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Abstract
Objective: Among children using emergency medical services, 
those belonging to nuclear or double-income families account for 
the majority. This study examined double-income nuclear families’ 
coping with their children’s sickness and pediatric emergency service 
use by them, aiming to reduce such service use in non-emergency 
cases.
Methods: Semi-structured interviews were conducted with 27 
mothers, who belonged to double-income nuclear families living in a 
prefecture, to examine the mother’s age, sick child’s age, number of 
children, coping with the child’s sickness, and pediatric emergency 
service use.
Results: Working full-time, most of the mothers belonging to 
double-income families tended to notice their children’s sickness 
after work. They examined the child’s pathological condition based 
on their parenting experience, and decided whether to use emergency 
medical services or wait and see. Anxiety in those lacking parenting 
experience was intensified by the necessity of using nocturnal or 
holiday medical services and the child’s young age, and alleviated by 
emergency medical service use. Sources of support for the mothers 
included: the husband, web searches, and a pediatric emergency 
telephone consultation service; such a service enhanced their sense 
of security, and provided them with guidance for appropriate medical 
service use. While feeling secure with their family doctors, the 
mothers were dissatisfied with nocturnal clinic services, systems and 
public information regarding doctors on duty on holidays, and long 
waiting times in hospitals/clinics due to crowdedness.
Conclusion: The results suggest the usefulness of pediatric 
emergency telephone consultation services for mothers belonging to 
double-income nuclear families and lacking parenting experience to 
reduce pediatric emergency service use by them in non-emergency 
cases.
Keywords: Double-income Nuclear Families, Mothers, Pediatric 
Emergency Service Use
Introduction
   Infants are particularly vulnerable to infection due to their 
immunological characteristics. Being anxious over their sickness,

