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Establishing a New Research Agenda for Studying
Psychiatric Emergency Room Treatment Decisions

Cynthia L. Blitz,"* Phyllis L. Solomon,” and Michael Feinberg®

With the growing complexity of treatment decisions made at presentation to a psychiatric
emergency room (PER) and the increasing influence of managed care on the decision-making
process, it is increasingly important to establish a new and more sophisticated research agenda
for studying PER decision making. The main goal of this paper is to propose a comprehensive
conceptual model of the PER decision-making process that will facilitate active pursuit of such
a research agenda. The proposed model presents both traditional and emerging elements of
the PER decision-making process (i.e., determinants, mediating mechanisms, and outcomes)
and explicates the nature of the relationships among them at different levels of analysis. The
model’s theoretical and empirical implications for future research are discussed and sugges-
tions are made as to the research designs and methods needed to pursue this agenda.
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INTRODUCTION

Psychiatric emergency rooms (PER) are com-
monly perceived as an important point of entry to
the mental health care system (Allen, 1999; Gerson
& Bassuk, 1980; Marson, McGovern, & Pomp, 1988).
PERs were initially established with the intention of
preventing unnecessary hospitalization and rehospi-
talization of presenting patients (Solomon & Gordon,
1986). Therefore, their role in the mental health
care system was predominantly one of triage, that is,
rapid evaluation, containment, and referral (Gerson
& Bassuk, 1980). Over recent decades, the triage
model has been gradually replaced by more compre-
hensive services that still serve the triage function but
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are also capable of providing comprehensive assess-
ment and a broader range of emergency interventions
(Allen, 1999; Cross, 2000). Mobile crisis teams, hold-
ing beds, access to emergency medications, and med-
ical evaluations are a few examples of the range of
services available through PERs (Cross, 2000). Re-
search indicates that the number of visits made to
PERSs has increased dramatically in recent decades
(Claassen et al., 2000); therefore, there is little doubt
that the assessment of presenting patients and deci-
sions about course of treatment made by PER staff
play a key role in the subsequent care of many indi-
viduals in the mental health care system (Allen, 1999;
Rabinowitz et al., 1995).

There are several reasons for establishing a new
research agenda for studying PER treatment deci-
sions. One reason is the growing complexity of PER
treatment decisions themselves. Past research has typ-
ically conceptualized treatment decision as a dichoto-
mous variable (i.e., hospitalize or not), although in
practice other treatment alternatives were available
(Marson et al., 1988). During the 1960s and 1970s,
this operationalization of PER treatment decisions
was adequate because treatment decisions made by
PER staff primarily involved the consideration of
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whether or not the severity of the patient’s problem
warranted hospital admission (Holmes & Solomon,
1981; Marson et al., 1988). Since then, however, PERs
have increasingly provided presenting patients with
access to a comprehensive array of psychiatric ser-
vices including hospitalization, discharge to overnight
facility with outpatient referral, outpatient referral,
referral to a partial hospitalization program, and re-
ferral to another hospital (Allen, 1999; Cross, 2000).
Therefore, by continuing to conceptualize treatment
decisions as a dichotomy (for an exception, see Slagg,
1993), researchers may overlook valuable insight into
the process that links treatment decisions to various
determinants and outcomes (Marson et al., 1988).

A second important reason for a new research
agenda is the increasing role of managed care in men-
tal health services delivery. In recent years, the mul-
tidimensionality of treatment decisions has become
more evident because of the health care delivery sys-
tem’s emphasis on reducing the cost of services pro-
vided. This emphasis impacts PER decision making
in several ways. First, the treatment decision made
at presentation to a PER involves not only the con-
sideration of appropriate treatment but also its cost
effectiveness. Consequently, cost-effective treatment
alternatives to hospitalization may receive greater
weight in treatment decision making than it did
previously (Breslow, Erickson, & Cavanaugh, 2000;
Rothbard & Schinnar, 1996). Second, the gatekeep-
ing role of managed care organizations (MCOs) re-
quires that MCO representatives approve treatment
decisions made by PER staff. This procedure may
affect treatment decisions by increasing the num-
ber of health professionals that are involved in the
treatment decision-making process, by redefining el-
igibility of certain patients to specific types of treat-
ment (Schuster, 1995), or by increasing the length of
psychiatric evaluations. Finally, MCOs seem to have
facilitated changes in the demographic mix of pa-
tients presenting to PERs. Most notable of these is
the increase in the number of children and substance
abusers presenting to PERs in recent years (Breslow
et al., 2000).

