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Crisis resolution: consumer, 
family and referrer 

perspectives on care
Frances A Carter, M Joan Taylor, Madeline J Weston, Teresa A Quigley, 

John H Beveridge, Robert AJ Green, Steve Du� y, Joseph M Boden

Crisis resolution (CR) teams are now an 
established part of the mental health 
services in many parts of the world.1 

Typically, CR teams aim to provide 24-hour 
access, rapid assessment, intensive short-
term treatment and care of people at home 
where possible.2 

Almost by defi nition, needing help from 
a CR team is a highly stressful time for 
consumers and their families. These situ-
ations may also be diffi  cult for referrers, 
such as general practitioners, trying to 
organise urgent and appropriate help for 
people in crisis. Studies have evaluated the 
effectiveness, impact and service satis-
faction of CR teams among consumers.3–6 
However, few recent studies have examined 
the service satisfaction of family3,7 and 
referrers,8 despite the importance of 
partnerships with these people being 
recognised.1,9 Importantly, no known studies 
have reported the service satisfaction of all 

three key stakeholders (consumers, family 
and referrers) for the same case. Gaining 
more than one perspective on service satis-
faction may provide insights on areas of 
agreement and disagreement among people 
who use CR.

The present study sought to systematically 
assess the service satisfaction of consumers, 
their families and referrers who have 
recently used crisis resolution services. 

Method
Clinical context

In Christchurch (Canterbury, New 
Zealand), the Specialist Mental Health 
Services were re-confi gured in 2014 and 
the way that help was provided to people 
with urgent mental health needs was 
changed. The new model of care involved 
a CR function being built into the existing 
four Specialist Mental Health teams which 
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cater for separate geographical areas within 
Canterbury. For each of these teams, CR 
means providing 24-hour access, seeing 
consumers where they want to be seen 
(such as in their own home) where feasible, 
providing a high level of integration 
between inpatient and outpatient care, and 
minimising meeting new staff and unnec-
essary assessments. Prior to the present 
study, only anecdotal evidence existed about 
how the people who use CR experience it.

Participants
Consecutive consumers recently 

discharged from CR over a fi ve-week period 
in 2015 (last week of October 2015 until the 
end of November 2015) were recruited. For 
participation in the study, consumers were 
required to meet the following criteria.

Inclusion criteria:
• Had face-to-face contact with CR 

within the previous six weeks;
• Discharged from being a CR ‘case’ 

within the past seven days;
• 18–65 years;
• Contact information available;
• Currently residing in New Zealand;
• Able to adequately participate in tele-

phone interview (eg, suffi  cient English 
language);

• Able to provide informed consent (eg, 
not too unwell);

• Consent given.
Exclusion criteria:
• Consumer refused contact with 

mental health services;
• Consumer opted out of being 

contacted about the study;
• Participation in the study deemed to 

be potentially distressing, unhelpful 
or harmful to the consumer.

‘Family’ was broadly defi ned to include 
any people who had been involved in 
the consumer’s recent care with CR in a 
non-professional capacity (eg, partner, 
friend, Pastor, neighbour who facilitated 
involvement with CR and/or supported the 
consumer). 

‘Referrer’ was broadly defi ned to include 
any people who had been involved in the 
consumer’s recent care with CR in a profes-
sional capacity (eg, general practitioner, 

psychiatrist or counsellor who facilitated 
involvement with CR and/or worked 
alongside CR). 

Design
As part of our ‘no surprises’ approach, 

consumers were made aware of the study 
at the outset of their contact with CR in a 
range of ways (eg, information sheet placed 
in their consumer pack and fl yers placed 
in waiting rooms). However, they were not 
approached about the possibility of partici-
pation in the study until discharge from the 
service (ie, when they were not in current 
crisis). At discharge from CR, consumers 
were given the opportunity to opt out of 
being contacted about the study by their 
treating clinician, and via a letter from 
the clinical liaison (M Joan Taylor). Also, if 
clinicians felt concerned that participation 
may be potentially distressing, unhelpful 
or harmful to the consumer (see exclusion 
criteria), then they contacted the clinical 
liaison and made her aware of this, and 
these consumers were not approached about 
the study. 

