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Utilization rates for urban psychi-
atric emergency services remain
high, and the decision to seek care
in this setting is poorly understood.

Three hundred individuals accom-
panying patients to a psychiatric
emergency service were inter-
viewed about their help seeking
and choice of treatment setting.
Twenty-three of the interviewees
(7.7 percent) were caregivers ac-
companying patients with severe
and persistent mental illness. They
were significantly more likely than
other interviewees to know the dif-
ference between psychiatric emer-
gency services and services offered
by other outpatient providers.
More than half reported that the
patient they accompanied was in-

termittently noncompliant, which
required visiting either a walk-in
service during a moment when the
patient was cooperative or a facili-
ty equipped to provide involuntary
treatment. (Psychiatric Services
51:924–927, 2000)

In a society in which 50 to 75 per-
cent of all individuals diagnosed as

having mental illness live with family
members (1), optimal care requires
intentional structuring of treatment
systems in ways that maximize bene-
fits from their efforts to provide infor-
mal care. Previous research has char-
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acterized relationships between fa-
milial caregivers and individual treat-
ment providers. However, given the
decreasing availability of mental
health services, information about
these relationships may be less timely
than information about familial rela-
tionships with local systems of care.
Little research has attempted to de-
scribe the nature of help seeking by
family members in relation to specif-
ic components of a community-based
treatment system. 

Studies indicate that 22 to 43 per-
cent of psychiatric emergency room
patients are accompanied by others
(2,3). Data from the study by Rosen-
berg and Kesselman (3) imply that
family members typically accompany
unwilling or incapacitated patients.
Gyllenhammar and associates (4) sug-
gested that familial caregivers accom-
pany patients to request rehospital-
ization when the caregiving burden
becomes too great. 

The generalizability of these find-
ings has not been established. How-
ever, they illustrate the complex rela-
tionship between patient, care pro-
vider, and system of care. Additional
work is needed to identify service ex-
pectations and utilization patterns
among informal care providers. This
study was designed to collect prelimi-
nary data about the nature of help
seeking represented by patient-com-
panion dyads visiting a psychiatric
emergency service. It sought to char-
acterize these dyads and describe the
role of the help-seeking companion,
the decision to seek care, and the se-
lection of the psychiatric emergency
service as the treatment facility.

Methods
Interviewees were 300 persons ac-
companying patients to the psychi-
atric emergency service of an urban
public teaching hospital that has an
average of 10,000 visits a year and
treats patients for up to 23 hours. Ad-
ditional characteristics of the study
site and population have been de-
scribed elsewhere (5). Interviewees
were a sample presenting between 11
am and 11 pm Monday through Sat-
urday in the summer of 1995. All
spoke English, were 17 years of age or
older, accompanied a patient over 17
years of age, and provided informed

consent. They were classified as pri-
mary care providers or as noncaregiv-
er companions by self-report. The
study was approved by the hospital’s
institutional review board.

The semistructured interview used
for this study included the Dysfunc-
tional Behavior Rating Instrument (6)
and the Instrumental Activities of
Daily Living Rating Scale (7). Infor-
mation was also obtained about the
type of help sought, such as hospital-
ization and medications, the reasons
for accompanying the patient, and the
reasons for selection of the psychi-
atric emergency service as treatment
provider. 

It was hypothesized that persons
accompanying patients with more ex-
tensive treatment histories would
have different help-seeking patterns
than less experienced help seekers.
Therefore, patients with severe and
persistent mental illness were identi-
fied using 1988 criteria from the Na-
tional Institute of Mental Health: a
diagnosis of psychotic disorder or se-
vere character disorder, illness dura-
tion of two years or more, and func-
tional disability. Functional disability
criteria included current moderate
behavioral dysfunction, which was
measured as a score of 30 or higher
on the Dysfunctional Behavior Rat-
ing Instrument; mild impairment in
activities of daily living, which was
measured as a score of 19 or higher
on the Instrumental Activities of Dai-
ly Living Rating Scale or current
homelessness; and moderate impair-
ment in performance at work, which
was measured as current joblessness. 

For some analyses, self-identified
caregivers of persons with severe and
persistent mental illness were com-
pared with all other interviewees,
which included noncaregiver com-
panions of persons with severe men-
tal illness and caregivers and com-
panions of persons without severe
mental illness.

Demographic information— age,
race, and sex— and clinical informa-
tion, such as voluntary or involuntary
admission status and DSM-IV diagno-
sis, was obtained from medical
records. Symptom onset was defined
as recent when it was within 72 hours
of coming to the emergency service.
The degree of observable behavioral

problems in the psychiatric emer-
gency service— continuous, intermit-
tent, or absent— was rated in keeping
with Murdach’s emergency illness
episode criteria (8). 