Besides the growing complexity of treatment de-
cisions and the role of managed care, the need for a
new and more sophisticated research agenda of PER
treatment decisions is merited by the growing num-
ber of studies that examine neglected aspects of PER
decision making. In the past, research on PER deci-
sion making has focused predominantly on identify-
ing factors that influence treatment decisions made
at presentation to a PER (Gerson & Bassuk, 1980;
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Marson et al., 1988; Rabinowitz et al., 1995). Recent
studies have gone beyond this to demonstrate that
factors such as patient compliance with treatment
(Benander, 1996; Binning, 1999; Solomon & Gordon,
1987) and type of linkage mechanism (e.g., formal and
informal arrangements between facilities; D’ Aunno,
1997; Friedmann, D’Aunno, Jin, & Alexander, 2000;
Samet, Saitz, & Larson, 1996) are important mediat-
ing mechanisms between treatment decisions made at
presentation to PER and their outcomes both at the
patient level and the system level. Hence, it is critical
to more precisely explicate the various ways through
which treatment decisions and their respective out-
comes are linked.

The main goal of this paper is to integrate both
traditional and emerging components of PER deci-
sion making into a comprehensive research agenda
for the study of PER treatment decisions as well
as their determinants and outcomes. The conceptual
model of PER treatment decisions proposed here
considers a wide range of potential determinants
of PER treatment decisions and explicates various
ways through which these decisions may impact both
patient-level outcomes and system-level outputs. Par-
ticular attention is given to the nature of the relation-
ships among the model’s components while pointing
to those elements that have been extensively stud-
ied to date and those that, for the most part, are left
unexplained. Finally, the model’s theoretical and em-
pirical implications for future research are discussed
and suggestions are made as to the research designs
and methods needed to pursue this agenda.

REVISED MODEL OF PER
DECISION-MAKING

Figure 1 outlines the components of the sug-
gested theoretical model of PER decision making and
the relationships among them. More details on each
of the model’s components are included therein.

Determinants of PER Treatment Decisions
Community Resources

Community resources, such as the number and
capacity of inpatient and outpatient facilities in the
community and available medical technology, have
been continuously found to influence treatment de-
cisions both directly and through their effect on
the organizational characteristics of PERs (McGlynn,
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Fig. 1. Proposed conceptual model of psychiatric emergency room (PER) decision-making.

Norquist, Wells, Sullivan, & Liberman, 1988; Olfson
& Goldman, 1996). For example, a PER clinician’s
choice of suitable treatment option for a presenting
patient is contingent upon the quantity and quality of
available treatment options in the community (Olfson
& Goldman, 1996). In a similar way, the number and
capacity of treatment facilities in a community is likely
to affect the available resources at a PER, which
in turn is likely to influence the treatment decision
made by PER staff (McGlynn et al., 1988). Although
community resources are a macro-level factor that is
assumed to systematically influence the delivery of
services system-wide, more research is needed to test
this assumption.

Patient Characteristics

A useful framework for considering the differ-
ent levels at which patient characteristics reflect on

treatment decisions has been suggested (Anderson
& Eppard, 1995). Andersen & Newman’s (1973)
behavioral model of access to medical care considers
patients’ predispositions such as psychological char-
acteristics, demographic characteristics, and social cir-
cumstances as determinants of access to medical care.
Psychological characteristics speak to the patient’s
mental status when presenting for care. In the context
of PER decision making, researchers have consis-
tently identified psychological characteristics to be an
important determinant of treatment decisions made
at presentation to PER (Engleman, Jobes, Berman,
& Langbein, 1998; Friedmann et al., 2000; Holmes &
Solomon, 1980; Meyerson, Moss, Belville, & Smith,
1979; Rabinowitz et al., 1995; Segal, Egley, Watson,
& Goldfinger, 1995; Segal, Watson, Goldfinger, &
Averbuck, 1988; Slagg, 1993; Way, Evans, & Banks,
1992). Variables found to predict psychiatric hospital
admission include patient’s psychotic symptoms,
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active suicidal or homicidal ideation or both, impul-
sivity, dangerousness to self and others, frequency of
previous hospitalizations, previous psychiatric treat-
ment, and history of substance abuse. The impact of
these variables is consistent with the theoretical ex-
pectation that the patient’s clinical needs determine
the decision regarding the best course of treatment
for crisis resolution (Holmes & Solomon, 1981).

