

Australia (Roland, 2002).  Therefore, this research should be disseminated to not only 

NHS Direct but also to organisations that utilise similar health applications.   It may be 

that services that offer remote health applications add to this evidence base by ensuring 

high quality research to determine equity of their service. 

 

NHS Direct, as well as other telephone based health services should aim to focus on 

distinguishing barriers for lower users to enable the services to become more accessible, 

in turn reducing health inequity.  This is particularly important to NHS Direct which has 

been viewed and utilised as a surveillance system.  Unequal access impacts on the bias 

of surveillance, therefore increasing access would allow a more consistent reporting route 

thus offering a more rigorous national disease surveillance system (Bibi, 2007). 

 

Future health applications, such as the new ‘111’ service should use the theoretical 

evidence-base presented in this thesis, whereby, it is clear that ‘a one size’ does not fit 

all’. Therefore, community based promotion campaigns are needed, using both a 
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theoretical grounding along with a clear well defined strategy,  to target particular sections 

of the population who are considered ‘harder to reach’ encouraging the increased use of 

telephone based healthcare along with remote health applications.  Doing this will not 

only enhance knowledge which is fundamental to healthcare access but will also increase 

confidence to use such services. 

8.4.2 Future research 

This thesis has identified a number of key issues relevant in our understanding of access 

to telephone based healthcare services, now future research should seek to conduct 

more focused investigations based of the findings presented.   

 

Further research should explore other sub-groups of the population that are considered 

low users of NHS Direct, perhaps other minority ethnic groups such as the Chinese 

populations which have been largely ignored in previous research yet remain low users of 

both primary and secondary healthcare (Scheppers et al., 2006).  It would also be of 

value to explore the attitudes and perceptions of other deprived urban communities to 

determine if barriers are equally similar in other communities, or if access barriers can be 

applied more broadly. 

 

The qualitative findings have been used to develop a theoretical framework, although, 

future research should aim to test the predictability of the theoretical model and its 

variance in explaining intention to use telephone based healthcare. It would be interesting 

to identify the key cognitive factors that impact on uptake, which will help the theoretical 

understanding when developing promotional campaigns.  A quantitative cross sectional 

approach is needed firstly within the context of NHS Direct, and then in the context of 

other remote healthcare applications to see if it can be applied in a broader context.   

 

As telephone based healthcare along with e-Health becomes more popular, it is important 

that services take into account ‘low users’ and provide theoretical based interventions that 

are tailored to the individual.  The theoretical framework presented offers an 

understanding to the cognitions conducive to the uptake of this service, however,  

interventions are needed to target these specific cognitive factors that may increase 

uptake, for example perceived behavioural control, to increase confidence in using self-

care behaviours. 

 

Finally, it would be valuable for future research to explore access barriers of telephone 

based healthcare in relation to all out of hour’s services.  Furthermore, it would be 

interesting to see, as we move away from the current model of out of hours, where NHS 

Direct is optional, to the mandatory 111 service which is already in pilot, firstly who uses 
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this service, and secondly, how is this service being utilised.  For example, has this 

mandatory service increased uptake as it is simpler model of out of hours care in the 

outlined ‘low user’ groups, or does this service increase health inequity, with higher rates 

of accident and emergency and walk in centres uptake, with lower users wanting face to 

face healthcare regardless of the 111 call outcome. 

8.4 Conclusion 

This thesis presents a number of significant and original contributions to knowledge in the 

field of both public health and health psychology.  As there is a shift from ‘traditional’ bio-

medical care system and we move towards a healthcare system that supports the public 

to take more control of their own health (Department of Health, 2010b).  NHS Direct has 

become a leader of telephone healthcare systems internationally, and has become a role 

model for how other services not only empower the public to self-care using technology 

advanced systems but also offer safe clinical guidance resulting in fewer referrals to 

overstretched services (NHS Direct, 2011). 

 

This research has determined the equity of the service by understanding the users of 

NHS Direct in comparison of other health care services.  The results suggest that there is 

variation in uptake with some population sub-groups under-utilising the service.  

However,  the qualitative study has not only developed our understanding of the 

facilitators and barriers of NHS Direct, but has provided us with the theoretical knowledge 

which may be applicable to accessing telephone based healthcare in general and across 

other healthcare systems.  This research provides recommendations for the need of 

national as well as community based promotional campaigns to ensure awareness of the 

service which will be of particular interest to commissioners of the new ‘111’ service 

expected to roll out in 2013 (Department of Health, 2010a).   

 

The work reported in this thesis is not just restricted to NHS Direct, but has much broader 

implications for the provision of healthcare access. Therefore, findings that have emerged 

could be of interest to health service commissioners to how best support equal and full 

access to healthcare all sectors of the community.   This research will also be of interest 

to national and international health policy makers, as telephone based health care 

systems become an integral process within primary healthcare e.g. Ontario in Canada 

(College of Nurses of Ontario, 2009; Stacey et al., 2003), and Health Direct in Australia 

(Roland, 2002).  The findings presented may also be of interest to health services in 

general also services relating to preventative health behaviour and health promotional 

services e.g. cancer screening services. 
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Appendix 1: Included studies for systematic review 

 

Author/Study Year of data  Methodology Gender Age Ethnicity SES 

Ring & Jones (2004) Non NHS Direct CAS 
 
Not identified but pilot 
happened in 2002 

Postal questionnaire 
2 GP’s in London  
N=461 parents of 
children aged 0-5 

Not reported Parents of children made 
greater use by up to 
50% 

Ethnic minorities used 
significantly less  
Non English speaking 
used significantly less 
 

Non house and car owners 
used significantly less 

Shah & Cook (2008) Non NHS Direct CAS 
 
2004/5 
 

General Household 
survey 
16,1175 adults, 4246 
children,  
Health (Self-reported 
illness, smoking  
Casualty and NHS Direct 
use 
SES: (Income, benefits, 
employment, tenure, 
material goods) 

Not reported Lower use in older 
people 
 
Higher in households 
and those with children 

Lower use when the 
head of the household 
was not white 

Low SES significantly 
associated with low NHS 
Direct use.  This 
relationship was 
strengthened when 
controlling for health status 
 
 

Goode, Luff, 
Strangleman, Hanlon & 
Greatbatch (2004) 

NHS Direct  CAS 
 
2001/2 (3 separate wkly 
periods) 

2 NHS Direct sites  
Mixed methods 
120 taped calls and 
In depth interviews with 
60  users of NHS Direct  

23% male 
77% female 

30-49 (highest age 
bracket) 

96% white British  Downward trend of use 
associated with 
educational level 

Munro, Nicholl, 
O’Cathain & Knowles 
1998 

NHS Direct CAS 
 
March to October 1998 
 
 

Descriptive analysis 
 
Milton Keynes  N=18, 
331 
Lancashire N=19,268 
Northumbria N=11, 620 
 
 

43% male 
57% female 

1 in  4 calls refers to a 
child of five and under 
Low use of older people 
2/3 refers  to people 
under 35 

Not identified nor 
investigated 

Not identified nor 
investigated 
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Munro, Nicholl,  
O’Cathain & Knowles 
(2000) 

NHS Direct CAS 
 
1998 – first16 months of 
introduction of NHS 
Direct 

Descriptive analysis 
 
All pilot sites (Milton 
Keynes, Lancashire and 
Northumbria)\ 

57% female 
43% male 

Highest peak is for 
children <5 and young 
adult females 

Not reported Not reported 

Munro, Clancy, Knowles, 
Sampson & Nicholl 
(2003) 

NHS Direct CAS 
 
1998-2001 

Random population 
surveyed across pilot 
sites (Milton Keynes, 
Lancashire and 
Northumbria) 

47% males in1998 with 
45% in 2001 
Highest use for males 
(43%) in 0-9 bracket with 
lowest use in younger 
and older males (60+) 

Mean age of use = 43.17 
25% in 0-9 age bracket 
Lowest use in older 
adults (60+) 
 

Not reported Not reported 

Burt, Hooper & Jessopp 
(2003) 
 
ECOLOGICAL  

NHS Direct CAS 
 
Sept 2001-28

th
 Feb 02 

South East London 
N=75,928 calls 
Postcode data linked to 
deprivation scores 
(Jarman and Townsend) 

Not reported Not reported Not reported Lower use of NHS Direct 
was seen in the most 
affluent and the most 
deprived   

Payne & Jessopp (2001) NHS Direct CAS 
 
1

st
 May 99-30

th
 April 00 

South East London   
N = 56,540 calls  

60% females 
40% males 
5-16 (most likely to be 
males) 

24% - 0-5 years  
22% - 17-29 
22% - 30-39 

Not reported Not reported 

Byrne, Morgan, Kendall 
& Saberi (2007) 

Non NHS Direct CAS 
 
June 04-Jan 05 

Cross sectional postal  
survey 
N= 268  
2 groups (1-cough, 2-
sore throat) 

Female 60% 
Male 40% 

67% were aged less 
than 40 
Large percentage made 
on behalf of young 
children (20%) 

94% White British Not reported 

Bibi, Atwell, Fairhurst, & 
Powell (2005) 
 
ECOLOGICAL  
 

NHS Direct CAS 
 
Sept – Aug 2001 

City of Preston 
(Lancashire) 
N=17,562  
Postcode sector was 
grouped into 19 electoral 
wards 
census used to compare 
call data to general 
population  
Chi-square analysis 
 

Usage was higher in 
females than males  
Males used NHS Direct 
more than expected in 
lower age groups 
Females used NHS 
Direct more in younger 
age groups <39 

Highest use in 0-4 yrs 
Low use  in ages 5-
14Increased use in 
middle age 
Lowest in older people 
60+ 
 

Not reported Evidence could not support 
that lower SES equated to 
lower use  
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Cooper, Arnold, Smith, 
Holloak, Chinemana, 
Baker & O’Brien (2005) 
 
ECOLOGICAL 
 
 

NHS Direct CAS 
 
2001-2 

West Yorkshire and 
West Midlands 
Ward level index of 
Multiple Deprivation 
Ward population data 
obtained from census 
data 

Higher in women with 
the highest difference 
noted for the 15-44 age 
group 

Highest call rates for 
children aged <1 and <5  
Lowest use of older 
people (65+) 
 
 

Not reported 0-4 year age groups were 
lowest in the most deprived 
wards  
 For adults of working age 
call rates increased with 
deprivation.  
No significant variation in 
call rates for older people  

Bibi, Attwell, Fairhurst & 
Powell (2008) 

NHS Direct CAS 
 
1

st
 July 2003-31

st
 

December 2003 

City of Preston (North 
West) 
N=7812 
Sex, ethnicity, postcode 
Chi-square analysis 

Higher in white women 
but lower than in other 
minority ethnic groups 
Lower in White men but 
higher in South Asian 
and African men. 
 

Not reported Indian/Pakistani men 
showed greater usage  
Indian/Pakistani 
women showed lower 
usage 
 

Not reported 

Knowles, Munro, 
O’Cathain & Nicholl 
(2006) 

NHS Direct CAS 
 
2002 

Postal survey  
Randomly selected from 
3 sites (Preston/Chorley, 
Sheffield, Northumbria) 
N=8750  
Descriptive data 

Females more likely to 
use than men (30% 
compared to 21%) 

Highest users were <5, 
 18-34, and 35-64  
 
Lowest users were 
5-17 and older people 
65+. 

Not reported Lower use when not a 
house owner 
Number of cars/vans use 
increased use 
Years in education 
increased use  
Low use when no 
telephone at home 

David (2005) Non NHS Direct CAS 
 
Not reported 

10% sample of older 
patients randomly 
selected for a postal 
survey in a GP 
 N= 312  
 

31% males had heard of 
NHS Direct 

5% used NHS Direct 
although this decreased 
with increasing age 

98% of the sample 
were White British 

Not reported 

Hsu, Bath, Large & 
Williams (2011) 

CAS  
 
1

st
 December 2007 – 

30
th

 November 2008 

National of older peoples 
use 
Descriptive data 
N=402,959 

More calls were made by 
women from 65+ 
although gender 
differences decreased in 
advancing age  

Rates increase gradually 
with advancing age 
lowest rate for people 
aged 65-69 

Not reported Not reported 
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Appendix 2: Research protocol for study 1 

 
Protocol for the management of the database 

 
 
 

This protocol adheres to the Data Protection Act 1998 and also follows the NHS Code of 
confidentiality and Information security policies will be followed by the researcher to 
ensure confidentiality of all held personal data. 
 
Agreement  
 
The below protocol is an agreement between the researcher (Erica Cook), academic 
supervisor/chief investigator (Prof. Gurch Randhawa) and NHS Direct (Dr Shirley Large: 
co-supervisor) for the access to NHS Directs database. 
 
Dataset requested 
 
This protocol is for the dataset NHS Clinical Assessment Service (CAS) for four month 
one period of data (May 2010, August 2010, November 2010 and February 2010).  The 
data set will hold callers name, age, sex, address, year of birth, ethnicity, time of call, 
algorithm (primary symptoms), and call outcome (e.g. self-help, 999) alongside 
information regarding commissioned services such as category c calls.    This framework 
of data meets the Data Protection Act standards as being deemed adequate, relevant 
and not excessive.   
 
Transfer 
 
NHS Direct will take direct responsibility for ensuring that the data requested is 
anonymised (removal of names) and encrypted before the transfer process.  All data will 
be transferred to a password protected and non-networked desktop computer that is 
accessed only by the appointed researcher (Erica Cook).   It will be the responsibility of 
both the researcher and the data controller that the data transferred is recorded and 
signed for.  Data will be transferred in July 2010 and will be used for the purpose of this 
research for one year.  NHS Direct have advised that data will be encrypted and sent via 
a secure NHS email.  All parties will ensure that data will be kept for no longer than 
necessary.  At the end of this study all data will be returned to the data controller who will 
ensure data is in its correct form with this process recorded. 
 
Security of data 
 
The researcher will be directly responsible for the security of the data once the data has 
been transferred from NHS Direct.  All security will follow the guidance set by the seventh 
data protection principle (Data Protection Act, 1998).  The data will be anonymised and 
encrypted.  The desktop computer that the data will be transferred to will be password 
protected and will be kept in a locked office at all times.  Furthermore, the building has 
alarm security when not in use.  The researcher will take full responsibility to ensure that 
the data is only used by the named researcher and as such no other person will be 
authorised access to this data without the permission of NHS Direct.  If any breach of 
security takes place then the CI, academic supervisor and sponsor have the right to end 
the study prematurely and follow the relevant procedures.   
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Appendix 3: NHS ethical approval for study 1 
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Appendix 4: University of Bedfordshire internal review of study 1 

 
 

  
 
 

  

 
1. Name of Candidate: Erica Cook 

 

 
Student Ref No: 0418224 

 
2.  Faculty:  HSS 

 
3. Institute:  IHR 
 

 
4. Title of report:  Who uses NHS Direct?  Investigating the geographical and socio-economic characteristics of NHS Direct users 
 

 

 
 
10. Action taken by RGS: 
 

 
Copy of review forms to Candidate & Director of Studies (advising action): - 
  

i.     RS1 and review forms forwarded to URC 

 
 
 
Date: 
 

5. Reviewer’s Comments and feedback on report: (see section 5 of the notes of guidance) 

 
A very high quality proposal., so just a few minor thoughts: 
a) I wasn’t sure that the 2004-5 data used by Shah was necessarily that outdated, so it’s important that the research adds 
substantially to what is already known. 
b) One qualitative study of 100 participants seems a lot.  However, it may be that emerging themes suggest different lines of 
questioning. In which case there may be an advantage is viewing this part of the programme as comprising more than one phase. 
c) It might be interesting to know if pandemic-related use patterns are different to normal ones.  
d) The time plan seemed to have all of the write-up at the end.  This is not advisable. 
Overall the proposal represents high quality work which should provide the basis for a successful PhD programme. 
 
 

 
6. Recommendation of the reviewer: (see notes of guidance)               *delete as applicable 

 
i) the proposal is approved for onward transmission to URC*(minor corrections may be required) 
 
 

 
7. Name of Reviewer: Prof A Guppy 
 

 
Signature:

 

 
Date: 
10/02/10 

To the Reviewer: please forward to the Faculty Research Administrator on completion, retaining a copy for your own records. 

 
9.   8. Decision of Director of Institute - (Include instruction for candidate as appropriate) 
 
i) the proposal is approved for onward transmission to URC*(minor corrections may be required) 
ii) the proposal is not approved and should be returned to the candidate  for further work 
 

 
9. Name of Director of Institute: 

 
Signature: 

 
Date: 
 

To the Director of Institute: please return to the Faculty Research Administrator  on completion, retaining a copy for your own 
records 
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Appendix 5: NHS Direct independent review of study 1 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ms Erica Cook 
42 Wingate Road 
Harlington 
Dunstable  
Bedfordshire 
LU5 6NJ 
 
June 9

th
 2010 

 
 
 

Research, Service Evaluation and Clinical 
Audit Office 
NHS Direct  

Berrywood Business Village 
Tollbar Way 
Hedge End 

Southampton 
SO30 2UN 

 
Telephone: 0208 676 3213 

Fax: 01489 773721 
E-mail: trish.buckley@nhsdirect.nhs.uk   

 
 

 
Dear Erica 
 
Re: Who uses NHS Direct? Investigating the geographical and socio-demographic 
characteristics of NHS Direct users. 
 
I am pleased to confirm that this study has been reviewed internally by members of our 
research committee and has been conditionally approved subject to a favourable opinion 
from the Ethics Committee. We are satisfied that the research question is valid and 
appropriate for this organisation and will build on existing knowledge. We feel that the 
methodology will support the study effectively and appropriately. 
 
Yours sincerely 
 
 
 
 
Trish Buckley 
Research Governance Manager 
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Appendix 6: NHS Direct fair processing message 

 

Welcome 
message 

Thank-you for calling NHS Direct.   

 

You can save time by completing the first part of your 
assessment online at www.nhs.uk/nhsdirect.   

 

If you are calling about looking after your health during the 
heatwave, information is available at www.nhs.uk or press 
1 now to listen to recorded advice. 

 

To hear about data protection and why we may record 
and monitor calls, please press 2. 

 

NHS Direct would like to be able to contact you in the 
future to ask for feedback on your experience of our 
services. If you agree to be contacted, please press 3.  
You will still be transferred to a health advisor afterwards. 

 

Alternatively, please hold to speak to a member of our 
staff. 

Press 1 option 
For advice on looking after your health during the heatwave, please listen to the 
following message.  To cancel and continue to hold for your call to be answered, press 
9 at any time.  
During a heatwave, your body can overheat and you might get symptoms such as 
confusion, headache or dizziness, stomach or muscle cramps and muscle weakness, 
or you may feel or be sick. Protect yourself from the effects of the heat by keeping as 
cool as you can and making sure that you do not get dehydrated (short of fluids). If 
you develop symptoms move to somewhere cool and rest for several hours. Drink 
plenty of water or fruit juice and wear only a light layer of loose clothing. It may help 
you feel better if you splash yourself with cool water or take a lukewarm shower or lie 
down near to a fan.  
Babies and the elderly are more at risk of becoming overheated and dehydrated and 
may need additional advice. This also applies to patients who are already unwell for 
other reasons and those whose symptoms get worse or don’t go away. If you think you 
fall into one of these groups or you are concerned about any of your symptoms please 
hold to speak to someone who can help. 

Press 2 option 

Calls may be recorded and monitored for training and quality control purposes.  NHS 
Direct keeps your information confidential.  You can ask our adviser for a leaflet about 
how your information may be used. 

