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Although a considerable amount
of research has been conduct-
ed on factors that influence the

use of behavioral health care services
(1–4), there has been little research on
the use of these services within fami-

lies. Additional knowledge about use
of behavioral health services within
families is likely to be important from
an epidemiological perspective and
may help improve access to care. First,
epidemiological studies have shown

that many mental illnesses have a ge-
netic component (5). Second, mem-
bers of the same family share environ-
mental risks. The presence of a family
member with mental illness could in-
crease the stress level of the house-
hold, and stress is an environmental
risk (6–8). Family functioning can also
be a risk factor; for example, being in
an unhappy marriage is a risk factor for
depression (9). Third, when one fami-
ly member uses services, other family
members obtain information on how
to gain access to care. Finally, family
members may have similar attitudes
about obtaining care and about the
kind of care they want to receive. 

The limited research that is avail-
able suggests that there are family in-
teractions in service use. A strong in-
fluence of parents’ use of health care
services on their children’s use of
health and mental health services has
been reported in several studies
(10–12). Marital status—in particular,
divorce or separation—affects the use
and costs of adults’ health care servic-
es (13,14). Patterns of differential use
based on household composition and
the presence of a disabled person
have also been documented (15). 

The availability of a large claims
database from a behavioral health
care company gave us a unique op-
portunity to examine service use pat-
terns among privately insured fami-
lies in a population of more than a
million covered lives. Because eligi-
bility data were not available, our
analyses focused on behavioral health
consumers who were identified from
claims data and information about en-
rollees of employer-sponsored health
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Objectives: The authors studied enrollees in employer-sponsored man-
aged health plans to determine the extent of multiple behavioral health
consumers within families, use of behavioral health services by employ-
ees who have another family member using such services, congruence of
diagnoses between two family members using behavioral health services,
and the effect on covered charge per behavioral health consumer when
other family members use behavioral health services. Methods: Claims
data from 911 plans sold or managed by a single managed behavioral
health care company were examined. The plans provided coverage for
724,789 employees and covered about 1.7 million lives. Family members
of employees were identified by the relationship codes on the claims. Ser-
vice utilization rates were calculated for employees overall and for em-
ployees who had spouses or children who used behavioral health servic-
es. Mean and median covered charges were determined and were exam-
ined by number and type of consumers in the family. Results: The use of
behavioral health services was greater among employees whose children
or spouses used behavioral health services. Utilization rates varied by the
child’s or spouse’s diagnoses. More than 50 percent of male employees
whose children received treatment for a depressive disorder also re-
ceived such treatment. Congruence of diagnoses within families was not-
ed. Covered charges per person generally increased with the number of
family members who used behavioral health services. Conclusion:
Greater knowledge about patterns of use of behavioral health services
within families may help in improving access to care and developing more
effective family interventions. (Psychiatric Services 53:743–748, 2002)



plans. We considered three research
questions. First, if a family member
other than the employee uses behav-
ioral health care services, is the em-
ployee more likely to use such servic-
es? Second, if two family members use
behavioral health care services, do
their claims list similar diagnoses?
Third, what happens to the cost per
consumer when other family members
also use behavioral health services?

Methods
Data
We used insurance claims data from a
set of plans sold or managed by a
large managed behavioral health care
company. The plans selected for the
study were effective for the full 1996
calendar year and covered about the
same number of employees each
month. These criteria were used to
identify plans that had a stable enroll-
ment. This approach produced a sam-
ple of 911 plans with 724,789 en-
rolled employees and an estimated
1.7 million covered lives. All behav-
ioral health care claims for services
incurred in 1996 were included. The
companies that sponsored the plans
were varied, and enrolled employees
live in all 50 states. Benefit structures
varied considerably across plans. 

Enrollment status
Individuals who used behavioral health
care services were identified in the data
by their enrollment status—employee,
spouse, child, or other dependent. Only
.2 percent of consumers were enrolled
as other dependents, and more than 90
percent of these were under 19 years of
age. Thus we combined other depend-
ents and children and categorized them
as children. We classified both employ-
ees and spouses as adults. 

Family definition
Because eligibility files were not
available, we focused exclusively on
persons who used behavioral health
services. In these analyses we defined
a family on the basis of the observed
use of these services. Any person who
used behavioral health care services
was defined as a consumer. The size
of a family was defined by the num-
ber of behavioral health consumers in
that family, not by the number of ac-
tual family members. Thus an em-

ployee who used behavioral health
services and had no enrolled depend-
ents and an employee who used such
services and had numerous enrolled
dependents, none of whom used be-
havioral health services, would both
be defined as one-consumer families.