their parents use pediatric emergency services [1, 2]. In the case 
of sudden sickness or unusual symptoms, parents, facing difficulty 
in accurately recognizing the child’s condition, seek specialized 
treatment in the early stages [3, 4]. The reduction of pediatric 
emergency service use in non-emergency cases is a common 
challenge for advanced countries [5, 6]. Parents’ socioeconomic 
fragility is a negative factor for such reduction. The rate or frequency 
of medical service use is high among single parents, young mothers, 
parents with poor academic profiles or low incomes, and children 
without siblings [7-10]. On the other hand, extensive parenting 
experience and the presence of close confidants prevent parents’ 
excessive anxiety over their children’s sickness, and lead them to 
appropriately use emergency medical services [11-14]. In fact, 
pediatric emergency service use is less frequent among children with 
2 or more siblings or living with their grandparents [10, 11].
   Children belonging to double-income or nuclear families account 
for the majority of those using emergency medical services [15-
17]. This is an inevitable result of high rates of nuclear and double-
income households among the total population. Since the 1990’s, 
the number of double-income households has been higher than that 
of households consisting of an employed husband and non-working 
wife (full-time housewife), and the difference between them is time-
dependently increasing [18]. In 2010, nuclear and double-income 
households accounted for 75 and 54.9%, respectively, of all those with 
children younger than 6 years [19]. In the absence of grandparents, 
parenting and sick child care support resources for nuclear families 
are limited. They tend to be markedly anxious about the quality 
of and access to pediatric emergency services [20], and use them 
even in nonemergency cases [10]. As for double-income families, 
it is frequently difficult for both parents to visit their family doctor 
(hospital/clinic) during service hours due to their jobs [15, 21]. Thus, 
double-income nuclear families are more likely to use emergency 
medical services in non-emergency cases. Considering their high 
rate among the total population, they may increase the frequency of 
pediatric emergency service use in non-emergency cases.
   However, to the author’s knowledge, reports on double-income 
nuclear families’ coping with their children’s sickness or pediatric 
emergency service use by them have been limited [10]. The 
clarification of double-income nuclear families’ trends in emergency
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medical service use is indispensable for the reduction of pediatric 
emergency service use in non-emergency cases, as well as the 
promotion of appropriate medical care for children with severe 
conditions. To provide a basis for these approaches, this study 
examined double-income nuclear families’ coping with their 
children’s sickness and pediatric emergency service use by them.
Methods
Study design: A qualitative, descriptive study
   This study is part of a research project, entitled: The examination 
of child-raising support to promote parents’ sense of security towards 
and appropriate use of pediatric emergency medical care services. 
From April to May 2011, semi-structured interviews were conducted 
with 27 mothers, who belonged to double-income nuclear families 
living in A prefecture, based on the following inclusion criteria: 1) 
using sick child care services; 2)having a child/children under 6 years 
of age; 3) working full-time, similarly to the husband; 4) and having 
used pediatric emergency medical care services (during out-of-
service hours). Through the interviews, the mother’s age, sick child’s 
age, number of children, status of parenting, coping with the child’s 
sickness, sick child care service use and need for such services, and 
pediatric emergency service use and need for such services were 
examined using an interview guide. This study reported the mothers’ 
coping with their children’s sickness and their usage of pediatric 
emergency medical care services.
   The mothers were recruited through our website or by putting up 
posters in 8 sick child care facilities within the prefecture. They were 
provided with written and oral explanations of: the study objective 
and methods; freedom to participate in, refuse, and withdraw from 
the study; and no disadvantageous treatment for those refusing to 
participate in or cooperate with it, to obtain their written consent. 
The interviews were conducted in private rooms of 4 public facilities 
or the researcher’s institution in the prefecture for the mothers’ 
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convenience. Each mother was interviewed once for approximately 
1 hour. With their agreement, their statements during the interviews 
were recorded. To prevent the identification of individuals, the 
obtained data were processed using linkable anonymization. 
The study was approved by the research ethics committee of the 
researcher’s institution (approval number: Heisei22-75).
   The mothers’ recorded statements were organized as narrative 
records to extract and encode contents representing their coping 
with their children’s sickness and pediatric emergency service use 
by them based on the context. Common contents were labelled to 
create categories and sub-categories based on commonalities. The 
analytical process was supervised by a researcher specializing in 
pediatric nursing to ensure sufficient reliability and validity. In the 
following section, categories, sub-categories, and labels are shown 
in [ ], < >, and “ ”, respectively.
Results
   The mean age of the 27 mothers belonging to double-income 
nuclear families was 34.1±4.26. Among them, 21 (77.7%) were 
regular employees. The sick child’s mean age was 3.0±1.33, and the 
mean number of children was 1.9±0.9.
1. Parents’ coping with their children’s sickness (Table 1)
   [The parent’s coping] with the child’s sickness was represented 
by <noticing the child’s poor condition>, <medical facilities>, and 
<difficulty in using medical services due to work>. The mothers 
tended to notice their children’s sickness when picking them up 
after work or on the way home. Most clinics and hospitals were 
closed during such hours, as one mother stated: “Hospital services 
are not available at the time when I pick my child up at the nursery 
school”. Therefore, they used emergency medical services, or visited 
a hospital the next day. It was also difficult for them to take their 
children to a hospital during service hours or early due to their jobs, 
and tended to put off visiting a hospital.

Category Sub-category Label
The parent’s coping Noticing the child’s poor condition I noticed my child’s poor condition when I picked him up.

I noticed his poor condition when we were on the way 
home.

Medical facilities Hospital services are not available at the
time when I pick my child up at the nursery school
Until 18:00 (19:00), we visit our family doctor, as usual
I consult our family doctor by telephone.
We use emergency medical services.
We will visit a hospital the next day

Difficulty in using medical
services due to work

It is difficult for me to take my child to a hospital early. As 
a result, his condition is worse when we visit it.
We cannot visit a hospital during service
hours due to my job.
I tend to put off taking my child to a hospital.