Consumers who met inclusion and 
exclusion criteria for the study were 
then phoned by the research coordinator 
(Madeline Weston), and verbal consent 
was sought for participation in a brief, 
structured telephone interview with 
her. At the completion of the interview, 
consumers were asked if there had been a 
family member or a referrer who had been 
involved in their care during their recent 
involvement with CR, and if they agreed 
to them being contacted and interviewed. 
These people were then contacted, and 
verbally consenting participants completed 
a brief, structured telephone interview with 
the research coordinator. 

Measures
Brief structured interviews were 

conducted with participants over the tele-
phone. Structured questions were asked, 
and the interviewer took care to ensure 
that the participant fully understood the 
questions before a rating was sought from 
the participant. Questions were designed 
to assess global satisfaction with care and 
satisfaction with specifi c aspects of care, and 
were developed following an examination 
of the literature on treatment satisfaction 
and discussions with staff around the aims 
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of the re-confi gured service (eg, seeing 
consumers where they want to be seen, 
such as in their own home, where feasible). 
Nine forced-choice questions and two 
open-ended questions were asked. A delib-
erate attempt was made to word questions 
using plain English, and to keep ratings 
simple and straightforward. Table 1 shows 
the questions that were asked. Consumers 
and family were asked all 11 questions. 
Referrers were asked the fi rst four ques-
tions, plus an additional question addressing 
communication. Consumers were also asked 
brief demographic questions assessing age 
category, ethnicity and gender.

Analysis
A low rate of missing data was found 

(>95% participants answered each question). 
Summary variables were calculated for 
some measures due to low numbers in 
some response categories (eg, New Zealand 
European: yes/no). Percentages were 

rounded to whole numbers using Swedish 
rounding, to avoid spurious specifi city. ‘Not 
applicable’ ratings were excluded from 
the analyses. For agreement analyses, only 
participants who provided a defi nitive 
response were included (ie, people who said 
that they were ‘unsure’ were excluded), and 
positive response categories such as ‘good’ 
and ‘ok’ were combined to ease analysis. 
Analyses were primarily descriptive. 
Chi-square tests were conducted to see if 
any demographic variables (age category, 
ethnicity and gender) were associated with 
dissatisfaction on items assessing global 
satisfaction and specifi c aspects of care. Data 
were analysed using the statistical package, 
SPSS (version 22.0; Armonk, NY: IBM Corp). 

For open-ended questions, themes 
were identifi ed among responses, and the 
frequency with which these were reported 
was calculated. More formal analyses were 
not conducted for open-ended questions.

Table 1: Structured interview questions for consumers.

Thinking about your recent experience with CR…

1 Would you recommend CR to family and friends if they needed similar care or treatment? 
yes / no / unsure

2 Overall, how would you rate the care that you received from CR? 
good / ok / bad

3 How easy was it for you to access CR (eg, find out how to contact them, get someone on the 
phone and make an appointment)?
easy / ok / di� icult

4 Were you seen and helped quickly enough by CR?
yes / maybe / no

5 Were you given a choice about where you were seen (at least some of the time)? 
yes / no / unsure / not applicable 

6 Were you asked if you wanted your family involved in your care? (eg, maybe to attend appoint-
ments with you, or for sta�  to talk with them)? 
yes / no / unsure / not applicable

7 How straightforward was it for you to meet with sta� , tell your story and develop a plan? 
straightforward / ok / complicated

8 Were your needs met by CR (either by them, or did they suggest somebody else who could help)? 
yes / maybe / no

9 How respected did you feel by CR sta� ? 
well respected / adequately respected / poorly respected

10 How could CR be improved?

11 What was especially helpful or good about the care you received from CR?
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Ethical approval
This study was approved by the University 

of Otago Human Ethics Committee (Health). 
HD15/023 

Results
Recruitment

Figure 1 summarises the recruitment of 
participants for the study. The response rates 
were 61% for consumers (75/123), 76% for 
family (22/29) and 76% for referrers (16/21).

Description of participants
The 75 consumers were roughly evenly 

split by gender (female = 51%; male = 49%). 
They were most likely to be aged 18–24 
years, although all age categories up to 64 
years were represented (18–24 years = 34%; 
25–34 years = 24%; 35–44 years = 19%; 45–64 
years = 23%). Most consumers identifi ed as 
being New Zealand European (81%), with 
the next most common ethnic groups being 
Māori (14%), ‘other’ (10%), Chinese (1%), 
Indian (1%), and Samoan (1%). The demo-
graphic characteristics of the sample were 
broadly consistent with people who use CR. 
(Taylor J, pers. comm., 2016). 