Assigning claims
A behavioral health claim was defined
as any accepted and processed insur-
ance claim with an associated behav-
ioral health diagnosis. For some
analyses we classified consumers into
specific diagnostic categories: those
with claims involving a depressive dis-
order, those with claims involving a
substance use disorder, those with
claims involving serious mental illness
(essentially a bipolar or psychotic dis-
order), and those with claims involv-
ing attention-deficit hyperactivity dis-
order, depending on the diagnosis
coded on the claim. (Code classifica-
tions are available from the first au-
thor on request.) A consumer with
more than one claim could be classi-
fied as a member of more than one of
these diagnostic groups if different
claims listed different diagnoses. 

Intensive use
We classified individuals as either in-
tensive or nonintensive consumers, ac-
cording to their level of service use. On
the basis of discussions with behavioral
health clinicians and managed behav-
ioral health care organizations, we clas-
sified adults as intensive consumers if
they had at least ten outpatient visits or
any inpatient admission during the
study year. We classified children as in-
tensive consumers if they had at least
six outpatient visits or any inpatient ad-
mission during the study year.

Covered charges
We focused on covered charges, which
reflect the price of a service negotiated
between the managed behavioral
health care organization and service
providers. Covered charges are used
as a surrogate for the cost of care. 

Service use
We determined overall service use by
dividing the number of consumers
who filed a claim in 1996 by the esti-
mated number of covered lives. Ser-
vice use rates were determined for all

employees and for those who had a
spouse or a child who used behavioral
health services. We were able to de-
termine separate rates for employees
who had dependents who used behav-
ioral health services, because every
dependent filing a claim had to be as-
sociated with an enrolled employee.

Statistical methods
Without eligibility data, we were limit-
ed in the types of statistical analyses
we could conduct. However, we used
the chi square test to assess differences
in categorical variables and the
Kruskal-Wallis H test to determine
whether the average covered charges
for individuals varied by type of family.  

Results
Overall use
In 1996 a total of 124,744 individuals
(about 9 percent of all covered lives)
had at least one behavioral health
claim. These included 92,765 adults
(62,357 employees and 30,408 spous-
es) (74 percent), and 31,979 children
(26 percent). These individuals came
from 106,858 families of consumers.

Service use
We first considered whether the use of
behavioral health services by one fam-
ily member increased the likelihood
that another family member would use
these services. With the available data,
we were able to examine this question
for employees only. The results are
summarized in Table 1.

A total of 30,406 employees (4 per-
cent) had a spouse who used behavioral
health services. Of these employees,
21.8 percent used behavioral health
services, a rate considerably higher than
the overall employee utilization rate of
8.6 percent. Use of behavioral health
services varied with the spouses’ diag-
noses. For example, 24.2 percent of em-
ployees whose spouse used services for
a depressive disorder used behavioral
health services themselves, compared
with 20 percent of employees whose
spouse used behavioral health services
but not for a depressive disorder. How-
ever, employees who had a spouse who
used services for serious mental illness
were less likely to use behavioral health
services than those who had a spouse
who used behavioral health services but
not for serious mental illness.
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In addition, use of services by em-
ployees with a spouse who used be-
havioral health services intensively
was significantly higher than use by
employees with a spouse who used
these services but not intensively
(33.6 percent compared with 17.5
percent). Similar patterns were ob-
served when employee data were dis-
aggregated by sex. However, the rates
for female employees whose spouses
used behavioral health services were
consistently and significantly higher
than those for male employees whose
spouses used these services, both
overall and by diagnostic group. 

As Table 2 shows, similar associa-
tions were observed between em-
ployees’ use of behavioral health serv-
ices and their children’s use. Overall,
18.4 percent of employees whose
children used behavioral health serv-
ices used behavioral health services
themselves, a rate considerably high-
er than employees’ overall utilization
rate of 8.6 percent. The use of behav-
ioral health services by this subset of
employees also varied by the child’s
diagnosis. For example, 16.4 percent
of employees with a child who used
behavioral health services for atten-
tion-deficit hyperactivity disorder
used behavioral health services them-
selves, compared with 23.6 percent of
employees with a child who used be-
havioral health services for a depres-
sive disorder. Furthermore, the uti-
lization rate of employees whose chil-
dren were intensive consumers of be-
havioral health services was consider-
ably higher than the rate of employ-
ees whose children used behavioral
health services but were not intensive
users (24.2 percent compared with
14.9 percent).  

