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Abstract 

Background The population with severe mental disorders (SMD) is a frequent user of emergency services. Situations 
of psychiatric decompensation can have devastating consequence and can cause problems in getting urgent medi‑
cal care. The objective was to study the experiences and needs of these patients and their caregivers regarding the 
demand for emergency care in Spain.

Methods Qualitative methodology involving patients with SMD and their informal caregivers. Purposive sampling by 
key informants in urban and rural areas. Paired interviews were carried out until data saturation. A discourse analysis 
was conducted, obtaining a codification in categories by means of triangulation.

Results Forty‑two participants in twenty‑one paired interviews (19 ± 7.2 min as mean duration). Three categories 
were identified. 1º Reasons for urgent care: poor self‑care and lack of social support, as well as difficulties in accessibil‑
ity and continuity of care in other healthcare settings. 2º Urgent care provision: trust in the healthcare professional 
and the information patients receive from the healthcare system is crucial, telephone assistance can be a very useful 
resource. 3º Satisfaction with the urgent care received: they request priority care without delays and in areas sepa‑
rated from the other patients, as well as the genuine interest of the professional who attends them.

Conclusions The request for urgent care in patients with SMD depends on different psychosocial determinants and 
not only on the severity of the symptoms. There is a demand for care that is differentiated from the other patients in 
the emergency department. The increase in social networks and alternative systems of care would avoid overuse of 
the emergency departments.
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Background
The National Healthcare System in Spain has more than 
50 million requests for emergency care each year. These 
are met in three organizational areas: primary care, 
mobile emergency services and hospital emergency 
departments (EDs). In Spain, anyone can choose freely 
and without economic cost what type of medical care 
they want to receive according to their subjective per-
ception of symptoms severity. As a result, the average 
emergency department visits have been increasing over 
the last three decades [1, 2]. More than 50% of the Span-
ish population went to an emergency medical service in 
2019 [3], mostly due to banal pathology [4]. Only during 
the first wave of the COVID-19 pandemic this number 
decreased generally [5].

The population with severe mental disorder (SMD) 
is a social group with greater demand for urgent medi-
cal attention than the general population, despite being 
assigned one or more mental health network resources 
[6–8]. Psychiatric emergencies have been defined as acute 
disturbances of thought, behaviour, mood or social rela-
tionships that require immediate intervention as defined 
by the patient, the family or the social unit to save the 
patient and/or other people from imminent danger [9]. 
Situations of psychiatric decompensation can have dev-
astating consequences for the ill people and their fami-
lies, which is why it is a priority to stabilize the patient 
with SMD and prevent suicidal ideation [10]. However, 
most of the situations treated in the emergency services 
have not presented this seriousness and could have been 
resolved through routine medical care or better health 
education [6–8, 11].

Crowded emergency medical services may compromise 
patient treatment satisfaction, contributing to increased 
health care costs promoting the appearance of high 
emergency department users [11]. We face a complex sit-
uation in which the demand for emergency care among 
this population is conditioned not only by the physical 
and mental health status, but also for a wide range of 
socioeconomic and demographic factors that cannot be 
addressed exclusively by the organization of emergency 
services [12]. People at risk of social exclusion, with high 
rates of poverty and unemployment, and those who live 
in rural areas, with social isolation, decide to go to the 
emergency services more frequently [13]. Similarly, the 
care provided by family members to people with MDS 
in Spanish society is very important and decisive when 
choosing to go to an emergency department [7].

Knowledge of the current socioeconomic context, the 
family support and the biopsychosocial circumstances 
that accompany and cause the frequentation of the emer-
gency department by the population with SMD would 
make it possible to rethink the healthcare offer and bet-
ter adapt the resources [12]. The objective of this study 
was to gain a holistic understanding of the needs of SMD 
patients and their main caregivers in situations requiring 
emergency medical care.

Methods
Study design
An exploratory qualitative study with a holistic approach 
was performed to find and list the causes of the phenom-
enon following the Standards for Reporting Qualitative 
Research (SRQR) recommendations (Fig. 1).

Fig. 1 Flowchart of the qualitative study
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Sampling and recruitment
The fieldwork was carried out from January to September 
2021 in two Basic Healthcare Areas. One area was urban 
with 12,000 inhabitants with 40% at risk of social exclu-
sion, and a second rural area considered to be geographi-
caly isolated with difficult access to healthcare, with 6,250 
inhabitants (7 villages with < 1,000 people).