Patient’s demographic characteristics such as
age, gender, race, and ethnicity seem to have am-
biguous influence on treatment decisions made at
presentation to PER (Rabinowitz et al., 1995). The
inconsistent findings regarding the weight of pa-
tient sociodemographic characteristics in PER deci-
sion making are largely a function of different def-
initions of variables such as age, gender, and race
(Aday & Awe, 1997). Some researchers use these
variables as indicators of important genetic differ-
ences (Anderson & Eppard, 1995), whereas others
treat these variables as surrogates of social and cul-
tural factors such as socioeconomic inequality, dif-
ferential beliefs about treatment, and social cues for
“labeling” patients in certain ways that reflect on
their need for treatment (Holmes & Solomon, 1981;
Rabinowitz et al., 1995). Therefore, although sociode-
mographic characteristics are an integral component
of the suggested PER decision-making model, it is
important that researchers specify the hypothesized
mechanism (i.e., genetic or social) through which so-
ciodemographic variables are expected to influence
PER decision making.

In addition, recent trends in the demographic
mix of patients presenting to PERs (i.e., increased
number of substance abusers and children) suggest
that treatment decisions may be influenced by these
overall population trends. In other words, the impact
of patient demographic characteristics on PER deci-
sion making may be more apparent in the way treat-
ment decisions are made system-wide, in which case,
a system-level analysis is better equipped to uncover
this impact. Thus, for example, a large increase in the
number of presenting substance abusers within a cer-
tain community may force PER staff to modify their
routine practice in a way that caters to this change in
client mix. This change, however, would not be evi-
dent in other communities, suggesting that the effect
of patient population trends is limited to this particu-
lar community.

It is also worth noting that recent studies
(Engleman et al, 1998) suggest that sociodemo-
graphic characteristics may be a good measure of
structural access to care, namely, the availability of
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health insurance to the patient. With the growing role
of managed care in the delivery of mental health ser-
vices, it is reasonable to expect that the type of health
insurance (e.g., private, public, fee-for-service, man-
aged care) will increasingly affect the treatment deci-
sion made in the PER (Breslow et al., 2000). Thus, the
effect of sociodemographic characteristics on treat-
ment decision may not be direct but rather mediated
through eligibility for health insurance.

Finally, an important aspect of patient char-
acteristics is the social circumstances surrounding
presentation to PER. For one, the level of coercion
that is involved in a patient’s presentation to PER
can affect the treatment decision made by PER
staff (Lidz, Coontz, & Mulvey, 2000; Pescosolido,
Gardner, & Lubell, 1998). Andersen and Newman’s
(1973) behavioral model of access to care assumes
that treatment for mental health problems is volun-
tary. In contrast, other researchers who focus on the
legal aspects of admission highlight the role of civil
commitment as an important factor in PER decision
making (Lidz et al., 2000; Segal et al., 1988; Watson,
Segal, & Newhill, 1993). In particular, studies have
shown that there is a strong tendency of physicians to
admit a patient who is brought in to the PER by police
(Lidz et al., 2000; Segal, Watson, & Akutsu, 1996;
Watson et al., 1993). In addition to the presence of
formal social agents (e.g., police, mobile crisis unit, so-
cial workers, clinicians), treatment decisions are also
influenced by the presence of informal social support,
such as family members or friends (Engleman et al.,
1998; Holmes & Solomon, 1981; Lidz et al., 2000).
More specifically, PER staff are more likely to seek
alternative options to hospitalization when social
support to the patient is present. Following Lidz and
his colleagues (2000), it seems useful to distinguish
among three categories of social circumstances:
(1) presence of formal agents, (2) presence of family
and friends, and (3) self-referral. These researchers
have shown that treatment decisions vary across
these categories but, in the absence of additional
evidence, it is difficult to determine whether the
impact of social circumstances is systematic or not.

