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fisfernals. to Mental Healtn '
Treatment Facilities

The process of ontaining meéntal hesltin treatment involves
» , , _ .

.

'several steps of identification and depisioné £p:?aqt%ogH .
(quertoh, 1569; &§—5@, Kadushin, .1960; 12). These are completed
eitner Dby ﬁhe potentisl client or by ths person. or agency motivf
vating this person to recelve treatment. Fifst there must be
recognition'fhat sometaing is wrong. The problem must be
identified as one whica snould be dealt with in a psychalégical:;
1mann¢rf 'Thensactioyrmust_be taken to héndlerthis problem.
A deéisién must be mads about thé appropriste type of professional
to consult, then g specific office must be chosen. .This process
inciuces labeling a problem snd the appropriate action to
tske on itéefGPe:treatment is initiaﬁed..

One aspect of fhis process is the referral to tregtmanty
A client of a mental heaith facility may have béen salf-referred,
or {s)he may have been referrcd to treagtment fhyough a relative,
a friena, the'clefgy, g physicign, = ps;chiatfist, the schools,
pelice, the court system, or & social service agency (National
Institute of Mental Health,'19?o). 4 referrsl occurs whén a
person is given'the name of a mental heslith professional or
agency py snother person or a representative of somertype of
social agency. This refsrral m2; be made on the request oi the

prospective client or 1t may De an unsolicited suggestion
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{Kadusnin;171). Tae veierrsl may involve various degress of
coeprcion or it may be a response to s search for help.

Tne person or sgency who is dinstrumental in motivating

someone to recelve trestment is an important link between the

patient, the treatment center; and tne .community. In this way

the referral gsource indicates something'about the client and it

“might inft'luenee the behavior of the client. The reflerral source.

would, as & link with the community, say something to the mental’

health workers avout the client.  This could inflﬁence treéﬁﬁehtr
and subsequentiy, the course df the illness.

Tonis reséarch is based on an intersst in mentsl health
trestment. Tie goal of whicn shoulﬁ,be helping sa peréoﬁ Geal
with the situations they are faced with or helping a person
lesgrn to change these sitﬁatians. Mentai health care éhould
not be divorced from the client's social sitﬁaticn. One starting
point_for learning sbout a client's total environment is learning
about the process tnrough wnich they came to receive mental
nealth trestment.

This paper is orgsnized into three msin sections. The first
is a review of the literature which serves as a theoretical
background for thiSVPeSGSPCh. 3ocial context is examined with
its implications for aefining problems in tefms of mental or
emotional c¢oncerns. Certalin personal limitations on seeking
nelp sre discussed. The literature dealing with specific'referral
sources to mental healtn treatment are examined. The second
section cbntains impressions gained from interviews with mentsal

lth professionals about tne lmportance of the referral source

o
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sn_tneir-evsluations of a ¢lient. They responced to guestions
apout what people come to them, wﬂat‘infgrmatidn a person's
referral source gives to them énd the implications of this
intormation. The third section ofithis pépér'deals witn -in-
formation'gathered from'a_community'méhtalﬁhéalth,centef..'Thesé

P

~dets concern referral source and how 1t may be a reflection of:

g client's social contacts and previous expsrience using mental

.. healtn facilities.

David Mechanic has written sbout the importsnce of the social
context in wnich mental health is defined (1962). A person
reaches mental health treatmeﬁt because someone has- made an
evaluation of his/her mentsl status. This evaluation may have
been made by the future patient, through comparisons between past
and. present emotional states, it may have been made by the persen's
social group, family or friends, or by'cpmmunity agencies or
psychiatric experts. An evsluation of somecnet!s mental status
wnien results in that person's hoépitalizatién caﬁ be-ﬁédé ﬁith
varying degrees of expertise, in varying sccial situations and
with varying definitions of what constitutes behaviar requiring
psyeniatric treatment. |

Mechanic's argument is %hat when someone is hospitalized,
mentael illness is sassumed. The decision to have someonse
nospitalizea can be made by éﬁmeonerwith no knowledge about .

mental illness) therefore, the disgnosis of mentsl illness can

=ty

be given by a layperson. A doctor does not have the necessary

[ s

time to make & full assessment of the patient's situstion, so
(s)he assumes illness. The aoctor's task is then to epply a

lsbai to this 1llness.



This article is desling with mental hospitalization. The

process. of labeling and cisgnosis may not be as severe in cases

wnen & person becomes 1 vofweu with & community men@al health

center. Hopefully, the lszbeling consequences are not as severs.

L)

This article does serve %o emphasizé thg'impdrtanée of ‘the
S persons wno racognize gnd deal with:the'émdtioﬁal or_meﬁtal
problems of a person. _ , o e

An experiment by Coise, Costanzo and Cox (19?5)'deait'with |
various "gatekeeper professionals" and whether or not théy
derined symptoms of mentsl illness in the same way. A "gatekseper
professional™ is someone ". . . who serves as an intermediary
between the family or friends of a would-be patient and the
mental health agencies of the éemmunity"(626),

A-sample of gatskespers were preéehﬁéd with various sympﬁoms
and were asked to rate them according to how much concern they
would feel about the mental health of the perSonrdescribed}

This sémple consisted of physicians, clergy, police, social
workers, and public healtnh nurses., These professionals rated the
symptoms as not evoking concern, evoking some concern, or evoeking
much concern about the person involved. Their {indings showed
that the ordering of the severity of the symptoms was basically
the same for all groups. The police deviated the most from this_
pattﬂrn. The clerg; saw the items as warrenting more?concefn,
§W€ Qﬁf than the others. They WETES followéd by physici ns and nurses.

Police and social workers were lesgs likely to see the ltems as

warrenting concern. Thougn there is a basic agreement concerning.

X
o

v _
&V& the conceptions of mentsl illness, there are differences in
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degree. wWhnat is important to note in this -study are tne
differences in-the recognition of mental illness. The clergy
are most closely in agreement with psychiatric concepts of
mental illness. The authors speculate that social workers
and police have a higher threshold for deviant behaviors becsuss

. . . they are involved in maintaining social order,

within the community as a whole and within the family

as well, they deal with the more troubled and possibly

the more troublesome members of the community. Thus,

it may be that as one becomes more familiar with deviance

and disorder, one's threshold of concern for deviance

would increase (633).
They also speculate that the police and soclal workers are more
likely to deal with persons who nave not broken & law, but who
are destructive. These are people who are not willing o submit
to psychiatric treatment. These gatekeepers might, therefore,
te reluctant to label them mentally ill.

It is important to exsmine the attitudes of these gate-
keepers., These are the people wno provide helping services
and are concerned with moral, legsl, and social order.

(G)atekeepers influence not only the immediste

Gecisions about who will be directed to mental health

agencies, but they also indirectly shape the mental

health conceptions of the community in which they

serve (626).
Q:ice agsin, the situation in which this behavior is defined as
mental illness appesrs to be very important. The social context
is, in part, responsible for who is labeled mentally ill end
whnc receives treatment for mental illnsess.

Members of the screening unit of s county mental heslth

1

¢
}_Ju

nic were observed as they interviewed incoming clients to

=%
L

w

ne clinic (Anderscn, 1977). This study identified ares

ot

o}

Ol

practical reasoning which occurred in this interview, thet i
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situations in ﬁhiéh the client's problems were redeflined and were
made te it into the treatment propram available. The staff
was responsible for translating the presenting problem into a
treatment problem. Thke preseniting problem Iis what_the client
says is bothering him or her. Tne treatment problem involves
aspects of the client;s féa;'probiém, that is what i$ ps§chiét-
“rically wrong with the client, that the staff can do something
about. This,tréafment“problem_becomes'the basis for referral.
This process involves many judgements, interpretation_of the
Presenting problem into a real problem and then this resl
problem into the treatment problem., The findings of this study
reveal that screening workers shape the problen by asking only
certain kinds of questions. The author lsbels this "the idea of
intentionality: the idea that staff membePS'intend things by
asking the patterns of guestions they do and suggesting-referrals.
for further treastment" (175).

These three studies illustrate the variability inherent in
receiving a referral tb mental health treatment. The person
who makes the judgement that mental health treatment is whaf
is called for is in an important positiona The person evaluating -
problems to define the proper kind of trestment is also performing
a vital role.

Ghérleijadushin (1969) emphasizes the importance of
seeking informaticon sbout psychiatric help sources and avenues
to treatment. e asserts that various avenues to psychiatric
treatment afiect the types of presenting problems, the typs of
therapist consulteda, and probably the cutcome of the reguest

for nelp. Kedusnin's boox Why People Go to Psychistrists deals
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with those who l.ave sougn® psychiatric trestment. In the sample
30 to 90% of those wno went to psychiatric clinics had talked
with othsrs sbout their problems (196). Kadushin emphasizes
the iéportance ol this f*gufe aﬁd,relate$ fhé impbrtéﬁce of
conversation to changing sttitudes about psychotherapy. ;Thé-
person who acquires-a lct of knowledge about psychology and
psychological treatment_is different Trom the one'with little
information. "Although wé cannot prove it conclusively with our
data, we suspect that the very process of acquiring information
changes both the applicaﬁt and his seli-concept" (249).

Kadushin wrote about three types of clinics (LL7). The
analytic clinic was closely linked with psychiatric sources,
-therapy was psychoanalytic. The religio-psychistric clinicﬁhad
therapeutic goals similsr to the analytic elinics but ineluded
pastoral counseling. The hospital clinics received most of their
patients through other clinics and their own hospital. There
was usually less psychoanalytic treatment and more emphasis on
chemotherapy. When applicants to these three typés of ¢linics
were asked about seeking informatioh about these matters 91% of
snalytic clinic applicants, as opposed to 53% of the religib—
psychiatric and 44% of the hospital“clinic applicants "said they
had taken somne action to get informastion™ (251). These figures
indicate some kind of relationship between ssking for information
and the type of mental health clinic consulted. The author
goes on to conclude that those who are more psychologieally
oriented; i,e. those who go to gnalytic clinics, talk to cthers

more avoul their problems.



Both an orientstion to matters psyjchological and a

willingness to see oneseclf as especially needing

help are therefore traits relatsa to asking others

for jinformation about psychistrists and psychiatric

clinics (256). '

By derinition mental illness is beyond the control of the
individual (Clark and Anderscn, 1967}, yet ths individusal ié_
expected ﬁo overcome this conditicn or seek help in overcoming
it. This brings into mental healtn studies the whole notion
of expectancy'@f control. A person's feelings of efficacy abouﬁ
a situstion have been shown to influence the amount of action
that person will take to change the situation. This theory
might be related to mental illness, those persons who believe
they have a certain smount of control over their feelings and
emotions might be nore willing to ask for help in dezling with
them if they feel the nesd.

indices .

Internal-externsl scales and indexes tapping feelings of
powerlessness have been designed to give en indication of how
much in control of a situation a person feels to be and the.
behaviorasl conseguences for these feelings eof control. An
internal locus of control is the belief_thét PBW%PdS depend on
cne's own behavior or performance. Each occurance of a rein-
forcement gives information which is used in assessing the situation
end improving one's control over that'situation (Gurin, Gurin,
Lao and Beattie, 1969, Rotter, Seeman and Liveraﬁt, 1962).
Chance or luck is the important concept in the external cénstruct.
2 Externality is the feeling theat the world is not rabtlonzl and

<t§prediotable and that control lies in the hands of persons or

foreces which are stronger than oneself. - It implies personsal

]

weazness (Gurin et.al., Rotter et.sl.).