The study population consisted of patients with a diag-
nosis of SMD (Table 1) and the family member providing 
informal care. Diagnostic criteria include all psychotic 
disorders, excluding the organic ones, including not only 
the presence of positive and negative symptoms, but also 
a severely disturbed pattern of relationships, inappro-
priate behavior according to the context or severe inap-
propriate affectivity, involving a distorted perception 
of reality. The patients included had a disease course of 
more than 2  years and a progressive and pronounced 
deterioration in functioning over the last 6 months, even 
if the symptoms had subsided. Patients were included if 
they were at least 18 years old and had attended at least 
two non-urgent medical consultations over the last year. 
Patients living in closed institutions or foster homes, the 
ones with no permanent address and those cared for by 
formal caregivers, were excluded.

Sampling was purposive, cumulative and sequential, 
with a family doctor from each Basic Healthcare Area 
acting as key informant, supporting themselves by the 
opinion of other health professionals such as nurses and 
social workers and results from a previous study [13]. The 
groups were treated as homogeneous when both patient 
and caregiver were present at the interview. Heterogene-
ity criteria were gender, diagnosis, degree of disability of 
the patient (assessed using the WHODAS 2.0 question-
naire for Disability Assessment of the WHO), perception 
of family dysfuntion (Apgar-Family test) and the caregiv-
er’s sense of overload (Zarit burden scale). It was initially 

estimated that 8 interviews would be carried out in rural 
areas and 8 in urban areas (16 patients and 16 caregiv-
ers), but this was extended to 11 in towns and 10 in the 
city to achieve information saturation (21 patients and 21 
caregivers) (Fig. 1).

Data collection
The information was collected through conversational 
techniques using focus group methodology. The inter-
views were moderated by a non-health professional, 
videotaped and transcribed verbatim. The total number 
of interviews was subject to the saturation of discourse. 
Data saturation was reached when there is enough infor-
mation to replicate the study, when the ability to obtain 
additional new information has been attained, and when 
further coding is no longer feasible.

Data analysis and interpretation
The texts obtained were evaluated by means of a three-
phase qualitative content analysis. Phase 1 involved the 
coding, i.e. viewing the recordings and the literal reading 
of the transcripts, generation of the first pre-analytical 
hypotheses and confirmation of data saturation. Phase 2 
involved the category triangulation with the identifica-
tion and grouping of the text units and their referent dis-
courses into categories agreed apon by the researchers. 
In phase 3 the results were obtained and verified. Matri-
ces were constructed with the support of NVivo software 
and the final categories were defined.

Ethics approval and consent to participate
Ethical approval was previously obtained by means of a 
review provided by the Research Ethics Committee of 
the Andalusian Healthcare Service (TMG01 protocol, 
2019/03/28) (Jaén provincial committee, Spain), with 
reference to ethical principles of the Helsinki Declara-
tion. Participants were reminded that their participation 
was completely voluntary and were requested to sign 
informed consent forms. To protect the participants’ 
anonymity, no personal information was disclosed. Vide-
otape recordings were deleted according the ICC/ESO-
MAR International Code.

Results
Twenty-one patient/caregiver paired interviews have 
been carried out with a total of 42 participants and a 
mean duration of 19 min (± SD 7.2) (range 5–33 min). 
The patients had diagnoses of schizophrenia (38%), 
bipolar disorder (31%) and major depression (31%), 
with a mean age of 58.8  years (± SD 13.1), 63% were 
women, 32% were disabled and 25% had poor fam-
ily function. The caregivers were first-degree family 
members (50% spouses, 31% sons and/or daughters, 

Table 1 Diagnostic categories of the International Classification 
of Diseases (ICD‑10) for severe mental health disorder people 
included in the study

‑ Schizophrenic disorders (F20.x)

‑ Schizotypal disorder (F21)

‑ Persistent delusional disorders (F22)

‑ Shared psychotic disorders (F24)

‑ Schizoaffective disorders (F25)

‑ Other psychotic disorders not due to a substance or known psychoso‑
cial condition (F28 and F29)

‑ Bipolar disorder (F31.x)

‑ Major depressive episode with psychotic features (F32.3)

‑ Recurrent major depressive disorders (F33)

‑ Obsessive–compulsive disorder (F42)
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13% siblings and 6% parents), 53% were men and the 
mean age was 52.9  years (± DS 16.9), 60% showed 
caregiving burden and 32% perceived family dysfunc-
tion. The characteristics according to an urban or a 
rural area are shown in Table 2. The data collected is 
presented in three categories and nine subcategories 
(Fig. 2 and Table 3) corresponding to the topics of the 
interview script, the hypotheses generated and the 
explanatory framework.