PER Staff Characteristics

Several studies found that the qualifications and
experience of the admitting PER staff are impor-
tant determinants of treatment decisions (Baxter,
Chodorkoff, & Underhill, 1968; Mendel & Rapport,
1969; Meyerson et al., 1979; Rabinowitz et al., 1995).
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Other studies (e.g., Solomon, 1981), however, found
that clinician characteristics had no statistically signifi-
cant effect on the decision to admit patients. The theo-
retical assumption underlying the effects of PER staff
qualifications and more experience, including prior
record of treatment decisions made, on treatment de-
cisions is that more qualified and more experienced
staff members will be more likely to recommend a
course of treatment other than hospitalization. One
reason may be that more experienced staff members
feel more confident in recommending cost-effective
treatment alternatives to hospitalization than do less
experienced staff members.

The demographic characteristics of the admitting
staff should be included in the model if one expects
that sociodemographic differences between PER staff
and presenting patients may result in patients’ being
stereotyped or labeled as patients who require a par-
ticular type of treatment (Solomon, 1981). The num-
ber of individuals involved in reaching a treatment
decision may also influence the treatment decision
outcome. Although no studies, to date, have directly
considered the effect of the number of decision mak-
ers on PER treatment decisions, a substantial body
of research has established that group decision mak-
ing is substantially different from individual decision
making (Turner, 1991), and thus, may result in differ-
ent treatment decisions from those made by a sole
decision maker. Furthermore, it is plausible to expect
that PER staff’s previous formal contact with MCO
representatives regarding the treatment of present-
ing patients may be related to the treatment decision
made. The theoretical mechanism by which this asso-
ciation may be explained is individual learning: the
greater the number of times a certain treatment op-
tion has not been approved in the past, the less likely
PER staff members are to prescribe this treatment
and risk facing another rejection from an MCO rep-
resentative. On the other hand, treatment options that
are readily approved by MCOs are more likely to be
prescribed by PER members.

PER Organizational Characteristics

The effects of organizational resources such as
number of available beds and staff-patient ratios
(Engleman et al., 1998; Friedmann et al., 2000; Holmes
& Solomon, 1981) and the effects of organizational
structure and staff mix (Salzer, Nixon, Schut, Karver,
& Bickman, 1997) on treatment decisions are well-
documented in the literature. The theoretical account
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for the importance of organizational resources and
structure is that treatment options are contingent
upon available physical resources. Thus, for exam-
ple, without available beds, a patient cannot be
hospitalized.

Few studies (e.g., D’Aunno & Vaughn, 1995;
Friedmann et al, 2000) have addressed the possi-
ble effects of formal and informal organizational
arrangements, that is, official rules and unofficial prac-
tices, in PER on treatment decisions. Although formal
organizational arrangements (e.g., PER policies re-
garding the assessment and treatment of presenting
patients) were found to influence treatment decisions
(D’Aunno & Vaughn, 1995), little attention was given
to the role of organizational culture on treatment de-
cisions (DiMaggio & Powell, 1983; Meyer & Rowan,
1977; Weick, 1969). Organizational culture includes
perceptions of the organization’s objectives, values,
and norms that are shared by the PER staff mem-
bers. It is possible, for example, that organizational
norms cue individual decision makers to prioritize a
certain type of treatment over others. Similarly, goal
displacement (i.e., the abandonment of the original
organization goal in favor of a different goal) may
have occurred in the organization in a way that cost-
saving treatment rather than the best available treat-
ment for a patient becomes the paramount goal.

Situational Characteristics

The effects of time of day and day of week
have been shown to influence treatment decisions
(Engleman et al., 1998; Holmes & Solomon, 1981).
However, the extent to which situational character-
istics are independent of organizational characteris-
tics remains unclear. For example, the treatment de-
cision regarding a given patient who arrives at the
PER overnight may be constrained by the availability
of off-hour treatment options. Although these situa-
tional factors primarily involve random events, their
effect on treatment decisions is more likely to be sys-
tematic rather then random. At minimum, therefore,
situational factors should be controlled for when eval-
uating the weight of the different determinants in the
PER decision-making process.

Service Utilization Review
With the introduction of managed care utiliza-

tion review as a step in treatment decisions made by
PER staff, it is vital to evaluate the extent to which this
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formal procedure impacts treatment decisions, that
is, to determine whether or not a managed care uti-
lization review occurred and if so, whether the initial
treatment decision made within the PER was ap-
proved or not. The effect of managed care utilization
review on treatment decisions may not only be direct
but also affect decisions through organizational cul-
ture or PER staff members’ previous experience with
managed care utilization review.