Please hold to speak to a member of our staff. 

Press 3 option 

Thank you. NHS Direct or an appointed representative may contact you within the next 
few weeks. Your feedback is important to us, and we hope you will take part, but you 
are free to change your mind at any time.    

Please hold to speak to a health adviser. 

 

  

http://www.nhs.uk/nhsdirect
http://www.nhs.uk/
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Busy message You’re through to NHS Direct.  We are very busy at the 
moment and all our staff are speaking to other patients.  
There may be a delay in answering your call. 

 

You can save time by completing the first part of your 
assessment online at www.nhs.uk/nhsdirect.   

 

If you are calling about looking after your health during the 
heatwave, information is available at www.nhs.uk or press 1 
now to listen to recorded advice.   

 

To hear about data protection and why we may record and 
monitor calls, please press 2. 

  

Alternatively, please hold to speak to a member of our staff. 

Press 1 option 
For advice on looking after your health during the heatwave, please listen to 
the following message.  To cancel and continue to hold for your call to be 
answered, press 9 at any time.  
 
During a heatwave, your body can overheat and you might get symptoms 
such as confusion, headache or dizziness, stomach or muscle cramps and 
muscle weakness, or you may feel or be sick. Protect yourself from the effects 
of the heat by keeping as cool as you can and making sure that you do not get 
dehydrated (short of fluids). If you develop symptoms move to somewhere 
cool and rest for several hours. Drink plenty of water or fruit juice and wear 
only a light layer of loose clothing. It may help you feel better if you splash 
yourself with cool water or take a lukewarm shower or lie down near to a fan.  
 
Babies and the elderly are more at risk of becoming overheated and 
dehydrated and may need additional advice. This also applies to patients who 
are already unwell for other reasons and those whose symptoms get worse or 
don’t go away. If you think you fall into one of these groups or you are 
concerned about any of your symptoms please hold to speak to someone who 
can help. 

 

Press 2 option 

Calls may be recorded and monitored for training and quality control purposes.  
NHS Direct keeps your information confidential.  You can ask our adviser for a 
leaflet about how your information may be used. 

 

Please hold to speak to a member of our staff. 

 

 

http://www.nhs.uk/nhsdirect
http://www.nhs.uk/
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Exceptionally busy 
(including warning 
about call backs) 

You’re through to NHS Direct.  We are exceptionally busy 
and are only dealing with urgent cases.   

  

If you have internet access, we strongly recommend you 
save time by completing the first part of your assessment 
online at www.nhs.uk/nhsdirect.   

 

Otherwise, please hold to speak to a health adviser.  At 
the moment, if your problem is assessed as being non-
urgent, we will arrange to ring you back later. 

 

If you are calling about looking after your health during the 
heatwave, information is available at www.nhs.uk or press 
1 now to listen to recorded advice.   

 

To hear about data protection and why we may record 
and monitor calls, please press 2. 

Press 1 option 
For advice on looking after your health during the heatwave, please listen to 
the following message.  To cancel and continue to hold for your call to be 
answered, press 9 at any time.  
During a heatwave, your body can overheat and you might get symptoms 
such as confusion, headache or dizziness, stomach or muscle cramps and 
muscle weakness, or you may feel or be sick. Protect yourself from the 
effects of the heat by keeping as cool as you can and making sure that you 
do not get dehydrated (short of fluids). If you develop symptoms move to 
somewhere cool and rest for several hours. Drink plenty of water or fruit juice 
and wear only a light layer of loose clothing. It may help you feel better if you 
splash yourself with cool water or take a lukewarm shower or lie down near 
to a fan.  
Babies and the elderly are more at risk of becoming overheated and 
dehydrated and may need additional advice. This also applies to patients 
who are already unwell for other reasons and those whose symptoms get 
worse or don’t go away. If you think you fall into one of these groups or you 
are concerned about any of your symptoms please hold to speak to 
someone who can help. 

Press 2 option 

Calls may be recorded and monitored for training and quality control 
purposes.  NHS Direct keeps your information confidential.  You can ask our 
adviser for a leaflet about how your information may be used. 

Please hold to speak to a member of our staff. 

 

 

 

  

http://www.nhs.uk/nhsdirect
http://www.nhs.uk/
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Exceptionally busy 
(including warning 
about 4 hour call 
backs) 

You’re through to NHS Direct.  We are exceptionally busy and are 
only dealing with urgent cases.   

  

If you have internet access, we strongly recommend you save time 
by completing the first part of your assessment online at 
www.nhs.uk/nhsdirect.   

 

Otherwise, please hold to speak to a health adviser.  At the 
moment, if your problem is assessed as being non-urgent, we will 
arrange to ring you back.   It may be over 4 hours from now. 

 

If you are calling about looking after your health during the 
heatwave, information is available at www.nhs.uk or press 1 now to 
listen to recorded advice.   

 

To hear about data protection and why we may record and monitor 
calls, please press 2. 

Press 1 option 
For advice on looking after your health during the heatwave, please 
listen to the following message.  To cancel and continue to hold for 
your call to be answered, press 9 at any time.  
 
During a heatwave, your body can overheat and you might get 
symptoms such as confusion, headache or dizziness, stomach or 
muscle cramps and muscle weakness, or you may feel or be sick. 
Protect yourself from the effects of the heat by keeping as cool as 
you can and making sure that you do not get dehydrated (short of 
fluids). If you develop symptoms move to somewhere cool and rest 
for several hours. Drink plenty of water or fruit juice and wear only a 
light layer of loose clothing. It may help you feel better if you splash 
yourself with cool water or take a lukewarm shower or lie down 
near to a fan.  
 
Babies and the elderly are more at risk of becoming overheated 
and dehydrated and may need additional advice. This also applies 
to patients who are already unwell for other reasons and those 
whose symptoms get worse or don’t go away. If you think you fall 
into one of these groups or you are concerned about any of your 
symptoms please hold to speak to someone who can help. 

 

Press 2 option 

Calls may be recorded and monitored for training and quality 
control purposes.  NHS Direct keeps your information confidential.  
You can ask our adviser for a leaflet about how your information 
may be used. 

 

Please hold to speak to a member of our staff. 

http://www.nhs.uk/nhsdirect
http://www.nhs.uk/
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Appendix 7: Descriptive statistics for age and gender over the sampled months 

 

Descriptive statistics for age and gender in July 2010 
Descriptive statistics for age and gender in October 2010 
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Descriptive statistics for age and gender in January 2011 Descriptive statistics for age and gender in April 2011 
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Appendix 8: Accepted article for publication with ‘Telemedicine and e-Health’ 

 

Title  
 

A UK case study of who uses NHS Direct?  Investigating the impact of age, gender and 

deprivation on the utilisation of NHS Direct 

 

Authors 

 
Cook, E MSc., Randhawa, G Ph.D., Large, S PhD., Guppy, A PhD., & Chater, A PhD. 

 

Abstract  

 
Objectives 
NHS Direct provides a 24/7 telephone based healthcare advice and information service to the 

public in England.  Locally based studies have suggested variation in the uptake of this service 

amongst the UK’s diverse population.  This study seeks to examine this issue at a national level. 

Method 

One month’s period of national data was collected (July 2010) from the NHS Direct Clinical 

Assessment System for all 0845 4647 calls in England.  Calls were matched to place of residence 

and were analysed for age, gender and deprivation using negative binominal regression. 

Findings 

Within the context of NHS Direct the pattern of calls were highest for children of 5 years and 

under, with lowest call rates found for males and older people (65 years+).  Further, call rates were 

lowest in the most deprived areas for younger children (0-15 years). Gender differences were 

noted, whereby male call rates were higher in the most deprived areas for all age groups.  Further, 

call rates for or on behalf of older females (60 years+) were lower in areas of extreme deprivation. 

Conclusion 

The findings suggest there is variation in usage of NHS Direct.  Such usage appears to be 

influenced by age, gender and deprivation.  Further research is required to examine the underlying 

factors that contribute to variation in uptake of these services. This will enable the development of 

future promotional campaigns that can target particular sections of the population to encourage use 

of telephone based health services. 
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Introduction 

 
NHS Direct operate a telephone based health service which offers individuals advice either to self-

manage symptoms or to direct them to the most appropriate form of care, with a further aim being 

to reduce demands on other NHS services, thus improving cost-effectiveness of the NHS and 

increasing accessibility (Department of Health, 2000).  NHS Direct, introduced in 1997 

(Department of Health, 1997b)  has become a popular telephone advice and information healthcare 

provider as evidenced by its increased utilisation and satisfaction (Hurst, 2006; Royston et al., 

2003; The Comptroller and Auditor General, 2002).  However, locally based research has 

highlighted that NHS Direct is underutilised by men (Bibi et al., 2008) and ethnic minority groups 

(Bibi et al., 2008; Shah and Cook, 2008) alongside older people (65 years+) (Byrne et al., 2007; 

Hsu et al., 2011).  There has also been research that has suggested lower utilisation among less 

advantaged social groups (Shah and Cook, 2008) although these results have shown great variation 

(Bibi et al., 2005).    

 

For example, Shah and Cook (2008) analysed data from the 2004–05 British General Household 

Survey which included 20,421 participants. A sub sample of 7634 (87.7%) households were asked 

if they had used NHS Direct, with 1624 households (20.7%,19.7–21.8%) reporting use in the last 

year. Results indicated NHS Direct use was higher in larger households and those with children 

but lower in households with older people.  Furthermore, there was a direct association of low 

utilisation of NHS Direct with material deprivation and low social status, low household income, 

living in social housing, manual occupation groups and income support.  Furthermore they found 

that when accounting for limiting and long standing illness, material deprivation had a stronger 

relationship of low utilisation for the poorest individuals when compared to the most affluent.    

 

However, ecological studies have provided contrasting findings (Bibi et al., 2005; Burt et al., 

2003; Cooper et al., 2005).  To date there have been three published localised ecological studies 

that have matched data from NHS Directs Clinical Assessment System (CAS) to geographical 

ward level in urban areas which have included: South East London (Burt et al., 2003), Lancashire 

(Bibi et al., 2005), and West Yorkshire & West Midlands (Cooper et al., 2005).  Bibi et al., (2005) 

found that there were no significant differences for socio-economic deprivation in relation to NHS 

Direct utilisation.  However, conversely Burt, Hooper and Jessopp (2005) mapped 75,928 calls to 

Jarman and Townsend scores(Townsend et al., 1988) and found that lower use of NHS Direct was 

seen in both the most affluent groups and the most deprived groups. Cooper et al., (2005) further 

explored this and confirmed that call rates for the 0-4 year age group were lowest in the most 

deprived wards although call rates for adults aged 15-64 years rose with increasing deprivation.  

Interestingly, there were no socio-economic factors associated with call rates for older people (65 

years+).   

 

However, it is important to note that these studies could be distorted as they only focused on one 

area rather than offering a national geographic perspective. Further to this, the fore mentioned 

studies used ward data which only captures use at the district level thus assuming that each district 

manifests the same level of deprivation which is not the case when taking into account smaller 

geographies such as the lower super output area.  A further limitation of two of the research 

studies is that conclusions are drawn from census-based measures such as Jarman(Census, 2001), 

and Townsend  indexes(Townsend et al., 1988) which are now dated.  Therefore, this research 

study focuses on the characteristics of a national population in England to determine if deprivation, 

age and gender impact on the utilisation of NHS Direct using a smaller unit of geography to match 

utilisation by postcode to smaller population counts in England.   

 

Method 

One month’s of call data (July 2010) was collected from the Clinical Assessment System (CAS) 

for all 0845 4647 calls made in England.  It is important to note that it was the patients’ data that 

was collected not necessarily data of the caller.  Ethical approval was provided by the NHS Essex 

1 Research Ethics Committee Ref: 10/H0301/29.  Postcodes were mapped using geographical 
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software (Arc GIS) to analyse for geographical dispersal of calls.  Descriptive statistics were also 

used to analyse for age and gender characteristics of patients.   

 

To analyse for deprivation, age, gender and full postcode was taken for all calls with all missing 

cases excluded from analysis.  Age, gender and full postcode were aggregated to every age/gender 

count for all lower super output areas (LSOA) in England aggregated by age and gender using 

mid-2009 population estimates (ONS, 2010a).  Due to the age categories available through the 

population statistics NHS Direct data was aggregated using the age groups <15, 16-29, 30-44, 45-

64 and ≥65 for males and <15, 16-29, 30-44, 45-59 and ≥60 for females.  As both males and 

females had different age ranges the datasets were recoded separately for both genders then 

remerged.   

 

The Index of Multiple Deprivation (IMD) 2007 score was used as a measure of deprivation 

(Communities and Local Government, 2007; DETR, 2000) and matched to postcode using Geo 

Convert software.  All IMD measures were divided into five deprivation quintiles, with each 

quintile comprising of 20% of the population of England.  A higher IMD score or deprivation 

quintile indicated increasing deprivation.   

 

SPSS (version 19) software was used to provide descriptive statistics and to complete a negative 

binominal regression which was fit for modeling count variables usually for over dispersed count 

variables(UCLA, 2011).  To compensate for the issue of including false zero calls i.e. where you 

wouldn’t expect a call as the population count was too small, the aggregated files were merged to 

the LSOA population statistics.  This then provided a population count for every age/sex category 

across every LSOA.   The mean expected call rate across the whole sample was calculated and this 

was then applied to the cell population counts.  A threshold expected number of calls was set at 

0.4.  If a population cell had zero calls recorded and its expected number of calls was below 0.4, 

this was computed as a missing value and the cell was removed from the analysis.  All cells with 

zero recorded calls which had expected call numbers above 0.4 were seen as true zeros and were 

included in the analysis.  From this, a total of 9,275 cases were excluded accounting for only 2.6% 

of the total sample.  This procedure was preferred to including a population-based offset term in 

the regression as this would have meant call rate could not have been the dependent variable, thus 

reducing comparison with previous research. The unit of analysis for this model was one month 

call rate per thousand of the population in ten age/gender sub groups.  The main predictor variables 

were gender, age and IMD quintile and all two way interaction terms were included in the model.  

 

Results 

A total of 359,758 calls were made to the NHS Direct core 0845 4647 service during July 2010.  

Figure 1 illustrates the geographical dispersal of calls in England, UK.   Calls made were 

geographically mapped per primary care trust(NHS Choices, 2011) (PCT)4 as a percentage of the 

population.  Lowest call rates were characterised as 0.3% - 0.55% of the population to the highest 

call rates ranging from 0.78% - 1.13%.  Calls were seemingly higher in more urbanised cities 

(London, Leicester, Nottingham, Leeds and Liverpool) and in the South of England with lowest 

calls shown in more urbanised areas located towards the North of England. 

 

FIGURE 1 GOES HERE 

 

Most of the calls were on behalf of female patients which accounted for 59.3% (N=202,659) with 

the remaining on 40.7% were on behalf of males (N=139,004).  A total of 18,095 cases were 

missing so were excluded from analysis leaving a total 341,663 remaining cases analysed.  Figure 

2 displays the percentage of calls made by or on behalf of males and females by age for the month 

of July 2010.  The highest number of calls can be seen in the 0-4 age range, with calls made on 

behalf of males accounting for 22.8% of all calls almost 10% more than females.  This pattern then 

changes with lower call rates show for both males and females in the younger age groups 5-9, 10-

14 and 15-19 years old.  There is a notable rise in the age ranges from 20-34 years especially for 

                                                      

4
 Primary Care Trust’s (PCT) are local organisations that manage all primary care in England.  Currently, 

there are 151 PCT’s in England 



356 

 

females.  Both males and females show similar rates of calls for age groups 35-90 years+, whereby 

a downward trend is found with increasing age with adults of 90 years+ only accounting for 0.7% 

and 0.4% of all calls for females and males respectively. 

 

FIGURE 2 GOES HERE 

 

Age, gender and deprivation 

A negative binominal model was used to analyse the data.   The model highlighted that there was a 

significant interaction between age and gender (X2 = 536.28, df = 4, p<0.001) age and IMD (X2 = 

180.16, df = 16, p<0.001) alongside gender and IMD (X2=9.06 df = 4, p=0.06).   

 

Tables 1 and 2, present the analysis from the negative binominal regression and show call rates 

made by or on behalf the five age groups across all IMD quintiles for both males and female 

patients who used NHS Direct in July, 2010.  For males, call rates were lowest in the most 

deprived lower super output areas (95% confidence interval [CI] = 0.94 to 1.14) in the lowest age 

group (0-15 years), with highest call rates found in areas of moderate deprivation areas (95% 

confidence interval [CI] = 1.03 to 1.26) (Table 1).   However, for males of 16-59 years old 

deprivation increased use (p<.001) with lowest call rates found in the most affluent lower super 

output areas.  Interestingly, for males, who were older (65 years+), lowest use was found in the 

most deprived areas; however, this was not significant (p>.05) with both quintiles 4 and 5 showing 

similar call rates areas (95% confidence interval [CI] = 0.95 to 1.29 and 0.96-1.30 respectively). 

 

For females, a similar pattern was found where lowest call rates were found in the most deprived 

areas in the lowest age group (0-15) (95% confidence interval [CI] = 0.63 to 0.78) with highest 

call rates found in the most affluent lower super output areas (Table 2).  Interestingly, females had 

highest call rates in quintiles 4 and 5 (16-29, p<.001; 30-44, p<.001) compared to males who had 

highest in quintile 5.  For females aged 45-60, deprivation increased use (p<.001), and call rates 

for or on behalf of females aged 60 years+ call rates was highest in moderately deprived areas 

(95% confidence interval [CI] = 1.10 to 1.34) and slightly decreased in areas with highest 

deprivation (95% confidence interval [CI] = 1.08 to 1.31, P<.001) although remained lowest in the 

most affluent lower super output areas (p<.001). 

 

Discussion 
Summary of main findings 

 

The data suggests that call rates vary by age, gender and deprivation.  Highest call rates were 

found on behalf of children 4 years and under alongside adults aged 20-34 years old, with the 

lowest users characterised as males and older people.  This trend, except for older people is 

representative of the utilisation pattern found within primary healthcare services in England 

(Annandale and Hunt, 2000; Smaje and Grand, 1997; Tudiver and Talbot, 1999).  Therefore the 

question that arises is why older people appear to be the lowest users of NHS Direct although 

continue to be one of the largest cohorts of primary healthcare users(Bowling et al., 1991; Smaje 

and Grand, 1997; Wolinsky and Johnson, 1991).  This suggests that older people may have less 

awareness of NHS Direct.  This issue has been examined previously, for example, David (2005) 

interviewed a sample of patients aged 70 years and above in a GP surgery in the West Midlands, 

UK.  Findings highlighted that awareness of NHS Direct declined with age with only 32% were 

aware of NHS Direct (David, 2005).  Furthermore, qualitative research that has explored older 

people’s views of out of hours services has found that satisfaction of current healthcare amongst a 

reluctance to seek healthcare over the phone could be distinct barriers to using services such as 

NHS Direct (Foster et al., 2001), however this research is now dated therefore more recent 

research is needed to highlight if there are any changes  

 

 

When analyzing for deprivation there were age and gender differences demonstrated.  For males, 

deprivation increased use with highest call rates found for those aged 16-65 years old.  This 

population subgroup are often not frequent users of healthcare (Galdas et al., 2005; Smaje and 

Grand, 1997) therefore this presents a positive public health finding and opens a debate about how 
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telephone based healthcare can increase access to low users of healthcare. However, for children 

(0-15 years) and older men (65 years+) calls were highest in areas of moderate deprivation 

(quintile 4) and reduced in areas of extreme deprivation.  These findings are similar to those found 

by Cooper et al., (2005); however, this pattern was not replicated by females.  Lowest call rates 

were found in the most deprived areas in the lowest age group (0-15 years), calls in age groups 

were more evenly spread between the two most deprived quintiles (16-44 years), with call rates 

dropping in areas of extreme deprivation for older females (60 years+).  