Reasons for urgent care
Self‑care
Some SMD patients have been informed by their psy-
chiatrist about when to request an urgent assessment 
(Table  3A). This information is more useful when 
patient and caregiver have sufficient capacity to detect 
alarm symptoms and when there is adequate compli-
ance with the pharmacological treatment. The criteria 
used by caregivers to request an urgent assessment is 
influenced by the presence of new psychopathological 
symptoms as well as caregiving overload, the percep-
tion of poor functionality of the family dynamics and 
greater disability of the patient (Table 3B). The lack of 
proactive help from the healthcare system increases 
the caregiver’s uncertainty and promotes the use of an 
emergency department, especially in rural areas.

Social support
Other family and social conditioning factors create the 
need for urgent consultation, such as social isolation or 
social interaction difficulties. This is more pronounced 
in rural populations due to hospital remoteness and the 
social stigma of this disease (Table  3C). Similarly, the 
feeling of helplessness and isolation of patients and car-
egivers has increased during the pandemic due to home 
confinement and the restriction on social interactions 
(Table 3D).

Accessibility and continuity of care
Delays in routine primary care lead to emergency depart-
ment consultations, even without the appearance of new 
symptoms (Table 3E). This situation has worsened during 
the first periods of the COVID-19 pandemic, with a feel-
ing of greater vulnerability in this population due to the 
worsening of the symptoms in patients and the appear-
ance of anxiety, depression and insomnia in caregivers 
(Table 3F). Similarly, the lack of communication between 
family physicians and psychiatrists results in distrust 
in the former to go to Primary Care when faced with a 
problem considered urgent.

Urgent care options
Trust
The options used by patients and families when facing the 
need for an urgent consultation are to go to their Mental 

Table 2 Main characteristics of the people interviewed according to the study area

Rural area Urban area

Patient Caregiver Patient Caregiver

Duration of the interview 21,8 ± 2,5 min 16,8 ± 9,7 min

Gender (female) 57,1% 66,7% 66,7% 33,3%

Average age (years) 62,7 ± 9,6 52,5 ± 15,4 55,8 ± 15,1 53,2 ± 18,9

Family dysfunction (Family APGAR Questionnaire.) 42,9% 42,9% 11,1% 22,2%

Patient disability (WHODAS 2.0 Questionnaire) 28,6% – 33,3% –

Caregiver overload (Zarit burden scale) – 83,3% – 44,4%

Fig. 2 Relationships between the main categories and subcategories
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Health Team, to be evaluated in the emergency services 
or to go to private healthcare. The choice is based on the 
trust they put in the professionals of each area. Patients 
and caregivers trust their psychiatrists the most since 
they are well-known professionals who usually provide 
friendly, respectful and confidential treatment. Secondly, 
there are good expectations regarding care in hospital 
emergency departments, with the aim of getting a fast, 
although provisional solution to the problem until the 
next Mental Health check-up (Table 3G).

Information from the healthcare system
In urban areas patients know how to reach their mental 
health team in emergency situations, which is not the 
case in rural areas. This lack of information forces them 
to visit the emergency services more frequently. Car-
egivers in villages turn to private medicine, which offers 
continuity of care by the same psychiatrist and several 
possibilities to contact for urgent problems (Table 3H).

Telephone attention
There are considerable differences in the accessibil-
ity of and satisfaction with telephone consultations as 
a form of urgent care. Especially patients with less dis-
ability and more family support request a telephone 
line to consult a professional, even if not a psychiatrist, 
who can advise them on how to act in emergency situa-
tions (Table 3I). For patients with greater disabilities and 
exhausted caregivers, however, urgent telephone assess-
ment impairs the quality of human contact and hinders 
verbal communication.

They experience less accurate professional assessment 
(Table 3J) since they are forced to select the reasons for 
consultation and shorten the time of the clinical meeting. 
Regarding these experiences, patients and caregivers who 
use private medicine value telephone care very highly as 
a first urgent contact, as it allows the psychiatrist to make 
it possible to prioritize the face-to-face consultation and 
to adjust the medication immediately (Table 3K).