Treatment Decision

As discussed above, operationalizing treatment
decisions as a dichotomy no longer adequately cap-
tures the complexity of this variable. Rather, it is im-
portant to recognize that treatment decisions involve
an array of available treatment options (e.g., hospital-
ization, discharge to overnight facility with outpatient
referral, outpatient referral, referral to a partial hospi-
talization program, referral to another hospital, etc.)
that constitute a categorical variable at minimum.
Where multivariate analysis is utilized, it may also
be beneficial to conceptualize treatment decisions as
a continuous variable ranging from most restrictive
treatment options to less restrictive options. Finally,
there are other relevant dimensions of treatment deci-
sion that researchers may investigate when studying
PER decision making, such as the length of time in
which a decision is reached (Breslow et al., 2000) and
whether or not a decision-making procedure in a par-
ticular case deviates from the routine procedure (Lidz
et al., 2000).

In this context, one should be aware of the pos-
sibility that the relative significance of factors as-
sociated with the treatment decision may differ by
treatment option. For example, a factor such as the
availability of organizational resources may constrain
the decision to hospitalize a patient, yet bears little
influence on a decision to refer the patient to an out-
patient facility. Also, with the development of health
care organization networks, there may be anincreased
need to refer patients to other hospitals because of
lack of reimbursement or to increase the average
length of time needed to make a treatment decision.

Elements Mediating the Effect of Treatment
Decisions on System-Level Outputs and Patient
Clinical Outcomes

Many researchers (Benander, 1996; Binning,
1999; Craig, Huffine, & Brooks, 1974; Solomon
& Gordon, 1987) suggest that certain factors may
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mediate treatment decisions and their effects on
system-level outputs and patient’s clinical outcomes.
Linkage mechanisms and patient compliance are in-
cluded in the model because they may either facilitate
or limit the utilization of recommended services by
patients.

Linkage Mechanisms

The extent to which patients follow the course of
treatment prescribed by PER staff is contingent on ex-
isting linkage mechanisms. Linkage mechanisms refer
to the structural features of the organization, or its in-
terorganizational relationships designed specifically
to improve its accessibility, and the utilization of ser-
vices recommended by PER staff (D’Aunno, 1997).
Linkage mechanisms may be classified into on-site
delivery and external arrangements or strategies for
assisting with compliance with recommended treat-
ment. On-site delivery involves services offered in
the PER (e.g., scheduling of referral appointment,
transportation, reminders). External arrangements
include joint programs or contractual agreements
between sites of care. As suggested by Friedman
and his colleagues (2000), it is useful to organize
linkage mechanism on a continuum that ranges
from stronger to weaker linkage mechanisms, where
stronger linkage mechanisms lower the barriers to
actual service delivery. Thus, for example, on- site
programs, case management, transportation, and
joint program ventures (between two or more fa-
cilities) are relatively strong linkage mechanisms,
whereas contractual agreements, referral agreements,
or market-based alternatives (i.e., referral of clients to
available providers) are relatively weak linkage mech-
anisms. Strong linkage mechanisms were found to be
important for patient compliance with recommended
treatment (D’ Aunno, 1997; Samet et al., 1996), as they
help toremove structural barriers to subsequent treat-
ment (e.g., timely access).

Patient Compliance with Treatment
Recommendations

Patients’ nonadherence with treatment pre-
scribed by PER staff was found to result in reduced
quality of health, poorer social adjustment, and in-
creased cost of mental health care (Benander, 1996).
Patient’s nonadherence with treatment is explained
in several ways. Some, such as Solomon and Gordon
(1987), cite factors like low socioeconomic status, lack
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of on-site interventions, prior negative experience
with psychiatric facility personnel, and patients’ at-
tempt to avoid the stigma of being treated in a psychi-
atric facility, as factors that impede adherence with
treatment. In addition, factors such as the patient’s
beliefs and attitudes toward treatment, self-efficacy
to adhere to treatment, level of information exchange
between patient and clinician, and level of social sup-
port, have been reported to influence patient compli-
ance with recommended treatment (Ratzan, Payne,
& Bishop, 1996). As noted above, some studies (e.g.,
Binning, 1998) found that specific PER on-site in-
terventions (such as arranging transportation to an
outpatient facility or sending a reminder letter to
the patient) improved patient utilization of recom-
mended services.