The 22 family members were most likely 
to be the consumer’s partner (n=11) or 
mother (n=8), followed by father (n=1), 
sibling (n=1) or friend (n =1). 

The 16 referrers were most likely to be 
the consumer’s general practitioner (n =13), 
followed by counsellor (n=2) and psychia-
trist (n=1).

Forced-choice questions
Table 2 shows the responses of 

consumers, family and referrers who 
answered forced-choice questions assessing 
both global satisfaction and satisfaction 
with specifi c aspects of care, plus the 
agreement among raters. 

Predictors of dissatisfaction
Consumers aged between 25-34 years 

were signifi cantly more likely to rate their 
care as being ‘bad’ (overall rating) than 
people in other age categories (Chi-square 
value =9.6, df =1, p=.002). Out of the 74 
consumers who answered this question, 
18 were aged between 25-34 years, and 
3 of these consumers said that their care 
had been ‘bad.’ No other consumers in 
any age category rated their care as being 
‘bad’. No other demographic variables such 
as ethnicity or gender were signifi cantly 
associated with dissatisfaction on either of 
the two global measures of service satis-
faction. No demographic variables among 
consumers were signifi cantly associated 
with dissatisfaction on any items assessing 
satisfaction with specifi c aspects of care. 

Figure 1: Schematic summarising participant recruitment.

ARTICLE



44 NZMJ 8 June 2018, Vol 131 No 1476
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

Table 2: Consumer, family and referrer responses to forced-choice structured interview questions, plus agreement among raters.

RATERS AGREEMENT

Consumer (n=75) Family (n=22) Referrer (n=16) AMONG RATERS*

Global satisfaction

Recommend Yes 88% Yes 86% Yes 88% 85%**

No 8% No 14% No 6%

Unsure 4% Unsure 0% Unsure 6%

Overall rating Good 77% 96% Good 64% 91% Good 67% 94% 91%**

OK 19% OK 27% OK 27%

Bad 4% Bad 9% ɸ Bad 6%

Specific aspects 

Access Easy 48% 86% Easy 41% 88% Easy 73% 91% 85%**

OK 38% OK 47% OK 18%

Di� icult 14% Di� icult 12% Di� icult 9%

Quickly enough Yes 81% 88% Yes 68% 77% Yes 73% 93% 76%**

Maybe 7% Maybe 9% Maybe 20%

No 12% ɸ No 23% ɸ No 7%

Choice where seen Yes 61% Yes 40% Not asked 58%***

No 33% No 30%

Unsure 6% ɸ Unsure 30% ɸ

Family involvement Yes 77% Yes 71% Not asked 71%***

No 15% No 19%

Unsure 8% ɸ Unsure 10% ɸ

Straightforward Straight-
forward

61% 86% Straight-
forward

55% 83% Not asked 88%***

OK 25% OK 28%

Compli-
cated

14% ɸ Compli-
cated

17% ɸ

Needs met Yes 70% 81% Yes 62% 81% Not asked 76%***

Maybe 11% Maybe 19%

No 19% No 19%

Respected Well 75% 93% Well 82% 91% Not asked 91%***

Ade-
quately

18% Ade-
quately

9%

Poorly 7% Poorly 9% ɸ

Communication Not 
asked

Not 
asked

Good 62% 81% ----

OK 19%

Bad 19%

* For all agreement analyses, only participants who provided a definitive response were included (ie, people who said they were ‘unsure’ were 
excluded), and positive responses such as ‘good’ and ‘OK’ were combined.
** Agreement indicates percentage agreement among consumer, family and referrer (n=34).
*** Agreement indicates percentage agreement between consumer and family, as referrers did not rate these questions (n=22).
ɸ For each cell where this symbol is used, one participant did not answer this question. In cells without this symbol, all participants answered the 
question.
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Open questions
Consumers were less likely to comment 

on how the service could be improved (51% 
commented), than on what had been good or 
helpful about the service (75% commented). 
Family and referrers were roughly equally 
likely to comment on these two questions 
(65-69% commented on both). Table 3 shows 
comments that were made about how the 
service could be improved and what was 

especially helpful or good about the service 
(grouped according to themes identifi ed), 
plus how frequently these comments were 
made by whom. These show that people 
were most likely to comment on the manner 
of staff (specifi c desirable attributes are 
described) and the treatment that had been 
received. A diverse range of other specifi c 
suggestions were also made. These fi ndings 
will be discussed in the following section to 
avoid repetition.