Table 1. Parents’ coping with their children’s sickness

2. Sources of support for sick children(Table 2)
   [Sources of support] for the mothers to cope with their children’s 
sickness included: <husband>, <web searches>, and the <pediatric 
emergency telephone consultation service (#8000)>. They consulted 
their husbands, and came to themselves when they were told to 
calm down. They also felt secure with their husbands who helped 
them care for their sick children. Furthermore, they conducted <web 
searches> to collect information, aiming to examine the name of

the diagnosis, symptoms, the necessity of visiting a hospital, and 
management methods, or refer to the opinions of people who had 
been sick. When they were not sure whether to take their children to a 
hospital, they used the <pediatric emergency telephone consultation 
service> to obtain advice. They felt relieved with the advice, and 
decided to take their children to a hospital the next morning. They 
favorably evaluated such a consultation service, stating: “I actively 
use these services, because I agree with their attitudes, such as 
listening to me attentively and answering”.
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Categories Subcategories Labels
 Sources of support Husband I consult my husband

I came to myself when my husband told me 
to calm down.
I feel secure with my husband who helps 
me care for the child even at midnight

Web searches I mainly perform web searches to collect 
information
I examine various issues, such as the name 
of the diagnosis and symptoms.
I examine methods to diagnose and manage 
a high fever and diarrhea, as well as the 
necessity of taking my child to a hospital.
I refer to the opinions of people who have 
been sick.

Pediatric emergency telephone consultation 
service (#8000)

I somehow managed my child’s condition 
using the method of care taught by a 
consultant, and took him to a pediatric 
hospital the next morning.
I actively use these services, because I 
agree with their attitudes, such as listening 
to me attentively and answering.
I have written down #8000 and the mobile 
numbers of clinics providing nocturnal 
medical services on my calendar.
I call them anyway, because I also feel 
relieved if they say that we do not have to 
visit an emergency hospital.
I called them when I was not sure whether 
to take my child to a hospital, as the 
pamphlet says.

Table 2. Sources of support for sick children

3. Reasons for using/not using emergency medical services 
(Table 3)
   The mothers’ [reasons for using] emergency medical services 
included: <severe symptoms>, < lack of experience>, and 
<anxiety>. Their [reasons for not using] were represented by <based 
on experience> and <waiting and seeing>.
   The mothers took their children to an emergency hospital when 
<severe symptoms> were present. Regarding this, they stated: 
“I take my child to an emergency hospital when a fever of 40 °C, 
nausea, or vomiting persists” and “If my child still looks vigorous 
even with a fever of 39 °C, I will wait and see, but if he becomes 
exhausted, we visit a facility providing nocturnal medical services”. 
<Lack of experience> was another reason for using emergency  

medical services, as one mother stated: “Lacking experience, I used 
to quickly take my first child to an emergency hospital”. The mothers’ 
anxiety was intensified by the sick child’s young age and the necessity 
of using nocturnal or holiday medical services. In contrast, it was 
alleviated by emergency medical service use. 
   Those who did not use emergency medical services were able to 
examine the sick child’s pathological condition independently based 
on their experience of caring for such children, and decided to wait 
and see the situation, as one mother clarified her basis for decision-
making as follows: “Even when a high fever occurs, it is enough to 
visit a hospital the next morning if the child can ingest fluids, with a 
vigorous and stable condition”. They also used stored suppositories and 
cooling patches when observing their children’s conditions.

Category Sub-category Label
Reasons for using Severe symptoms I take my child to an emergency hospital 

when a fever of 40 0 C, nausea, or vomiting
persists.
We use emergency medical services when 
he suffers from fever and vomiting.

Table 3. to be Cont...
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We use emergency medical services when we cannot wait until the next morning or 
Monday.
When there is a fever of 400C, suppositories are ineffective. In such cases, I feel 
anxious, and take my child to an emergency hospital.
If my child still looks vigorous even with a fever of 390C, I will wait and see, but if he 
be- comes exhausted, we visit a facility providing nocturnal medical services.

Lack of experience Lacking experience, I used to quickly take my first child to an emergency hospital
Until my first child reached the age of 2, I used to be in a panic when he became sick.
As he is our only child, I take him to a hospital whenever he is ill.

Anxiety I could not wait and see when my child was little.
I become anxious, particularly at midnight.
I take my child to a hospital in fear of deterioration.
I become anxious when fever occurs on Friday night or during out-of-service hours.
My anxiety is reduced by consulting a doctor.