The emphasis on the situation indicates that the

“internal-external control construct is not concelved

as a typology whereby pesople can be dichotomously

.classified but as a hypothetical construct to acqount

for intraindividual ss well as interindividual

response variations 1ﬂ Speleled situations (Rotter,

et.al.; 499).

Tne notion of powerlessness, one aspect of alienation, is
similar to externality. Powerlessness 1s

. « « the expectancy or probabilitj held by the

individual that his own behavior cannot debtermine

the occurrence of the sutcomes, or reinforcements,

he seeks (Seeman, 1959;784).

The notion of having some conirel over one's situation
nas been empirically linked to the propensity to take direct
sction on ons's environment. Jean Langlie (1977) conducted an
experiment which demonstraied a significant relationship between
gomeone's perceptions of control and appropriaste health care.
velisvior. The belief that ons has some conbrol over one's
health and that the benefits of preventative health care behaviors
are high (or that the costs are low) accounts for 19-34% of the
variance in preventative health care (250). Activity in the
civil righits movement has also been positively correlated with
feelings of contrel (Strickland, 1965). Negro eollege students
were compared on degree of activity in civil righis movements
and measureg of internality-externality, need for social spproval,
age, and educatlon.: Internality wss proven to be the most
important variable in predicting level of action.

One study by Seeman and Evans (1962) was designed Lo relate
the amount of soclal learning and the degree ¢f alienation among

patients in a tuberculosis hospital. They used matched paira of

male patients, one rated nigh on the alienation scale and the
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(3.
otner low on the scsle. Tney wers iratched for previous hospital
experience and social background. Alienaticn was measured 0y

DWEY -

o]

s 12-item forceda-choice scale designed To tap teelings of

lessness. Social learning was ooesrationalized as the patisnt!

i)

cors on a 20-item information test sbout tubsrculosis.

[#}]

Their results supported their originsl aypothesis that the

niginly aliensted scored signifiicsntl; lower (p<L05) on tns

(=

earning test than those with low Ceelings ol alienation. Tiae
mean knowledge score among those nigh in alienation was 15.72,
among those low in alienation tnis was 17.21. The zctual differences

in scores was small. This wss believed to be the result oi the

Ceiling on scores at 20, and tne items may have been too e88y.

[

ntel

-

igence differences wers partislly controlled for by matching
the respondents on educatiohal ievel. Qther informatidn.supports
the contentiOn-that the alienstiosn scale does not measurs
inteliigence.

The sasuthors assert that the caussal chaln proceeds {from
alienation to poor social lesrning (7?7).7 They concede that
this cannot be cirectly demonstrated oy this data. The two
exXperimental groups differ widely in alienation, but not in
lengtn of hospltalizstion and length of exposure to the iliness.
The two groups were therefors given spproximately equal
circumstances under wihich to ledrn sbout tubefcﬁlosis, but the
more highly alienatea did not take azdvantage of these circum-
stences to the extent that those low in alienation did. A4lso,

ontrollea laboratory learning experiments have supported this

o
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Anotner important aspect ol this study deals witn the
statf members' perceptions of the patients. Stairl members were
askea to rate patients on tneir understsnding of their illness.
& score of 5 indicatea ver, poor understanding and a score of
1 indicated very good undsrstanaing. The mesn score given by
the starfl to those who were measured'higb.in feelings of aliehahion,
was 2.76, comparec to e score of 2.27 for those low in alienation.
(pc.02). "(T)he statf describes the 'highs' in alienation as
patients ﬁho-are reiatively low in tneir medical_knpwledge;a
description tnat agreses with the pstients' objective test scores"
(770). The stafl rates these itwo groups ditferently. This could
indicate differential trestment on the wards since bhe different:
rankings are due ﬁo behavioral diflerences (seen by the staffl)
'éhong the two groups. |

These results sre supported by evidence from ﬁwa other
studies. One was conducitea among reformatory résidents (Seeman,
1963), relating degreses of alienstion with three types of learning.
The results indicated thst the low alienaticn group scored
8ignificantly higher on s test concerning parslie matisrs than
those high in allenstion. The two other itypes of information
concerned long-range opportunities and situations over which the
immstes had no control. These two typss of learning were not
related to alienstion. Gontrol-relevant information, that
which is close in time anc can be used for acting on one's
environment, is influenced by feelings of alienation. Another
study (Bickford and Nesl, 1%69) dealing with students in a
vocational training center.confirmed—these results. Receptive-
ness to personally relevant informstion was inversel, rélated

to feelings of alienstion.
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Tnese studies of intefnality-externality and glienation
are useful in stuaying reflerral patterns, particularly in con~-
junction with the ini'ormation from Kaaushin. His findings state
that there is a relstilonshlp between askiﬁg for help and the
type of mental nealth ciinic consulted. The more psychologicslly
oriented talk to dthers more sbout their ?robiams and gather
more information about theirremotional state-and'about'thé'
professionals they will consult. This data states that those
who are lesé alienated or who feel more in control of their
situation learn more about the circumstances around them.

These studies might serve to equate the psychologically oriented
with the less alienated or the internsl control personalitj tTpes.
Those who score high on powerlessness scales or those who

are exXternal on internsl-external locus of control scales tend

to be those in less prestigious positions in society. The inverse
relationshnip between alienation and level‘bf lncome, education

and occupational prestige has been repeatedly estéblisﬁed (Otto
and Festherman, 1975, Meisr and Bell, 1959). This same relation-
ship has been established between externality and social indicators
(Gurin, Gurin, Lao, Beattie). "In all of the ?éported ethnie
studies, groups #hose socisl position is one of minimal power
glther by class or race tend to score higher in the external<
‘control direction®. (Leftcourt, 1966). Therefore the sense of

=Y

lack of control is related to objective conaltions which would
lower a person's ability to control. Externality may be a

nealthy, realistic adjustment to objective socisal conditions,

w
}_I

ince this externaliity is related to low degrees of social
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learning, we can see the cycle. IT one is in a low socisl
'poéition one would tend to put the blame for good or bad occur-
rences on some force external to oneself. This kind of attitude
lowers a person's motivetion for obtaining information about
his/ner conditions, tnersfore lowering the amount of control
he/she has.

Gurin, Veroff and Feld (1960) report some interesting
material concerning tne location of a person's troubles or
worries as internal, wesaknesses in the self, or external, located
in material tnings. "Only a minority of the people who went for
heip (sbout one in four) explicitlj traced the source of
difficulty to some defect in themselves . . ."(3i41). Further-
more, they stated that those with positive or very positive
self-images were most likely to describe shortcomings related
to achievement. Those with negative or ambivalent self perceptions
emphasized shortcomings dealing with internal personal adjusiment.
While thése findings do not directly relate to the internsl-
external lecus of control context, there is some connectien.
Poor external achievements, in the occupational or educational
spﬁere, for exsmpie, can more readily be sgtitribuited to exiernal
forces, out of the control of thé individusl. Whereas internal
personslity problems, can oniy be traced to one person. It
seemé apparent that the phenomsnon Gurin et.al. recorded concerns
a person's willingness to take responsibility for his/her feelings

and emotidnal states.

‘_h

These findings, when taken togsther, give some indication

of the variabolity of paths to mental health treatment. Defining
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the problem &nd treatment source depend on the social context
in whiech thisg is occurring. Personslity factors influence
whetner or not a person sees any need to take actlion on these
problems. Néxt iz a review of some of the .literature conceraning
specific referral scurces to mental heaith treatmaent.

Research about various referrsl sources to mental treat-
ment indicate seversl differences in the kinds of psople they
serve, the situstions they are asked to help deal with and the
amount ¢of influence they have over the person they‘are ?aferring.-
The t;pe of person who 1s exposed to certain referral sources

vary, ss well as the type of person who would use that agency

or person Ifor g referral, Different Peferrai sources encounter
the person to be referred in different kinds of social settings.
Some sources sre utilized only during crises, while oiLhers
have on-going relsticnships with the future ciient and can
witness the development of the problem. As & resuli, relferrsl
sources differ in the typses of situations with which they are
equipped to desal. Finélly, referral sources diffef in the
amount of control they have over the future client's actions
to seek help. Some referrals are suggestions that professional
help is needed and include information aboﬁt where this can be
obtainea, while other referrals involve no degrese ef choice on
the part of the future client. Referrals may be coercive in
that the continuance of a marriage or employment is resting on
them or they may involve cdercién through the legal systen.

Some research nas ilnvestigated specific sources of referral
to mental health trsatment. Information covered here will deal

witn now these sources are used o, different people and ths
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\n

different situations they are expossd to snd sre reagulred to
deal witn.

The police and court system act as referral sources to
mental health facilities primsrily for those in the lower socisal
¢lasses and for marginal.people with few resources. Hollingshesad
and Redlich (19583) list the percentage of neurotics in their
sample who were referred .to psychisiric treatment for the first
time by the police or courts (1866). They found no respondents
in the first two social classes wno were referred by the police
or courts. In class III 1.3% of the neurotics receiving mentsl
healtn treatment were réferred in this msnner. In class IV
5.1% and in class V 13.9% were referred by the police or Qourts.
Miller end Mischnler (196l ) confirm these findings. Fourteen
percent of their sample in class V who were récaiving treatment
were directed by the police or courts, Hollingshead and Radl;chfs
findings on psychotics were in the same direction. Pour point
eight percent of their sample in class III was referred to
trestment by the police or court. In c¢lass IV police referralis
accounted for 18.9% of the referrals and in class V they referrsad
52.2% of the sample. Miller and Mischler's figures were again
similasr, In class IV, 19% of the psychotics in treatment were
referred through the police or courfs, in claess V, 52% of their
sample was referred this way. " 4s is evident, psychoiic referrals
are more strongly associated with social class than for those
clients classified as neurotic. Psychoses are commonly chsrac-
terized by violent, disfuptive, or zcelbing ocut benaviors. Ths
ilower levels of education snd smaller financial assebs assoclatbed

with the lower class might serve to increasse the proportion of
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pclioe refeﬁrals because of less knowleage about psychologicsl
nslp sources and less aoility to taxe'advantage f themn.

In & study of police Gealings with the mentally ill,
Bittner {1967) was interested in the social coatext of these
referrals. Thé police hnave two legal options in handling the
mentally i1ll.” The Tirst is a court order to bring someone in
for observation, the second is the authority to convey anyone
they think is mentsally iil to a hospital. -This alternative is’
.discretionary freedom similar to making an arrest without a
warrent.

Bittner identified features in the immediate environment
that the police officer identified as iaformation socurces
about the mentally ill person and clues in nelping to handle
the situation (203). The officer took note of available family
or friends of the sick person snd any indications of ﬁ?evious
psychiatric episcdes snd their outcomes. The pfactical impli-
cations, in terms of time, dealing with s hospital, or notifying
relatives, were also importsnt considerations before initiating
the process of hospitalization of this person. The ‘officer
is cailea in to some crisis situation and is expected to sct
on this situation, drawing on sny possible sources of information.