Level of care is a local billing code
designating the intensity of treatment
in the psychiatric emergency service.
In this analyses, level I represents in-
tense care, in which medical inter-
ventions such as laboratory testing or
medications were used or when
seclusion lasted more than eight
hours; level II represents minor care,
in which such measures were absent
or lasted less than eight hours. Dispo-
sition was categorized as hospitalized
or not. 

To determine whether the results
from the patient-companion dyads in-
cluded in the study were generaliz-
able, chi square analysis and t tests
were used to compare these visits
with those of other dyads not includ-
ed in the study. Interview results
were then tallied, and responses from
caregivers accompanying patients
with severe and persistent mental ill-
ness were compared with responses
of other interviewees to identify ways
in which previous help-seeking expe-
rience influenced utilization patterns. 

Results
Generalizability 
During the summer of 1995, a total of
2,143 adult visits to the psychiatric
emergency service were document-
ed, and a family member or friend
was present for at least part of 1,029
visits (48.2 percent). To help establish
generalizability of interview results,
the 300 patient visits included in the
study were compared with the re-
maining 729 accompanied patient vis-
its on all patient demographic and vis-
it variables. 

No significant differences were
found on most major variables. How-
ever, the study group included signifi-
cantly more patients with previous
psychiatric treatment (χ2=111.09, df=
1, p=.001), an intense level of care
during the current visit (χ2=9.61, df=1,
p=.002), a need for hospitalization
(χ2=16.27, df=1, p=.001), and no re-
cent suicide attempt (χ2=16.60, df=1,
p=.001). Thus interview responses ap-
peared somewhat weighted toward
dyads representing patients with re-
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curring mental difficulties who were in
the midst of a serious illness episode
that did not include a suicide attempt. 

Interviewees 
Analyses were conducted to under-
stand who came with the patient and
why. Among the 300 interviewees,
most were female (191 persons, or
63.7 percent) and first-degree rela-

tives of the patient they accompanied
(219 persons, or 73 percent). More
than half (165 persons, or 55 percent)
resided with the patient, and only 42
(14 percent) reported that the patient
had experienced a recent onset of
symptoms. Among the 258 interview-
ees who stated that they delayed help
seeking, the most frequently stated
reasons were a hope that the problem

might self-correct (63 persons, or
24.4 percent) and a perception that
the patient was unwilling to seek
treatment (50 persons, or 19.4 per-
cent). 

Most interviewees (239 persons, or
79.7 percent) reported that a “trigger-
ing” event such as dysfunctional pa-
tient behavior ultimately prompted
their seeking help. For 245 interview-

Table 1

Demographic characteristics and interview responses of 300 persons accompanying patients to a psychiatric emergency ser-
vice, by whether they accompanied a person with or without severe and persistent mental illness and whether they were a
caregiver for a person with severe and persistent mental illness 

Accompanied Accompanied Not a caregiv- Caregiver for
patient with- patient with er for a patient a patient with
out severe severe men- with severe severe men-
mental illness tal illness mental illness tal illness
(N=238) (N=62) (N=277) (N=23)

Variable N % N % χ2 df p N % N % χ2 df p

Interviewee description
Mean age in years1 44.09 48.88 2.21 80 .03 44.4 53.8 3.1 22 .01
Male gender 87 36.6  22 35.5 .02 1 .88 102 36.8 7 30.4 .38 1 .54
Race 3.56 3 .31 4.18 3 .24

White 129 54.2 37 59.7 155 56.0 11 47.8
African American 72 30.3 21 33.9 82 29.6 11 47.8
Latino 31 13.1 3 4.9 33 11.9 1 4.4
Other 6 2.5 1 1.6 7 2.5 0 —

Married 140 58.8 39 62.9 .34 1 .56 167 60.3  12 52.2 .58 1 .45
Job outside the home 162 68.1 38 61.3 1.02 1 .31 189 68.2 11 47.8 3.98 1 .05

Relationship to the patient 7.92 2 .02 4.35 2 .11
First-degree relative 166 69.8 53 85.5 198 71.5 21 91.3
Other relative 20 8.4 5 8.1 24 8.7 1 4.4 
Not related 52 21.9 4 6.5 55 19.9 1 4.4

Lives with the patient 122 51.3 43 69.4 6.51 1 .01 146 52.7 19 82.6 7.67 1 .01
Decision to seek care