 

When focusing on research that has explored the distribution of utilisation of healthcare services, 

research suggests that deprivation increases use to out of hours services, with highest utilisation 

found for younger children (Cooper et al., 1998; Hurst, 2006; Salisbury, 1997).  However, this 

study has suggested that use of NHS Direct is most likely to be used on behalf of children aged 0-

15 years old regardless of gender and deprivation.  However, for adults there was increased use 

among deprived areas.  This pattern may well be due to satisfaction of current healthcare and 

perhaps lack of knowledge.  However, to date no research has qualitatively explored barriers to 

using NHS Direct in deprived neighborhoods which is essential to determine stringent factors that 

impact on NHS Direct utilisation.    

 

Strengths and limitations of the study 

 

This research is the first national analysis that has used current NHS Direct data which has adopted 

a methodological sound approach to understanding the socio-demographic characteristics of NHS 

Direct users.    The statistical advances have also been a clear strength of this research, where the 

IMD 2007 has been a more current deprivation proxy with the addition of including lower super 

output areas in the analysis who have made no calls so that the analysis was not biased.   

 

However, there have been some limitations that should be recognised.  Firstly, the data has been 

collected via NHS Direct clinical database where there were some missing postcodes and data for 

age and gender which had to be excluded for the binominal regressional analysis; however, the 

number excluded was not felt to impact on the statistical interpretation of analysis.  Further, this 

study did not take into account the measurements of the sub-score quintiles of the IMD 
which could be used to determine if any specific type of deprivation is related to 
percentage of calls to NHS Direct, which could provide an interesting scope for future 
research.  This study did not look at out of hours as an outcome variable, therefore it 
would be interesting to determine how NHS Direct has impacted on the out of hours utilisation in 

today’s climate. When aggregating the data population estimates from mid-2009 were used(ONS, 

2010a), these are only estimates and thus are not as accurate as census; however, the last census 

was 2001 and the latest census data was not available.  Further, age categories had to follow the 

structure of the population estimates so analysis was limited to five age categories.  One final 

limitation that should be acknowledged is that this research did not separate symptomatic calls 

from health information calls which may provide an interesting scope for future research. 
Conclusion 

These findings will assist the development of promotional campaigns to target particular sections 

of the population encouraging increased use of telephone based health advice and information. 

Further research is needed to explore the underlying factors that contribute to the variation in 

uptake of telephone based health services. As uptake of NHS Direct services increases, it is 

imperative to examine whether there has been any consequential impact on the uptake of other 

NHS services. This evidence-base will assist the commissioning and provision of future remote 

telephone based health services. 
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Appendix 9: Data across IMD domains 

Education 

 

Table 1: Call rate ratios for NHS Direct calls during July 2010 in England for males 
by age-group and education deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00  (6.25)   

2 1.05 0.95 – 1.15 >0.5 

3 1.06 0.97 – 1.18 >0.5 

4 1.05 0.96 – 1.16 >0.5 

5 1.06 0.96 – 1.16 >0.5 

Age group 16-29 

1* 1.00 (4.96)   

2 1.04 0.92 – 1.16 >0.5 

3 1.04 0.92 – 1.17 >0.5 

4 1.08 0.96 – 1.21 >0.5 

5 1.23 1.10 – 1.38 <0.001 

Age group 30-44 

1* 1.00 (4.17)   

2 1.07 0.95 – 1.20 >0.5 

3 1.15 1.03 – 1.29 <0.05 

4 1.15 1.03 – 1.30 <0.05 

5 1.34 1.20 – 1.50 <0.001 

Age group 45-64  

1* 1.00 (3.14)   

2 1.05 0.93 – 1.19 >0.5 

3 1.16 1.03 – 1.31 <0.05 

4 1.17 1.04 – 1.32 <0.01 

5 1.35 1.20 – 1.52 <0.001 

Age group 65+  

1* 1.00 (4.39)   

2 1.00 0.85 – 1.16 >0.5 

3 1.00 0.86 – 1.17 >0.5 

4 0.97 0.89 – 1.13 >0.5 

5 1.07 0.92 – 1.25 >0.5 



359 

 

Table 2: Call rate ratios for NHS Direct calls during July 2010 in England for 
females by age-group and education deprivation quintile  

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.69)   

2 0.94 0.85 – 1.05 <0.5 

3 0.90 0.81 – 1.00 <0.05 

4 0.84 0.76 – 0.93 <0.001 

5 0.87 0.78 – 0.96 <0.01 

Age group 16-29 

1* 1.00 (11.20)   

2 1.02 0.95 – 1.10 >0.5 

3 1.03 0.95 – 1.11 <0.5 

4 1.05 0.98 – 1.13 <0.5 

5 1.09 1.01 – 1.17 <0.01 

Age group 30-44 

1* 1.00 (7.11)   

2 1.06 0.97 – 1.15 >0.5 

3 1.06 0.98 – 1.15 >0.5 

4 1.12 1.02 – 1.21 <0.01 

5 1.18 1.09 – 1.29 <0.001 

Age group 45-60  

1* 1.00 (4.45)   

2 1.05 0.94 – 1.18 >0.5 

3 1.17 1.04 – 1.20 <0.01 

4 1.23 1.10 – 1.38 <0.001 

5 1.34 1.20 – 1.50 <0.001 

Age group 60+   

1* 1.00 (5.33)   

2 0.96 0.87 – 1.06 >0.5 

3 1.00 0.90 – 1.10 >0.5 

4 0.99 0.90 – 1.10 >0.5 

5 1.04 0.94 – 1.15 >0.5 
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Table 3: Call rate ratios for NHS Direct calls during October 2010 in England for 
males by age-group and education deprivation quintile  

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (5.75)   

2 1.05 0.95 – 1.17 >0.5 

3 1.06 0.96 – 1.18 >0.5 

4 1.07 0.97 – 1.18 >0.5 

5 1.03 0.93 – 1.14 >0.5 

Age group 16-29 

1* 1.00 (4.21)   

2 1.00 0.88 – 1.13 >0.5 

3 1.10 0.97 – 1.25 >0.5 

4 1.13 0.99 – 1.28 >0.5 

5 1.24 1.09 – 1.40 <0.001 

Age group 30-44 

1* 1.00 (3.37)   

2 1.09 0.96 – 1.23 >0.5 

3 1.13 1.00 – 1.28 <0.05 

4 1.22 1.08 – 1.39 <0.001 

5 1.46 1.29 – 1.66 <0.001 

Age group 45-64  

1* 1.00 (2.57)   

2 1.08 0.94 – 1.23 >0.5 

3 1.23 1.07 – 1.40 <0.001 

4 1.25 1.09 – 1.42 <0.001 

5 1.48 1.30 – 1.69 <0.001 

Age group 65+  

1* 1.00 (4.24)   

2 0.97 0.83 – 1.14 >0.5 

3 0.94 0.80 – 1.10 >0.5 

4 0.96 0.81 – 1.12 >0.5 

5 1.07 0.91 – 1.25 >0.5 
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Table 4: Call rate ratios for NHS Direct calls during October 2010 in England for 
females by age-group and education deprivation quintile  

*This parameter is set to zero as it is redundant 

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.14)   

2 0.95 0.85 – 1.05 <0.5 

3 0.89 0.80 – 0.99 <0.05 

4 0.84 0.75 – 0.94 <0.001 

5 0.83 0.75 – 0.93 <0.001 

Age group 16-29 

1* 1.00 (9.36)   

2 1.06 0.98 – 1.15 >0.5 

3 1.07 0.99 – 1.17 <0.5 

4 1.13 1.04 – 1.22 <0.01 

5 1.19 1.10 – 1.29 <0.01 

Age group 30-44 

1* 1.00 (6.22)   

2 1.00 0.92 – 1.10 >0.5 

3 1.04 0.95 – 1.14 >0.5 

4 1.08 0.99 – 1.19 >0.5 

5 1.15 1.05 – 1.26 <0.001 

Age group 45-60  

1* 1.00 (3.69)   

2 1.11 0.98 – 1.26 >0.5 

3 1.19 1.05 – 1.35 <0.01 

4 1.32 1.16 – 1.49 <0.001 

5 1.44 1.27 – 1.63 <0.001 

Age group 60+   

1* 1.00 (4.72)   

2 1.03 0.93 – 1.15 >0.5 

3 1.05 0.94 – 1.16 >0.5 

4 1.05 0.94 – 1.16 >0.5 

5 1.14 1.03 – 1.27 <0.01 
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Table 5: Call rate ratios for NHS Direct calls during January 2011 in England for 
males by age-group and education deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.15)   

2 1.06 0.97 – 1.16 >0.5 

3 1.08 0.99 – 1.18 >0.5 

4 1.09 1.00 – 1.18 >0.5 

5 1.10 1.01 – 1.20 <0.05 

Age group 16-29 

1* 1.00 (4.52)   

2 1.09 0.97 – 1.22 >0.5 

3 1.16 1.03 – 1.30 <0.01 

4 1.23 1.09 – 1.38 <0.001 

5 1.42 1.27 – 1.60 <0.001 

Age group 30-44 

1* 1.00 (3.88)   

2 1.07 0.95 – 1.20 >0.5 

3 1.13 1.00 – 1.26 <0.05 

4 1.27 1.13 – 1.43 <0.001 

5 1.47 1.31 – 1.65 <0.001 

Age group 45-64  

1* 1.00 (2.95)   

2 1.12 0.99 – 1.26 >0.5 

3 1.20 1.07 – 1.36 <0.001 

4 1.27 1.13 – 1.44 <0.001 

5 1.41 1.25 – 1.59 <0.001 

Age group 65+  

1* 1.00 (4.39)   

2 0.93 0.80 – 1.09 >0.5 

3 0.96 0.82 – 1.12 >0.5 

4 0.99 0.85 – 1.15 >0.5 

5 1.11 0.95 – 1.29 >0.5 
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Table 6: Call rate ratios for NHS Direct calls during January 2011 in England for 
females by age-group and education deprivation quintile  

*This parameter is set to zero as it is redundant 

 

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (9.21)   

2 0.94 0.86 – 1.03 >0.5 

3 0.89 0.82 – 0.98 <0.05 

4 0.89 0.81 – 0.97 <0.01 

5 0.90 0.82 – 0.99 <0.01 

Age group 16-29 

1* 1.00 (10.61)   

2 1.07 0.99 – 1.15 >0.5 

3 1.09 1.02 – 1.18 <0.05 

4 1.17 1.08 – 1.26 <0.001 

5 1.21 1.13 – 1.31 <0.001 

Age group 30-44 

1* 1.00 (7.04)   

2 1.01 0.93 – 1.10 >0.5 

3 1.09 1.00 – 1.18 <0.05 

4 1.13 1.04 – 1.22 <0.001 

5 1.20 1.10 – 1.30 <0.001 

Age group 45-60  

1* 1.00 (4.08)   

2 1.15 1.03 – 1.29 <0.05 

3 1.21 1.08 – 1.35 <0.001 

4 1.37 1.22 – 1.53 <0.001 

5 1.48 1.32 – 1.66 <0.001 

Age group 60+   

1* 1.00 (5.02)   

2 0.97 0.87 – 1.07 >0.5 

3 1.01 0.91 – 1.12 >0.5 

4 1.01 0.91 – 1.12 >0.5 

5 1.10 1.00 – 1.22 <0.05 
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Table 7: Call rate ratios for NHS Direct calls during April 2011 in England for males 
by age-group and education deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (6.59)   

2 1.06 0.96 – 1.16 >0.5 

3 1.11 1.01 – 1.21 <0.05 

4 1.09 1.00 – 1.19 >0.5 

5 1.09 0.99 – 1.20 >0.5 

Age group 16-29 

1* 1.00 (4.65)   

2 1.01 0.89 – 1.14 >0.5 

3 1.02 0.90 – 1.15 >0.5 

4 1.10 0.97 – 1.24 >0.5 

5 1.23 1.09 – 1.39 <0.001 

Age group 30-44 

1* 1.00 (3.70)   

2 1.06 0.94 – 1.20 >0.5 

3 1.09 0.96 – 1.23 >0.5 

4 1.17 1.04 – 1.32 <0.01 

5 1.42 1.26 – 1.60 <0.001 

Age group 45-64  

1* 1.00 (2.78)   

2 1.12 0.99 – 1.27 >0.5 

3 1.19 1.05 – 1.35 <0.01 

4 1.22 1.07 – 1.38 <0.001 

5 1.46 1.29 – 1.66 <0.001 

Age group 65+  

1* 1.00 (4.62)   

2 1.01 0.87 – 1.17 >0.5 

3 1.03 0.89 – 1.20 >0.5 

4 0.99 0.85 – 1.15 >0.5 

5 1.05 0.90 – 1.22 >0.5 
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Table 8: Call rate ratios for NHS Direct calls during April 2011 in England for 
females by age-group and education deprivation quintile  

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (8.11)   

2 0.97 0.88 – 1.07 >0.5 

3 0.94 0.85 – 1.04 >0.5 

4 0.92 0.83 – 1.01 >0.5 

5 0.87 0.79 – 0.96 <0.01 

Age group 16-29 

1* 1.00 (9.89)   

2 0.99 0.92 – 1.08 >0.5 

3 1.03 0.95 – 1.12 <0.5 

4 1.09 1.00 – 1.18 <0.01 

5 1.12 1.03 – 1.21 <0.01 

Age group 30-44 

1* 1.00 (6.02)   

2 1.04 0.95 – 1.15 >0.5 

3 1.10 1.00 – 1.20 <0.05 

4 1.12 1.02 – 1.23 <0.01 

5 1.23 1.13 – 1.35 <0.001 

Age group 45-60  

1* 1.00 (4.02)   

2 1.07 0.95 – 1.21 <0.5 

3 1.18 1.05 – 1.33 <0.01 

4 1.26 1.12 – 1.42 <0.001 

5 1.38 1.22 – 1.55 <0.001 

Age group 60+   

1* 1.00 (5.21)   

2 0.98 0.89 – 1.09 >0.5 

3 1.03 0.93 – 1.14 >0.5 

4 1.04 0.94 – 1.15 >0.5 

5 1.06 0.96 – 1.17 >0.5 
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Income 

Table 9: Call rate ratios for NHS Direct calls during July 2010 in England for males 
by age-group and income deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (6.06)   

2 1.08 0.98 – 1.19 >0.5 

3 1.15 1.04 – 1.26 <0.01 

4 1.13 1.03 – 1.25 <0.01 

5 1.03 0.93 – 1.13 >0.5 

Age group 16-29 

1* 1.00 (4.80)   

2 1.02 0.91 – 1.15 >0.5 

3 1.10 0.98 – 1.23 >0.5 

4 1.20 1.07 – 1.35 <0.001 

5 1.24 1.10 – 1.39 <0.001 

Age group 30-44 

1* 1.00 (4.05)   

2 1.09 0.97 – 1.22 >0.5 

3 1.20 1.07 – 1.35 <0.001 

4 1.25 1.12 – 1.40 <0.001 

5 1.33 1.19 – 1.49 <0.001 

Age group 45-64  

1* 1.00 (2.80)   

2 1.14 1.01 – 1.28 <0.01 

3 1.30 1.15 – 1.46 <0.001 

4 1.43 1.27 – 1.62 <0.001 

5 1.57 1.39 – 1.77 <0.001 

Age group 65+  

1* 1.00 (4.15)   

2 0.95 0.97 – 1.32 >0.5 

3 1.09 0.97 – 1.31 >0.5 

4 1.13 0.93 – 1.27 >0.5 

5 1.13 0.85 – 1.16 >0.5 



367 

 

Table 10: Call rate ratios for NHS Direct calls during July 2010 in England for 
females by age-group and income deprivation quintile  

*This parameter is set to zero as it is redundant 

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.89)   

2 0.95 0.86 – 1.05 >0.5 

3 0.90 0.81 – 1.00 <0.05 

4 0.83 0.75 – 0.92 <0.001 

5 0.76 0.68 – 0.84 <0.001 

Age group 16-29 

1* 1.00 (10.49)   

2 1.05 0.97 – 1.13 >0.5 

3 1.13 1.05 – 1.21 <0.001 

4 1.18 1.10 – 1.27 <0.001 

5 1.18 1.10 – 1.27 <0.001 

Age group 30-44 

1* 1.00 (6.54)   

2 1.09 1.01 – 1.19 <0.05 

3 1.22 1.12 – 1.32 <0.001 

4 1.29 1.19 – 1.40 <0.001 

5 1.29 1.18 – 1.40 <0.001 

Age group 45-60  

1* 1.00 (4.06)   

2 1.12 1.00 – 1.25 <0.05 

3 1.28 1.15 – 1.44 <0.001 

4 1.42 1.27 – 1.59 <0.001 

5 1.52 1.36 – 1.70 <0.001 

Age group 60+   

1* 1.00 (4.93)   

2 1.01 0.91 – 1.11 >0.5 

3 1.05 0.95 – 1.16 >0.5 

4 1.17 1.06 – 1.30 <0.001 

5 1.16 1.05 – 1.28 <0.001 
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Table 11: Call rate ratios for NHS Direct calls during October 2010 in England for 

males by age-group and income deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (5.55)   

2 1.08 0.98 – 1.20 >0.5 

3 1.18 1.06 – 1.30 <0.001 

4 1.15 1.04 – 1.27 <0.01 

5 1.00 0.90 – 1.10 >0.5 

Age group 16-29 

1* 1.00 (3.93)   

2 1.06 0.93 – 1.20 >0.5 

3 1.19 1.05 – 1.35 <0.01 

4 1.28 1.13 – 1.45 <0.001 

5 1.32 1.16 – 1.50 <0.001 

Age group 30-44 

1* 1.00 (3.21)   

2 1.11 0.98 – 1.26 >0.5 

3 1.24 1.10 – 1.41 <0.001 

4 1.39 1.22 – 1.57 <0.001 

5 1.47 1.29 – 1.66 <0.001 

Age group 45-64  

1* 1.00 (2.36)   

2 1.11 0.97 – 1.27 >0.5 

3 1.29 1.13 – 1.47 <0.001 

4 1.53 1.34 – 1.74 <0.001 

5 1.66 1.45 – 1.89 <0.001 

Age group 65+  

1* 1.00 (3.89)   

2 1.01 0.86 – 1.19 >0.5 

3 1.07 0.91 – 1.26 >0.5 

4 1.13 0.96 – 1.32 >0.5 

5 1.18 1.00 – 1.38 <0.05 
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Table 12: Call rate ratios for NHS Direct calls during October 2010 in England for 
females by age-group and income deprivation quintile  

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.15)   

2 0.99 0.88 – 1.10 >0.5 

3 0.93 0.84 – 1.04 >0.5 

4 0.85 0.77 – 0.95 <0.001 

5 0.73 0.66 – 0.82 <0.001 

Age group 16-29 

1* 1.00 (8.78)   