Table 3 Verbatims for each category and subcategory

Category 1: Reasons for urgent assistance
 A. Self‑care. “The psychiatrist told me that if I ever feel bad, I should go there right away (to Mental Health), although I try to hold on.” (Woman with bipolar 
disorder and disability, urban area)

 B. Self‑care. “You don’t know how to act when he’ s unwell. No matter how hard I fight, I have no answers and no one comes to help me.” (Female caregiver 
with intense overload, rural area)

 C. Social support. “My experience in the village is not very gratifying. There is very little access to psychiatric consultations and emergency services; you have to 
travel for everything. At the moment, I find myself alone.” (Female caregiver with intense overload and family dysfunction, rural area)

 D. Social support. “I’m very frightened by this COVID thing, I’m stuck at home all day. I go out as little as possible, I find myself more lonely and I am very 
stressed.” (Man with depressive disorder and disability, urban area)

 E. Accessibility and continuity of care. “There’s a long wait for a checkup and when you need it the most, they’re not there. So, you have to go to the emer-
gency department.” (Female caregiver with intense overload, urban area)

 F. Accessibility and continuity of care. “I’ve put on weight because of the pandemic and because of the naps. And he doesn’t sleep at all, I need to rest. It’s 
awful, and without an appointment I can’t consult anyone.” (Female caregiver with intense overload, urban area)

Category 2: Urgent care options
 G. Trust. “When you go to the emergency room, you are attended by young people, who you don’t know, but they are very nice, very friendly. We have been 
lucky to have met some very, very nice doctors” (Female caregiver with intense overload, urban area)

 H. Information on the health care system. “I go to the Public Health Insurance as well as to the private sector. They treat him there as if he were family, you 
know…” (Female caregiver with poor family function, rural area)

 I. Telephone assistance. “It would be very good if we had fast access to care, a telephone number to speak directly to the psychiatrist.” (Woman with bipolar 
disorder, urban area)

 J. Telephone assistance. “I need face-to-face consultations because I don’t have enough time to explain myself over the phone and to say all the things that 
are happening to me” (Man with schizophrenic disorder and disability, urban area)

 K. Telephone assistance “He (the private psychiatrist) assisted me several times over the phone and stayed on the phone as long as I needed. He resolved all 
the doubts I had and assisted me very well.” (Male caregiver, urban area)

Category 3: Satisfaction with the urgent care received
 L. Priority in assistance. “The waits are agonizing, I find it very difficult, I have to go outside. You spend a lot of hours waiting and they don’t call you.” (Woman 
with bipolar disorder and disability, urban area)

 M. Professional’s interest. “Then when you do go in (after having waited) and you only get five minutes (in the consulting room)… The doctor needs to be 
attentive, take a close look at your medication, chat a bit and let you tell him your doubts". (Woman with borderline personality disorder and major depres‑
sion, urban area)

 N. Symptom‑focused solutions. “They give you a tranquilizer, and at least you stop having that paranoia. Then you need to be seen by your psychiatrist in the 
consulting room.” (Woman with bipolar disorder and disability, urban area)
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Satisfaction with medical care
Priority of care
All the discourses concur regarding requesting imme-
diate attention upon arrival at the hospital emergency 
department. They experience excessive waiting times 
before being attended and want to be prioritized over 
other less important problems (Table 3L). Staying in the 
waiting room with the other patients is a recurrent nega-
tive experience, although they do understand the diffi-
culties of the healthcare staff due to the saturation of the 
emergency services and the lack of human resources in 
the healthcare system.

Professional’s interest
The closeness and interest of the professionals working in 
the emergency department increase overall satisfaction 
after being attended, even with professionals other than 
psychiatrists or those with less experience. Both patients 
and caregivers show the need for professional assess-
ment but also for someone lending a sympathetic ear 
and a holistic knowledge of the biopsychosocial aspects 
(Table 3M).

Symptom‑focused solutions
The solutions obtained in the emergency department 
are temporary and helpful for reducing symptoms, but 
patients and caregivers wait for the psychiatrist in charge 
to confirm or not the changes that have been made 
(Table 3N).

Discussion
The urgent demand for care arises after a self-diagnosis 
made by the patient with SMD and/or his or her car-
egiver when noticing loss of health. This urgent need for 
care depends not only on symptoms related to mental 
health, but also on the quality of self-care, accessibility 
and continuity of healthcare and social support [14, 15]. 
Equally important is the knowledge of the range of health 
resources available to these patients who have socially 
normalized the use of hospital emergency departments 
due to the lack of health education and a culture where 
people are used to receiving immediate care in a hospital 
[4, 15, 16]. Going to an emergency department for lack 
of other resources would compensate for the inequalities 
and social inequities experienced by this population, but 
it does not take into account ethical or economic aspects, 
underestimates the importance of the decision of health-
care professionals [12] and does not ensure adequate 
continuity of care [17].