Congruence of disorders 
within families
We next examined the extent of con-
gruence in disorders among family
members. We looked specifically at
depressive disorders, substance use
disorders, and serious mental illness.
Table 3 lists data on use of services for
depressive disorders among adult
male consumers and members of their
families. The men were significantly
more likely to have a claim involving a
depressive disorder if a member of
their family had such a claim.

For example, focusing on families
in which both a man and a child had a
behavioral health claim, we observed
that 51 percent of men who had a
child with a claim involving a depres-
sive disorder filed such a claim them-
selves, whereas only 32 percent of

men who had a child with a claim in-
volving a diagnosis other than a de-
pressive disorder filed a claim involv-
ing a depressive disorder themselves.

A similar pattern was observed for
congruence of claims involving de-
pressive disorders in all other combi-
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Use of behavioral health care services by employees whose spouses used behav-
ioral health care services under employer-sponsored managed health plans in
1996 

Employees in indi-
cated subgroup who 
also used servicesa

Spouse’s service use Number of
and diagnostic characteristics employees N %

Employee’s spouse used services
All employees 30,406 6,603 21.8
Male employees 23,885 4,739 19.8
Female employees 6,521 1,874 28.7b

Employee’s spouse used services 
for a depressive disorder

All employees 12,780 3,096 24.2
Male employees 10,723 2,347 21.9
Female employees 2,057 749 36.4b

Employee’s spouse used services 
but not for a depressive disorder

All employees 17,626 3,507 20.0
Male employees 13,162 2,382 18.2c

Female employees 4,464 1,125 25.2b,c

Employee’s spouse used services for 
a substance use disorder

All employees 1,751 381 21.8
Male employees 860 152 17.7
Female employees 891 229 25.7b

Employee’s spouse used services but 
not for a substance use disorder

All employees 28,655 6,222 21.9
Male employees 23,025 4,577 19.9
Female employees 5,630 1,645 29.2b,c

Employee’s spouse used services for 
serious mental illness

All employees 1,861 353 19.0
Male employees 1,461 260 17.8
Female employees 400 93 23.3b

Employee’s spouse used services but 
not for serious mental illness

All employees 28,545 6,250 21.9c

Male employees 22,424 4,469 20.0c

Female employees 6,121 1,781 29.1b,c

Employee’s spouse used services intensively
All employees 8,106 2,721 33.6
Male employees 6,380 2,007 31.5
Female employees 1,726 714 41.4b

Employee’s spouse used services but 
not intensively

All employees 22,300 3,882 17.5c

Male employees 17,505 2,722 15.6c

Female employees 4,795 1,160 24.2b,c

a Of the 724,789 enrolled employees, 62,357 (8.6 percent) used services.
b The difference between men and women was significant (p<.001).
c The utilization rate of employees whose spouses used services and had the specified condition is

significantly different from that of employees whose spouses used service but did not have that
condition (p<.05).



nations of consumers—wife and hus-
band, woman and child, and child and
parent. We found a similar congru-
ence of diagnoses when we examined
claims involving substance use disor-
ders and serious mental illness. For
example, 5 percent of children had a
claim involving a substance use disor-
der; however, in families in which an
adult had a claim involving a sub-
stance use disorder, 13 percent of
children had a claim involving a sub-
stance use disorder. In all cases, if a
family member had a specified condi-
tion, other consumers in the family
were significantly more likely to file a
claim for that condition (p<.01).
(Data are available on request.)  

Users and covered 
charges across families
The majority of consumers (73.8 per-
cent) were in one-consumer families,
19.7 percent were in two-consumer
families, 5 percent were in three-con-
sumer families, and 1.5 percent were in
families with four or more consumers.
The data suggest that the average cov-
ered charge per consumer increased
with the number of consumers in the
family. The consumers in one-con-
sumer families accounted for 67.7 per-
cent of the total covered charges; those
in two-consumer families, 22.6 per-
cent; those in three-consumer families,
7.1 percent; and those in families with
four or more consumers, 2.6 percent.

Additional data on the association
between average covered charges and
the number of consumers in the fam-
ily are presented in Tables 4 and 5.
These data show how the average cov-
ered charges for a given type of con-
sumer—man, woman, or child—var-
ied with the types of consumers in the
family. The trends in the median cov-
ered charges are similar for all three
types of consumers. In all cases, the
median and mean covered charges
per consumer were lowest if the con-
sumer was the only person in the fam-
ily who was using services and were
highest if the consumer was living in a
family in which at least one child and
two adults were also using services. 