2 1.07 0.99 – 1.17 >0.5 

3 1.18 1.09 – 1.28 <0.001 

4 1.26 1.17 – 1.37 <0.001 

5 1.30 1.20 – 1.41 <0.001 

Age group 30-44 

1* 1.00 (5.64)   

2 1.06 0.97 – 1.16 >0.5 

3 1.19 1.09 – 1.31 <0.001 

4 1.28 1.17 – 1.40 <0.001 

5 1.29 1.18 – 1.42 <0.001 

Age group 45-60  

1* 1.00 (3.52)   

2 1.06 0.93 – 1.20 >0.5 

3 1.28 1.13 – 1.45 <0.001 

4 1.42 1.26 – 1.61 <0.001 

5 1.59 1.40 – 1.80 <0.001 

Age group 60+   

1* 1.00 (4.39)   

2 1.03 0.93 – 1.15 >0.5 

3 1.13 1.02 – 1.25 <0.01 

4 1.20 1.08 – 1.33 <0.001 

5 1.30 1.17 – 1.45 <0.001 
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Table 13: Call rate ratios for NHS Direct calls during January 2011 in England for 
males by age-group and income deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.14)   

2 1.05 0.96 – 1.14 >0.5 

3 1.12 1.03 – 1.23 <0.01 

4 1.15 1.05 – 1.25 <0.01 

5 1.02 0.93 – 1.12 >0.5 

Age group 16-29 

1* 1.00 (4.38)   

2 1.06 0.94 – 1.19 >0.5 

3 1.23 1.10 – 1.38 <0.001 

4 1.34 1.19 – 1.51 <0.001 

5 1.45 1.29 – 1.63 <0.001 

Age group 30-44 

1* 1.00 (3.80)   

2 1.07 0.96 – 1.21 >0.5 

3 1.20 1.07 – 1.34 <0.001 

4 1.33 1.19 – 1.49 <0.001 

5 1.45 1.29 – 1.63 <0.001 

Age group 45-64  

1* 1.00 (2.81)   

2 1.08 0.95 – 1.22 >0.5 

3 1.28 1.14 – 1.45 <0.001 

4 1.40 1.24 – 1.58 <0.001 

5 1.55 1.38 – 1.76 <0.001 

Age group 65+  

1* 1.00 (3.99)   

2 1.03 0.88 – 1.21 >0.5 

3 1.06 0.91 – 1.24 >0.5 

4 1.13 0.96 – 1.31 >0.5 

5 1.26 1.08 – 1.48 <0.001 



371 

 

Table 14: Call rate ratios for NHS Direct calls during January 2011 in England for 
females by age-group and income deprivation quintile  

*This parameter is set to zero as it is redundant 

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (9.50)   

2 0.96 0.87 – 1.05 >0.5 

3 0.89 0.81 – 0.97 <0.01 

4 0.86 0.78 – 0.94 <0.001 

5 0.78 0.71 – 0.85 <0.001 

Age group 16-29 

1* 1.00 (10.34)   

2 1.05 0.98 – 1.13 >0.5 

3 1.13 1.05 – 1.22 <0.001 

4 1.24 1.15 – 1.34 <0.001 

5 1.26 1.17 – 1.35 <0.001 

Age group 30-44 

1* 1.00 (6.48)   

2 1.07 0.98 – 1.16 >0.5 

3 1.21 1.11 – 1.31 <0.001 

4 1.29 1.18 – 1.40 <0.001 

5 1.33 1.23 – 1.45 <0.001 

Age group 45-60  

1* 1.00 (3.94)   

2 1.10 0.98 – 1.23 >0.5 

3 1.29 1.15 – 1.44 <0.001 

4 1.45 1.30 – 1.62 <0.001 

5 1.59 1.42 – 1.78 <0.001 

Age group 60+   

1* 1.00 (4.57)   

2 1.02 0.92 – 1.13 >0.5 

3 1.13 1.02 – 1.25 <0.01 

4 1.21 1.09 – 1.34 <0.001 

5 1.24 1.12 – 1.37 <0.001 
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Table 15: Call rate ratios for NHS Direct calls during April 2011 in England for 

males by age-group and income deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (6.22)   

2 1.13 1.03 – 1.19 <.0.01 

3 1.23 1.12 – 1.34 <0.001 

4 1.22 1.11 – 1.35 <0.01 

5 1.08 0.98 – 1.19 >0.5 

Age group 16-29 

1* 1.00 (4.34)   

2 1.04 0.92 – 1.17 >0.5 

3 1.13 1.00 – 1.28 <0.05 

4 1.24 1.10 – 1.40 <0.001 

5 1.32 1.17 – 1.49 <0.001 

Age group 30-44 

1* 1.00 (3.54)   

2 1.09 0.96 – 1.23 >0.5 

3 1.22 1.08 – 1.38 <0.001 

4 1.28 1.14 – 1.45 <0.001 

5 1.43 1.26 – 1.61 <0.001 

Age group 45-64  

1* 1.00 (2.58)   

2 1.14 1.01 – 1.30 <0..01 

3 1.32 1.17 – 1.50 <0.001 

4 1.42 1.25 – 1.61 <0.001 

5 1.57 1.38 – 1.78 <0.001 

Age group 65+  

1* 1.00 (4.19)   

2 1.06 0.91 – 1.23 >0.5 

3 1.11 0.96 – 1.29 >0.5 

4 1.14 0.98 – 1.33 >0.5 

5 1.16 0.99 – 1.34 >0.5 
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Table 16: Call rate ratios for NHS Direct calls during April 2011 in England for 
females by age-group and income deprivation quintile  

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (8.28)   

2 1.01 0.91 – 1.11 >0.5 

3 0.95 0.86 – 1.05 >0.5 

4 0.88 0.79 – 0.97 <0.01 

5 0.77 0.70 – 0.85 <0.001 

Age group 16-29 

1* 1.00 (9.19)   

2 1.04 0.96 – 1.13 >0.5 

3 1.13 1.04 – 1.23 <0.001 

4 1.24 1.14 – 1.34 <0.001 

5 1.23 1.13 – 1.33 <0.001 

Age group 30-44 

1* 1.00 (5.46)   

2 1.13 1.03 – 1.23 <0.01 

3 1.24 1.13 – 1.35 <0.001 

4 1.31 1.20 – 1.44 <0.001 

5 1.38 1.26 – 1.51 <0.001 

Age group 45-60  

1* 1.00 (3.67)   

2 1.13 1.00 – 1.28 <0.05 

3 1.31 1.16 – 1.48 <0.001 

4 1.43 1.27 – 1.62 <0.001 

5 1.59 1.41 – 1.78 <0.001 

Age group 60+   

1* 1.00 (4.92)   

2 0.99 0.90 – 1.09 >0.5 

3 1.11 1.00 – 1.22 <0.05 

4 1.16 1.05 – 1.28 <0.01 

5 1.16 1.05 – 1.29 <0.001 
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Health  

Table 17: Call rate ratios for NHS Direct calls during July 2010 in England for males 
by age-group and health deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (6.15)   

2 1.07 0.97 – 1.18 >.0.5 

3 1.13 1.03 – 1.25 <0.01 

4 1.05 0.96 – 1.16 >0.5 

5 1.04 0.95 – 1.15 >0.5 

Age group 16-29 

1* 1.00 (5.03)   

2 0.98 0.87 – 1.10 >0.5 

3 1.03 0,92 – 1.15 >0.5 

4 1.06 0,94 – 1.19 >0.5 

5 1.25 1.11 – 1.40 <0.001 

Age group 30-44 

1* 1.00 (4.17)   

2 1.02 0.91 – 1.15 >0.5 

3 1.14 1.01 – 1.27 <0.01 

4 1.04 1.04 – 1.30 <0.01 

5 1.24 1.24 – 1.56 <0.001 

Age group 45-64  

1* 1.00 (2.87)   

2 1.12 0,97 – 1.27 <0..05 

3 1.25 1.11 – 1.41 <0.001 

4 1.35 1.19 – 1.52 <0.001 

5 1.57 1.40 – 1.78 <0.001 

Age group 65+  

1* 1.00 (4.16)   

2 1.03 0.89 – 1.20 >0.5 

3 1.08 0.93 – 1.26 >0.5 

4 1.10 0.94 – 1.28 >0.5 

5 1.11 0.95 – 1.29 >0.5 
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Table 18: Call rate ratios for NHS Direct calls during July 2010 in England for 
females by age-group and health deprivation quintile 

 *This parameter is set to zero as it is redundant 

 

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (8.42)   

2 0.91 0.97 – 1.18 <.0.001 

3 0.81 1.03 – 1.25 <0.001 

4 0.75 0.96 – 1.16 <0.001 

5 0.68 0.95 – 1.15 <0.05 

Age group 16-29 

1* 1.00 (11.07)   

2 1.03 0.95 – 1.10 >0.5 

3 1.02 0.95 – 1.10 >0.5 

4 1.08 1.00 – 1.16 <0.05 

5 1.12 1.04 – 1.21 <0.001 

Age group 30-44 

1* 1.00 (6.80)   

2 1.08 1.00 – 1.18 <0.001 

3 1.12 1.03 – 1.22 <0.001 

4 1.18 1.08 – 1.28 <0.01 

5 1.28 1.18 – 1.39 <0.001 

Age group 45-64  

1* 1.00 (4.15)   

2 1.12 1.01 – 1.26 <0..05 

3 1.24 1.11 – 1.39 <0.001 

4 1.32 1.18 – 1.48 <0.001 

5 1.52 1.36 – 1.70 <0.001 

Age group 65+  

1* 1.00 (4.88)   

2 1.05 0.95 – 1.16 >0.5 

3 1.06 0.96 – 1.17 >0.5 

4 1.15 1.04 – 1.27 <0.01 

5 1.19 1.08 – 1.31 <0.001 



376 

 

Table 19: Call rate ratios for NHS Direct calls during October 2010 in England for 
males by age-group and health deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (5.65)   

2 1.08 0.97 – 1.19 >0.5 

3 1.12 1.01 – 1.24 >0.5 

4 1.08 0.97 – 1.19 >0.5 

5 1.04 0.94 – 1.15 >0.5 

Age group 16-29 

1* 1.00 (3.95)   

2 1.08 0.95 – 1.23 >0.5 

3 1.17 1.03 – 1.33 <0.05 

4 1.18 1.04 – 1.34 <0.01 

5 1.39 1.23 – 1.58 <0.001 

Age group 30-44 

1* 1.00 (3.26)   

2 1.10 0.97 – 1.25 >0.5 

3 1.19 1.05 – 1.34 <0.01 

4 1.30 1.15 – 1.47 <0.001 

5 1.52 1.34 – 1.72 <0.001 

Age group 45-64  

1* 1.00 (2.37)   

2 1.16 1.02 – 1.33 <0..05 

3 1.27 1.11 – 1.45 <0.001 

4 1.43 1.25 – 1.63 <0.001 

5 1.70 1.49 – 1.94 <0.001 

Age group 65+  

1* 1.00 (3.97)   

2 1.01 0.86 – 1.18 >0.5 

3 1.07 0.91 – 1.26 >0.5 

4 1.03 0.88 – 1.21 >0.5 

5 1.15 0.98 – 1.35 >0.5 
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Table 20: Call rate ratios for NHS Direct calls during October 2010 in England for 
females by age-group and health deprivation quintile 

 *This parameter is set to zero as it is redundant 

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.85)   

2 0.89 0.80 – 0.99 <.0.001 

3 0.83 0.75 – 0.93 <0.001 

4 0.73 0.66 – 0.81 <0.001 

5 0.66 0.59 – 0.73 <0.05 

Age group 16-29 

1* 1.00 (9.07)   

2 1.03 0.95 – 1.12 >0.5 

3 1.13 1.04 – 1.23 <0.001 

4 1.19 1.09 – 1.29 <0.001 

5 1.27 1.17 – 1.38 <0.001 

Age group 30-44 

1* 1.00 (5.83)   

2 1.04 0.95 – 1.14 >0.5 

3 1.13 1.03 – 1.24 <0.01 

4 1.18 1.07 – 1.29 <0.001 

5 1.29 1.18 – 1.42 <0.001 

Age group 45-64  

1* 1.00 (3.50)   

2 1.15 1.01 – 1.30 <0..05 

3 1.25 1.11 – 1.42 <0.001 

4 1.35 1.19 – 1.53 <0.001 

5 1.63 1.44 – 1.84 <0.001 

Age group 65+  

1* 1.00 (4.39)   

2 1.07 0.95 – 1.16 >0.5 

3 1.12 0.96 – 1.17 <0.05 

4 1.21 1.04 – 1.27 <0.001 

5 1.27 1.08 – 1.31 <0.001 
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Table 21: Call rate ratios for NHS Direct calls during January 2011 in England for 
males by age-group and health deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.19)   

2 1.05 0.96 – 1.15 >0.5 

3 1.09 1.00 – 1.19 <0.05 

4 1.10 1.01 – 1.20 <0.05 

5 1.06 0.97 – 1.16 >0.5 

Age group 16-29 

1* 1.00 (4.41)   

2 1.09 0.97 – 1.23 >0.5 

3 1.19 1.06 – 1.33 <0.001 

4 1.27 1.13 – 1.43 <0.001 

5 1.48 1.32 – 1.66 <0.001 

Age group 30-44 

1* 1.00 (3.64)   

2 1.17 1.04 – 1.30 <0.01 

3 1.23 1.09 – 1.38 <0.001 

4 1.36 1.21 – 1.53 <0.001 

5 1.57 1.40 – 1.76 <0.001 

Age group 45-64  

1* 1.00 (2.87)   

2 1.11 0.98 – 1.25 >0..05 

3 1.20 1.06 – 1.35 <0.001 

4 1.33 1.18 – 1.50 <0.001 

5 1.54 1.37 – 1.73 <0.001 

Age group 65+  

1* 1.00 (3.98)   

2 1.05 0.90 – 1.22 >0.5 

3 1.11 0.95 – 1.29 >0.5 

4 1.23 1.06 – 1.44 <0.01 

5 1.12 0.96 – 1.31 >0.5 
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Table 22: Call rate ratios for NHS Direct calls during January 2011 in England for 
females by age-group and health deprivation quintile  

*This parameter is set to zero as it is redundant 

 

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (10.03)   

2 0.91 0.83 – 0.99 <.0.001 

3 0.84 0.77 – 0.92 <0.001 

4 0.77 0.70 – 0.84 <0.001 

5 0.73 0.66 – 0.79 <0.05 

Age group 16-29 

1* 1.00 (10.63)   

2 1.06 0.98 – 1.14 >0.5 

3 1.07 1.00 – 1.16 <0.001 

4 1.17 1.08 – 1.26 <0.001 

5 1.23 1.14 – 1.33 <0.001 

Age group 30-44 

1* 1.00 (6.63)   

2 1.06 0.98 – 1.16 >0.5 

3 1.13 1.04 – 1.23 <0.001 

4 1.21 1.12 – 1.32 <0.001 

5 1.35 1.25 – 1.47 <0.001 

Age group 45-64  

1* 1.00 (3.99)   

2 1.09 0.98 – 1.22 <0..5 

3 1.28 1.14 – 1.42 <0.001 

4 1.39 1.24 – 1.56 <0.001 

5 1.58 1.42 – 1.77 <0.001 

Age group 65+  

1* 1.00 (4.62)   

2 1.03 0.94 – 1.14 >0.5 

3 1.13 1.02 – 1.25 <0.05 

4 1.14 1.03 – 1.26 <0.01 

5 1.23 1.11 – 1.36 <0.001 
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Table 23: Call rate ratios for NHS Direct calls during April 2011 in England for 

males by age-group and health deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (6.54)   

2 1.10 1.00 – 1.20 >0.5 

3 1.13 1.03 – 1.24 <0.01 

4 1.09 0.99 – 1.19 >0.5 

5 1.07 0.97 – 1.17 >0.5 

Age group 16-29 

1* 1.00 (4.63)   

2 0.96 0.85 – 1.09 >0.5 

3 1.03 0.91 – 1.16 <0.001 

4 1.12 0.99 – 1.27 <0.001 

5 1.26 1.12 – 1.42 <0.001 

Age group 30-44 

1* 1.00 (3.60)   

2 1.05 0.93 – 1.19 >0.5 

3 1.16 1.03 – 1.31 <0.05 

4 1.24 1.10 – 1.40 <0.001 

5 1.45 1.28 – 1.64 <0.001 

Age group 45-64  

1* 1.00 (2.72)   

2 1.12 0.99 – 1.27 >0..5 

3 1.16 1.02 – 1.32 <0.01 

4 1.34 1.18 – 1.52 <0.001 

5 1.51 1.33 – 1.71 <0.001 

Age group 65+  

1* 1.00 (4.38)   

2 1.07 0.92 – 1.24 >0.5 

3 1.07 0.92 – 1.24 >0.5 

4 1.08 0.93 – 1.26 >0.5 

5 1.12 0.96 – 1.30 >0.5 
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Table 24: Call rate ratios for NHS Direct calls during April 2011 in England for 
females by age-group and health deprivation quintile  

*This parameter is set to zero as it is redundant 

 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (9.09)   

2 0.91 0.82 – 1.00 <.0.001 

3 0.86 0.78 – 0.95 <0.001 

4 0.75 0.68 – 0.83 <0.001 

5 0.68 0.62 – 0.75 <0.05 

Age group 16-29 

1* 1.00 (9.63)   

2 1.04 0.96 – 1.12 >0.5 

3 1.06 0.98 – 1.15 >0.5 

4 1.12 1.03 – 1.21 <0.01 

5 1.17 1.08 – 1.26 <0.001 

Age group 30-44 

1* 1.00 (5.76)   

2 1.07 0.98 – 1.18 >0.5 

3 1.13 1.03 – 1.24 <0.01 

4 1.24 1.14 – 1.36 <0.001 

5 1.30 1.18 – 1.42 <0.001 

Age group 45-64  

1* 1.00 (3.77)   

2 1.12 1.00 – 1.26 >0.5 

3 1.26 1.11 – 1.42 <0.001 

4 1.36 1.21 – 1.53 <0.001 

5 1.55 1.38 – 1.75 <0.001 

Age group 65+  

1* 1.00 (5.00)   

2 1.04 0.94 – 1.15 >0.5 

3 1.06 0.96 – 1.17 >0.5 

4 1.13 1.02 – 1.24 <0.05 

5 1.11 1.01 – 1.23 <0.05 
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Employment 

Table 25: Call rate ratios for NHS Direct calls during July 2010 in England for males 
by age-group and employment deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (6.20)   

2 1.05 0.96 – 1.16 >0.5 

3 1.11 1.01 – 1.22 <0.05 

4 1.07 0.97 – 1.18 >0.5 

5 1.03 0.93 – 1.13 >0.5 

Age group 16-29 

1* 1.00 (4.96)   

2 0.97 0.87 – 1.10 >0.5 

3 1.05 0.94 – 1.18 >0.5 

4 1.10 0.98 – 1.23 >0.5 

5 1.26 1.12 – 1.42 <0.001 

Age group 30-44 

1* 1.00 (4.14)   

2 1.02 0.91 – 1.14 >0.5 

3 1.19 1.06 – 1.32 <0.001 

4 1.16 1.04 – 1.30 <0.01 

5 1.38 1.24 – 1.55 <0.001 

Age group 45-64  

1* 1.00 (2.95)   

2 1.08 0.96 – 1.22 >0.5 

3 1.20 1.07 – 1.36 <0.001 

4 1.33 1.18 – 1.50 <0.001 

5 1.51 1.33 – 1.70 <0.001 

Age group 65+  

1* 1.00 (4.23)   