The police and courts are involved in mansging social’
situstions. They must desgl with a mentally ill person in =
crisis gituation. fThe courts are involved in this crisis at
a later cate and in a separste environment. The involvement

5

n

)
ot

of

85}

police and courts is the result of some overt, inappro-

=

iztes behavior on the psrt of thse mentally 1ill person. Both

th

Ly

D1

the pollice and courts are designea to mske referrsls on the
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bassis of behsavior, not on the bzsis of illness.

Coercion and power are symbolized in the police and court

0%

system. The person hes iittle choice in gccepting or rejectin
this referﬁal.

The courts, after all, are institutionalized_

representatives of soclety; decislons are made

by them on behalf of society and thils

symbolized society's rejection of the individual"

{Rushing, 1971;512)._ :
The power embodied in the referral source and the lack of choice
must nave some influence on the course of treatment and the
mptivation of the client.

Pnysicians are very likely to come into contact with
people who need psychiatric help. These may be patients coming
Tfor relief of physical complegints resulting from mental or
emotionsgl problems. These may be patients who are unable to
identify their problem and the appropriate help scurce, although
tney know they should obtain help. Some of these patlents may
be people who specificslly want a referral $o a psychiatric
agency. Psychiatry tends to be a rather invisible profession_
(Kadushin;252) so some people may need help finding practitioners.

Physicians are usually preéented with isolated sympbtoms
or pfoblems.. A study of the wives of pSychiaﬁric patients
(Cleusen, Yérrow, and Robbins, 1955) suggests that the com-
sunication between a medical doctor snd the wife of 2 future
patient was very important in making a psychiatric diagnosis
or referral, The doctor was presented with a purely somatic
complaint from the patlent and used the informétion from the

wife to fill in the behnagviorsl snd situsbionsl dstails.:
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Clausen, iﬁ-ﬁi?’s information élso supports the notion
that physicien referrals to mental health tresiment are more
‘acceptable to the client than sre referrsls Irom friends or
family members. The suthority and knowledge assoclated with
the position of physician let the client accepﬁ this decision
more readily. This type of referral might slso relieve or
prevent any guilt feelings which may haunt a family member or
friend whoe makes the decision for referrél. A physici&n referral.
may permit the client to makerthese problems more'écceptable
or understandable by giving them a physical basis.

The clergy are more likely fhan the'dthef gateksepers
(such as pdlioe, bublic health nurses, soéial workers, etc.)
to be very concerned about 5 person preéesenting symptoms of mental
iliness (Cole, gt.al.). Yet, they ére less 1ikely_to refer
those people who come to them to mental health professionals
(Clausen et.al., Gurin, et.al., 1960, Larson, 1965). They are
more likely to act as the final therapeutic agents.

| Clergy, the group‘mast alert to the signs of

mental illness, see themselves a3 having a major

role in therapeutic sctivities and are in high

agrecment with psychisatric definitions of mental

illness (Cole, e%.21.;633).
The clergy are important help sources 1n that they are
private, no one else has to know that a person asked for nelp.
They sre essily accessibie. They are also expected to give
support and strength, which are what many people want. Of those
whno went Cor help, Gurin, Veroff snd Feld reported that most
chose "the clergy or & doctor (341). Most of the clients described

the help they received in terms of comfort, reassurance and

advice.
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end mskes a suggestion that®

b4
e
(

wnen a Tamily member or a Ir
someons seek professional hslp, the referral is probably based

on extensive knowledge of that person. The referral 1is a
decision reached with an understanaing of the future client's-
social situation.

This is the least profeséional type of referral and, there-
fore, the reasons {or the referral are probably more important.
The referral involves not onlj an as$essment of the person's
pehavior and symptoms, but conéiderations about what mental
iliness in the family will mean. The referral msy have been
made out of éonéern for the person involved. There is also the
possibility that the referral was made because the future client
has been causing trouble or is hard ﬁe deal with., With family
or friena referrals correct interpretation of the reason for
the referrsl is important. The client may have been referred
by a caring relative or friend, yet still view the referral ss
an attempt to get rid of him or her.

A seli-referral reguires knowledge of psychiatry and insight
into one's own problems.(ﬁollingshead and Redlich; 183, Kadushin;
176). A person who is self-referred is metivated to seek
reliei’s. Along with grester understanding and knowledge, a
self~referréd client may-have more emotional investment in getting
well than one who was brought to treatment by somecne else.

The seif-referred client has taken steps, first to identify

his or her problems as psychnological and then to alieviste

tnese problems. Tbis self-éction might have further implications
for trestment and recovery. A study on alcoholics {(Chalfant

and Xurtz, 1972) indicates that hospital staff is more receptive
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to 5 client who was sslfi-referred.

¥

Americans View Their Men“al Health (Gurin, 93-3&-: 1960)

contains an extensive sectilon dealing with readiness for self-
referral. Their use of ithe term self-refsrral doeé not cofrespond
directly with the definition of that term used élseﬁhef@ in
this paper. They were interested in some measure of the general
acceptsnce of psychistry. A distinction was made between_in-
tellectusl acceptance and‘personal, or emotionsgl acceptance.
Their concept triss to capture whether someons recognizes mental
problems as illﬁesses and views professional sources as the
a o deold W ol these : .

bestApfoblems and problems they might encounter in the future.
They were then questioned on their uses of help ressources.
The responses Were-placed on.a continuim ranging from.people
who héve gone for help, to people who did not see help as
relevant in the past, but would use 1it, ito people who woﬁld
never use help.

Those who have gone for help and those who considered
help relevant for a pasi problem were categorized as accepting
of self-referral. Several personality characteristics were
asscciated with = reédiness for self-referral (2%5). Distress
was more likely to be structured in peréonal or interpersonal
terms for these who had or would have sought help. Feelings
of inadéquacy or problems in g sgecific role are were more
likel; to bring a help-seeking fesbonée. Thése.reépondents
were more likely fo engage 1n seif guestioning rather than %)
generalize feelings into dissatisféction-or unhappiness toward

-

life gosls. Psychological rather than physical symptoms were
lixely to be exXpressed by those who had = positive view of
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helping sources. Thers wss a relationship between introspection
-and resdiness for self-referral. Those who sald they had no
personal weaknesses &8 well as those wio said they had no strong
points tend not to seek nelp. All of these characteristics
are related to increasing levels -of educatioh, but when education
was controlled for, the rslationships still existed.

Certain demographic characteristics were also related to
readiness fér self—feferral. Women, younger people, and the
more educated more offten have gone for helﬁ. These peéple wers
less likely to have adopted a self-help position, thsat scmeone
shoula hsandle their own problems slone.

Tne referral source chosen or the one so imposed reflects,
to some extent, the resocurces of that person, hls or her wants
end neseds, and the desires of others in contact with the client.

Social class is an important determining factor of the
referral agencies one will come in contact with. Income limits
the range of helping services s person can utilize. Education
is an important determinate of someons's sbility to recognize
certain problems as psychological and then identify the appropriate
help sources. Socilal class is an indicator of socizl power |
and therefore, the amount of outside coercion a person is
subjected to, or can avoid.

A pesrson's definitipn of nls or her needs is reflected in
the type of referral scurce. If someons wants relief from
puysical problems while f;iliﬂg to see any psycholegical origins
{s)he will consult a medical specialist. If someons wants
comfort and reassurance, but not insight, They are likely to

avold psychoanalytic practitioners snd to be dissestisfied with
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them if they do go (Gurin, et.sl., 1960). Even the acting
put behsvior of someons taken to a mental hospital by the police
may be some expressiocn of a need, the need for help and someone
to take chargs.

The needs of other people being affected by a,person's
illness have some implications for the referral source chosen.
The; may need to have this person's problems defined in sowatid__
terms, which may be easiéf to understand and deal with. They
may need someone Lo come in énd taxe over a diffiouit situation.
They ﬁay be looxing for an official diagnosis, an aﬁthority
figure to relieve guilt. |

Referral source reflects certain énaracteristics of thse
¢client and his or her situation, and therefore, shpuld have .
implicstions for effective treatment. In sn effort to clarify
the imporitance of réferral source to mental health professionals
twelve area therapists were interviewed about who their clients
are snd how they came to be clienta. They weré asked torexplain
aﬁy implilications referral source had for their services. Five
of the professionals interviewed were in private practive, four
were involved in the college psychologicsal services and three
worked out of oémmunity agencies. |

The interviews were conducted in an open format with
ample provisioﬁs for digressioﬁ irom the questionnaire. The
emphasis was on understanding how the professionals uée the
information of referral source and other factors influencing
now g client got to the peoint of seeking help. This sccount

asthered from the interviews 1s an attempt

=

¥

e

the informstion

'y

O

to orgsnize the iniormstion in & meaningful way. The interviews



23
were not recorded, so there may be some errors in the quotations.
Howsver, I am cbnfident that the iﬁformational content has not
veen misused or misunderstood. This accbunt should be read
as an slaboration of previous information and as partiél
explanation of the results ol the quantitative research reported
later.

One of the first considerations discussed in the intefview'
wés tne sex ratio of the clientelle of the therépists. This
information helped to clarify some of the gusstions raised in
the literature about utiliﬁatiOﬂ of services and'willingness
tq express need. The most importasnt varisble in explaining
larger numbers of women as clients, is the sex of the therapist.
In zlmost every case in which the clientells included more
ﬁomen than men, tite therapist was female or there were female
therspists in the agency. Msale therapists were more likely
to receive an equal number of men snd women. One resporident
reported that sbout 58% of the clients were women. "A’few
years ago this was closer to 50-50, before that more men came
than women. When we added more women to the staff, this in-

reased the women coming in." Another therapist, & Woman,
zeported that her clientelle was "overwhelmingly women'.
Another femaie respondent added
People feel more comfortable talking with someone
of the ssme sex., They may be against seeing a

man in the doctor role like they always have been.
1 assume that men are slso looking for men.

"

The higher percentage of female clients in one agency was

-
r

X
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lgined in another manner, similar to explsnations in the

litersture.



I believe this is & national pattern (for more

women than men to seek psychological nelp). I

think they are.a little more willing tc acmit a

need, this 1s harder for men. Waen it is a proble

with a couple 1t 1s sometimes tricky to get

the husband involived. . .. 1 dontt know if I can

generalize. Woman seem to be able to express

themselves a little faster. They have less defenses.

Respondents were asked i their clients usually come into
the office.alone or with someone for their first'appointmant.
This question was intended to determine if physically accom-
panying someone Lo the therapist was a sign of cecercing that
person into treatment, or whether it was a8 supportive move.
The therapists usually agreed that most clients come alone.

One therapist slaborated.

=

'ney usually come alone. I someone comes in

with somecne &lss their problem involves someonse

slse directly. They will come in with & boyfriend

or girlfrienc or a roommsate.  QOr 1if they are

naving problems in a homosexusal relationship they

will come with a lover. If the, come in alone

they have brogder scope problems, they are more

general,
Another confirmed this opinion. She said.-that most clients. do
come alone, bub Tf they sare with someone else this person is
in e supportive role. This person.is "a friend usually. If
the client is younger or older it is a member of the family.
They come for the suppert, so they (the ciient) will come at
8ll if they are very fearful."

Clients who delay seeking mental health trestment could
be trying to deny the existence of any problems. They might
lack knowledge about wherse to go, lack motivation, or they

meay be afrald of asking for help. The duration of a problem

and the regsons Ior celaying trestment could be lmportant
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information to the therapist. These interviewees were asked
if people tend to delg: sasking for help, and if so, how they
woula cnaracterize these clients. . They genérally agréed that
this aoss occur and they gave several possible reasons.