We then looked at whether age, the
person with the selected disorder,
and intensive use varied in any sys-
tematic way with the number and
type of consumers in the family. The
main finding was that as the number
of consumers in a family increased,
those consumers were more likely to
be intensive consumers and were
more likely to have a claim involving a
depressive disorder. For example, 25
percent of men in one-consumer
families were intensive consumers of
behavioral health services, compared
with 39 percent of men in families in
which both spouses and at least one
child used behavioral health services.
Similarly, 31 percent of men in one-
consumer families had a claim involv-
ing a depressive disorder, compared
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Use of behavioral health services by employees whose children used behavioral health services under employer-sponsored
managed health plans in 1996

% of employees in 
indicated subgroup 
who also used servicesa

Number of
Children’s service use and diagnostic characteristics employees N %

Employee’s child used services 29,036 5,353 18.4
Employee’s child used services for a depressive disorder 6,371 1,504 23.6
Employee’s child used services but not for a depressive disorder 22,665 3,849 17.0b

Employee’s child used services for a substance use disorder 1,515 289 19.1
Employee’s child used services but not for a substance use disorder 27,521 5,064 18.4
Employee’s child used services for attention-deficit hyperactivity disorder 8,908 1,463 16.4
Employee’s child used services but not for attention-deficit hyperactivity disorder 20,128 3,890 19.3b

Employee’s child used services intensively 11,090 2,688 24.2
Employee’s child used services but not intensively 17,946 2,655 14.9b

a Of the 724,789 enrolled employees, 62,357 (8.6 percent) used services.
b The utilization rate of employees with children who used services and had the specified condition was significantly different (p<.001) from that of em-

ployees whose children used services but did not have that condition. 

TTaabbllee  33

Use of behavioral health services for depressive disorders among 34,785 adult
male consumers and members of their families who were covered by employer-
sponsored managed health plans in 1996 

Percentage of 
men who used 
services for a 

Use of services Number depressive dis-
within the family of men der (N=11,375)

Man and child both used behavioral health services 3,733 37.3
Child used services for a depressive disorder 1,012 50.9a

Child used services but not for a depressive disorder 2,721 32.2
Man and wife both used behavioral health services 6,605 38.8

Wife used services for a depressive disorder 3,234 49.1a

Wife used services but not for a depressive disorder 3,371 28.9

a The proportion was significantly higher (p<.001) than the proportion for men whose children or
wives used services but not for a depressive disorder.



with 41 percent of men in families in
which both spouses and at least one
child used behavioral health services.
(Data are available on request.)

Discussion and conclusions
These data suggest that there are im-
portant interactions among family
members with respect to the use of
behavioral health care services. Three
important observations emerge from
this analysis. First, if an employee’s
spouse or child used behavioral
health services, the probability that
the employee also used behavioral
health services was greater. Second,
some congruence of diagnoses within
multiconsumer families was noted.
Third, in general, for men, women,
and children, the average charge per
consumer increased as the number of
consumers in the family increased. 

There are many reasons for possible
linkages in service use among family
members, such as trait preferences in
spousal selection, shared genetic risks
for illness between parents and chil-
dren, and shared environmental risks
within families, including the stress as-
sociated with the presence of an ill
family member and the stress associat-
ed with divorce or an unhappy mar-
riage (6–14). The proportion of con-
sumers with a claim involving a mood
disorder was high in multiconsumer
families. In addition, consumers in
these families may have similar pat-
terns of behavioral health care use,
perhaps mediated by common atti-
tudes toward obtaining care, less influ-
ence of stigma, greater knowledge of
how to gain access to behavioral health
care services—including direct access
to the clinicians who are providing be-
havioral health services to other family
members—and the opportunity to
learn from the positive treatment ex-
periences of other family members. 

We did not have any a priori hy-
potheses about how average covered
charges per consumer would vary in
multiconsumer families. Average cov-
ered charges would tend to be lower
if a single provider was treating more
than one member of a family. On the
other hand, consumers in multicon-
sumer families may be more likely to
have serious problems, which would
lead to higher average covered
charges. Our findings are consistent

with the latter explanation. For exam-
ple, in families in which both adults
and at least one child used behavioral
health services, 39 percent of men, 47
percent of women, and 54 percent of
children were intensive behavioral
health consumers, whereas the over-
all proportions of intensive con-
sumers among men, women, and
children were 28 percent, 27 percent,
and 37 percent, respectively.