Reasons for not using Based on experience In the case of my third child, I do not wake him up to visit a hospital at night anymore 
We can wait until the next morning.
After dealing with fever 3-4 times, I have become able to judge my 3-year-old child’s 
sickness.
Since my second child became 1-year-old, I wait and see his condition at weekends 
using stored suppositories.
It was difficult for me to judge on my first child’s condition. In the case of my second 
child, it is easier.
Whenever my child’s physical condition is unusual, I take him to a hospital as soon as 
I finish work at 17:00.

Waiting and seeing I often wait and see if a fever occurs after 19:00.
I wait and see until the next day if nausea does not persist, and the body temperature 
remains slightly higher than 380C.
If a fever occurs as usual, we wait and see at home, and visit a hospital the next morning.
Even when a high fever occurs, it is enough to visit a hospital the next morning if the 
child can ingest fluids, with a vigorous and stable condition.
Nocturnal medical services are available until 23:30. In the case of a fever occurring 
after 19:00, I apply cooling patches to my child, and do not take him to an emergency 
hospital if his body temperature subsequently decreases.

Table 3. Reasons for using/not using emergency medical services

4. Families’ experiences related to emergency medical service 
use (Table 4)
   The types of emergency medical services used by the mothers were 
classified into: [family doctor], [nocturnal clinic services], [doctors 
on duty on holidays], [pharmacy services], and [ambulance services]. 
[Family doctors] enhanced the mothers’ <sense of security> by clearly 
answering their questions, explaining possible symptoms, and showing 
reliable attitudes (“We can rely on our family doctor who helps us in 
any situation”). Some mothers tended to <frequently use> [nocturnal

clinic services] due to fever or other causes, while revealing their 
dissatisfaction with such services due to long waiting times and 
difficulty in clarifying the doctor on duty. They also faced difficulty in 
confirming the locations of [doctors on duty on holidays], accessing 
distant hospitals, and using hospital services due to crowdedness, 
resulting in long waiting times. They needed [pharmacy services], 
including guidance for appropriate oral medication and suppository 
use. As for [ambulance services], insufficient services due to 
hospitals’ refusal to accept some pediatric patients are noted.

Category Sub-category Label
Family doctor Sense of security Our family doctor clearly answers my questions.

With the doctor’s explanation of possible symptoms, I can prepare myself to 
manage the situation.
We can rely on our family doctor who helps us in any situation.

Table 4. to be Cont...
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Noctural clinic services Frequent Use We frequently use such services (fever, vomiting, diarrhea, 
or influenza).

Long waiting times Waiting times are too long.
We cannot choose the doctor on duty. Some doctors are 
unkind.
When my child’s pathological condition is poor, we want to 
consult the doctor at once, but we have to wait until 19:30 
when the evening consultation service starts.
They always treat us kindly with consideration. They also 
provide a detailed explanation of care to be received the 
next day. We have never experienced unpleasant treatment.

Doctors on duty on holidays Information collection I seek such information through newspapers, TV text, and 
web searches.
Information regarding doctors on duty can be collected 
through newspapers. I always store such information.
I have called the doctor on duty several times to confirm the 
location of his facility

Judgment on the necessity of medical 
consultation

On holidays, it is less burdensome for hospital staff to deal 
with patients during the daytime than at night
On Sundays and national holidays, we basically receive 
medical con- sultation.

I check the doctor on duty to decide whether or not to visit 
the hospital on that day.

Distance The hospital is in a remote area.
We cannot visit distant facilities.

Crowdedness The hospital is so crowded that it makes my child even 
more exhausted.
We rarely use such services because of long waiting times.

Pharmacy services Guidance They provide an explanation of suppositories and 
antipyretics.
In the beginning, it is difficult to lead children to 
appropriately take oral medications without guidance.

Inconvenience Dispensing pharmacies are far
It is distressful to take a crying child to an out-of-hospital 
pharmacy

Ambulance services Risks Some hospitals refused to accept my child
The pediatric hospital would securely accept my sick child, 
but it takes 1 hour to visit it.