System-Level Outputs and Patient Clinical
Outcomes of Treatment Decisions Made
at Presentation to PER

Studying the relationship between PER decision
making and its outcomes is important for evaluating
the extent to which PER decision making may help
the mental health care system meet its goals. One im-
portant goal of the mental health care system is to
provide cost-effective treatment. To be able to meet
this goal, the mental health care system is required to
effectively manage and allocate its resources (e.g., fi-
nances, staff, facilities, treatment options). Therefore,
to the extent that PER decision making assists the
mental health care system as a whole to manage and
allocate system resources more effectively (for exam-
ple, by reducing rate of rehospitalization), treatment
decisions made at presentation to a PER are expected
to influence system-level outputs.

Similarly, PER decision making is expected to
assist the mental health care system to meet another
important goal of improving the well-being of pa-
tients. Patient’s clinical outcomes are expected to be
influenced by the extent to which treatment decisions
made at presentation to a PER are capable of lead-
ing to resolution of crisis as well as improvement in
patient’s well-being. Hence, both system-level out-
puts and patient clinical outcomes are important cri-
teria against which to evaluate the impact of PER
decision making in bringing about changes in the
performance of the mental health care system, on
one hand, and changes in patients’ well-being, on
another.

3

System-Level Outputs

The literature on PER decision making has iden-
tified a number of system-level outputs that may be
directly influenced by treatment decisions. These in-
clude cost of mental health care, service utilization
(e.g., the percentage of patients that receive a cer-
tain treatment in outpatient facilities), and rate of pa-
tients’ rehospitalization (McGlynn, 1996; Thornicroft
& Bebbington, 1996). The ability of the mental health
care system to effectively manage and allocate its
available resources is hypothesized to directly influ-
ence patient outcomes. For example, decreased rates
of rehospitalization within the mental health care
system are expected to reduce the overall cost of men-
tal health care, and, consequently, allow the system to
allocate more resources to effective alternative treat-
ments that do not require hospitalization (Rothbard
& Schinnar, 1996). Similarly, removing structural bar-
riers within the mental health care system, such as lim-
ited access to service utilization, may assist patients in
receiving the recommended treatment which may ul-
timately improve their well being.

Patient Clinical Outcomes

The presented conceptual model accounts for
factors that may explain the resolution of a patient’s
presenting problem to the PER. Outcomes of PER
decision making related to patient health may include
the severity of the mental health problem, the pa-
tient’s level of social functioning, and the develop-
ment of coping abilities (Wells & Brook, 1989).

THEORETICAL AND EMPIRICAL
IMPLICATIONS OF THE SUGGESTED
MODEL

There is no doubt that research on PER treat-
ment decision making has generated knowledge that
will ultimately improve this process. The conceptual
framework we propose, however, suggests that there
are many aspects of PER decision making that need
to be explored or reexamined. These include the in-
teraction between different determinants and cate-
gories of treatment decisions, the role of managed
care and organizational culture in the decision pro-
cess, and careful examination of factors mediating
treatment decisions and their outcomes (e.g., patient
compliance and linkage mechanisms). Moreover, it is
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important to explore interrelationships between var-
ious elements of the process (e.g., between organi-
zational characteristics and staff characteristics, be-
tween service utilization review and organizational
characteristics, and between community resources
and system-level outputs). Thus, although the con-
ceptual model we propose is parsimonious because it
specifies only unidirectional influences, it is theoret-
ically and empirically important to consider all pos-
sible relationships among the elements of the PER
decision-making process.

Having said that, it is important to recognize
that the proposed model as a whole cannot be tested
with a single study. Rather, it is intended to direct
a research agenda that will study the relationships
among the model’s elements at three different lev-
els of analysis. At the macro or system level, insight
into the process of PER decision making could be
gained by monitoring system-level changes in inputs
and outputs over time. For example, one plausible
way to evaluate the impact of managed care on the
PER decision-making process is to compare changes
in community resources, PER organizational charac-
teristics, patients’ demographic mix, and system-level
outputs of mental health services before, during, and
after the introduction of managed care into a mar-
ket. At the intermediate or organizational level, re-
search may address PERs as organizations and their
relationships with other organizations in their envi-
ronment (for example, MCOs, referral facilities, law
enforcement agencies, medical institutions, welfare
agencies, etc.). A framework of power and exchange
relationships may prove essential for understanding
differences in PERs performance. For instance, it may
be that more successful (or cost-effective) PERs are
those that have greater degree of control over their
environment. Finally, at the micro or individual level,
it is imperative to study how cognitive and situational
factors influence the judgments of an individual deci-
sion maker. Although this particular aspect has been
extensively examined in the past, it is important to
sustain and improve this line of research given the
ever-changing context of PER decision making (e.g.,
the role of managed care, the increasing number of
available treatment options, etc.).