The feeling of isolation and lack of resources is much 
more pronounced in rural than in urban areas [13]. 
Loneliness within the family and society results from the 
loss of social ties due to the stigma of the mental illness, 

causing family and social networks to become less close 
and more fragile, which overburden the caregiver. Insti-
tutional isolation and the lack of information on health 
resources is greater than in urban areas and create a real-
ity of contexts to be intervened by social and healthcare 
services [13]. Avoiding unnecessary visits to the emer-
gency department involves improving accessibility and 
outpatient monitoring, with a more accessible healthcare 
network to deal with unexpected situations [18]. In this 
sense, telemedicine is a possible and accepted approach 
for this population that would help to address the urgent 
needs of patients, families and communities, especially 
in rural areas [19, 20]. Spain has already had successful 
experiences with the introduction of preferential tel-
ephone care services for people with SMD, which have 
improved communication and access to mental health 
resources. Caregivers do not ask for direct and exclusive 
access to the psychiatrist, but rather to a professional 
who can guide them in difficult times and facilitate conti-
nuity of care in Mental Health. This type of telematic care 
has shown greater efficiency and accessibility, reduction 
of waiting times and unnecessary psychiatric hospitali-
zations along with high levels of patient satisfaction [20, 
21].

Despite adequate training of the physicians to attend 
to urgent situations [22], improvements in staffing levels 
and structural and care network reforms of the hospital 
EDs over the past few decades [6, 12, 23], there are still 
problems of overcrowding due to the increase in urgent 
demand. In the case of the population with SMD, the 
hospital response cannot completely resolve all the needs 
detected [16, 23]. Nevertheless, some aspects, such as 
waiting times for medical care or prioritizing care over 
other trivial problems, would improve the perception of 
the quality of emergency care [24].

Qualitative study limitations may difficult to to gener-
alise the results to other settings with different cultural 
and socio-economic characteristics. The results obtained 
from a convenience sample would only apply to popula-
tions with similar characteristics to the ones that have 
been studied. Opinions of health professionals, insti-
tutionalized patients or those who live alone were not 
collected due to the objective of the study and the char-
acteristics of the recruitment. The results obtained may 
be affected by the possible presence of a selection bias, by 
not including all diagnostic categories of severe mental 
disorders, and a social desirability bias.

Nevertheless, it is important to highlight the experi-
ences of people in rural areas and the ones at risk of 
social exclusion because of their greater vulnerability and 
higher rates of emergency service use [12, 13, 24]. On the 
other hand, the social health situation generated by the 
COVID-19 pandemic provides a different panorama in 
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a population that is more vulnerable but hesitant to go 
to the emergency department out of fear of contagion [5, 
25]. The pandemic situation has modified the circum-
stances of emergency care, generating greater saturation 
and delays which can lead to dissatisfaction and violation 
of the patient’s privacy [12].

The management measures adopted from the emer-
gency services themselves have been insufficient to 
reduce demand for urgent medical care [7–9]. For this 
reason, it is necessary to carry out studies on the useful-
ness of the collaborative coordination in care transitions 
between emergency services and primary care [23] and 
the innovation for medical access through use of technol-
ogy as telephone consultations [26, 27]. Future research 
should study the impact of improving complex social ele-
ments [28], such as emotional support for caregivers or 
increasing the close social network, in order to improve 
self-care of this population [29]. It is equally important 
to know the efficiency of improving the early detection of 
mental pathology, an additional support systems and the 
access to alternative healthcare resources for this popula-
tion group as more efficient options for resolving situa-
tions perceived as urgent [9, 12, 26, 30].

Conclusions
Reducing unnecessary emergency department visits 
should be a goal of all primary care and mental health 
services. Unnecessary urgent medical care demand bur-
den the health care system as they are costly and con-
sume resources that other individuals with more acute 
needs may need. Experiences and needs of patients with 
SMD and their caregivers, both in terms of prompt care 
and in terms of proximity, confidentiality and privacy, are 
the key to knowing the areas for improvement. In addi-
tion to changes in healthcare management, it is a prior-
ity to promote community participation to assess and 
address social determinants of health and health dispari-
ties. These options include the implementation of com-
munity resources, the personalized support for caregivers 
and the improvement of social cohesion networks. The 
experiences and needs revealed in this study offer a com-
munity diagnosis that would allow the adaptation of the 
supply to the real needs of emergency care and promote 
solutions without relying exclusively on emergency ser-
vices. A holistic approach of different multidisciplinary 
solutions to manage emergencies in patients with SMD 
would promote rational use of healthcare resources and 
better healthcare outcomes.
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