Table 3: Summary of how frequently comments were made by consumers, family and referrers. 

Suggestions for improvement What was especially helpful or good

Sta�  manner C F R Sta�  manner C F R

Be less rehearsed/protocol-like/impersonal 5 Treated as an individual 1 1

Be warmer, more approachable and more interested 3 2 1 Friendly, nice, empathetic 5 2 1

Be less rushed, less dismissive, less interrogative and listen 
better

5 Patient and understanding 3 1

Be more respectful and less judgemental 4 1 Respectful 2

Be more optimistic (about prognosis) 1 Positive and reassuring 4

Other sta�  issues Other sta�  issues

Improve security for sta� 4 1 Highly educated and qualified sta� 2

Provide more sta�  (and more government funding for this) 2 3 2

Provide more consistency among sta� 4 1

Access to service Access to service

Increase publicity about existence of service 2 Grateful for the existence of the service 1 1

Make clearer how to contact the service 2 1 Straightforward to find out who to contact 1

Make it easier to get right person on phone/reduce time “on 
hold”

2 1 Able to get help quickly and easily 7 3

Be more willing to see consumer in person versus talking on 
phone

1 Free 2

Update contact information in pamphlet 1 1 Able to be seen somewhere close to home 1

Reduce confusion about where to park 1 Good “infrastructure” 1

Educate emergency service about the service as an option 1

Simplify how to make an appointment 1

Allow people to decline help/leave service more easily 1

Provide help for people who are at risk but also intoxicated 1

Where seen Where seen

Give home visit option more o� en 2 3 Gave the option of a home visit 2

Put less pressure on to be seen at home 1

Provide a more private waiting area 1
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Interventions provided/facilitated C F R Interventions provided/facilitated C F R

Provide treatment and follow-up for longer before discharge 8 5 1 Helpful to have somebody to talk to and to 
provide support

13

Make it easier to get help without it needing to be a crisis/
emergency

2 2 1 E� ective treatment provided 8 1 4

Provide better/more respite options 1 3 Good follow-up from service prior to dis-
charge

6 1

Assess di� iculties more broadly and in more depth (not just 
current risk)

2 1 At discharge, helpful information given 
about re-contacting service and other 
options for help

1 1 1

Provide management plans that are more practical 1 1 Management plan was good 3 1 1

Give medication more readily 1 Help getting on ‘correct’ medication useful 1 1

Grateful to be given a ‘minder’ in hospital 1

Emergency department organised initial 
care well

1

Involvement of family Involvement of family

Reduce pressure on consumer to involve family 2 Respected choice not to involve family 1

Involve family more 4

Be more careful about getting permission to talk to family 1

Communication/liaison/records Communication/liaison/records

Return phone calls more promptly and reliably 3 1 Phone calls monitoring how things were 
going

1

Improve communications with consumer 3 Good communication with consumer 1

Improve communications with GP 1 2 Good communication with GP 1

Improve electronic access to consumer’s records 1 2 Good communications among sta�  at 
service

Providing GP with letters including educa-
tive information

1 1

Consumer should be able to reply to the texts that the service 
sends them

2 Helping consumer to make appointment 
with GP

1

Keep more complete consumer records 1 1 Giving the opportunity to ask questions 1 1

Transport Transport

Help with transport home from initial assessment when 
distressed

1 O� ered help with transport to appoint-
ments

2

Improve punctuality of the transport provided 2

C = Consumer
F = Family
R = Referrer

Table 3: Summary of how frequently comments were made by consumers, family and referrers. 
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Discussion
The present study sought to systematically 

assess the service satisfaction of consec-
utive consumers discharged from CR over a 
fi ve-week period, plus family and referrers. 
The response rates for the study (61–76%) 
compare favourably with other similar 
studies, where response rates of less than 
30% have been reported.3 

High levels of satisfaction (86–96%) were 
reported by consumers (n=75), family (n=22) 
and referrers (n=16) on two forced-choice 
questions assessing global satisfaction with 
the service. If consumers were dissatisfi ed 
with their care on these global questions, 
they were signifi cantly more likely to be 
aged 25–34 years. 