One key obstacle faced by researchers in the
field is the lack of consensus regarding the definition
of key concepts and potentially important variables
that have received little, if any, attention in the past.
Therefore, a short-term research agenda that could
be derived from the proposed model of PER decision
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making may focus on clarifying some of the key con-
cepts and mechanisms that are included in the model.
For example, a concept such as “organizational cul-
ture” remains abstract in the absence of empirical
work on what this concept actually encompasses in
terms of organizational norms and practices. In this
respect, investigators may benefit from research in
the areas of decision making (see Scott, 1992; Turner,
1991) and organizational theory (for a comprehen-
sive review, see Scott, 1992) in order to learn more
about processes of decision making within complex
organizations such as PERs. Similarly, we need to find
ways to measure the latent (or informal) impact of
managed care service utilization reviews on treatment
decision before we can start estimating the weight of
this factor in PER decision making.

On an empirical note, clarifying the elements of
the model that have not been systematically studied
previously may require a substantial body of quali-
tative work conducted with both patients and PER
staff. Successful examples of employing qualitative
methods in health services research exist (Sofaer,
1999), and can inform future exploration into the role
of managed care in PER decision making, organiza-
tional characteristics of PER, and patient compliance
with prescribed treatment. Qualitative methods such
as ethnography, participant observation, case study,
focus groups, and content analysis of relevant doc-
uments permit rich description of complex and dy-
namic phenomena that can be later used for generat-
ing valid and reliable quantitative measures of such
complex constructs, as well as future development of
PER decision-making theory.

An equally important task is to systematically
study the associations between the various elements
of the PER decision making process. In particular,
it is important to specify and test various hypoth-
esized mechanisms by which different factors affect
PER decision-making, as well as the ways the effects
of treatment decisions on patient-level outcomes and
system-level outputs are mediated by linkage mech-
anisms and patient compliance with treatment. In
reaching this goal, researchers may benefit from re-
cent advances in statistical analysis strategies. Most
statistical analysis packages now include categori-
cal data analysis procedures that can accommodate
multinomial dependent variables such as “treatment
decision.” Similarly, although regression analysis and
path analysis models are still valuable tools in the
study of associations among the model’s components,
the use of structural equation models may help clarify
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the nature of these associations because this statisti-
cal procedure is capable of testing different paths of
associations simultaneously, without the constraints
imposed by simple regression models, for example,
a single dependent variable and only observed inde-
pendent variables (Hoyle, 1995).

Moreover, as PER decision making is primarily
conceptualized as a process, it is important to uti-
lize statistical methods that accommodate the time
dimension into the analysis. Thus, for example, re-
searchers may be concerned with questions about
the time lag of effect (e.g., how much time it takes
for a treatment decision to be translated into the
prescribed treatment when linkage mechanisms are
present versus when they are not) or the likelihood
of different groups of patients experiencing a cer-
tain event (e.g., hospitalization) at a given time point
(e.g., time of day). To be able to answer such ques-
tions at different levels of analysis (e.g., patient-level
vs. system-level), researchers may turn to longitu-
dinal data analysis techniques such as time-series
models (McCleary & Hay, 1980) and survival anal-
ysis (Allison, 1996). These analytic procedures al-
low the researcher to explore the effects of both
fixed (e.g., gender) and time-varying (e.g., eligibility
for health insurance) variables, and thus offer better
ways of formulating dynamic relationships between
variables that are different components of the same
process.

CONCLUSION

PER treatment decisions are clearly a complex
research arena. In part, this complexity reflects the
large number of factors that bear upon this process.
To another extent, it is a manifestation of the dy-
namic and ever-changing nature of the PER decision-
making process. For future research to face the chal-
lenge of sorting out this complexity, a new and more
sophisticated research agenda is needed. This paper
takes an important step in this direction by offer-
ing a comprehensive conceptual framework of PER
decision making which takes into account various
determinants and outcomes of PER decision mak-
ing as well as factors that mediate associations be-
tween these elements. We believe that this concep-
tual model can inform future efforts to study PER
decision making in a systematic manner in order to
evaluate and improve the performance of PERs given
their critical role in the mental health care delivery
system.
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