Tney are afrasild they have a seriocus problem. At
times this can be a disadvantage (for treatment),
their problem becomes so intense, but very few are
willing to change until we are hurting. Psycho-
therapy reguires motivation.

This delay in treatment did not affect this:therapist*s attitude
toward the client but affected Yassessment of motivation and
wnat could be accomplished. Those who wait are probably noi

as fully committsd." Other information this therapist used

Lo assess the motivation of clients included fitheir comfort in

Pl

acmitting psychologlical problems, thelr openness toe different
viewpoints and whether they are comfortable with another person.”

Thoses who seek treatment early in the course of their problem

"may bz more open, more sensitive to the development of their

problem."

Other therapists emphasired different reassons for delays

in seeking help.

They have talked with people. 'I've run cut of
everything else, I finally have enough coursge.!
1t takes courage to delve into yourself. I am
amazed that people can do that, work it through.
It is scary, nard work. '

The people wno delay treatment were described by another
tnerapist. A

Thiose who are scgred or smart (delasy seeking
treatmsnt). It As not a good idea to define
yoursell as a pétient too guickly. Some people

are over-analized, particularly in thnis environment.
Tney know how bto be g psatient, but not how to

e 8 person., . . . There 1s no reason for therapy

s there is terrible pain. Some peopls have

el a little strength to bs able to risk
-
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One therapist indiceted that a slightly different sppfoach

to therapy is needed for Tthose wno delay treatment.

I am much firmer, less permissive. 1 tend to
be more active. I am & more sctive Therapist
in general. You have to prove yoursell to them

fast. They are asking for someone Lo take cher
A different perspective on those who put off treatment was

provided

by another interviewse. The people who delay are

. mostly minor ities. Ther rapy 1s not

fasnlonable {(to manPlEleS) like it mlght be
in middle class families. They come when they
find their extendec Tamily can no longer help.
It is usually crisis interventien. It takes
longer to work through.

Each respondent gave scenerios of the referral patterns

of* their

referral

them and

theme of

well as
5%
5%

- *

ars

clients. They gave indications of how different
sources reflected aifferences in the people coming to
any implications this may have had on therapy. The

motivation kept recurring in these discussions, as

support and trust.

I would say sbout 85% are self-referred and
are referred by their physicians. . . . About
are referred by clergy, family or friends.

. Self-referred are motivated, other referrals
pushed to do this, thelr coming is related

to the other's {the referral source's) problems.
In other words, the client is a pain in the neck.
You have to degl with why the other person

want

ed them to coms

In working with clients who are coming to therapy as a part

‘of their parole

- .

what

. you have to spend tlme working through
this referral means. A person has to

be personally committed to therapy. And usually
the person comes te this point.

If they have been pushed, their motivation is

less. You must work at getting s prospective
patlent to work at doing 1t. You must estabiish
a relauionsh;p vith the psastient. There is no

way

L
to do Therspy with someone who deoesn't

£
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want to work. Taey must have thne notion of
'I don't have to do it.!

Another therapist deemphasized the method of referral snd

its importance in treatment. "Actually, it doesn't maiter to

5

me now they get to ms. he fact that they are there 1s what
is important. I try to treat them all fairly." In Pegardrto
pnysician referrals and what they may mean to the client he
seia ". . . toe effect this has is just to suggest to the person
that whatever tnej are undergoing is mental, not physical.”
Tne fact that they were looking for nelp seemed to be the
important faetor; not the method of referral. "Their openness
might mean they are looking for nelp, They sare usually very'
open, maybe 1ess.knowledgeable."

Tne motivaetion to get help seemed to be a very important

actor in the influence of referrals.

1y

Those who come in freely will tell you they ars
there to work on a problem. I they are with
someoae they will say that their mother or

father told them to come ia. Those who come on
their owa are more likely to work. Those who

are doimg 1t Tor someone else are makisg a
gesture. They are sayimg 'l did make the effort.!
They go through the moticms, but there woula

be mo differesace in trsatment.

This respondent had worked with some clients who were referred
taorough the courts.

They come as an alternative to jail. They would
rather stay in a hospital for 30 days with
ground privileges and free moviss than in a

jeil for 30 days. They might not want to be
nere, They are very honest sbout their rcasons.
I they come on their own I assume thev want

to pe there. 1I7 they are taking someone's
aavice, they want to be there. They don't have
to come.

Lnother therapist emphasized motivation and problems

with anger cover coercion in a reflerral.

cl
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With those who were coerced to come we must work
through thst they don't want to be there. 1 want
them Lo be nerse. If there is a lot of hostility
~and anger it has to be vented. You must move
them to whsre you can be helpful. . . . Frequenily
one is urged extrinsically. Tast person will
identify themselves as besing referred. !'Someonse
else said I should come.' The subtlety of that
is that sometimes that person will put the 7
responsibility on the referree. Then if it fails
tnat person will go bDack to the referral psrson
and say 'see, I Tried and it didnt't work.!

Other cases are different.for this same therapist.

People are pleased that someone has cared, someone
nas talked with them. They feel 2 support

system. ... . A self-referral feels a need to come.
It is importsnt how people get to you. We prerfer
voluntary clients, through somesone or self-referral.

in regard to agency relferrals and how a client feels
about them one therapist explained a positive outcome of this
king of rveferral.

If they have had a good relationship with the
agency, they have more experilence using ocutside
help. Help makes them more zmenable to more
help. 'There are others who rattle sround

from one place to another and sre hell-bent on
proving that they cen't be helped.

This therapist also received a lot of referrals from
physicians.

Peclatricians refer a lot. Doctors refer adults
withh psychoscomatic illnesses. Pedistricians

refer kids with behavior and psychosomatic problems.
Occassionally, they send someone in for san
eveluation or diagnosis. They freguently have

ruled out everything else. In an area such as _
this they see 1t (a referrsl to a psychiatric agent)
as the natural sequence of events. _

If there is a 1ot of resistance (to sseking
psychiatric help) medical referrals tend to over-
come tnis. Ii two psasrents disesgree about treatment
for a chila, the pediatriclan cuts through 1it.

They need zn suthority person to break in,

The bhest referysls come con direct recommendation

‘rom another patient, who knows me. The next
5

i'x
best are from a phrysiclian wno 1s trusted and who
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nave more realistic expectations
en to them. Thay have someons
ions. They have overcome initisl
aoout seeking treatment. They
have talked it out. They must ssk others 1f they
should get nelp. Thsy have usually goiten support.
Some who come on thsir own come out .of curiosity.
I used to get calls from parents o reassure

them that their kids were genuises. Now the
public i3z more sophisticated. Some who come on
their own are very good. The worst referrals are
kids who hnave been pushed, ' '

trusts me.

oif what wi

else To 23k g
ffesl

Another therapist put the emphesis on trust in making
referrals snd accepting them.

People come to =z private practitioner
(psycnologist) becsuse someone they trust
recommended the dector. There is a personal
chain. Personsl trust is important. That is
way 1t takes a long time to build a private
practice. Sometimes personal friends will send.
someone. This is a gaifficult thing, you have
to have ftrust in who you recommend.

This therapist was asked aboutbt physician referrals to
 her practice egnd then she eiszsvorsted on what & referral means.

This happens rarely(physician referralsj..

We are trying to gew the doctors To do this.

Tney won't send the people they should. Doctors
do not believe in headwork bssically. Even if
they do believe the iliness is psycnological,
they don't believe it can be helped. . . . It
Just doesn't occur to them to refer to a psychologist.
It is a shyness on their part, they don't object.
You must convines them thal you have something
to offer. '

. What is importsnt is more what they are sent
for, not who sent them. Agenciss notice a
problem and point it out and they try to fix it.
Personal referrals sre all voluntary. . . . You
are dealing witn people belng able to ask Tor help.
I think your premise is right, that the end is in
the beginning. 1 am more concerned with anocther
part. I think the profession is at Teult. They
concentrate too mucn on the middls class. They
shoulda develop ways to desl with the involuntary
patient. They snould make themselves available
to nelp, in the patient's derfinition of help.

lne professicn is too narrow.
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Self-referrals were usually spoken of as a positive type
of referral. One therapist gualiiried this bj pointing out
another reszson for g 3ell-referral.

There are degrees of non-voluntary clients.

it takes much more skill Irom me if they are
urged. I people come on their own it may be
because they are unhappy and want support for
how badly others are treating them. They want
to stsy the way they are because that is what
they know.

Some of the people I talked with hsd worked with clisnts
who had been referred to them through social service agencies.
This type of referral did not seem to be too different from
the others.

in the process of working with thst family

the agency might find problems that exist,
interrelational or one person, & referral would
be made. In somé cases they are mandsatory or
optional. ' :

One therspist worked out of a community agency which
receivad clients who had been referred from many different
sources. He explained how the cllients react %o being referred
to mental health agency.

it depends on their level of motivation for
getiing help. The less motivated they are the
more they resent the bouncing around. It depends
on how the referral was handied. If 1t was
talked through and explained that they were not
capable of dealing with the client's problems and
that we could, then it is good. It depends on how
it is handled and ambivalence. . . . Those who
come Ifrom the police and courts are marginal
people, economically snd socisglly. They feel
marginal. There l1s a definite pattern there. . . .
Doctor referrals tend to be individusls with
cbvious psychosomatic symptoms, but they are
not psychotic. Only several doctors trust us
that far

=

#hen they come in by themselves their ego
~ 13

is saying 'yes, I need 1t.' I others are urging,
there is some sense of obligstion, a2 'should'.



That fought'! 1is super-ego. Taat is Irequently

a big barrier. That is a major factor in their
1ife, guilt. They are relying on other's
expectations. You have to sort that out initialiy
{(in therapy). it is 'I' you don't have to go
through all of that. If they can maintain that
you cen see homnme.

Another therapist from s community sgency put the same
kind of emphasis on client motivation.

We get referrals if the agency can't handle

their problem. They have to terminate with that
agency. Welfare sends people with overwhelming
problems, that they don't have time to deal

with. They {the clients) don't feel rejected,

but promoted to a better place. Unless they

are from the court. Soine people are supposed to
come in as a condition of thsir probation. Nobody
is amensble to treatment unless they feel they
need help, and then it wouldn't be likely that

! they would come in through the courts.
. Those who are being foreced; their wife will
RS v+ lesve them unless they come, thsy will loose
v i their job, the courts sent them, are not
_ﬁ‘g amenable to treaiment. They; need to believe
» i they need to make changes. We are very

1Y - , .
‘¥L\ cautious. . . . If a woman calls in for an
J sppointment for her husband, we maske him call in
*gﬁ firast., We only sccept referrals like thst from
somecne else if tThey sre being released from the
. hospital and then ws get all of the information

we can Trom the socisl worker or whoover csalls.

This information helps clarify the peint that the actual
referral to mental health treatment is part of a process of,
recognizing a need for help and then obtaining it.. Referral
source, to be a meaningful pilece of information can not be
divorced from the reasons for the referral, the relationship
between the referrsl zource and the client, the method of
referral and the client's own motivation to get help.