Symptom onset less than 72 
hours ago 37 15.6 5 8.1 2.29 1 .13 39 14.1 3 13.0 .02 1 .89

Reason for delay in seeking 
care 2.06 4 .73 10.12 4 .04

Thought problem might 
self-correct 49 41.9 14 31.8 58 38.9 5 41.7

Work schedule 1 .9 1 2.3 1 .7 1 8.3
Patient refused 34 29.1 16 36.4 49 32.9 1 8.3
Others disagreed 6 5.1 3 6.8 9 6.0 0 —
Other 27 23.1 10 22.7 32 21.5 5 41.7 

Trigger event less than 72
hours ago 185 77.7 54 87.1 2.66 1 .10 219 79.1 20 87.0 .87 1 .37

Patient seen as incapable or 
unwilling to seek care alone 192 80.7 53 85.5 .76 1 .38 226 81.6 19 82.6 .02 1 .90

Wanted patient hospitalized 121 50.8 34 54.8 .32 1 .58 144 52.0 11 47.8 .15 1 .70
Interviewee’s knowledge

Knew diagnosis 119 50.0 29 46.8 .21 1 .65 136 49.1 12 52.2 .08 1 .78
Had made a previous visit to 

a psychiatric emergency
service with the patient 69 29.0 34 54.8 14.58 1 <.01 88 31.8 15 65.2 10.54 1 <.01

Knew difference between 
the emergency service and 
other outpatient services 117 49.2 41 66.1 5.68 1 .02 137 49.5 21 91.3 14.92 1 <.01

Sought help elsewhere first 101 42.4 32 51.6 1.68 1 .20 122 44.0 11 47.8 .12 1 .73
Referred by some other source 157 66.0 38 61.3 .47 1 .49 184 66.4 11 47.8 3.23 1 .07

1 A t test was used for group comparisons.
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ees (81.7 percent), the decision to ac-
company the patient involved a belief
that the patient was either incapable
of or unwilling to go to the emergency
service alone. A total of 155 intervie-
wees (51.7 percent) verbalized a wish
for the patient to be hospitalized. 

Table 1 presents comparisons be-
tween caregivers accompanying per-
sons with severe and persistent men-
tal illness (N=23) and all other care-
givers and companions (N=277).
Caregivers of persons with severe
mental illness tended to be older than
other interviewees. Fewer worked
outside the home, and more lived
with the accompanied patient. Signif-
icantly more caregivers of persons
with severe mental illness had previ-
ously visited the psychiatric emer-
gency service and could identify a
unique feature of treatment in this
setting.

Nine of the 23 caregivers of per-
sons with severe mental illness said
that before coming to the emergency
service they had waited for a moment
of cooperation from the patient, who
was unaware or not accepting of the
need for treatment during an episode
of serious illness. Four of the 23 care-
givers stated that when the acutely ill
patient remained steadfastly noncom-
pliant, they delayed seeking help un-
til legal conditions for involuntary
treatment, as defined by state mental
health law, were likely to be met. In
both instances of delaying treatment,
the psychiatric emergency service
represented the only 24-hour, walk-in
service provider available. 

Discussion
Results from analyses of the inter-
views appear to support different pat-
terns of use of the psychiatric emer-
gency service according to features of
the help-seeking dyad. Overrepresen-
tation of some groups in the interview
pool does not appear to have ob-
scured these differences. Half of the
interviewees who were not caregivers
of persons with severe mental illness
were unable to differentiate unique
features of treatment in the emer-
gency setting. Despite the close rela-
tionship between most interviewees
and the patient they accompanied,
some interviewees may not have been
involved enough to accurately reflect

the patient’s care-seeking efforts.
However, other patients’ visits to the
emergency service appear to be the
result of fairly uninformed service
use. 

Given the differences between the
psychiatric emergency service and
other providers, indiscriminate use of
the emergency service may have an
adverse impact on the success of the
help-seeking effort (9). A triage and
referral function built into the emer-
gency service intake process with
seamless transitions to other commu-
nity-based systems (10) might go a
long way toward promoting more ef-
fective service use. 

Data from this study further imply
that families providing care to inter-
mittently noncompliant individuals
with severe and persistent mental ill-
ness have specific service needs. Clin-
icians report that burnout among
caregiving families is frequently asso-
ciated with significantly reduced qual-
ity of life for patients with severe men-
tal illness. It is in the best interests of
patients, care providers, and treat-
ment systems, therefore, to find ways
to address these service needs direct-
ly, and the psychiatric emergency ser-
vice may be able to play a pivotal role
in augmenting such efforts. ♦
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