Table 4. Families’ experiences related to emergency medical service use

Discussion
1. Reasons for using emergency medical services: the mother’s 
insufficient parenting experience and the child’s young age
   Most of the mothers involved in this study were regular employees 
working full-time, and tended to notice their children’s sickness 
after work. In such a situation, they had to choose whether to visit 
the family doctor, use emergency medical services, or wait and see 
the situation (and visit a hospital the next day). As family doctor 
services were not available during such hours, the mothers examined 
the sick child’s pathological condition independently based on their 
experience of caring for such children, and decided whether to use 
emergency medical services or wait and see the situation. Their 
decisions were based on the birth order and age. For example, one 
mother used emergency medical services due to her anxiety “until 
my first child reached the age of 2”. Another mother became able 
to wait and see her child’s condition using stored suppositories

“since my second child became 1-year-old”. In the case of the third 
child, they tended to wait until the next morning to visit a hospital. 
   Thus, the mothers’ extensive parenting experience may have 
enhanced their home nursing skills and health literacy. Conversely, 
a lack of such experience was associated with poor health literacy, 
excessive anxiety over the child’s pathological condition, and 
emergency medical service use. In a cross-sectional study involving
14,000 parents, a lower number of children led to more marked 
anxiety over pediatric emergency services (their quality and 
accessibility, as well public and private support for them) and more 
frequent medical service use in non-emergency cases [10]. In a 
retrospective cohort study involving 1,343,585 ED visits, 57.1% 
were shown to be inappropriate (non-emergency) [22]. Inappropriate 
ED visits were associated with the sick child’s young age (0-3 years) 
and the necessity of using nocturnal or holiday medical services when 
primary care services were unavailable. Based on these findings, 
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it may be important to support mothers lacking parenting experience 
while improving the availability of hospital/clinic services during 
out-of-service hours (after work) when parents tend to notice their 
children’s sickness [23], in order to reduce pediatric emergency 
service use in non-emergency cases.
2. Sources of support for mothers to cope with their children’s 
sickness
   For the mothers, the husband, web searches, and the pediatric 
emergency telephone consultation service were main sources 
of support. Through web searches, they examined the name of 
the diagnosis, symptoms, the necessity of visiting a hospital, and 
management methods. They used a pediatric emergency telephone 
consultation service to learn appropriate methods of care and 
determine the necessity of visiting a hospital. Such a service 
enhanced their sense of security, and provided them with guidance 
for appropriate medical service use.
   The pediatric emergency telephone consultation service is a system 
to consult pediatricians or nurses on methods to appropriately 
cope with children’s sudden sickness during the night-time and on 
holidays. The service started in all prefectures in 2010 [24], and 
the total number of service uses was 631,595 in 2014 [25]. Such 
services reduce medical service use in non-emergency cases by 
providing reliable parenting support. They also function as medical 
triage to identify children with severe conditions [26, 27]. The 
majority of users are the mothers of children aged 0, followed by 
those of children aged 0-1, accounting for more than half [28]. This 
is consistent with the results of the present study examining pediatric 
emergency service users. For mothers belonging to double-income 
nuclear families with difficulty in accessing family doctor services 
and obtaining parenting support from their parents (the child’s 
grandparents) living separately, pediatric emergency telephone 
consultation services may be an important source of support. 
Therefore, it may be necessary to address their limited availability 
at midnight (currently limited to 40%) and during the daytime on 
holidays (8.5-19%) and a low connection rate (1 every 5.7-7.3 calls) 
due to limited telephone networks [29].
   In 2016, additional family pediatric service fees were incorporated 
into the medical insurance system to promote family doctor services, 
including 24-hour telephone consultation services and health 
guidance for parents [30]. Being more personalized than #8000, 
telephone consultation services provided by family doctors may be
more effective to enhance parents’sense of security, and practice 
appropriate medical triage. In this respect, family doctors may be 
another important source of support for double-income nuclear 
families, contributing to the reduction of pediatric emergency service 
use in non-emergency cases.
3. Availability of medical services for double-income nuclear 
families
   Even if pediatric emergency telephone consultation services 
appropriately function as a source of support for mothers lacking 
parenting experience, the availability of hospital/clinic services 
during out-of-service hours (after work) when parents tend to notice 
their children’s sickness has yet to be improved. In the present study,
the mothers were dissatisfied with nocturnal clinic services and 
systems regarding doctors on duty on holidays, while feeling secure 
with their family doctors.
   As the doctor on duty during the night-time or on holidays varies 
depending on the day, the insufficient provision of related information 
intensified the mothers’ anxiety. Some of them also noted the 
inconvenience of confirming the location of his/her facility and risks 
due to the necessity of visiting distant facilities. These problems 
may be resolved by appropriately providing public information. 
For example, in the emergency medical service system operated by 
municipalities, information covering issues, such as multiple doctors