Fal
5

Delays in seeking trestment are part of the process discussed.
Man, of these therapists viewed delays as positive. This delay

ms, b2 associated with increased clicnt motivation to work in
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. wWhen (s)he fiﬂally gets to trestment, (é}he Knows
is is what was needsc. Often this person-hss been
gathering opinions from others about the problem and is ready
to act on it; Several therapists, however, recognized tilmes
when delaying tfeatﬁéntriﬂdicated fear and a feluctance to use
helip souroes.- This resistance to treatment was not ovefcome
before the initiation of treatment, so it must be dealst with
during the first féw-sessions.

MotiVQtioﬁ to change and desl with problems is one of the
most important factors in the therapeutic relationship, and
maj be related to a person's referral to treastment. "Motivation
is the most consistent Variable, the more motivation, the more
positive the outcome.” Referral source may reveal some information
about a client's motivation, but generalizations are difficult.

A client could have been pusned to seek treatment by one type

of referrasl source, yet anocther client may have been given

encouragement and inflormation by the ssme type of referral
source. Keferral source is important, but only insofar .as it
reflects other qualilies of the.rsasons for seeking treatment.
Trust in the referrsl source is important. The more trust in
the original relationship, the better the referral will be.

If a referral is understood as the "nstural sequence of events"
in help seeking and receiving, there is more of a chance of g
positive outcome. If the relerral was not expleined, one of

the first objectives in therapy is to deal with any negstive

Teelings sbout a referral.



If & client is pretty unsure about the referral

then the initiesl task 1s to esteblish rapport

and trust so that they are comfortable. This

takes up most of the first intsrview.

The referral sgeems to bs something-the therapist has to gst
around, 1if it was a negaltive experience. Any hostility towsrds
the referral must be worked out before therapy‘can start. The
client has to be to the point of working for him or herself.
"They feel less responéibility for their own changes if they
are pushed.” ﬁ?hey can't be a passive recipient. They have

to learn how to help themselves." Seversl of the therapists
identified this need for the client to take reSponsibiiity

for overcoming tas problem,.

The previous review of the literature illustrates the
complicated set of social influences whichrimpinge upon who
becomes & ciient and how tnis is accomplished. Various soccial
factors relate to houw the person dealé with his/her problems,
whether the problems warrent treatment and Whaﬁ kind of treatment
to gdwek, Variocus attributes of g person will dstermine the
people {s)he assocliates with and-wbether or not this person
talks about problems which might réquire help. .Social clasas and
gducation have a lot to do with the recognition of possible
sources of help. The important guestions hers éoncern who
pecomss a client of mental health services, now the person
becomes a client and wnst effects these processes have on the
course of treainmsnt.

The information from the professionsls in the mental
healthh rieid indicates that the wsy; a3 person gets ©p treatment

is importsnt in tnat 1t gives an indication of thsat person's
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mobivetion to change snd willingness to take responsibility
for nis or her actions. Referral source 1ls only one part or
the wa, a person gets to hélp and 1t must be.undsrétood as
sucn. Again, the relationshilp between the reférral source and
the client, tre reasons {or the referrél and any feelings about.
the reierral must be considered. - |

Tnis next section will deal with information gathered
avout clients receiving treatment at a communiﬁy mental health
“center. The main emphasis of this analysis will be on clarifying
the information revesled by someone's referral to this center.
The organizationsl approach taken will try to approximate social

network studies. A social network approach to referrsl emphasizes

eoout psychiatric help soques and the epportunities to receive
a referral from & person or agency {(Horwitz, 1977). A social
network is Gefined as ". . . a specifiec set of linkages among

a defined set of persons, with the additicnal property that
the characteristics of these‘linkages as a,ﬁhole may be used

to interprete lhe social behavior of the persons.involved"

(J.. Clyde Mitchell, as guoted in Horwitz;87).

The household composition of the client, msrital status
ana occupational status are the three variables used to give an
igdication of the persons the client will be in contact with
prior to treatment, as well as the role the client plays in
tnisse relstionships.

Household composition gives scome igfsrmation about the

[¢]
—t
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nt's contact with kin. The clisnts were recorded a3 1ivin

[=h
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(

a1 conjugal homss, parentsl homes, with relatives (other than
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spouse or parents) or ffiends, or living alone. These four
categories give an indication of the people available to resct
to the client's illness orrproblems (or converselj thé peopls
the iillness or problems are a reaction te) and the_peaplé who
are available to make a referrsl. In addition, household
‘composition gives some indications of the rdles the client hss
to desl with, that is whether the client is PEaéting 1iké é
child or a parent, a friend or a spouse.

Marital ststus, like household composition, would be some
indication of the persons who would be in a position te resact
to someone's illness and the persons avaeilable to provide referrals.
It is also an indication of the roles the client has to handle.

Employment status measures whether someone was employed,

not employed or a housewife at the time they initiated treatment.

This 1s the third indicator of ceontact with others. A houss-
wif'e's illness or problems would probably have the most direct

effects on her nuclear family; Someone who is employed would
corie into contact with others wnile working. Iliness would have
important effects on one's apility to work and could be
identified through the work situation.
These three variables also give a limited amount of informstion.
sbout the degree of control the client would have in their
soclel environment. An adult living in a parental household
woulc seem Lo be léss in control than an adult in a conjugal

or relative-friend housshold or living alone. The state of

]
;
"

Em

sarried implies more femilisl responsibilities than the

states of being single. An employed person probably would
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feel more erficacious tran somsone whoe 1is not employed. A

N

housewife would be more like the employed. These speculations

W)
ct

about the implications snd informstion contained in these thres
varisblss are only specualtions. e will examine how they

it with the dasta.

This research is exploratory in nature and ié not based

on any firm hypothesszs. There are sesveral expectations however.
dousenold composition, marital sta*us,rand éccupational status
should be related to the referrsl source of the client. Those
clients who have kin contscts and friends zvailable, as indicated
by these varlables, will be more likely to De referréd'by rel-
atives or friends. Those clients who esre moreg isolated fromf
others will either tend to be self-referred mnore often, OP‘

referred through more formal types of sgencies. Those elients

g
who are in more eqﬁal, espgnsible relationships with the persons
they come in contact with will more likeiy be self-relferred

than those who gppesar to be in more dependent situations.
Referral source will be an indication of-the client's social
circumstances. -

This research was concducted at the Lorsin Outcare Division
of the W. G. Nord Centers, a part,oi the ﬁentai Health Services
of Loraln County, Inc.. Tnis is a community based mental health
center. At the time this information was gathered there were

6 full time therapists. The sample consists of clients who
initiated treatment with the center in 1976. This year was

cnosen because 1t was the most recent time pseriod in which one

could expect a large nwebsr of terminsted cases. A systematie
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sample of the client's files from the étorage cabinets was
taken. Thoée clients under 10 were excluded from the analysis
becsuse they would not be expected to have much control over
whether or not they got to treatment. This method 5f sampling
may have excluded some cases when the Tirst intake date was
prior to 1976, but started treatment sgain in that year. It
may have also excludsd some opsn cases wﬁich were being consulted.
and ware not in the ile cabinets. 'The total sample.consists
of 163 cases out of the 121 cases (including children) which
were opened in 1976.

The information about the Qlients_qame-from four main
éreas in the case filej the call-in sheetd wasrfilled out by
a stalf member when a person calisd in for a first appolintment,
the cliient form was filliled out by the client on the day of the
first appointment, treatment notes kept by the therapist, and
the termination record. Most of the background information
came from the client form. The call-in form and treatment notes
gave the most informstion about the presenting problem and ﬁhe
clientisg motivatiop. Information sbout the tregtment was
obtained through the treatment notes and termination records.
Referral source was one of the most importént variablés recorded.
This was taken Ircom the client form.
This research is limited in its scope and representabiveness.-

The measure of referral source gives no indication of‘the in-
T'luence, relatvionships, or feelings of that person or agency
towards ths client. No attempt was made to control for psycho-'

iogical symptoms. A lot of rellasnce was put on information
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gathered from the client, with no ability to replicate it.
Many times the information in the files was lncomplete, each
therapist kept track of different information about his/her
clients. The sample is of people who have slready beén referred,
and mors'specifically, people who have been Péferred.to this
particular mental health center; Keeping these limitations in
mind, this resesrch is important as a sterting point. This
should be examined as an explorastory studyvdealing with the‘
rejationships between information aboqt the c¢lient and his/her
referral source.
findings

The frequency distributions of the referral sources used
by the respondents show that self-referrals are the most pre-

valent. Physician referrals are the second most freguent,

Table 1 about here -

followed by friend snd then relative referrals.
Referral source and nousehold composition are not statis-

cally related (X2:13.86, af=9, p=.127, V=.175). . However, many

Table 2 about here

of"the percentages are in the predicted direction and warrent
some attention. Those living alone are the most likely to be
seif-referred. They gre less likely to have others close fo

make a referral. Those in psrental homes are the least likely

to be seli~-referred. This is probably due to the lack of control
implied by the condition of an gdult living with his/her parents.

1

Living in s parental homs might also be an indication of ill
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health or inability to act resﬁonsibly. Those living with
relatives or frienas afe ths most likely to receive referrals
from relatives or friends. These types of referrals are readily
avéilable. Those in conjugal hoﬁes are the next most likely
to receive these referrals from relstives or friends. Those
living alone sre the lesst likelj to recsive these referrals.
These results séemrto be due to the avasililability Qf friends or
relatives to give referrsls. Profeséional sources are used
least by those living elone. Those living slone and those in
parental homes are the most likely to use health facility referrals.
This might be an indication of* higher rates of illness associated
with these living arrangements.

The relationship between referral source and marital status
is statistically significant, although it is not very strong

(X2215.62, ar=9, »=.,07, ¥=.181). The divorced and widowed

Teble 3 asbout here

groups are the most likely to use self-referrals. Tnese two
groups are the least likely to have relatives te help with
the recognition of problems and asction on them. The married

group is.the most likely to use relative-friend referrals. 1In

‘-)I
this relationship referrals by spouses are probably very common

because of the closensss of the marital relationship. Profes-

siongl sources are the lsasteused sources of referral for those

who are divorced. The heslth agency users are sboubt equally

drstributed aer

W
o]

ss marital status categories.

Rererral source 1s not statistically related to occupational

stetus (x°=5,06, df=6, p=.5L, V=.,125)., Ths percentage dif-

Table 4 about here
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ferences are not very large. The most striking differences oc~
cur amnong those who aré relative-friend referred., The unem-
ployed are the least liksly to be referred in fﬁié'waf (ESQ?l%)
when comparsd to the employed (3L.4.8%)} and housewives(32. 33@)
The state of being unsmployed might imply 1imitea conﬁac;s with
friends There is also a difference among tnose referred bJ
health agenéies. Those not employed are the most llkely to be
referred in this mannér {QQ.EQ%). 0f the employed, 29.31% are
referred through health agencies as are 26. 1L7% of the house-
wives. The unemployed seem to be the most isolated im térms of
friends and family. Uﬂemployment could be gttfibutable to
health problems or could result. in problems increasing the usage
of heslth agencles. |

Ncné of thnese relationshivs is as strong as expected, al-~-
though the general trends are coﬁsistentzwith the earlier ar-

.guments. Further exgmination of thé,;ﬁternglaﬁiénships;among
these veriables might specify the conditions ﬁnder,which these
variables felate to referral source.