2 1.01 0.87 – 1.17 >0.5 

3 1.05 0.90 – 1.23 >0.5 

4 1.10 0.94 – 1.28 >0.5 

5 1.08 0.93 – 1.26 >0.5 
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Table 26: Call rate ratios for NHS Direct calls during July 2010 in England for 
females by age-group and employment deprivation quintile  

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (8.00)   

2 0.94 0.85 – 1.04 >0.5 

3 0.88 0.79 – 0.97 <0.01 

4 0.80 0.72 – 0.89 <0.001 

5 0.76 0.68 – 0.84 <0.001 

Age group 16-29 

1* 1.00 (10.64)   

2 1.04 0.97 – 1.12 >0.5 

3 1.08 1.00 – 1.17 <0.05 

4 1.15 1.07 – 1.24 <0.001 

5 1.18 1.10 – 1.27 <0.001 

Age group 30-44 

1* 1.00 (6.79)   

2 1.08 1.00 – 1.17 >0.5 

3 1.13 1.04 – 1.22 <0.01 

4 1.22 1.12 – 1.32 <0.001 

5 1.25 1.15 – 1.36 <0.001 

Age group 45-60  

1* 1.00 (4.25)   

2 1.07 0.96 – 1.20 >0.5 

3 1.22 1.09 – 1.37 <0.001 

4 1.33 1.18 – 1.48 <0.001 

5 1.45 1.29 – 1.62 <0.001 

Age group 60+   

1* 1.00 (5.00)   

2 1.01 0.92 – 1.12 >0.5 

3 1.05 0.95 – 1.16 >0.5 

4 1.13 1.03 – 1.25 <0.05 

5 1.12 1.01 – 1.23 <0.05 
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Table 27: Call rate ratios for NHS Direct calls during October 2010 in England for 
males by age-group and employment deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (5.83)   

2 1.03 0.94 – 1.15 >0.5 

3 1.08 0.98 – 1.20 >0.5 

4 1.03 0.93 – 1.14 >0.5 

5 1.00 0.90 – 1.10 >0.5 

Age group 16-29 

1* 1.00 (3.94)   

2 1.09 0.96 – 1.23 >0.5 

3 1.17 1.03 – 1.33 >0.5 

4 1.20 1.06 – 1.37 <0.001 

5 1.38 1.21 – 1.56 <0.001 

Age group 30-44 

1* 1.00 (3.27)   

2 1.10 0.97 – 1.25 >0.5 

3 1.18 1.04 – 1.34 <0.01 

4 1.32 1.16 – 1.49 <0.001 

5 1.50 1.32 – 1.70 <0.001 

Age group 45-64  

1* 1.00 (2.44)   

2 1.12 0.98 – 1.28 >0.5 

3 1.25 1.09 – 1.42 <0.001 

4 1.39 1.21 – 1.58 <0.001 

5 1.61 1.41 – 1.84 <0.001 

Age group 65+  

1* 1.00 (3.97)   

2 1.03 0.88 – 1.21 >0.5 

3 1.03 0.88 – 1.21 >0.5 

4 1.10 0.94 – 1.30 >0.5 

5 1.10 0.94 – 1.29 >0.5 
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Table 28: Call rate ratios for NHS Direct calls during October 2010 in England for 
females by age-group and employment deprivation quintile  

*This parameter is set to zero as it is redundant 

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.48)   

2 0.95 0.85 – 1.05 >0.5 

3 0.85 0.77 – 0.95 <0.01 

4 0.80 0.72 – 0.89 <0.001 

5 0.71 0.64 – 0.79 <0.001 

Age group 16-29 

1* 1.00 (9.10)   

2 1.04 0.95 – 1.12 >0.5 

3 1.11 1.02 – 1.20 <0.01 

4 1.20 1.11 – 1.31 <0.001 

5 1.26 1.16 – 1.37 <0.001 

Age group 30-44 

1* 1.00 (5.77)   

2 1.07 0.98 – 1.17 >0.5 

3 1.14 1.04 – 1.25 <0.01 

4 1.20 1.09 – 1.31 <0.001 

5 1.28 1.17 – 1.41 <0.001 

Age group 45-60  

1* 1.00 (3.60)   

2 1.09 0.96 – 1.23 >0.5 

3 1.25 1.10 – 1.41 <0.001 

4 1.32 1.17 – 1.50 <0.001 

5 1.56 1.37 – 1.76 <0.001 

Age group 60+   

1* 1.00 (4.46)   

2 1.08 0.97 – 1.20 >0.5 

3 1.07 0.97 – 1.19 >0.5 

4 1.19 1.07 – 1.32 <0.001 

5 1.24 1.12 – 1.38 <0.001 



386 

 

Table 29: Call rate ratios for NHS Direct calls during January 2011 in England for 

males by age-group and employment deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (7.29)   

2 1.03 0.95 – 1.13 >0.5 

3 1.07 0.98 – 1.17 >0.5 

4 1.08 0.99 – 1.18 >0.5 

5 1.04 0.95 – 1.13 >0.5 

Age group 16-29 

1* 1.00 (4.37)   

2 1.10 0.98 – 1.23 >0.5 

3 1.18 1.05 – 1.33 <0.001 

4 1.31 1.17 – 1.47 <0.001 

5 1.49 1.33 – 1.68 <0.001 

Age group 30-44 

1* 1.00 (3.77)   

2 1.09 0.97 – 1.22 >0.5 

3 1.19 1.06 – 1.33 <0.001 

4 1.33 1.19 – 1.49 <0.001 

5 1.50 1.34 – 1.69 <0.001 

Age group 45-64  

1* 1.00 (2.94)   

2 1.06 0.94 – 1.19 >0.5 

3 1.15 1.02 – 1.30 <0.05 

4 1.35 1.19 – 1.52 <0.001 

5 1.48 1.32 – 1.67 <0.001 

Age group 65+  

1* 1.00 (3.94)   

2 1.08 0.93 – 1.26 >0.5 

3 1.19 1.01 – 1.38 <0.05 

4 1.14 0.97 – 1.33 >0.5 

5 1.16 0.99 – 1.34 >0.5 
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Table 30: Call rate ratios for NHS Direct calls during January 2011 in England for 
females by age-group and employment deprivation quintile  

*This parameter is set to zero as it is redundant 

 

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (9.74)   

2 0.91 0.83 – 1.00 >0.5 

3 0.86 0.79 – 0.95 <0.01 

4 0.82 0.75 – 0.89 <0.001 

5 0.77 0.71 – 0.85 <0.001 

Age group 16-29 

1* 1.00 (10.47)   

2 1.06 0.96 – 1.40 >0.5 

3 1.10 1.02 – 1.18 <0.01 

4 1.19 1.11 – 1.28 <0.001 

5 1.26 1.17 – 1.36 <0.001 

Age group 30-44 

1* 1.00 (6.62)   

2 1.07 0.98 – 1.16 >0.5 

3 1.15 1.06 – 1.25 <0.001 

4 1.23 1.13 – 1.34 <0.001 

5 1.32 1.22 – 1.43 <0.001 

Age group 45-60  

1* 1.00 (4.06)   

2 1.08 0.96 – 1.21 >0.5 

3 1.26 1.12 – 1.41 <0.001 

4 1.40 1.24 – 1.56 <0.001 

5 1.52 1.36 – 1.70 <0.001 

Age group 60+   

1* 1.00 (4.58)   

2 1.07 0.97 – 1.18 >0.5 

3 1.13 1.02 – 1.25 <0.05 

4 1.16 1.05 – 1.28 <0.01 

5 1.23 1.11 – 1.36 <0.001 
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Table 31: Call rate ratios for NHS Direct calls during April 2011 in England for 

males by age-group and employment deprivation quintile 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (6.53)   

2 1.09  0.99 – 1.19 >0.5 

3 1.14 1.04 – 1.25 <0.05 

4 1.10 1.00 – 1.21 <0.01 

5 1.06 0.97 – 1.17 >0.5 

Age group 16-29 

1* 1.00 (4.50)   

2 0.96 0.85 – 1.09 >0.5 

3 1.09 0.97 – 1.23 >0.5 

4 1.18 1.05 – 1.34 <0.01 

5 1.29 1.14 – 1.46 <0.001 

Age group 30-44 

1* 1.00 (3.62)   

2 1.05 0.93 – 1.18 >0.5 

3 1.16 1.03 – 1.31 <0.05 

4 1.23 1.09 – 1.39 <0.001 

5 1.43 1.27 – 1.62 <0.001 

Age group 45-64  

1* 1.00 (3.76)   

2 1.09 0.96 – 1.24 >0.5 

3 1.17 1.03 – 1.32 <0.05 

4 1.31 1.16 – 1.49 <0.001 

5 1.46 1.29 – 1.66 <0.001 

Age group 65+  

1* 1.00 (4.50)   

2 1.04 0.89 – 1.21 >0.5 

3 1.03 0.89 – 1.20 >0.5 

4 1.07 0.93 – 1.25 >0.5 

5 1.06 0.91 – 1.23 >0.5 
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Table 32: Call rate ratios for NHS Direct calls during April 2011 in England for 
females by age-group and employment deprivation quintile  

 

*This parameter is set to zero as it is redundant 

  

Quintile Call-rate ratio 95% CI P-Value 

Age group <15 

1* 1.00 (8.61)   

2 0.95 0.87 – 1.05 >0.5 

3 0.89 0.81 – 0.98 <0.05 

4 0.84 0.76 – 0.93 <0.001 

5 0.74 0.67 – 0.81 <0.001 

Age group 16-29 

1* 1.00 (9.33)   

2 1.03 0.95 – 1.12 >0.5 

3 1.12 1.03 – 1.21 <0.01 

4 1.19 1.10 – 1.29 <0.001 

5 1.21 1.12 – 1.31 <0.001 

Age group 30-44 

1* 1.00 (5.76)   

2 1.06 0.97 – 1.16 >0.5 

3 1.16 1.06 – 1.27 <0.001 

4 1.24 1.13 – 1.36 <0.001 

5 1.29 1.17 – 1.41 <0.001 

Age group 45-60  

1* 1.00 (3.81)   

2 1.10 0.98 – 1.24 >0.5 

3 1.24 1.10 – 1.40 <0.001 

4 1.37 1.22 – 1.55 <0.001 

5 1.50 1.34 – 1.70 <0.001 

Age group 60+   

1* 1.00 (5.02)   

2 1.02 0.93 – 1.13 >0.5 

3 1.07 0.97 – 1.19 >0.5 

4 1.09 0.99 – 1.21 <0.05 

5 1.11 1.01 – 1.23 <0.05 
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Appendix 10: Participant Information Sheet for NHS Direct users 

 
NHS Direct users 

 
An exploration of attitudes and perceptions towards NHS Direct 

 
I (Erica Cook) would like to invite you to take part in a research study. Before you decide, 
I would like you to understand why the research is being done and what it would involve 
for you.  I will go through the information sheet with you and answer any questions you 
have.  I would suggest that this should take about five minutes.  Talk to others about the 
study if you wish.  
 
(Part 1 tells you the purpose of this study and what will happen to you if you take part. 
Part 2 gives you more detailed information about the conduct of the study). 
 
Ask me if there is anything that is not clear. 
 
Part 1 
 
What is the purpose of the study?  
This study will form part of an educational qualification.  The purpose of this study is to 
explore the attitudes and perceptions of users and non-users of telephone based care 
specifically NHS Direct.  
 
Why have I been invited? 
You have been identified as someone who has previously used NHS Direct and I am keen 
to seek your views and experiences of using NHS Direct more specifically, your 
knowledge, experience and perceptions of telephone based healthcare such as services 
including NHS Direct. 
 
Do I have to take part?  
It is up to you to decide. We will describe the study and go through this information 
sheet, which we will then give to you. We will then ask you to sign a consent form to 
show you have agreed to take part. You are free to withdraw at any time, without giving 
a reason and will not affect your treatment with NHS Direct. 
 
What will I have to do?  
You will be asked to take part in a focus group.  Each focus group will have between 6 
and 10 participants and will last from 90 to 120 minutes.  Participants will be asked to 
discuss answers to a range of questions surrounding utilisation/ non utilisation of NHS 
Direct covering a range of areas including; knowledge of NHS Direct, perceptions and 
attitudes towards NHS Direct, communication factors and satisfaction of telephone 
based services.  I understand that we are asking to give up a period of time and 
therefore all travel expenses will be reimbursed please discuss this with me. 
 
Will my taking part in this study be kept confidential? 
Focus group discussions will be tape recorded, transcribed and verified.  I will be 
responsible for transcribing the tape recordings.  All names will be removed and false 
names (pseudonyms) will be used to ensure complete anonymity.  The tape recordings 
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will then be destroyed and all transcriptions will be kept on a password protected, non-
networked desktop computer located at Putteridge Bury, University of Bedfordshire.  
Research notes that are kept will have no personal names, identifiable places, issues 
that can trace the conversation to you. Transcriptions will be stored for 10 years due to 
academic policy.  Only myself and the immediate research team will only have access to 
read the anonymised transcriptions for reviewing and analytical purposes. 
 
There is the risk that confidentiality may be broken by another member of the focus 
group as discussed, however, to minimise this, the researcher will highlight at the 
beginning of the focus group that what is discussed should remain confidential.  Also, it 
is important for you to know that the researcher will be obliged to disclose personal 
information to the appropriate person if anything is disclosed at any time that would 
indicate someone is at risk of harm, or there has been some form of profession 
misconduct. 
 
This completes part 1 
 
If the information in Part 1 has interested you and you are considering participation, 
please read the additional information in Part 2 before making any decision. 
 
What will happen if I don’t want to carry on with the study? 
If you want to withdraw from the study then I will ask you if you want your data 
removed.  If you do then to the best of my ability all data attributed to you will be 
withdrawn.  However, as it is focus group research it may prove difficult when trying to 
identify the person through the tape transcription.  As such before focus groups take 
place all participants will be asked for their names (either your true name or false) so 
that your voices can be matched. 
 
What will happen to the results of the research study? 
The results of this study may be published on the NHS Direct website or by the 
researcher in a peer reviewed journal article.  Findings may be disseminated at relevant 
international conferences.  In this case false names (pseudonyms) will be used to ensure 
complete anonymity. 
 
Who is organizing and funding the research? 
This research is being funded by NHS Direct.  
 
Who has reviewed the study? 
All research in the NHS is looked at by an independent group of people, called a 
Research Ethics Committee, to protect your interests.  This study has been reviewed and 
given a favorable opinion by NHS Essex 1 research ethics committee. 
 
What if there is a problem? 
If you have a concern about any aspect of this study, you should ask to speak to the 
researchers who will do their best to answer your questions (see below).  If you remain 
unhappy and wish to complain formally, you can do this through the NHS Complaints 
procedure or to the Principal investigator Gurch Randhawa who can be contacted on 
01582 743797 or on gurch.randhawa@beds.ac.uk.  
 
Further information and contact details 
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Erica Cook MSc MBPsS 
PhD Researcher  
University of Bedfordshire 
Putteridge Bury 
Hitchin Road 
Luton 
Bedfordshire 
LU2 8DL 
T: 01582 743744 
M: 07725 630456 
E: erica.cook@beds.ac.uk 
 

 

 

 
 

  

mailto:erica.cook@beds.ac.uk
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Appendix 11: Advertisement poster for NHS Direct users 
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Appendix 12: Consent form 

 

Consent Form 

Title of Project: An exploration of attitudes and perceptions towards NHS Direct 
 
 
 

Name of Researcher:  Erica Cook 
 
                                                

Please initial box  
 
 

1. I confirm that I have read and understand the information sheet for the  
above study.  I have had the opportunity to consider the information,  
ask questions and have had these answered satisfactorily.  

 
 
 
2.  I understand that my participation is voluntary and that I am free to withdraw  
     at any time without giving any reason, without my medical care or legal rights 
     being affected. 
 
 
 
3.  I understand that relevant sections of data collected during the study, may be 
     Looked at by individuals from the University of Bedfordshire, from regulatory 
     authorities or from the NHS trust, where it is relevant for my taking part in this  
     research.  I give permission for these individuals to have access to these  
     records. 
 
 
 
4.  I agree to take part in this study. 

 
 
 
 
 

___________________  ______________ ____________________ 
Name of Researcher                Date              Signature 

 
 
 
 

___________________  _______________ __________________ 
  Name of Participant       Date             Signature 

 

Appendix 13: Topic guide for NHS Direct users 

Access to NHS Direct 



395 

 

Topic Guide 

(Patients who have accessed NHS Direct) 
 
1. Introduction 
 

 Thanks. 

 Introduce self and relationship to project. 

 Give background to the project: we are looking at access issues for NHS Direct as a case 
study for telephone based healthcare. 

 The aim of the research is to improve the access to telephone based health services such 
as NHS Direct. 

 We are talking to people who have accessed NHS Direct 

 This project is being funded by NHS Direct.  

 Brief outline of the interview: after this introduction we will talk about: some 
information about your perceptions of NHS Direct and to accessing telephone based 
health services, improvements to the service, recommendations.   

 Explain about the consent procedure, emphasise confidentiality (names will be changed 
when transcribed), and tape recording the interview, length of discussion (approx 1 hour 
30 minutes – 2 hours). 

 The information from the research will be written up as a report and may be published 
in a peer reviewed journal. 

 Any questions about the study or interview before we start? 
 
2. Knowledge 
 
I would like to ask you a little bit about your knowledge of NHS Direct. 
 

 Where did you hear about NHS Direct?  Where did you get this information from (probe 
for media, friends, magazines, GP/health providers)  

 Are you aware of the services that NHS Direct offer? (telephone healthcare, e-health, 
commissioned services) 

 What information were you given about NHS Direct before attending (probe for type of 
information given)? 

 
3. Previous experience and past behaviour 
 
I would like to ask you a little bit about your previous experience of using NHS Direct. 
 

 Can you tell me when you have used NHS Direct (probe for situation, experience of use, 
what services have you used etc)?  

 Previous to using NHS Direct have you accessed any telephone health services? E.g. 
helplines etc  

 What has your experience been of previous accessed services? 

 Previous to using NHS Direct have you accessed internet based healthcare previously? 
(what is your experience of this) 

 
 
4. Decision making process 
 
I would like to ask you a little bit about what influenced your decision to use NHS Direct. 
 

 How did you decide to use NHS Direct – can you take us through your decision making 
process (probe for who decision made with, GP, nurse, consultant, partner, other family 
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members)?  (who/what influenced your decision) Are you satisfied with your current 
healthcare? Why? 

 What was your emotional reaction before and after using NHS Direct (explore reasons 
for feelings e.g. anxiety etc)?  

 If you didn’t use NHS Direct at that time what other services would you have used? 
(probe for other service use) (help seeking) 

 When would you feel it necessary to use NHS Direct (probe for time of day, type of illness, 
day of week)  

 Have you ever used NHS Direct for another person (probe for who for, when, why did 
you use the service on behalf of them)  

 
5. Perceptions and attitudes of using NHS Direct 
 
I would like to ask you a little bit about your perceptions and attitudes towards NHS Direct. 
 

 What factors effected your intention to use NHS Direct (probe for past experience, 
confidence, ease of use etc)  

 Did you feel confident in using telephone based healthcare, (if yes where was your 
confidence formed from e.g. previous experience, positive attitudes)  

 What were your attitudes towards NHS Direct (explore advantages and disadvantages 
Probe; technology, communication, ease of use, accessibility, knowledge etc)  

 What are your perceptions of the ease of using NHS Direct? (explore answer i.e. why, 
accessibility).  Was this a main factor in your decision to use NHS Direct?  