However, it is also likely that the
factors that account for higher utiliza-
tion rates among consumers in one
family, such as shared attitudes to-
ward obtaining care and treatment
style, lead to more intensive use of
behavioral health services by these
consumers—this too would tend to
increase average charges. Finally,
covered charges may reflect billing
practices: practitioners who treat
more than one member of a family
may shift charges from one family
member to another to avoid paper-
work or penalties if limits on treat-
ment are reached. Subsequent effects

of such a practice are unclear. In any
case, the observed patterns are strik-
ing and should be explored in more
depth with a richer database. 

It is possible that information on
service use patterns within families
could be used to identify family mem-
bers who might be at risk of mental
disorders and that, within confiden-
tiality guidelines, screening methods
could be developed and implement-
ed. It is also conceivable that such in-
formation could be used to develop
case management systems or other
family-directed psychosocial interven-
tions for high-risk families. However,
these data are more likely to be useful
in improving care than in controlling
the costs of behavioral health services,
because the number of multicon-
sumer families is small.

Although several studies have ex-
amined interactions in mental health
service use between mother and child
or between parent and child (10–
12,16–18), our study is one of the first
to look at interactions among all con-
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Covered charge per adult by type of behavioral health consumers in the family

Covered charges ($)a

Men Women

Service users Mean SD Median Mean SD Median

All adults 861 2,271 261 801 1,944 260
Adult alone 829 2,371 230 753 1,867 236
Adult and one or more children 779 1,742 255 879 2,455 300
Adult and spouse 1,000 2,059 401 1,016 1,878 475
Adult, spouse, and one or more

children 1,061 1,817 482 1,306 2,524 630

a The Kruskal-Wallis H test showed that the differences in mean covered charges between any two
types of consumers in a family was significant (p<.05).

TTaabbllee  55

Covered charges per child by type of behavioral health consumers in the family

Covered charge per child ($)a

Service users Mean SD Median

All children 927 2,981 247
One child 777 2,468 206
Two or more children 924 3,299 247
One or more children and one adult 1,181 3,538 320
One or more children and two adults 1,409 4,287 460

a The Kruskal-Wallis H test showed that the differences in mean covered charges between any two
types of consumers in a family were significant (p<.01).



sumers in a family. The study must be
considered only exploratory because
of four major data limitations.

First, individual eligibility data
were not available. Eligibility data,
which provide information on every
enrollee in a health plan, are neces-
sary for establishing detailed and
complete service use patterns by fam-
ily type. Second, the data we used
covered only one year. Thus it was im-
possible to identify any temporal pat-
tern of interaction among family
members. We could observe only a
one-year snapshot of what is a long-
term dynamic issue and thus could
look only at association, not causation.
Long-term—preferably prospective
—data are necessary for understand-
ing the burden of illness within fami-
lies and for developing intervention
strategies. Third, the diagnostic infor-
mation was based on claims data, not
clinical information. Finally, although
the data set was very large, it was de-
rived from a subset of the employed
population whose behavioral health
care was managed by one behavioral
health care company. It is not clear
how representative this population is
of all persons in employer-sponsored
plans. Furthermore, the population
that is covered by employer-spon-
sored health insurance is healthier
and is composed of persons with
higher incomes than those of other
persons under the age of 65 years
who are either uninsured or are cov-
ered by a public program (19,20).

Nevertheless, the data indicate that
there were important interactions
among family members with respect
to the use of behavioral health servic-
es, and we suspect that these interac-
tions will be important for other pop-
ulations. Furthermore, the patterns
of covered charges were so striking
that we believe multiconsumer fami-
lies should be the focus of more re-
search. This research should focus on
the nature of the clinical problems
and the types of linkages between
them, the clinical paradigms selected,
and family attitudes toward mental
health care. It is remarkable that
health services research has not fo-
cused on family service use patterns.

Furthermore, the broader behav-
ioral health research field has not in-
vested much effort in developing em-

pirically based family-level interven-
tions. Although a significant move-
ment advocated family therapy and
family systems approaches for mental
disorders in the 1960s and 1970s, lit-
tle attention was placed on empirical-
ly studying and testing these interven-
tions, in contrast with the attention
given to individual therapies—for ex-
ample, interpersonal therapy (21).

In fact, a recent review of articles
published in three family therapy
journals between 1994 and 1998
found few empirical studies that fo-
cused on clinical outcomes (20) and
only three that reported receiving ex-
ternal funding (22). Our preliminary
data argue for a new look at this ques-
tion and for expanded and more so-
phisticated efforts to understand fam-
ily dynamics in the use of mental
health services and a focus on the
family as a unit for potentially more
effective and efficient interventions. �
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