The. three main independenﬁ variables beiﬁg exémiﬁed are,ali-
sta is ally rélatéd to one snother, as'one woﬁld expect., The
relationship betwsen househ d comp051clon and mafptal stauus
is strong (X°=153.02, df=9, p¢.00l, V=.549). Ninety-sixz per-
cent of the respondents who are married, live in conjugal houss-
holds. O0f those who are divorced, U5% are in conjugal homes

and tne rest are almost egqually split between relative-Ffriend

nomes end living alone. Most of the widows live alone (about

N

Q“w\

56%), the rest live with relatives-friends or in conjugal homes.

Most oi the single respondents live in parentsl homes (abous
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67%). Thne next largest group of single respondents live alone
(16%)

The relationship between marital status and employmentl are
significantly related (X°=56.3l, ar=6, p 011, V=.394}. HMost
housewlives sare mérried (82.5%). Most of the unemployed are sin-
gle (1416.75%), followed by a large percenﬁage who are divorced
(27.3%). Most of the employed clients are married_(u?%) followed
by a high percentage who are divorced (31%) and a large gfoup
wno are singls (20%).

The relationship between household composition and employ;
ment status were not guite as strong as the other:two ralatiqgw_
"ships (Xé:38.29, df=6, p. 001, V=.336). Moét of the housewives
live in conjugal homes (87.5%). Thirty-five percent of the un-
employed live in parental homes, 30% live in_ conjugal homes and
19% live with Pelatlves or'lrlcnds. Thoée whe -are employed are
most llkely to live in conjugal homes {6L%) There-are equal
percentages in parental homes or living alone (13%) and about
10% 1live with relatives and friends. |

The ralatioﬁship between referral source and household com-
position is statistically significant only for those who are
divorced or Sepérated (X2217.2h, =9, p<.05, Vﬁ}&@}. There

was only one csse of a respondent who was divoreced living in a

Table 5 sbout here

parentasl home, so this category of household composition wilil
pe left out of ths discussion. Those in conjugal homes {living

witih non-adult e¢hildren) are the most likely to be self-referred.
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Tﬁose living slons are the least likely. The patferning across
household categories for selfujefefrals is not at all similar
to that in the original relationship between referral source
and household composition. In the original reslationship (see
Taple 2} those living alone wers the most likely %o be self-
réfarred, followed by those in conjugal and relativeffriend
houses who were about eqﬁallleikély to be selfarefefréé;-
This change from the original'relaﬁibnship may be the reflec~
ticn of the Pes?onsibiiities of a single pareﬁt (a divorced per-
son in a conjugal home). This psrson would be in charge Qf:a
household and would have to take action on problems. This
'sense of responsibility might be stronger in this situation.
This might elsc iridicate that these persons sre isolated from
other h@lp'SOurces. The situstion of being divorced might also
be én easily-redognizable resson for counseling, divorce might
be seen as a good excuse for sesking help.¥* The relationships-
in the relative-Iriend and heslth agency referral cétegories
are similar to that in the originsl, unconirolled relationship.
Only one divorced client was referred through professional
SoUrces., o ' .

The relafionship between referral source and household
composlition for those who are single may not be statistically
significent because of the'small sample. size'(n:QE}, 27 of these
respondents are living 'in psrental homes. For thosenélients
'whora?e-ﬁarried,,ooﬁo‘t of the_é}frespgndentsrare living in
conjugal households. This small spread of the sample-preéiudes

any snalysis.
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The relationship between referral source and maritsl status -

is significant only for those living in conjugal households:

(X°=2i;.31, 4r=9, p¢.00k, V=.314). The main difference in the

Table & about here

;usagé:qf referrél;sourceshis betwéen thé‘ﬁarried7ahﬁ'divércéd
goups. There‘is a very small number who sre widoWws or-single
Those who are diverced are over L times as likely to bg
self-referred as the married gf“up. Thesé findings cenfirm the
earlier idea that the role of being a single parent inVOLQeS
self actioﬁ;'a godd-feésbh:for_éeéking‘h31§; or a certain amount
of isolztion from other soques of referrél. ‘Therﬁefcentages |
of relaulve Lrlﬂnd refewrals is 51m11aw betweeq the marrlea and
- the divorced. Bight en pe“cent of' the married respondents were

referred tnrough prole551onal sources while none of the dlvorced”

group was. The ﬁaféiea group haS tnree tlmes the number of nealth

Q.

agency referrals as the. ivorced,,- o AP .
Semple size and dlStflbuthﬂ of the sampln are probanly
the main reasons for lack of signi ioant=relationships for- other
.hqusehold groups. For thosg in parental homes only 3 out of the
total of 30 are not 51n5¢ . The sample sizes. for those llVlng
in relative-friend homes (n=17) and thoss 1iv 1qg alone (n=20)
are gulite small.
Tnese comparisons paint a picture of(iﬂégcessibiliﬁjito
outside referral sources'fof'thE‘diVOroedréliant;1iving in:a

-referrgls.

F“h

conjugal nome based on ths nigh bercentagés of selif

"
r

Further research will be needed to determine if the hic ghh numberp



of self-referrels among this group is due to isolation fﬁsm cher
sources or arn ability to identify problems as thoserdea%ing.with_
mentzl nealth and the ability to-act on these problems. Tne low
number of referrals from professional sources mightrbe somg-inw
dication of the inviSibility ol ﬁﬁe problems'for this type of
client. Tho'pwoL8551onal sources includes pollce anq suhools,
'DSSlCallj public contfol organlzatlons, and would tend to-

act as referrals towards those who are publically alsplaylng
problems. |

The relstionship betuwsen referrsal source and househceld com~

e

rolling for employment sthatus is significant only

C“l‘

osition ¢

oy
&
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for those who are not employed (12 =18.31, dr=9, p¢.05, V=.314).

Tablem7_aﬁout,hefé 

”This iz a m@deratélj~strong relationship. -A$0ng those who'are:
‘not ‘employed, those living alone are the_mbst-likely_to he S?lf—:
referred. The conjugal living group follows in percentages of
'self—referralss but this is about half the percentage of those
alone. Those living with relatives or friends are thermost
likely to be referred. through relatives or friends. Théée in
conjugéal homes follow far benind. Professional sources ars not
used eXtensively by those who are not'employeé., wWhat is very
St;l&lng in this whole relstionship is the high. pewcentage of
heeltih agency fe;ef“wls. ulhe unemployed llVlﬁg in Pelat1VG~
‘friend homes sre the least likely to use these referrals, but | .

the percentages for the other categories range from Lli.ih%

% in parental homes.

o

of thneose in conjugal homes, to

Ut
A
AT
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Tne lack of relabtionships in the other two ocecupational

et

categoriss are due to the lack of spreasd of the distribution.
For those who ars housewives, only 5 out of a total of 2l are

,npt in conjugal homes. Most of the employed gample are in con-
jugal homes (35 out of 54).

The relati nshln between 3e_erral source. and occupationsl
status is significant on1§ for those respondents in parental

2

homes {X%=11.19, 4ar-6, 92.083; V=,525) and it appreaches sig-

nificance for those respondents in relative-friend homes (X“=
5.96, daf=3, p=.113, V=.592). The sample is small for those in
relative~friend homes (n=17) which probably holds the Chi-
squared value down, but the strong measure of association in-
dicate an important relationship. It is hard to tellrwhether

lack of =a 51gnlllcant velatlonsnlo between refer al source
and occupational status for those 11V1ng glone 1s due to the
small sample (n=20) or to z true lack of relationship. There
is no relationship for those in conjugal homes.

For those living in parental homes, only three respondents

Table & about here

were classified as housewivesp- TLey will be excluded from the

analysis. tween those who are amploqed or not emplovea, thers

a v

are not 1arge peruentaé differences in usage oi seif~ feferwa"I
{about 3% difference) snd relative~iriend referral (ébout 2%
difference). The important findings are for those who are
referrsd through professional sources or health sgencies.

Among those clients who sre employed, 33.33% were referred through
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status approaches significsnce Tor those living with relatives

or friends. In this relationship the main differences bsiween

l)

the unemployed and the employed is among those who were sslfi-

referred and those who were relative-friend referred. (Although

the measure of assOciation.iS strong the sample size, n=iT,

is quite small, so this relationship should be'examined ca?ew
fully.) Among_those:who are emploved 60% were selfl- ref red
wnile only 8.33% of the not employed ﬁere‘self;referred. The
higher percentage of self-referrals among the empléyed could
be due to.one of two fsctors. It is possible that this group.
is isolated from other referrsl sources of that this group

1s more likely to act on problems and feels more efficatious
in doing so. 1 would tend to . reject the former reason be- |
csuse the emplcyed are very likely to haveﬁffiehds on the job,
increasing the liklihood of friend referrals and theée rT2apon-
dents are living with relatives or friends, another source of
sxposure to this type of referral. I would attribute this high
peréentage of self-referrals to the ability to acknowladge

problems as due 0o mental or emotional causes, ‘the ability to

identify sppropriate help sources, and/or the increased abilits

ot

~i

to act on problems., For those who are emploved, 20% were ro-

Terred through Tamily or friends while 58.33% of the unemployed

-

4

were referrsd through Ffamily or friends. ‘ o

The differences in referral patterns between those who ars
employed snd those who are unempioyed ssem very important when
compsred betwsen those liviﬁg in parentel homes and those 1livi

with relatives or frisnds. The important 4if

ne
D
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ving in parental homes wers for

e

tie émployed and unesmploved 1
professional snd health agency referrals. Por those living in
relative-~friend homes, the impyrbtsnt differences were in selfl
and rélativemfriend referral categories. .This addresses ques-
tiocn about.the living arrangemenﬁs and what they say aboﬁt the
client. BSelf-referrals and relative-friend refefralé are the
most self-initiated. Professional or health agency referrals
imply less control over seeking help and less knowledge about

doing so. Those living with relatives or friends would have to

be more responsible than those in parental homes. For those-

=3

living in conjugal households, occupational status is not an
important indication of referral source. This might be be-

cause conjugal living is a more important indicator of referral
source or that the state of being married, so closely correlated
with conjugel living, is a more important indicator.

The relationship between referral source and marital status,

while conmfrolling for employment status is significant only for

Table 9 about here

those who are employed (X2=1Q.63, ar=9, p{.002, V=.292)}. There
is no relstionship for housewives becsuse so few (?-outof 3y
are not married. The relationship is not significant for these
who are not employed. - For those who are not emplbyed marital
status is not an important indicator of rgferral source.

Over 2% of the divorced clients who are employed were
self-referred. Eighteen percent of those who are single were

self-referred while only 6% of the married were self-referred,
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Those who are married sre much more likely. to be relative-
friend referred., About equsl percentages of the divorced and
single clients were relative-friend referred. Oﬁce again, none
of the divorced cllients used'prcfessional referrais. The singie
clients were the most likely to use health agency referrals and
the married clients were the least likely. These results are
similar to the ones alresdy discussed and support the ideas'
recorded earlier,

The state of being unemployed must be more impoertant
than marital status. The relationship between referral and mari-~
tal status is not significant Tor those who areinot emplayed.

The relationship between referrzal source snd employment
status is not significent when no controls were used.