The majority of participants (>75%) 
responded positively to questions assessing 
most specifi c aspects of care (exceptions 
were about being given a choice about 
where seen and involvement of family). 
These fi ndings are broadly consistent 
with other studies that have examined 
satisfaction with CR (separately) among 
consumers, family or referrers.7,8

A unique feature of the present study was 
that the views of all three key stakeholders 
were assessed, which enabled agreement 
among them to be calculated. A high level 
of agreement was found among partici-
pants on global satisfaction (>85%) and 
on most specifi c aspects of care (>75%). 
The exception was for choice about where 
seen. Overall, these fi ndings provide some 
level of reassurance that consumers, family 
and referrers tend to broadly agree about 
service satisfaction from CR. 

For the open questions, consumers were 
more likely to comment on what had been 
good or especially helpful about CR, than 
about how the service could be improved. 
Family and referrers commented roughly 
equally on these questions. The themes 
that were identifi ed as being important 
were: staff issues, access to the service, 
where consumers were seen, the interven-
tions provided or facilitated, involvement 
of family, communication/liaison/records 
issues and transport). For example, it was 
especially important to participants that 
the consumer received effective treatment 
of suffi  cient duration, and that staff were 
warm, interested, empathetic, respectful, 

not rushed or dismissive, that they listened 
well, treated people as individuals and were 
positive and reassuring. 

Not all of the issues that were raised 
by participants related to the well-
being of consumers. Despite the fact that 
study participants were in the midst of 
managing their own or a family member’s 
mental health crisis, fi ve participants 
(four consumers and one family member) 
commented that they had felt concerned 
about the safety of staff, and they suggested 
improved security for staff. One of these 
participants was a consumer who has been 
physically aggressive themselves in the 
context of being acutely unwell, and they 
were deeply troubled by this when their 
mental state improved. 

Other challenges for staff were identifi ed. 
For example, fi ve consumers suggested a 
less rehearsed/protocol like/impersonal 
approach. However, assessing consumers 
in a systematic way covering all key areas 
such as current risk, without them feeling 
that they are simply being put through a 
protocol, may not always be easy to achieve. 
Also, some seemingly opposing comments 
were received from participants. For 
example, four participants (all family) said 
they wanted more opportunities for the 
consumer to be seen at home and/or to have 
family more involved, but three participants 
(all consumers) said that they wanted to 
be put under less pressure to have family 
involved or wanted more care taken to get 
permission for this. These fi ndings highlight 
that it might be diffi  cult sometimes for staff 
to get it right for everyone. 

A diverse range of other issues were also 
raised, especially with regard to suggestions 
for improving the service. For example, 
a consumer who had had a panic attack 
while waiting to be seen suggested a more 
private waiting area be available, and a 
GP saw the need for more assistance to be 
available when consumers had a mental 
health problem, but were also intoxicated, 
and family did not feel equipped to manage 
these volatile situations. 

Overall, many of the present fi ndings 
have implications for funding (ie, suffi  cient 
funding is needed), and for how staff are 
trained, supported, supervised and kept 
safe. Also, it would seem important that 
service evaluation tools incorporate ques-
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tions that assess how people experience 
staff (eg, warmth). Future research should 
re-evaluate the impact of demographic vari-
ables on service dissatisfaction with a larger 
sample size.

The key limitation of the study was the 
relatively small number of family (n=22) and 
referrers (n=16), which precluded formal 
statistical comparisons due to low power. The 
small sample size and low power may also 
have impaired our ability to detect differ-
ences on analyses involving demographic 
variables. At the same time, while only three 
demographic variables were examined (age, 
ethnicity and gender), tests were performed 
for all 10 survey questions. The use of 
multiple comparisons may have increased 
the chances of a spurious fi nding (only one 
statistically signifi cant fi nding was obtained). 

Not all consumers who had recently been 
discharged from the service were eligible 
for participation (eg, those who were too 

unwell), so some consumer groups will be 
under-represented in the present study. 
Also, it is possible that evaluations of CR 
within a different service delivery context 
may fi nd that different issues are raised 
by participants about what is helpful and 
unhelpful. Finally, an important perspective 
that is missing from the current research 
is the view of staff. Future research could 
valuably focus on what staff think helps 
them to feel supported, effective and safe in 
their role. 

Conclusion
High levels of satisfaction and agreement 

were found among consumers, family and 
referrers with CR. If consumers were dissat-
isfi ed with overall care, they were most 
likely to be aged 25–34 years. Open-ended 
questions identifi ed which issues matter the 
most to key stakeholders, which may have 
implications for service evaluation tool.
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