 What are your perceptions of the usefulness of using NHS Direct? (explore answer, i.e. 
why) Was this a main factor in your decision to use NHS Direct?  

 What, if any do you think are the risks of using either telephone based healthcare or e-
health (Probe; e.g. wrong diagnosis, not face to face, technology error etc. do these 
affect your use?)  

 How did other peoples use (i.e. friends, family) effect your usage of NHS Direct (probe 
for attitudes towards service, others attitudes towards other services)  

 What, if any were the advantages of using NHS Direct? 

 What, if any are the disadvantages of using NHS Direct?  

 What was your knowledge and attitude towards NHS Direct before using the service? 
(Probe for understanding)  

 After using NHS Direct was your experience matched to your perceptions? (explore, 
why)  

 
6. Communication 
 
I would like to ask you a little bit about your opinions towards communicating healthcare via the 
telephone/internet. 
 

 What is your opinion of communicating healthcare via the telephone/internet/NHS 
Direct?  For example, being given information, presenting symptoms and discussing 
sensitive health information.  

 What have been your experiences towards communicating healthcare via the 
telephone/ NHS Direct? (Probe; availability of nurses/staff, cultural and religious 
sensitivity, gender dynamics etc) 

 What, if any were the advantages to communicating and using healthcare in this way? 
(Probe; was it quicker, easier, 24/7, direct, nurse) 

 Was the information provided accessible and acceptable (probe for what information 
was given about final disposition. Was the information understandable i.e. 
communication issues like language/literacy, if interpreters were available to ease 
communication)? 
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 How would you compare this type of healthcare communication to other health 
services? (Probe; e.g. GP’s, out of hours, hospital attendance including A&E) 

 Were your health needs effectively understood? How would you rate the 
communication between yourself and the nurse/health advisor? (Probe; was it clear? 
Empathetic? Did they listen to you? Shared decision making?) 
 
 

7. Satisfaction/ outcome adherence 
 
I would like to ask you a little bit about your satisfaction of using NHS Direct. 
 

 Were you satisfied in using this service (Probe; what factors influenced this?) 

 Did you follow the advice given (Probe; if not, why not) 

 Did the service empower you to take more control of your health (Probe; if yes/no why 
explore more) 

 Would you use this service again? (Probe; If not, why not) 
 
8. Closing 
 
I would like to ask you some final questions to bring the discussion to an end. 
 

 Summary of suggestions/recommendations (Probe; service improvements, factors to 
increase use, cost etc) 

 
*Thank participant for their contribution, stress confidentiality. 
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Appendix 14: Advertisement poster for low NHS Direct users 
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Appendix 15: Participant Information Sheet for low NHS Direct users 

 

An exploration of attitudes and perceptions towards NHS Direct 

We would like to invite you to take part in a research study. Before you decide, you need 
to understand why the research is being done and what it would involve for you. Please 
take time to read the following information carefully.  
 
What is the purpose of the study?  
 
The purpose of this study is to explore the attitudes and perceptions of users and non-users of 
telephone based care specifically NHS Direct.  
 
Do I have to take part?  
 
It is up to you to decide. We will describe the study and go through this information sheet, 
which we will then give to you. We will then ask you to sign a consent form to show you 
have agreed to take part. You are free to withdraw at any time, without giving a reason.  
 
What will I have to do?  
You will be asked to take part in a focus group.  Each focus group will have between 6 
and 10 participants and will last from 90 to 120 minutes.  Participants will be asked to 
discuss answers to a range of questions surrounding utilisation/ non utilisation of NHS 
Direct covering a range of areas including; 
 

 Knowledge of NHS Direct 

 Previous experience 

 Perceptions and attitudes towards NHS Direct 

 Communication 

 Satisfaction 
 

We understand that we are asking to give up a period of time and you may have to travel 
to attend the focus group.  It is important to note that if you do consent to taking part all 
your travel expenses will be refunded. 
 
Will my taking part in this study be kept confidential? 
Your taking part will be strictly confidential.   Although the focus group discussions are 
taped the researcher will ensure that all data is kept secure.   
 
What will happen to the results of the research study? 
The results of this study may be published by the researcher in a peer reviewed article.  
In this case false names (pseudonyms) will be used to ensure complete anonymity. 
 
Who is organizing and funding the research? 
This research is being organised and funded by the researcher with support of the chief 
investigator and NHS Direct. 
 
Who has reviewed the study? 
This study has been reviewed by The University of Bedfordshire ethics committee. 
 
Further information and contact details 
Erica Cook  
University of Bedfordshire 
erica.cook@beds.ac.uk 
07725 630456 

Appendix 16: Topic guide for low NHS Direct users 

mailto:erica.cook@beds.ac.uk
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Access to NHS Direct 

 (Patients who have NOT accessed NHS Direct) 

1. Introduction 

 Thanks. 

 Introduce self and relationship to project. 

 Give background to the project: we are looking at access issues for NHS Direct as a case 
study for telephone based healthcare. 

 The aim of the research is to improve the access to telephone based health services such 
as NHS Direct. 

 We are talking to people who have not accessed /accessed NHS Direct 

 This project is being funded by NHS Direct.  

 Brief outline of the interview: after this introduction we will talk about: some 
information about your age etc, perceptions of NHS Direct and to accessing telephone 
based health services, improvements to the service, recommendations.   

 Explain about the consent procedure, emphasis confidentiality (names will be changed 
when transcribed), and tape recording the interview, length of discussion (approx 1 hour 
30 minutes – 2 hours). 

 The information from the research will be written up as a report and may be published 
in a peer reviewed journal. 

 Any questions about the study or interview before we start? 
 

2. Knowledge 

I would like to ask you a little bit about your knowledge of NHS Direct. 

 Have you heard about NHS Direct? Can you tell me what you understand/know about 
NHS Direct 

 Are you aware of the services that NHS Direct offer (telephone healthcare and e-health) 

 Where did you get this information from (Probe; for media, friends, magazines, 
GP/health providers) 

 What information were you given about NHS Direct before attending (Probe for type of 
information given)? 

 When would you feel it necessary to call NHS Direct? (Probe; types of symptoms, times, 
days) 
 

3. Previous experience 

I would like to ask you a little bit about your previous experience of NHS Direct. 

 Has any of your friends/family used NHS Direct (Probe; for situation, experience of use, 
what services have you used etc)?  

 Have you had any experience of using telephone health services? (E.g. Samaritans, help 
lines).  

 Previous to using NHS Direct have you accessed internet based healthcare previously? 
(Probe; what types, is this a common thing?) 

 If so, did you feel confident in using telephone/internet based healthcare? (if yes what 
gave you the confidence to call up? (e.g. previous experience, positive attitudes, easy to 
use, good knowledge of service)  

 
If there is little or no knowledge of experience of NHS Direct then discuss NHS Direct outlining 
background information and what health service they provide. Also hand out a leaflet detailing 
the service. 
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4. Decision making process 

I would like to ask you a little bit about what influenced your decisions in seeking healthcare. 

 When you feel ill what health services do you use?  Where do you access healthcare? 
Are you satisfied with your current healthcare? (Probe; for use of GP’s, out of hours 
care, hospital A&E)  

 Example if you had a sore throat where would you go for specific information 

 Can you take me through your decision to use this/ why these health services (Probe; do 
you discuss with others? What impacts – previous experience?) 

 Did anyone influence your decision? (probe for who decision made with, GP, nurse, 
consultant, partner, other family members)   

 Did anything else influence your decision? (Probe; previous experience, previous 
symptom, other peoples experience/advice, magazines, health information 

 What was your emotional reaction before using the health service (Probe; explore 
reasons for feelings e.g. anxiety etc)?  

 What was your emotional reaction after using the health service (Probe; explore reasons 
for feelings e.g. anxiety etc)?  

 Do you think that NHS Direct could be used in place of the health services you currently 
use (Probe; if so what services could they replace, is this for certain health conditions 
etc) 

 When do you think it could be useful  to use NHS Direct (probe; for time of day, type of 
illness, day of week) 

 

5. Perceptions and attitudes of using NHS Direct 

I would like to ask you a little bit about your perceptions and attitudes towards NHS Direct. 

 Why haven’t you used NHS Direct? (Prompting words…comfort, habit, advertising, 
promotion etc)  

 In your view what are the barriers to accessing NHS Direct (probe; for language 
difficulties, communication barriers, low confidence in using telephone base healthcare, 
cost, relationship with doctor)?  

 What, if any do you think are the advantages of using NHS Direct (Probe; easy to use? 
24/7? Time saving?)  

 What are your perceptions of the ease of using NHS Direct? (Probe; explore answer i.e. 
why, accessibility).  Was this a main factor in your decision to not use NHS Direct?  

 What are your perceptions of the usefulness of using NHS Direct? (Probe; explore 
answer, i.e. why) Would this be a main factor in your decision to use NHS Direct? (Probe; 
explore answer) 

 What, if any do you think are the barriers to using either telephone based healthcare or 
e-health (Probe; cost, not usual medical care, non-face to face)  

 Do you know other people that use (i.e. friends, family), what is their attitude towards 
NHS Direct (probe; for attitudes towards service, others attitudes towards other service)  

 

6. Communication 

I would like to ask you a little bit about your opinions towards communicating healthcare via the 
telephone/internet. 
 

 What is your opinion of communicating healthcare via the telephone/internet/NHS 
Direct? For example, being given information, presenting symptoms and discussing 
sensitive health information (Probe; availability of nurses/staff, cultural and religious 
sensitivity, gender dynamics etc) 
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 What, if any are the advantages to communicating and using healthcare in this way? 
(Probe; would this impact on you using NHS Direct in the future? If so why, if not why 
not?) 

 How would you compare this type of healthcare communication to other health 
services? 

 Are you aware of the language line that NHS Direct operate? (explain what it is) – would 
this influence your decision to use NHS Direct if English is not your first language (probe; 
Explore answer) 
 

7. Barriers and facilitators 

 
I would like to ask you a little bit about what you perceive to be the barriers towards using NHS 
Direct. 

 What are the disadvantages/barriers of using NHS Direct (probe: technology, good 
communication, ease of use, lack of knowledge)  

 

8. Improving access: Suggestions and recommendations 

I would like us to discuss how access to NHS Direct could be improved. 

 What would make access to using NHS Direct easier? Do you have any suggestions that 

may encourage people in your community to use the service?  
 How should information about NHSD be made more  accessible and acceptable for you 

(probe; for what information should be provided/ given, how, in what form was the 
information should be  provided i.e. staff, leaflets, videos, other methods. How to make 
the information understandable i.e. how to deal with communication issues like 
language/literacy, language line (three way communication via the telephone)?  

 Now you are aware of NHSD do you think you would use the service in the future 
(Probe; explore why?)  

 Are there any other factors not already mentioned? 
 

9. Closing 

*Thank participant for their contribution, stress confidentiality. 
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Appendix 17: Advertisement poster for service providers 
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Appendix 18: Participant Information Sheet for service providers 

Service Providers 

An exploration of attitudes and perceptions towards NHS Direct 

I (Erica Cook) would like to invite you to take part in a research study. Before you decide, I would 

like you to understand why the research is being done and what it would involve for you.  I will go 

through the information sheet with you and answer any questions you have.  I would suggest that 

this should take about five minutes.  Talk to others about the study if you wish.  

(Part 1 tells you the purpose of this study and what will happen to you if you take part. 

Part 2 gives you more detailed information about the conduct of the study). 

Ask me if there is anything that is not clear. 

 

Part 1 

 

What is the purpose of the study?  

This study will form part of an educational qualification.  The purpose of this study is to explore the 

attitudes and perceptions of users and non-users of telephone based care specifically NHS Direct.  

 

Why have I been invited? 

You have been identified as a service provider for NHS Direct and I am keen to seek your views 

and experiences of what others knowledge, experience and perceptions are of telephone based 

healthcare such as services including NHS Direct. 

 

Do I have to take part?  
It is up to you to decide. We will describe the study and go through this information sheet, which 

we will then give to you. We will then ask you to sign a consent form to show you have agreed to 

take part. You are free to withdraw at any time, without giving a reason.  

 

What will I have to do?  

You will be asked to take part in a focus group.  Each focus group will have between 6 and 10 

participants and will last from 90 to 120 minutes.  Participants will be asked to discuss answers to 

a range of questions surrounding utilisation/ non utilisation of NHS Direct covering a range of 

areas including; knowledge of NHS Direct, perceptions and attitudes of others towards NHS 

Direct, communication factors and satisfaction of patients.  I understand that we are asking to give 

up a period of time and therefore this will take part in working hours with the permission of your 

line manager. 

 

Will my taking part in this study be kept confidential? 
Focus group discussions will be tape recorded, transcribed and verified.  I will be responsible for 

transcribing the tape recordings.  All names will be removed and false names (pseudonyms) will 

be used to ensure complete anonymity.  The tape recordings will then be destroyed and all 

transcriptions will be kept on a password protected, non-networked desktop computer located at 

Putteridge Bury, University of Bedfordshire.  Research notes that are kept will have no personal 

names, identifiable places, issues that can trace the conversation to you. Transcriptions will be 

stored for 10 years due to academic policy.  Only myself and the immediate research team will 

only have access to read the anonymised transcriptions for reviewing and analytical purposes. 

There is the risk that confidentiality may be broken by another member of the focus group as 

discussed, however, to minimise this, the researcher will highlight at the beginning of the focus 

group that what is discussed should remain confidential.  Also, it is important for you to know that 

the researcher will be obliged to disclose personal information to the appropriate person if 

anything is disclosed at any time that would indicate someone is at risk of harm, or there has been 

some form of profession misconduct. 

 

This completes part 1If the information in Part 1 has interested you and you are considering 

participation, please read the additional information in Part 2 before making any decision. 

 

What will happen if I don’t want to carry on with the study? 
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If you want to withdraw from the study then I will ask you if you want your data removed.  If you 

do then to the best of my ability all data attributed to you will be withdrawn.  However, as it is 

focus group research it may prove difficult when trying to identify the person through the tape 

transcription.  As such before focus groups take place all participants will be asked for their names 

(either your true name or false) so that your voices can be matched. 

 

What will happen to the results of the research study? 

The results of this study may be published on the NHS Direct website or by the researcher in a 

peer reviewed journal article.  Findings may be disseminated at relevant international conferences.  

In this case false names (pseudonyms) will be used to ensure complete anonymity. 

 

Who is organizing and funding the research? 

This research is being funded by NHS Direct.  
 

 

Who has reviewed the study? 

All research in the NHS is looked at by an independent group of people, called a Research Ethics 

Committee, to protect your interests.  This study has been reviewed and given a favorable opinion 

by NHS Essex 1 research ethics committee. 

 

What if there is a problem? 

If you have a concern about any aspect of this study, you should ask to speak to the researchers 

who will do their best to answer your questions (see below).  If you remain unhappy and wish to 

complain formally, you can do this through the NHS Complaints procedure or to the Principal 

investigator Gurch Randhawa who can be contacted on 01582 743797 or on 

gurch.randhawa@beds.ac.uk.   

 

Further information and contact details 

Erica Cook MSc MBPsS 

PhD Researcher  

University of Bedfordshire 
Putteridge Bury 

Hitchin Road 

Luton 
Bedfordshire 

LU2 8DL 
T: 01582 743744 

M: 07725 630456 

E: erica.cook@beds.ac.uk 
 

  

mailto:erica.cook@beds.ac.uk
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Appendix 19: Topic guide for service providers 

Access to NHS Direct 

 (Service providers of NHS Direct) 
 

1. Introduction 
 

 Thanks. 

 Introduce self and relationship to project. 

 Give background to the project: we are looking at access issues for NHS Direct as a case 
study for telephone based health based care. 

 The aim of the research is to improve the access to telephone based healthcare services 
such as NHS Direct. 

 This project is being funded by NHS Direct.  

 Brief outline of the interview: after this introduction we will talk about: some 
information about you views and perceptions of NHS Direct and to accessing telephone 
based health services alongside improvements to the service and recommendations.   

 Explain about the consent procedure, emphasise confidentiality (names will be changed 
when transcribed), and tape recording the interview, length of discussion (approx 1 hour 
30 minutes – 2 hours).  

 The information from the research will be written up as a report and may be published 
in a peer reviewed journal. 

 Any questions about the study or interview before we start? 
 
2. Knowledge 
 
I would like to ask you a little bit about your thoughts of individuals knowledge of NHS Direct. 
 

 Where do you think patients that use NHS Direct hear about the service? (probe for 
media, friends, magazines, GP/health providers)  

 Do you think individuals who do not use the service know about the service - if no why? 
If yes, where do they get that information from? 

 Do you think all individuals are aware of the services that NHS Direct offer? (telephone 
healthcare, e-health, commissioned services).   

 
 

3. Decision making process 
 
I would like to ask you a little bit about what you think influences patients decision to use NHS 
Direct. 
 

 Who do you think influences individuals decision to use NHS Direct (Probe; for who 
decision made with, GP, nurse, consultant, partner, other family members)?  

 What do you think influences individuals decision to use NHS Direct (Probe; for who 
decision made with, GP, nurse, consultant, partner, other family members)?  

 What are patients emotional reaction before and after using NHS Direct (Probe; explore 
reasons for feelings e.g. anxiety etc)?  

 If users didn’t use NHS Direct what other services do you think they would have used? 
(Probe; for other service use) (help seeking) 

 When do you think individuals feel it necessary to use NHS Direct (Probe; for time of day, 
type of illness, day of week)  

 
4. Perceptions and attitudes of using NHS Direct 
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I would like to ask you a little bit about your thoughts about individual’s perceptions and attitudes 
towards NHS Direct. 
 

 Who do you think are the highest users of NHS Direct? Why do you think they are?  

 Who do you think are the lowest users of NHS Direct? Why do you think this is? (probe: 
older people, men, ethnic minority groups) 

 What factors do you think effect individuals intention to use NHS Direct? (Probe; 
technology, preference for other health services, preference for other professionals e.g. 
doctors, preference for face to face)  

 Do you think individuals feel confident in using telephone based healthcare, (Probe; do 
you think this is different for older people, men, ethnic minority groups, explore why?) 

 What do you think are individuals attitudes towards NHS Direct (users and non-users; 
sex, ethnicity, sociological and age) (explore advantages and disadvantages Probe; 
technology, communication, ease of use, accessibility, knowledge etc)  

 What do you think are the perceptions of the ease of using NHS Direct for all 
individuals? (Probe; explore answer i.e. why, accessibility).  Do you think this is a main 
factor in a person’s decision to use NHS Direct?  

 What do you think are the perceptions of the usefulness of using NHS Direct for all 
individuals? (Probe; explore answer, i.e. why) Do you think this is a main factor in a 
person’s decision to use NHS Direct?  

 Do you think any groups of individual’s perceive any risks to using either telephone 
based healthcare or e-health (Probe; attitudes towards service e.g. non face to face)  

 Do you think other peoples use (i.e. friends, family) effect individuals usage of NHS 
Direct (Probe; others attitudes towards other services)  

 What, if any do you think are the advantages for individuals to use NHS Direct (Probe; 
are they important? What are the most important?) 