The felationship between referral source and household
composition is significant. The relationship remains signifi-
cant for thoss wno are divorced and those ﬁho are not employed.
In 211 three cases those who live in parsntal households are
one of the least likely groupse to be self-referred. Those 1iv-
ing in relative-friend homes are the most likely to be referred
through relatives or friends, For the original gelatiohship and
I'or tnose who are divorced, those in conjugal homes are the
next most likely group to be referred through relatives or frieﬁds,
Those who live in parentsl homes are very likely to bs referred
through heelth agencies. Many of these relationships seem to
be due to proximity or exposure to the referrasl sourcs, par-
ticularly the differenges in self and relative-friend referrals,

Some of tnese findings, psrticularl; the differsnces in health
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agency referrals may be due to the health, or psychiatric con-
dition of the client and how this might relate to choice of
heousehold.

Reflerral source and maritsl status are significahtly reﬁated
This relationship is still significant ior those llv1n5 in
conjugsal homeé_énd those who are smployed. Those who are
divorced are the most likely to be self-referred. In the
eriginal relationship snd for those who are employed, the
married groups were the most likeiy to be relative~friend
referred. For those in canjugai homes the single clients ére
more likely to be relative-friend referred. This could be a
group composed of young adults referred by their parents. Those
who are divorced are rarely referred through professional sources.
The relationships with health age 1cies change among the three
groups. Information aboubt the health of the respondents and
how that relaﬁes to maritel status will help specify this re-
lationship.

The relationship between referral source and occupationsl’

status is not significantly related. This relationship does

-l

become significant, however for those in pa“ental hemes or thosse

living

oy

vith relatives or friends. For thosé in parental homes,
the employed sre more likely to use professional referrals and
the unemploy red use wmore health sgency relferrsls. Thnere seanm

to be 1ittle difference between the usage of éelf or relative-

friend refsrrals. This patb rn is also refiected in the original

rela'ionbﬂlp _ Tne reélationship between referral and occupational

p.

status is different for those in relative-friend homes. The

3 4.

ifferences Deilween the emplovyed and not empl ed are among those

2
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wno sre seifl and.f laiive~friend referred. Those who arse eﬁployed
are more 1ike1y to be self-referrsd thle those who are un-
emplowea are more llﬁely to be relative or friend referred.

These rml snlps'pou¢d be more fully explained 1ir there
was & larger sample. In several of the contfolle& relation-
ships 1t is hard to tell wnether the small nuﬁbeerf cases is
keeping the significance lOWIOP whether there is no relation-
ship. Examination of the‘clientfs willingness to take respon-
sibility, as indicated by scores on an internality-externality
neasure ﬁould also add immensely %o the explansatory powsr of
this research. Finally, these relationships could be Ifurthsr
analized in relation to the sevewltj of illness or the problem

nd if this has any relationship to the client's household

com osiiion; marital, or occupational statﬁses. The only
measure in this data which may approximate this is whether

or noet the client has had prior psychiatric treatmenﬁ. These
relation hips will be examined with information about the
~client's pricr psychiatric experience to undersitand more about
thess ralationships._

- The relatlonshlp between referrsl source and prior psychi-
atric experience is moederately strong (K2:19.O1, df=3, pl.001,

V=.352). Those with gnd without prior psychiatric experience

Table 10 agbout here

are slmost equelliy likely to be sell-referred. This is an

ot
j o

unexpscted result. Ons wWou expact that knowledge of mental
acilities, through expsrience, would increase onels

ability to meke & self referral. It m might be ‘that prior
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psychistric experience indicates 1llness or problewms whnich
£ tnese clients from being able to self refer. Also,

prior psychlatric treatment may have been & negaﬁiVe experience,
the willingness to self refer. Those with no prior
psychistric care were more likely to receive referrais-from
relatives or friends than those with priof psychiatric e ?erienge
(4L1% of thoss with none, 24% of those with some). These differences-
seem contrary to 1abeiing theory (See Géve,19?0,‘80heff, 197,
Gove and Howell, 1975). which states that once s person has
recelived treatment for mental iliness, others would tend'to
keep reapplying this label of mentel i1llness. One would expect:
those with prior psychiatric expérience to be more readily
referrecd by relatives or friends, Twenity-one percent of thnose

of those with

[ 5]
SR

with no prior psychiatric care, as opposed to

some, wer

R0

referred through professional sources. Once again,
this ssems contrary to labeling theory.
The relationship between household composition and prior

psychiatric care 1s not significant (X2:3,68, df=3, p=.30, V=,153).

Taovls 11 about hers

The only relationship which seems worth note is that those
with somes prior psychilatric experience ares more likely to live
alone than those with no prior experience.

or psychi-

i

The relationship between marital ststus and pr
atric experience is significant, glthough weak (X2:6.32, af=3, -

p +10, V=.194). Those with no prior experience are more likely
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to be married thien thoSe with 2 psychistric background. Those

with some psychiatric experience are somewhat more likely to

be divorced than those without, Those without previous expesr-
]

ience are somewhat more likely to bes single. All of the widows

[
[n]

the ssmple had prior-psgchiatric sxperience, Although these
percentage differcnces are_slight, they may hsve some effects
on the other relat ilonships. 7

The relationsihip between occupation and prior psychistric

experience is significant (X2=8.26, af=2, p<.02, V=.220).

Table 13 about here

A gréater percentage of those with no prior éxperience are houss-~
wives than those with some eXperience. 4 gresier percentage of
those with some previous psychiatric experience sre not employed.
Those with no previocus experience are more 1iké1y_to be employed.
These felationships indicate that the relationships found
between referral source and these three varisbles could be due
to the relationsnips between these variables and the presence or
sbsence of prior psychiatric experience.
The relationship betwsen referral source and household

~

composition is nct significant for eilither those with no prior

Table 1L aovout here

psychistric experience or those with some prior psychiatric
experisnce. However, the low Cni-sguared values may be atirib-

P

utable to Tthe uneven distribution cof The sample in both instances.

o

The relestionships appear to be moderately strong.



o those with no prior psychistric care there are few

[ERE

respondents living with relatives or friends, or living alon

The relationship is very likely to have occurred by chance, so

it must be examined with caution (X2:12.88, ar=9, p=.17, v=.268).

ive-friesnds are very likely to be

ot

Thosge living alone or with rela
seli-referred., Those 1iving iﬁ parental homes are very likely

to be referred through relatives or friends, followed-bﬁ those

in conjugal homes. None of the elients 1iving alone were re-
ferred through relatives or friends, Tnose in parental homes

are much more likely to be referred through professional sources
than those in conjugal or relative-friend homes. Half of the
respondenﬁs living alone were referred through health agencies.
The relationship for those with some prior psjchiatric treat-~
ment is closer to being stetistically significant (XEZTA.S?,
df=9, p<11, V=,245). Across self-referrals, the differences
among household composition groups is not ag large as they

were for those with no priop psychiatric ezperieﬁce. Thosé
1iving-alone are the most i1ikely to be self-referred. Those
tiving with relatives or friends are the least likely. Those
living with relatives-iriends are the most like1§ to be relative-
-friend referred wnile those in psrental homes are the least
likely to bs relative—friénd referred. This is.a reversal of

tne pattern for those who had no previous care. Those in
perental homes are the least likely to use a professicnzl re-

g

to use this referrsl if

O
cf

ferrsl, winile they ar ne most likely

b’

they have not had previous experience. Thoss in parental hom

®

S,

living alone, or in conjugal households all show a high incidence
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of healtn agency referrals. None of the sample living in

rentsl households with no prior psychistric experience were

w

p

referrsd through health sgencies while 68% qf"fhoseiw1th some
prior psychniatric treatment were referred-in thiérwaﬁ. .-

when prior psychiatric care is controilled fer;theré ié:é'
big difference in the type of client living in parental homes.l'
it seems that 5mong those with no prior psychlatrlc care those
in parental homes are youﬁg adults,_prbbably still studentsgik
The'large percentage of professionél re ;er¢als are prooablv from
schooul officials. Those in parental homes with p010” pS;CﬁlatPlC
experiencé are very likely to be referred through heslth agencies.
These are probably clients who live with thelr parents because
of an inablility te live alone. Thils conjecture is given support
by the facﬁ that the relationship between referral source and
prior psychisgtric care 1s significant for those living in
parental homes. (X :16.8?, af=3, p<.001, V=.?50). This relation-’
ship is not significant for any of fhé other living arrangements.

The knowledge of g client's household composition'givsS:
some information about this person's referral sourcs. Some of
this information is due to the connsction betw@eﬁ living arrange-
ments and prior psychiatric care. |

Therrelationship between referral source and marital status

is significant only for those with no prior psychiatric care

Table 15 about here

Those wno are divorced are much more likely to be self-referred
than either those clients who are married or those who sgre

singie. The divorced clients are the least likely to be relative
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or friend referred. Those who are single are slightly more
likely than those who are married to have used profeSsiOnél
1s. Those who are married were mofe likely to use
health agency referrals than the single or divorced elients.
In comparing this relationship with the uncontrolled relationship .
we see an increase in the percentages of relative-~ frlend reLePrals
and a decrease in health agency refarrals. The relatlonshlp
betwéen.reférral'éouroe and marital status 1is hot:significant
Tor those with prior psychiatric experlenﬁe (i‘ d 81 £=9,
p=.145, V=.182). Prior experience using psychiatric help sources
‘overrides the importance of the relationship between referral
source and marital status.
The rels tlonshlp between ref rral source and prior psychigtric

experience is not significant for the married clients (X =y,

C=3, p=.22, V=.267). The relationship does appear significant,
however for the divorced clients (X =7.2l, 4= pd+07, V=.0L31}.

2212.82, ar=3, p/.006, V=.540).

and for those who are single (X
Tnis relationship for divorced clients much more closely resembles
the original, uncontrolled relationship, in a more extreme fofm,f
Among the divorced the percentage of self—reféfréls is twice

as large for those with no prior psychistric care as it is for
those with some prlilor experience. Those with some prior
psychiatric care are slig.tl more. likely to be veferred throﬁghA
reletives or friends. The relationship befweén referral source
and prior psychiatrie care is different for the single clients.
Those with some prior psychiatric expernpn“" are over bLwice as
likely to bs self-referred as those without. Those with no

previous mental heslth trestment gre almost four times as likely
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to be refeprred through relatives or friends. Prior psychiabric

experience influences choice of referral source for those clients

=

12

wno are divorced 6f ingle. For married clients, prior péychi-

atric treatment is nct'an imﬁortant indicator of referral source.
The relationship between referral source and occupational

status is not significant when priof psyéhiatric expérience is

contreolled for (for clisnts with none K2:1.58, ar=6, p=.95,

V=,112; some prior psychiatric care XEZB.TE, dr=6, pi;?Q, V=.132).

Table 16 about here

Information.about prior psychiatric expepience does not specify
any significsnt relationships between referral source and |
bccupational status.

The relationship bebtween referral source and ?rior psychigtric
treatment is significant, however for those who sre not em-
ployed (K2:9,67, df¥3, <203, V=.377). PFourty-three percent of
the unemployed sample, with no prior psychiatric background were

riends while only 19% of those

iy

referred through relstives or
with some prilor psychlairic care received these kinds of re-
ferrals. Those with no psychiatric history received a higher

lonal referrals. Eifty-five percent of

w

percentsge of profes
those who have received psychiastric tresiment in the past were
referred through heslth agencies, while only 19% of those with
no past treatment were.raferred in this Way.