on duty on holidays and their specialties, is extensively provided in 
each secondary medical zone [31]. 
   As the information provided through newspapers, TV text data, 
or public relations brochures is limited to the names and telephone 
numbers of emergency hospitals due to limited space, measures to 
improve users’ convenience, such as providing public information 
that facilitates access to online information from mobile phones or 
other terminals, and incorporating navigation functions (maps), may 
be necessary.
   As issues related to out-of-hospital prescriptions, the time needed 
to access the nearest dispensing pharmacy and the usefulness of 
explanations of oral medication and suppositories were noted by 
the mothers. Currently, a large number of municipalities collaborate 
with community-based pharmaceutical associations to designate 
pharmacies on duty on holidays [32, 33]. In addition to this system, 
telephone consultation services provided by family pharmacists/
pharmacies during out-of-service hours and dispensing services 
during the night-time and on holidays are being promoted [34]. In 
a previous study involving pharmacies (N=701), 75.5% established 
a system to provide nocturnal and holiday services, and more than 
60% actually provided them over the last 1 month. It is expected that 
the development of family pharmacies will also improve the quality 
of guidance for parents to appropriately use emergency medical 
services in the future.
   For the mothers belonging to double-income families, it was difficult 
to appropriately manage the situation when noticing their children’s 
sickness after work. They also faced difficulty in accessing medical 
services on weekdays. Their jobs forced them to put off taking their 
children to a hospital until their conditions became worse. In another 
study involving 561 working mothers, 30.5% stated that the sense of 
difficulty in taking leave from work was the most marked (the highest 
level=7) when their children were sick [15]. In the case of double-
income nuclear families, the mother tends to take the sick child to 
a hospital (higher than 60%), or take leave from work to care for 
him/her (higher than 80%) [35]. They take leave from work to care 
for their sick children 3.8 times/year (6.3 days/year) [36]. Based on 
the national policy, leave from work to care for pre-school children 
with sickness is paid [37]. It is also possible to apply for half-day 
leave, but the total number of days is limited to 5 days/year; this is 
lower than the amount of leave actually taken by mothers, indicating 
that it remains difficult for working mothers to take sufficient leave 
from work to care for their sick children even when they can visit a 
hospital during service hours.
   As a study limitation, it was difficult to analyze double-income 
nuclear families, with factors promoting medical service use in non-
emergency cases, poor health literacy, poor academic profiles, low 
incomes, and the absence of siblings incorporated, due to a small 
sample size. Variations in anxiety and pediatric emergency service 
use among mothers due to systems also remained unclear. In order 
to reduce pediatric emergency service use in non-emergency cases, 
it may be necessary to examine double-income nuclear families, 
focusing on additional risk factors such as a lack of parenting 
experience, as children belonging to such families account for the 
majority of service users. Furthermore, the usefulness of pediatric 
emergency telephone consultation services should also be confirmed 
based on users’ characteristics to promote the provision of public 
information regarding such services and their use, and consequently 
reduce emergency service use by non-emergency pediatric patients.
Conclusion
   Working full-time, most mothers belonging to double-income 
families tended to notice their children’s sickness after work. They 
examined the child’s pathological condition based on their parenting 
experience, and decided whether to use emergency medical services 
or wait and see. Therefore, their anxiety was more marked when
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their first children was sick. The pediatric emergency telephone 
consultation service enhanced mothers’sense of security, and 
provided them with guidance for appropriate medical service use.
   The results suggest the usefulness of pediatric emergency 
telephone consultation services for mothers belonging to double-
income nuclear families and lacking parenting experience to reduce 
pediatric emergency service use by them in non-emergency cases.
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