 What, if any do you think are the disadvantages for individuals to use NHS Direct? 
(Probe; are they important? What are the most important? Explore why)  

 What do you think are the knowledge and attitudes of NHS Direct before individuals use 
the service?(Probe for understanding)  

 Do you think the NHS Direct experience matched individual’s perceptions? (explore, 
why)  

 
5. Communication 
 
I would like to ask you a little bit about your opinions towards communicating healthcare via the 
telephone/internet. 
 

 What is your opinion of communicating healthcare via the telephone/internet/NHS 
Direct?  (Probe; e.g. being given information, presenting symptoms and discussing 
sensitive health information.  

 What have been your experiences towards communicating healthcare via the 
telephone/ NHS Direct? (Probe; cultural and religious sensitivity, gender dynamics etc) 

 What, if any were the advantages to communicating and using healthcare in this way? 
(Probe; ease of use, availability etc.) 

 Do you feel the information that is provided is accessible and acceptable for all 
individuals (Probe; for what information was given about final disposition. Was the 
information understandable i.e. communication issues like language/literacy, using 
language line?) 

 How would you compare this type of healthcare communication to other health 
services? (Probe; GP, out of hours – GP Co-operatives, hospitals etc) 

 How do you think others compare this type of healthcare communication to other 
services? (Probe; Do they prefer if so why? If not why not?) 
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6. Satisfaction/ outcome adherence 
 
I would like to ask you a little bit about you thoughts on individual’s satisfaction of using NHS 
Direct. 
 

 Do you think individuals are satisfied in using this service (Probe; what factors influenced 
this) 

 Do you think that individuals follow the advice given (Probe; if not, why not) 

 Do you think the service empowers individuals to take more control of their own health 
(Probe; if yes/no why explore more) 
 

7. Barriers and facilitators 
 
I would like to ask you a little bit about what you perceive to be the barriers towards using NHS 
Direct. 
 

 Men, older people, young adults, men, ethnic minority groups use the service to a lesser 
extent – go through each one and identify barriers for each group. 

 Why do you think women with children <5 are the highest users of NHS Direct 

 What do you think are the disadvantages/barriers of using NHS Direct (probe: 
technology, good communication, ease of use, lack of knowledge)  

 
10. Improving access: Suggestions and recommendations 
 
I would like us to discuss how access to NHS Direct could be improved. 
 

 What would make access to using NHS Direct easier? (Probe; think about individuals 
with poor English, explore ideas) 

 How should information about NHSD be made more  accessible and acceptable for you 
(Probe; for what information should be provided/ given, how, in what form was the 
information should be  provided i.e. staff, leaflets, videos, other methods. How to make 
the information understandable i.e. how to deal with communication issues like 
language/literacy, advertising language line)? 

 Are there any other factors not already mentioned? 
 

11. Closing 
 
I would like to ask you some final questions to bring the discussion to an end. 
 

 Summary of suggestions/recommendations. 
 

*Thank participant for their contribution, stress confidentiality. 
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Appendix 20: NHS ethical approval for study 2 
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Appendix 21: Sample focus group transcript 

NHS Direct low users: Baguley, Manchester 

Interviewer: Has anyone heard of NHS Direct? 
Lynne: I've heard about I don't understand the full concept of it and I've never actually 
used it but I have been told that it's all been withdrawn so I've never actually used it I've 
seen posters and adverts with phone NHS direct and all of that but I have never actually 
used it the only thing is that the airport I used to use a walk-in centre and I use that a 
couple of times. 
Interviewer: Anyone else? 
Maggie: is it to do with the walk-in centre 
Interviewer: No 
Adam: I've heard about it, it’s supposed to make life easier or that's all I have heard it 
supposed to do with phone calls or Internet and that's about it 
Interviewer: Explains service – Does anyone know of anyone who has used the service? 
Gladys: I've never heard of it before 
Pat: I have never ever heard of 
Jane: the only time I have ever heard about it was that time during the swine flu thing I 
saw it advertisement on the television 
Interviewer: What sort of services do they offer do you think? 
Lynne: will I presumed that if you were ill or something that you phone up and give 
them your symptoms or something and they might tell you how you go about getting 
treatment 
Jo: I wouldn't use it to the simple reason that I can't stand it when you get on the phone 
and you go through roll after roll of people before you actually get your answer and 
what you want I wouldn't even bother 
Adam: it supposed to make life easier but I spoke to a friend of mine who has used it 
because she's a mum and she sat to press that many options that she found it easier to 
get the doctors to come out than do the NHS direct 
Pat: why wouldn't you go straight through to the doctor? 
Interviewer: where did you get the information from regarding NHS direct? 
Maggie: I've just seen it 
Interviewer: Explains all of the services that NHS Direct provide – has anybody used the 
internet? 
Tina: I haven't got the Internet 
Pat: what about the people who don't have the Internet they presume everybody has 
the Internet everybody has I have got but I'm useless if you're taking ill and you need to 
use the Internet you can't just go to the library if you have no form of Internet it's only 
at the library or the post office where you can it for people 
Maggie: you would go straight to a clock in centre and that's only if you're a member 
and its open you would just get a doctor 
Pat: that is what we're saying it's a waste of time being on the Internet the people who 
don't have a computer or access the Internet because they are going to phone a doctor 
straight away 
Maggie: I mean if it's ill and serious you go straight through to the doctor 
Tina: if you are really poorly and you have a mobile phone and you have no credit on 
their and then you calming NHS direct but you can ring 999 and get an ambulance to 
year free and the area that we give them a lot of people who do have mobile phones are 
pay-as-you-go and it's an extortionate amount that it costs on the phone and by the 
time you have got through your credit could go halfway through or even run out 
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Interviewer: that anybody know of anyone who has used NHS direct? 
Adam: I have a young carer she's 24 looking after someone with dementia who has 
seizures and every time she has got through she has said it has been quicker to find a 
doctor and the doctors come out quicker than that because when her mum is bad she 
can't be spending 10 min on the phone she says forget this and gets her mum to the 
doctors and the doctors are there in 2 min so a lot of the time she does that now or 
phone the ambulance 
Interviewer: due think because she has had a bad experience of using the service that 
has impacted on you not using the service? 
Adam: you get on the phone say when I am ill and there are too many options and wait 
in the queue for this and wait in the queue for that and by the time you have done all of 
that you could forget what you've got on the phone for or you get irritable with it 
Tina: the problem with the 0845 numbers is that if you time it I will tell you now they 
will make sure you are on the no less than 10 min because they are timing its because 
they are at a high premium and they will say we are sorry for your calls being so long 
you are the next in the queue I'm not saying this about the NHS I've never used it but 
then numbers for the premium they make sure that you are on that phone at least 10 
min 
Lynne: I know you see them phone numbers and you have to press one for this and 
press two for that and by the time you have got through all of the services you are like 
that (pretends to fall asleep) and by the time you get through to the service you require I 
have found a lot of issues when you're trying to get through 
Tina: I have done it with my own doctors we haven’t got a house phone both me and my 
husband both have mobiles and my doctors number is 0844 phone number and I think it 
was about three months ago I got a massive phone bill the nine pounds the just getting 
through to the doctor and when I got through they hung up on me after going through 
all of the options and all of the waiting in the queue then I got through and she 
answered and hung up and I got my bill and it was an extra nine pounds on the phone 
bill and that was just the months which is a lot of money but like the latest was saying 
most numbers now I wait for five and if you are one mobile it is premium if you are now 
house phone 0845 is cheap although you still have to pay. For my phone bill I would 
have to pay an extra five pounds a month to get 0845 and 0800 numbers for free but I 
still have to pay five pounds a month 
Interviewer: so do people use the phone and anything else? 
Gladys: I have just got my code I can do telephone banking 
Tina: I like to go there face-to-face 
Group: Yeah (agrees) 
Tina: it's a person there isn't it you can see you are talking to you can see expressions it's 
not somebody at the end of the phone who's got something in their ear saying say that 
and say that to them it's like us talking now I can see your expressions whether you're 
taking in or whether you're not that personnel you need to be personal about private 
things you know I don't want someone who I don't know from Adam at the other end of 
the phone taking down my details and my phone numbers and all of that I don't want 
them doing that I want it to be personal. You are not being personal it's like going to the 
shops and typing out what you want to be without going in to have a look do you know 
what I am saying there is nothing left anymore there is no personal contact 
Sam: if you lived on your own in a house the only person you might see during that day 
is the person behind the counter in the bank because you spend a lot of time on your 
own and it's easy to stay at home and ring them up but then you're not interacting with 
the person the person you're interacting with is an automated voice and then you get 
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the person after you oppressed all the numbers and everything else but not a lot of 
people want to do that everyone just assumes that you want to use a mobile phone or 
computer is totally wrong 
Sheila: I can't get in the bank because of my disability if I want to see somebody 
personal in my bank I have to wait for Saturday and Tasha to take me in the car I can't 
get in through the ramp so technically I have to use the phone when I do go there 
nobody comes out to help me. 
Interviewer: how confident you feel in doing things like phone banking 
Adam: No 
Sam: No 
Tina: I started to not fine but do Internet banking last year and I had an operation that 
went wrong long story but while I was in there someone emptied my bank account £900 
it was Internet forward it was Halifax and they would did good in giving me my money 
back they transferred on Thursday £850 of money from my bank into another bank 
account in London and then on the 15th when I got paid they then made a money 
transfer for £830 to be taken out of my bank and to be put into their bank and that 
really shook me up because I was in hospital and I knew nothing about that so now I 
don't do Internet banking phone banking nothing it's a mental thing now everytime I go 
to the shopping centre I go into my bank and check my balance I just don't trust them 
but when you go into the branch its only you and that person and you know that Jane at 
the till this filled that form in and done it for you but there are at the other end of the 
phone who is server no one knows who she is we can't put a face to Sarah do you know 
what I mean you know what you are dealing with when it's face-to-face 
Adam: it's not just that how do you know that the person on the phone is Sarah it could 
be anyone I could say my name is John whatever but if I am in the bank I have to have a 
name badge on you have to be careful who you give your information to 
Gladys: I once phoned a bank this is the reason I won't use the phone but I found the 
bank to use it and he was asking me all sorts of questions and I didn't want to answer 
the questions and he said to me look love you phoned me I didn't phone you and it 
dawned on me that they would pass without questions if they had phoned me and less 
they were in the wrong but he's asking because I phoned him and he's saying I am asking 
you this because you phoned me I don't know who you are you're going to tell me blah 
blah blah and you're not that person so he says you either finish the phone call or you 
need to tell me what I need to know which when I thought about it he was right I did 
phone him he didn't phone me 
Interviewer: in that sense how would you feel talking about your health symptoms over 
the telephone 
Tina: well if it was your only option 
Gladys: it depends on how much they ask you 
Interviewer: gives some examples 
Tina: you would be more confident going face-to-face with the doctor because that Dr 
knows you they have your records on file and everything else but your phone in a blank 
person who is just going to take they don't know your files all your medical history so 
you could be coming across but I have got a temperature and I do feel shaky and then 
they can say it's anything whereas the symptoms could be something different 
Jane: if it was your doctor your doctor would know 
Pat: with my doctor you can't get past the receptionist if I'm not well she will say what is 
your phone number and we will get the doctor to ring you back in a couple of hours so 
that couple of hours has gone and you're feeling really ill what do you do now what do I 
do now I can't get in my doctors 
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Tina: your surgery needs sorting out about that because it's not up to the receptionists 
Pat: I phone back and say can you tell the doctor this and I say I will giving the message 
and I was there for half an hour still waiting for the phone call 
Jane: at our surgery we have the nurse that triage you so we ring up for an emergency 
appointment they will go and get the nurse and the nurse will speak to you and then 
they'll make you an appointment with the doctor 
Adam: but half the time those nurses are about as much use as a receptionist because 
when I rang up about my son he had a lump in his neck and we phoned up and I got the 
nurse on the phone and they said it's nothing serious and to say that about the lump 
when it was really big I still took him to the hospital they said it was a lymph glands and 
they told me it was a good job getting him in to half the time the triage nurses don't 
know what they're talking about over the phone 
Maggie: you can't class all ambulance people nurses or doctors the same it might be just 
somebody who is just doing their job for their money they get a month 
Adam: that's why me that I wanted the personal touch face-to-face that you can actually 
show them and half the time is very hard to convince someone over the phone the 
situation because they think you gave the symptoms it could be anything but if they see 
someone face-to-face they can check so most of the time it easier for peace of mind 
mainly to speak to someone face-to-face 
Interviewer: Do you think it is difficult to express how you are feeling over the 
telephone? 
Adam: yes 
Tina: it is difficult but when I phoned my doctor last time I spoke to the receptionist and 
told her what I thought was wrong with me and she said when the doctor finishes he will 
phone when he phoned he said you better come in and see me because he knows me 
Lynne: you see this NHS direct I have had experience and I know that there is a 
procedure that you follow and you have to ask this question and this question all in a 
line that they follow where when you find a doctor I think all the doctor knows me 
anyway as soon as you say your name more or less these people don't I wouldn't bother 
using them me one it would cost me too much to it would be easier we are lucky that 
we live near the hospital anyway I mean walk in centres is another one we used to have 
one locally that was open 24 hours a day and now they're not 
Pat: they will say we are not able to give you any medication so what is the point of 
going to the walk-in centre for them to tell you that your aching but there is nothing that 
they can give you and the nurse looks that you and she can't give you anything and if she 
thinks it's bad enough she will send you to the hospital 
Jane: So you have gone to the walk-in centre and you've been effort to 2 1/2 hours and 
it would've been like that the casualties you might as well have gone there in the first 
place 
Interviewer: I'm interested what you would do if you were ill and you needed antibiotics 
at the weekend what would you do? 
Lynne: take Lemsip (laughs) 
Pat: go to the chemist 
Tina: the best thing to do is to go to hospital and get your antibiotics and see a doctor 
there but that's if you're really sure you need it 
Jane: if it's serious go to the hospital 
Pat: the walk-in centres can't give you antibiotics they can't give you nothing they can't 
even give you a Lemsip 
Tina: they do actually have doctors there at the walk-in because I went last year they did 
but they do now I went last year the one over by the Forum and I did see a doctor 
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Jane: we did used to have the surgery the walk-in surgery not walking centre you don't 
your doctors up and they give you phone number and you ring them and they tell you to 
come down my daughter had a sore throat because she gets Quincy and that abscesses 
on the back of the throat so she needs to go 
Interviewer: what about if it was something new like a rash and you didn't know what it 
was and you are not sure - what would you do? 
Pat: if that was one of my grandkids I would take them straight to the hospital 
Lynne: I think with older people you can't mess about yet just get straight down there 
Adam: I once hospital before a few times through my kids and is said to me it's a waste 
of time coming in its normal and another one is said to me you have done the right thing 
plus to me the first person really annoys you and sets you off first time my daughter fell 
off the couch she was two years old says a lump on her head we got to the hospital 
about a day later the surgeon came in and said oh it's nothing you shouldn't have 
brought her in another one came in and said all you done the right thing turned out to 
be that she was fine and it happens every time you take it in all your wasting our time 
it's perfectly normal and you feel really angry 
Tina: they are not there to tell you that they would know that until they seen them you 
don't get angry with yourself for them take the name what time you actually saw that 
person okay can I see a head consultant 
Adam: that's when you're thinking clearly but sometimes when you're stressed out it 
winds you right up 
Tina: no one is complaining no one does anything about it I had the fire when my 
husband was very poorly with cancer he was supposed to go and see a doctor and I 
waited 2 1/2 hours for an appointment and the secretary said we have had no 
notification from your doctor we phoned the surgery up and I found the letter behind 
the fax machine which should have been faxed so I reported that 
Lynne: this is happened a few times in every profession you get problems but when 
something is so serious like I said with elderly people and children are the top priority 
and no matter whether a child is got one spot it should be investigated 
Tina: yet if you don't do anything you feel stupid 
Lynne: I mean look at that couple last week now dead in the bungalow with carbon 
monoxide poisoning they went to hospital the day before and they told her she had a 
throat infection and a husband collapsed and he collapsed through shock when home 
and was dead the next day there are hickups everywhere 
Jane: they should sort it out and see what happens there should be someone to do that 
although it's a bit late when someone is dead though isn’t it 
Tina: Look at that kid last week he was taken to hospital and given Calpol sent home and 
he died of meningitis 
Lynne: at the end of the day you doctors should nurses there are only human and they 
do make mistakes 
Tina: but what I'm saying 
Interviewer:  What about NHS Direct? 
Tina: oh yeah they could make mistakes I had never heard of it and I was still not use it 
you not sat there face-to-face with the person they can't see how much pain you’re in or 
you might be white and drained and they can't see that though 
Jane: they are just cutting the costs I went to a clinic and I have been going to his clinic 
for now about seven years and the treatment that I get I can no longer have on the NHS 
its cutbacks I have to pay for its that I need the treatments I need to service that it is so 
now I have to go and find that nobody is giving me extra money but now I've got to find 
1175 a week to pay for that because the national health is cutting down but I can't go 
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without going to that clinic I need I need it so I have got to pay or not go or make myself 
iller or go the next stage which is free but I am not at that stage so it's not free I just 
think that they expect patients where am I going to find £11 a week I'm not going to get 
it 
Maggie: when my children were young they were both eating fish and when I came back 
from the phone I said Lucy has had some of your fish and you know when you get cough 
in your throat thought to go straight to the hospital and they thought she had a fish 
bone stuck in her throat went through to casualty they couldn't find it but she had a fish 
bone in her throat and I had to get an ear nose and throat specialist to come down and 
they put this thing in her mouth and I pulled it out it was a fish bone in her throat NHS 
direct would have just said she had a sore throat but she had a fish bone stuck in her 
throat if I hadn't insisted 
Interviewer: so when you go to the hospital who influences your decision 
Tina: Myself 
Lucy: no one influences me 
Tina: right I will tell you my husband would have just gone but I know how I feel and I 
know if I need to go to the doctor I know if I'm going worse and he thinks when a course 
at the wrong time he has to go and see the doctor it's like that though isn't it but I know 
my body and I know how far I can go without seeing I hate going to the doctors I have a 
lovely Dr Brilliant surgery but I just hate going but I only go if I feel it's very necessary not 
because you've told me you should get the doctors with no if I don't feel right I will go if I 
feel okay I'm not going 
Tina: it's like some people go to the doctors have a cold know I was poorly last week 
with a cold or flu or whatever it is but I don't just go to the doctor my doctor I had a 
water infection and a phoned me up to give me antibiotics so I presume that the 
antibiotics has helped the cold I presume but i didn’t go for antibiotics I could have gone 
but he would have give me medicine but I can ride throughout I had the brandy and the 
coffee and the honey you know I'm all right 
Joan: you know your own body especially if you have a lot of ailments and your 
experience of illnesses and my symptoms 
Tina: yeah like I went through a period because I am overweight not the doctor I've got 
now but the doctor I had before if I went with a splinter in my first it was because I was 
fat and that basically no matter why I went for he would say to me that's because you 
are fat, and he was just as fat as me, and he was that he was telling me that I am fat and 
I wouldn't go anymore to that Dr because I don't need to be told what I am I know 
exactly what I am but he doesn’t need to tell me. It doesn't matter what it was it was 
because I was fat when I change my doctor and I got a lady doctor she was absolutely 
brilliant got me sorted I lost seven stone I mean I was really really overweight I lost 
seven stone and since then I've never looked back from that Dr she is not there now it's 
another doctor and he is as good as her he reads your notes he doesn't fob you off there 
is a prescription off you go is not one of them everyone who goes to see him has to wait 
10 min after the person before has left and that's because he's it is reading your notes 
and when you go into the surgery the notes are their and he's reading when you were 
last there what you were therefore whatever and that's what I call a proper doctor. It's 
about him knowing you as well you can't just know somebody just by reading the notes 
he also knows you I don't care what you say you can't know someone just by reading the 
notes. When my husband was ill we saw one doctor and then when you went back we 
saw another doctor reading the notes and I said your only reading someone else has 
wrote they put on the treadmill and had a heart attack on the treadmill and two days 
later he had by heart bypass 
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Maggie: since I turned 70 nobody has been to see me they don't seem to give a toss 
Lucy: the doctors surgery my daughter uses and she has four children to have them are 
autistic so they have a lot of bumps and stuff because they get a bit giddy but she can 
phone her doctors and say just save herself one of them had a sore throat and they will 
do though a prescription she goes and picks it up at three but yeah she might have a 
sore throat but how do they know it's not glandular fever or something underlining she 
just phoned up sign got a bit of a temperature by glands swollen and I can't eat properly 
there is a prescription antibiotics but that could be something underlining and they are 
not there to see you but it's a receptionist the receptionists play God a lot of the times 
you can phone up your doctors I phone them up and say I need to see a doctor I get to 
see a doctor because I'm asthmatic and stuff but my doctor's surgery my daughters 
doctors surgery you can phone never an appointment you try again appointment its like 
trying to get blood out of a stone what’s your problem well who are you are you the 
doctor know I'm the receptionists but I need to know what's wrong with you before I 
can make an appointment your phone up because your real my daughter doesn't ring 
the GP surgery now 
Maggie: I phone the doctors and say can I have an appointment we have none but you 
can come in tomorrow I say will you send a doctor here oh cant you get here then? 
Tina: my doctors tell me straight there were no appointments left today but if you ring 
up at 8:30 in the morning we could possibly get cancellation other than that they will 
make one for when there is if I said I have to see a doctor she said when they finish 
surgery may be is because it's me I just don't know and he knows my records and that 
and she was saved finished the surgery at 2:30 can you pop in then because he is here to 
3:15 doing paperwork 
Interviewer: Are you generally satisfied with your doctors? 
Tina: I am I cannot fault my doctors I really trust my doctor 
Adam: I really trust my doctor and I really satisfied but I just need to new one because I 
never get to see them I can't get an appointment I went in September with a splitting 
headache and I went in and they wouldn't give me an appointment 
Tina: but you're not there in a lively you can't get any appointments in the sure really ill 
Adam: this is what annoyed I will see such and such and they said we have no 
appointments until Wednesday and this was on Monday not a problem so Tuesday I get 
a phone call from them the doctor has cancelled on you can you come into  to make 
another appointment and this was what about the end of September I'm now seeing 
him in December I said I see another doctor oh now he wants to see you it will be 
December and I still keep getting these pounding headaches but I'm quite prepared to 
see somebody else I told the receptionists this doctor is determined to see me and now 
have to wait till December 17th to see a doctor I'm prepared to see anybody. 
Jack: What a waste of space 
Tina: will I can't fault my doctors 
Jack: well I wouldn't use that NHS direct I rang them Samaritans one night and they 
blooming hung up on me 
Interviewer: so why wouldn’t you use NHS direct? 
Jane: will I've never heard of it 
Maggie: I've never heard of it to 
Lucy: well I've heard of it 
Tina: I wouldn't use it because the person who I'd be talking to wouldn't know anything 
at all about men out what I said 
Maggie: my records about my doctors so that's the person you would go to Orpheus 
emergency you just go to the hospital they've got your records 
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Tina: they don't always have your records at the hospital 
Lucy: no they don't 
Tina: I think if it was last option I might give that a try just as soon whether it did work 
for me in the as for it being on the Internet thats a no  and also the cost of it `  
Maggie: everyone thinks everybody is an Internet 
Lucy: everywhere you go is your e-mail address 
Adam: it is not just that but how many times have you phoned someone and you have 
told them your name and you have to repeat your details again to them and they've got 
your details wrong straightaway I find it with main because my last name is spelt with 
two r’s and two t’s so I say my name is this a nice belly automatically and I give my day 
of birth and when they fed them back to me it's not just me it's been all other people as 
well that I know they have got some detail wrong it could be the postcode or something 
and the doctor could doublecheck but they are on the phone and they could mistype 
anything so I think there is a communication barrier 
Tina: will I was just going to say I have a strong accent so I am told and when I say M22 
they always think I am saying N22 and I'm thinking cant you understand me 
Maggie: and I have a problem talking on the phone I speak really slow because of my 
condition 
Lucy: my thing at my doctors was that my surgery there was two Catherine Lewis’s and I 
only found out about six years ago when I went to see the doctor because I'd been quite 
poorly it was a doctor that I don't normally see so she had my records do you haven't 
responded to the hospital letter and I said what hospital letter about the tests you were 
going for I said what tests but it turns out they have the wrong records out they had 
them out for the other Catherine Lewis which is spelt with a K now when I go into 
making appointment I have to say Catherine with a C but it does show you that there 
can be mistakes would names I could be getting her medication 
Interviewer: what you think would be the advantages of using NHS direct if any? 
Tina: well you wouldn't know until you've used it the only advantage would be if they 
got their act together one made it a free phone number for all and not have any other 
person at the other end of the line like Hitler or someone like that being a bit more 
compassionate thing I haven't used them but I am going to if I need anything I will phone 
it and see exactly 
Maggie: yeah we can't knock it until we've used it 
Joan: it should be a free phone 
Tina: don't tell them that if you tell them that their cut another hospital out  
Adam: what my friends have told me they've had to wait 10 min before you they've 
even got through they would have to cut the waiting time down because people don't 
want to wait 10 min 
Joan: it sounds like there are not enough operators 
Tina: Are the operators voluntary? 
Interviewer: they are trained heath advisors who are paid. 
Tina: therefore you could do with a bit of a voluntary thing going on 
Lucy: but they are not nurses 
Joan: to be honest I think I would just fine an ambulance if you felt that you needed 
reassurance you just take your children or yourself to hospital at least that way they can 
see you face-to-face or get the paramedic out then they would make that decision if you 
need to go to hospital 
Tina: I don't think the system works anywhere 
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Lucy: to be honest face-to-face is really important because this is what reassures you 
and this has to be the best option but if you can't get that and you can speak to 
somebody at least you can get a little bit of reassurance 
Group: Yeah (Agrees) 
Tina: the doctor can't be everywhere at once can he there is only one doctor but that 
area or two there might be 20 people ill at the same time so he can't be everywhere can 
he 
Lucy: that if you phone NHS Direct they can give you advice before you go rushing down 
to the hospital taking place in the waiting room for four hours 
Tina: yeah but we are talking about how long is and before the they have decided what 
you need to do 
Joan: but if it is out of hours you can ring the doctors and has an answer machine 
message and I will sort it out for you because I've done that before and may advise you 
what to do and I will send someone to you if it's out of hours 
Interviewer: do think because you have good experiences with your doctor do you think 
this impacts why you don't use NHS direct? 
Group: yeah (all agree) 
Tina; yeah maybe probably because you have got such a good doctor he don't need to 
use NHS direct but not all doctors are good but generally as I am happy I would not see 
the point of using a telephone health service.  
Lucy: I've never used it because I know if I was that ill I could buy my doctors at 8:30 this 
morning and get an appointment today or this later on in the day as suddenly become ill 
like Linda says you can phone our surgery or depending on your personal illnesses which 
we've all got different things and they would know you if you need to be seen. Add 
doctors won't come out unless you're really ill. 
Joan: I think that depends as well change because when you're 70 or 80 they generally 
never let you down 
Lucy: I think I've tried to phone my doctor may be a couple times because I'm an 
asthmatic and I get bad asthma attacks over the weekend and it says the surgery is now 
closed and then they give you another number which you then phone up and they asked 
you what your problem is and enable then decides whether it's a doctor or whatever so 
it is still accessible over the weekend although the surgery is closed you still got access 
to medical health 
Joan: my granddaughter she's asthmatic and they have taken her straight to the hospital 
Fred: when I went to my doctor I'd pains in my right leg and he said oh I know what's 
wrong with you what I said he said it's all to do with time with getting older I said well 
know that he said well what you've got there is arthritis due to age I said how come my 
right leg is as old as my left leg and that has no pain what you put that down to my left 
leg of the same age as my right leg I said in that time so how can it be age-related. 
Tina: Well I am riddled with arthritis and I am only 40 
Fred: my left leg is the same flipping age as my right leg below 
Interviewer: do you think NHS Direct is quite easy to use? 
Tina: I have never used so I wouldn’t know and are owned by people Was one of the 
people joined in  
Adam: if it was a free phone number reduced because I never have any credit and if it's 
an emergency your gonna have to pay for it and have to go to the shop to get credit for 
your phone if it's an emergency you have time but if it's a free number you would use it 
like 999 where he can speak to anybody and it's just that peace of mind 
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Lucy: what I want to know is if I had to bring the social and it’s an 0845 and it’s an 
emergency then I can bring my mobile so why can’t the NHS direct do the same thing 
feel people say three based not on the mobile I don't have a house phone. 
Interviewer: so how could access the improved to NHS direct 
Lucy: More advertising television radio doctors surgeries hospitals drop-in’s 
Tina: it's like free papers with free advertising especially when it's something for the 
community and stuff like that there are loads of places even print leaflets and shove 
them through the door more because somebody's can pick it up 
Lucy: supermarkets you could put them in the backs and supermarkets or printed on the 
carrier bags 
Tina: we're supposed to be helping the planet perhaps paper bags 
Interviewer: if you could say anything to NHS direct what would you say? 
Lucy: make it free 
Tina: sort the telephone business and if it's going via telephone service make it simple 
and easy as possible the simple folk not just folk that can work the Internet that's what I 
would say 
Lucy: you need to speak to somebody first time at least to be quicker the first time you 
get through you need to be on the phone to somebody that every line service no matter 
who you by now either my doctors when I ring my doctors I've speak to my receptionist 
so why can’t you speak straight to nurse and if there any phone options get rid of them I 
hate doing all over the phone I would much rather go to the surgery and do it there. 
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Appendix 22: Coding of themes for sample focus group transcript 