Some of the relationships we have scen beiwsen referral
scurce and household composition, marital status, and occupsg-
tionsl status were due to the relationship between these

variables and prior psychiatric experience. Any relationship



lon gnd referral source joes not

-4
[

between houséhold composi

£

seem Lo be due to sny iniluence of prior psychiatric expsr-
ience. Prior psychiatric care is related to the referrsal
source of those living in parsntasi houscholds. This relation-
ship seems to pe distinguishing between two diffsrent btypes

of persons who would be iiving in & parental household, those
who are young and have not left home yet and those who are too
dependent or ill to leavé. Maritsl status is éignificantly 7
related to referrallsource only for those with no prior pégchiatfic
experience. For those who are married, prior psychlatric
experienée igs nolb related bo referral source,but it is relsted
to referral source for those.who are divorced or single. Prior
psychiatric care does not specify any significant. relationships
between referral source and occupaéional stetus. It is sig~

nificant nowever for those who are unemployed. This ssems

o

L]

to be some kind of division between those who are sesking
psychiatric help because of unemployment and those who are

o

unemployed becsuse of psychiatric problems.

This research deoes indicate interconnections between =z
person'ts referragl source to the Nord Center and those availabls
to maxe a referral and priof psychlatric experisnce. Referral
source is not significantly related to age, sex, education,
or income of the client. The smell szmple size may be 8
facter in this. Further analysis is needed to determine if

ionships are hidden by intervening factors.
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Through ny research I heve altempted to highlight the
g J & &
importance of the process of sszeking mental health treaztment

ine referral scurce of a client was examined as one aspect of
tais process. This vital-piéce of information caﬁ help to
reveal the reagsons & c¢lilent sseks treatmeﬁt, the motivation:
or lack ¢f motivation to impreve during treatment, and the

resources the clisnt is aple to draw upon as an aid to his/

her treatment. Tarough a study of the literature on the sub-

_jeet, iiiigﬁgl_ ferences clearl ; emerge as a3 varisble in the
usage of referral sources. Otaher studies nave indicated that
o T .
- there are situationsl differences in what is defined as g

mental healih probyem and what each referral source 1s eguipped
to deal with. One model, the internal-external personallty
construct, may be able to predict certain help seeking patiterns,
particularly those concerning self-refsrrals. The professicnals
I interviewed, in pdgri, confirmed the sigpificance of belp
éeeking behaviors, specificaily how the patient ﬁas referred.
This information plays a particularly relevant role in indicating
the client's level of mobivation in receiving trestment, and

the client'srsuosequent readiness to accept responsibility in
impropving his/her condition. Information culled from the

Nord Center points to the fact that there exists en inter-
connection betﬁeen a person's referral Source; the psople

whno are avallable to make such a referrel, and prior psychlatric

Thne implications of sociologicsl research which exanines

o
i
o]

U’ 3

I,

by wnich 8 client reaches psychistric treatment

V
o

the methnoas
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can have 2n impact of the Iielc ol mental health. The mental

nealith professional snould be fully cognizant oi” the environ-
mént from whnich a person comes, the people this person associates
with snd deals with dailj, the resgsons for seeking help, and

ény connections between the patterns of help seeking end

the neeas of the client. The process. of obtaining mental health
treatment is one possible 1ink in a éomplex set of inter-
related variables relating %o mental health treatment in this
country. The research I have completed is a starting peint.

It is an effort to recognize that there is much to be gained
from & more complete exsmination of the referral process.
Ffurther research on this topic is needed-to specil'y the

information agvailable.



Table 1: Fragusncy
Selfl

KEelatives

friends

Police or courts

Professional sources
(schools, clergy, etc.)

Community agencies

Doctor '

Hospilts

.
A
G

- P
O o S

- O P0 Chiw O oW

-
O~ )
. L4

»

]
i1
e
[N
na

efwrral Sourcses

racoded
3811 ,
Reletive-friends

Professional. sources
yot T

Heaith agencies

21.5%
30.2

35.2



Tapie 2
7 EGonjugal
Referral
Self 23.17%
Kel-Frnd 3.71
rof Source 15.05
Health agency 29.27
(n) (82)

L X®=13.06, dr=9, p=.127,

Table

Married
Referrsl
Selifl 12.50%
Rei-Frnd 35,34
Prof source 17.19
Hezalth agency 34.38
(n) (6u)

X231§,GU?, dfr=9, p=.37,

Parenitsli

12.90%
25.01
16.13
15.10

{31)

V=.175

Divorced

38.10%

28.57
2.38

30.95
(42)

V=161

Eel-Frnd

23.52%

L7.06
11.76
17.65

(17

Widow

37.50%
12.50
12.50
37.50
(6)

Hererral source by housenoid composition of the clisnt

Alone

35.00%

15,00

50.00
(20)

3: Referral source by marital stetus of the client

Single

17.39%
26.26
15.22
39.13
(L6)



Table L: keferrszl source by Cccupational Status

House- Not
wife employed Employsd
Referral
Self 23.52% 20.00% 22.41%
Eel-Frnd 32.35 - 25.71 3Ly
Prof sources 17.65 - 10.00 13.79
Health agencies 26,17 .29 29,31

(n) (34) (70) (58)

X°=5,06, df=b, p=.5i, V=.125



Table 5: Referral

Referral

Self
Kel-Frnd
Profl sources
Health agencies

(n)

x%=1

Table 6:

Referral

Selfl
Rel-Frnd
Prof sources
Health agencies

(n)

X%= 24,31, ar=9, pd.004,

Conjugsl

for clients who are divorced

Parental

100.00

(1)

7.2, D=9, p .05, V=.400

58.,.82%
29,411

11.76
(17)

T‘J’:l3)|il,-

Rel-Frnd

a9,

(.
(S
(OS]

P N Y. A e
[N =) ._s:F:
. ® - L]
— e I
==

source by Housshold composition and Marital Status

Alone

22.20%
11.11
66,67
(9)

Referral scurces by Marital 3tatus and Household Composition

clients living in conjugal homes

Divorced Single

66.67
33.33

(3)



Table 7: EKeferral sourcs by ha&S@qold ﬂpOSlE‘Oﬁ and GccupaulunaT

Status
clients who sre not employed
Conjugal Parental Rel-Frnd Alone
Eeferral |
3elf 22.22% 13.64% 5.33% 50.00%
Rel-Frod . 22.22 16.10 56.33 --
Prof sources 11.11 13.5 16.67 -
Healtn agencies Lide . iidy SH.55 16.67 - 50.00
(n} (13) (22) (12) (10}
+2

X=18.31, 4af=9, p&«035, V=.314



Tsble 8: Referral Source by Occupational Status
- ‘ " and Household Composition

Clients living in Parental hcmes : Clients living with Relastives or Friend
House- Not House~ Not ‘
Referral ‘ wife employed Employed wife employed Employed
Self -- 13.6L% 16.67% - 0 8.33% 60.00%
Rel-Frnd 100.00% 18,18 16.67 -~ 58.33 20.00
Prof scurces - 13.64 35.33 - 16.67 -
Health sgencies -- 5l.55 33.33 ~- 16.67 - 20.00
(n) (3) (22) (6) ' -- (12) (5)

X2=11.19, df=6, p=.083, V=.425 X®=5.96, =3, p=.113, V=.592



Table 9: Referral Source by Marital Status and Cceupation

clients wno ars employed

Married Divorced Widow Singls
Referral
Self | 7.69%  42.11% 100.00%  18.18%
Rel-frnd . 6.15° 26.32 - 27.27
Prof sources 16.23 - - 18.18
Hsalth agencies 26.92 31.58 - 36.36
{n) (26) (19) . (1) A1)

X°=14.63, ar=9, pc.102, V=.292



Tavcle 10: Relferral scurce by Priorpsychilatric Experience

Referral

Selrl
Rel-Frnd
Proi sources
Health agencies

(n}

Prior Treatment

HNeone

22.22%
Lt.27
20.63
15.87

Some

- 20.00%

2it. Ly
7.78

L1.76
(90)

2 L
X%=19,0%, d4f=3, pl.001, V=.352



Table 11: Household Composition by Prior Psychiatric Experience

Prior Tredtment

None Some
Housesnold Composition
Conjugal ' 63.24% 50.56%
Parental 20.59 22.47
Rel~Frnd 16.29 13.438
Alone - 5.58 13.48
(1) (6&) (89)

X°=3.68, af=3, p=.30, V=.153

Table 12: Marital Status by Prior Psychiatric Experience

Prior Treatment

None Some
Marital Status
Married .8.57% 37.76%
Divorced : 271 i3 28.57
Widow - 6.12
Single 30.00 27.55
(n} (73} (90)

X2:6.32, df::B, p<.i‘i|3’ V:.’IQLI_
Table 13: Occupational Status by Prior Psyehiatric Experience

Prior Treatment

None Some
Ceeupation
Housewife 29.58% 1717%
Not employed 30.9% 52.53
Employed 39.4 30.30
(n) (71) (99)
2

XE=3.26, af=2, pd.02, V=.220



Tabls 14:' Referral source by Household Compésition

Referral

Seld
Rel~frnd
Prof Sources
dealtn Agenciles

(n)

No Prior Psychistric Care -
Married

21.05%
2.1
16,02
1042
(30)

x%=12,88,

Divorced Widow

9.09% 12.86%
SiL. 55 28.57
36,36 1L.29

- 10.. 29
{11) (7)

df=9, p=.168, V=.2608

Single

55:00
(i)

50.00% |

and Pricor Psychiatric Experience

Prior Psaychiatric Csare

Married Divorced  Widow

22.50%
25.00
12.50
110,00
(Lo)

x°=1l.57,

15.79% 10.00%
JiOaBj E)LJ»OU
5426 10,007
6.2 20,00
(19) (10)

dr'=9, p<el1, V=.245



Table 1%: Referrzal Source by Marital Status

Heferral

elf
Rel-Frnd
Prol Sources
Health Agencies

(n)

X

2

gnd Prior Psychilatric Experience

No Prior Psychiafric Care
Widow

Married Divorced

13.79% 57.14%
Wl 83 28.57
20.69 7.0
20.:69 7.l
(29) (1L

= 43.07, df=b, p .05, V=.325

-

- -

Single

10.53%
47,37
26.32

15,79

{19)

Prior

Married

12.12%
30,30
12.12
5.5

X

(
2

33)

=§.41,

Psychiatric Care
Divorced Widow

20, 00% 16.67%

32.00 16.67
-~ 16.67

110,00 50.00
(25) (6)

af=9, p=.L5, V=,182

Single

211, 00%
12,00
8.00
56.00
(25)



Table 16: Referrsl Source by Occupational Status
and Prior Psychiatric Experience :

No Prior Psychiatric Care : Prior Pgychistric Care

House- Not Employed House~ Not Employed
Referrsl wife employed wife employed
Salf : 23.53% 19.05% 2L 00% 23.53% 19.15% 19.23%
Hel-Frnd 35,29 La.ue Ui 00 29.41 19.15 30.77
Prof sources 29001 19.05 16.00 ' 5.588 6.38 11 .5l
Health agenciezs  11.76 19.05 16.00 1.1 55.32 38,46
' (L7 (26)

(n) ) (21) (25) (17)

X°=1.58, df=b, p=.95, Vs.112 XP=3.12, ar=6, p=.79, V=.132
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