Code label Theme Sub-theme 
 

Line 
number 

Attitudes Communicating 
healthcare over the 
telephone 

Ease: Perception that you have to go through lots of options and was complicated so was easier to get 
the doctor out 

22-24 

Call transfer: There was this perception that you would go through lots and lots of people before you get 
the answer you want 

19-21 

Lack of confidence: Doctor has records and knows you as well as your history whereas on the phone 
the person won’t know what the symptoms mean 

126-130 
131, 314-
314 

Negative previous experience: respondent discussed how he used a telephone help line and they 
hung up  

300-309 

Final option: Many respondents said that would be prepared to use a service such as NHSD as a last 
option as at least they could speak to someone  

360-363 

Self-care Experience:  Respondents talked about knowing their own bodies and symptoms and if it was 
something familiar such as a cold/flu they would take Lemsip or go to the chemist for advice  

169-172 

Unfamiliarity:  Responsibility lied on the medical practitioner and would increase anxiety and seeking 
face to face reassurance through ambulance/hospital 

186-194 

Current healthcare: 
GP/Nurse (Positive) 

Confidence: Doctor knows you and your history and has full access to medical records so they can 
diagnose you appropriately  

126-130 
131 

Reading notes: Doctor takes time to read notes before you enter the room they know  reason for the 
last visit  

263-367 

Knowing you:  The importance of them knowing you as a person  267-271 

Satisfaction: All respondents said that they were satisfied with their doctors  294-295 

Trust: All respondents trusted their doctors judgement 294-295 

Current healthcare: 
GP/Nurse 
(Negative) 

Appointments: Respondent discussed how they were unable to get an appointment and unable to get 
past the receptionist, and act as barriers to getting an appointment  

132-134 
273-292 

Triage nurses: One respondent commented that the call is triaged but they were not useful, this was not 
a shared view as it depends on the individual  

141-146 
146-147 

Judgemental:  One respondent discusses the importance of not being judged  255-262 

Older age: respondent talks about since she has reached 70 no-one has bothered to go and see her   272 

Telephone appointments: One respondent talks of her daughter who can only get a phone 
appointment with her doctor but there is the issue of trusting the diagnosis when he hasn’t seen her 

273-285 
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 Current health care: 
Out of hours 

Access: The group had good access to the hospital and there was one local and walk in centres are 
open late 

161-162 

Preference: The majority of the group thought that the casualty was the first port of call as this is where 
you 'get sent anyway' whereby walk in centres could not give medication so were perceived as not much 
use in most situations  

176-177 
167-168 
173-174 

Barriers/Ben
efits 
Structural 

Cost Expense: Was a key issue as it operates a national rate number 41-43 

Mobile phone: Very expensive on pay as you go contracts and there is the issue of having no credit or 
using all your credit  

39-42 
405-407 

999: 999 is seen as the free alternative and would be more prepared to use it as peace of mine 39-42, 401-
404 

Trust: There was also a lack of trust where respondents thought they would keep you on line to get a 
certain amount of money  

55-59 
64-73 

Free service: The majority of respondents thought it should be a free service although were worried this 
would impact on other NHS cuts  

342-348 

Accessibility Lack of confidence: The majority of the respondents had little confidence in using the phone for 
banking  

98-109 

Cost:  Expense was a key issue as it operates a national rate number. Mobile phone: Very expensive on 
pay as you go contracts and there is the issue of having no credit or using all your credit  

41-43 
39-42 

Lack of knowledge: None of the respondents had heard of the service so would not know how to 
access it 

311-313 

Communication: 
Telephone based 
communication 
 
 

Body language: important to see expressions   78-85 

Personal: face to face you can be more personal about private issues there is importance to personal 
contact  

78-85 

Lack of trust: Holding information including phone numbers etc when you can’t see them, technology 
can create security issues and hold no accountability as it is not face to face  

78-85, 110-
112, 98-
109,  
113-120 

Social: There is a social aspect when you communicate face to face  86-91 

Reassurance:  The majority of the respondents talked about how face to face was important to reassure 
you and was seen as the best option 

358-363 

Lack of confidence: Could be missing important symptoms that they are unable to see as its not face to 
face  

221-223, 
232-238 
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Language barriers:  Respondents talked about the difficulty of talking over the phone with it being easy 
to make mistakes, i.e. with strong accents with an impression that they will have to continually repeat 
themselves. One respondent had a condition which meant that she would have to talk slow and so this 
was perceived as a barrier  

324-330 
331-332 
334-340 
333 

Technology 
accessibility 

Internet: Most respondents did not have access to the internet, the only places that had it were the 
library and post office although this was time wasting  

30-33 
36-37 

Perceptions:  There is this perception that everyone has an internet and an email address  322-323 

Time/Speed Access to internet/computer: Many respondents saw this as time wasting where they can go straight 
to a GP  

34-37 

Waiting: Saw waiting on the phone as time wasting when they could be getting an ambulance or going 
to the hospital people didn’t want to wait as long as ten minutes and thought there should be more health 
advisors  

45-49 
349-351, 
419-423 

Barriers/Ben
efits 
Perceived 

Ease of use Difficult to use: Perception that you have to go through lots of options and was complicated so was 
easier to get the doctor out  

22-24 
157-159 

Call transfer: There was this perception that you would go through lots and lots of people before you get 
the answer you want  

19-21 

Number options: Many respondents thought that you have to go through lots of number options which 
creates a lot of issues trying to get through 

60-63 
422-423 

Experience:  Individuals lack of experience with technology impacted on them finding it difficult to use 
and felt they should make it easier to use  

417-418 

Self-efficacy Computer/technology: Lack of confidence using internet including in using the phone for banking  30-33 98-
109 

Communication:  The majority thought it would be difficult to express symptoms over the phone and it 
would be a notion of convincing  

153 
154-156, 
149 

Emergency situations:  There was this notion that people could not deal with emergency situations so 
they would go straight to accident and emergency so they could deal with it 

188-197 
186-187 

Perceived 
susceptibility/sever
ity 

Seriousness: The majority wanted immediate feedback and talked about seeing a GP straight away or 
phoning the ambulance  

36-38 
45-49 

Face to face reassurance:  The was this notion that speaking to someone face to face gave 
reassurance as they could check where telephone communication could miss something vital (M: 148-
151) (356-363) Age of patient:  The age of the patient was a big influence to if they went straight to 
casualty where for children and older people 'there were no chances to be taken'  

186 
187 
205-207 
209-216 
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Overestimated urgency:  Many respondents talked about going to accident and emergency and being 
told that they are wasting their time/resources 

188-194 
205-207 

Experience:  Making decisions into healthcare was also related to previous experiences with illnesses 
and symptoms which influenced severity  

242-247 
248-252, 
253-254 

Satisfaction of 
current healthcare 

GP: GP was the main contact so there was no felt need for NHS Direct  25, 36-37, 
38,45-49 

Confidence: Doctor knows you and your history and has full access to medical records so they can 
diagnose you appropriately  

126-130 
131 

Reading notes: Doctor takes time to read notes before you enter room so they know the reason for last 
visit  

263-267 

Knowing you:  The importance of them knowing you as a person  267-271 

Satisfaction: All respondents said that they were satisfied with their doctors and felt that they did not 
need a service such as NHS Direct  

294-295 
375-378 

Trust: All respondents trusted their doctors judgement  294-295 

Trust of NHS Direct Profit of money: Because the number was premium some respondents were sceptical they would keep 
you on the line for at least ten minutes to make sure they get their money as this is the experience of 
other premium lines 

55-59 
64-73 

Mistakes/trust:  There was this perception that they could potentially make big mistakes as they could 
not see how much pain you are in or how you look  

221-223 
232-238 

Cost cutting:  NHSD are seen as another stream of just cutting costs where respondents talked about 
how their treatments have been cut back.  They also thought that using NHSD or services like this 
means they will begin cutting hospitals etc  

224-231 
348 

Negative experiences of others: One respondent talked about how a friend used it and spend ten 
minutes on the phone wasting time to get to the hospital which impacted on his reasons for not using  

25-45-49 

Knowledge 
and 
awareness 

Understanding of 
service 

Lack of knowledge: Most respondents did not have any knowledge of NHSD and had not heard of it 12-15 

Misunderstandings: Walk in centre: A few respondents thought it was linked to the walk in centre  7 

Withdrawn: One respondent thought that it had been withdrawn so had never used it  2-6 

Phone/internet: One respondent talked about it being something to do with the phone/internet   9-10 

Make life easier: One respondent said he had seen that they were supposed to make life easier  9-10 

Diagnosis/treatment: respondent stated you go through symptoms and they tell you how to get 
treatment  

17-19 

Subjective norms Friends: respondent talks of friend using nhsd and negative experiences impacting on decision not to 
use  

45-49 
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Individual decision making:  When making decisions on what to do the majority of respondents said 
that no one influences their decision apart from themselves.  This was about the respondents knowing 
their own body and making decisions based on their experiences of symptoms  

242-248 
248-252 
253-254 

Improving 
access 

Advertising via 
Healthcare 
professionals 

None: No respondents had seen any advertising through H/C professionals.  

Local level 
advertisement 

Posters: One respondent had seen posters and adverts that have said to ring NHSD  2-5 

National level 
advertisement 

TV advertisement: One respondent remembered NHS Direct from the swine flu pandemic when it was 
advertised on TV  

14-15 
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Appendix 23: Published article with PsyPAG 
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