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Foreword

GRAYCE M. SILLS

This book belongs on the desk, and in the library, of every health profes-
sional regardless of discipline, background, experience, or training. By their
very nature, human service professionals come in contact on a daily basis
with more crisis than can be imagined. This book provides an authorita-
tive, conceptually integrated paradigm for intervening in crisis situations.
In this 21st century, with upheavals on the planet ranging from acts of war,
to terrorism, to increasing numbers and kinds of natural disasters, all of us
have in effect been put on permanent crisis alert. The conceptual model pro-
vided in this book, which presents Albert Roberts’s approach combined with
Kenneth Yeager’s revisions, is the basis for what should be in every health
professional’s toolkit. Why is this not already so, and why is it a challenge
for us to have a cadre of completely competent crisis intervention health
service professionals available 24/7 in every community in America? In part
this is so because American society in particular and, increasingly, modern
societies worldwide like to see immediate results and instant satisfaction
from nearly all activity.

We tend to learn the lessons of history but then forget them very quickly.
Let us look back for a moment to World War II, when early on in the North
African campaign we learned through a seminal paper by Roy Grinker
and John Spiegel (1945) about the efficacy of an immediate intervention
in response to a soldier’s crisis in the trenches. This paper markedly influ-
enced the treatment of World War II veterans at battlefield medic stations,
where with short-term crisis intervention, essentially a replaying of the
events that led to the crisis under conditions of significant social support,
produced soldiers who were ready to return to the battlefield and not did not
require treatment at the more remote military hospitals. These experiences
led the foremost psychiatrists of the day to become politically active after
they returned from the war. They advocated and were successful in getting
Congress to pass the National Mental Health Act of 1946, which established
community mental health centers that were to provide around-the-clock
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crisis intervention, thus applying what had been learned on the field of battle
to increase the effectiveness of community programs.

However, problems persisted in terms of how to measure outcomes. How
does one measure suicides averted or depression avoided? Without the met-
rics that were becoming increasingly important in the dynamics of health
care, Crisis intervention programs gave way to more intensive inpatient treat-
ment. The lesson had been learned but was then forgotten, only to be dis-
covered again in the aftermath of the Vietnam War. It was only when the
US Veterans Administration began to establish drop-in centers in outpatient
clinics that we rediscovered how important the element of time was in the
treatment of crisis and how difficult it is to treat the effects of long-term
crisis trauma. Now, once more, it seems as if we are on the cusp of relearn-
ing those important lessons first enumerated by Grinker and Spiegel (1945)
and further elaborated by Lindeman’s (1944) work on loss and grief as a
response to crisis/trauma. With advances in technology, we are becoming
able to measure the full impact of trauma and the impact of care when
considering events avoided. Through years of technological development
and innovation, science and clinical practice are now able to solidify into
evidence informed practice approaches providing empirically informed
approaches to care that are reflective of current best practices.

With this background in mind, what you will find in this newly revised
book will be evidence-based best practices for a wide variety of types
of crisis intervention. These chapters, with their case studies, offer clear
maps for successful application of crisis intervention. I know of no other
work that, once mastered, completely arms one to deal with crisis events.
The chapters are written by nationally recognized content experts and
are coordinated and pulled together masterfully by Dr. Kenneth Yeager.
Dr. Yeager builds successfully on the work of his dear friend and col-
league Albert R. Roberts. He crafts this work in a way that is both
respectful to and reminiscent of the words and lifework of Dr. Roberts.
In several of the chapters, you will see how the work of Dr. Roberts has
been updated, yet the flavor and examples from the original work are
maintained. Dr. Yeager’s position over the past 10 years in the world of
hospitals and healthcare has led to a depth of experience that is richly
revealed in the pages of this work. This is played out in chapters regarding
addiction, domestic violence, and a new chapter that reveals Dr. Yeager’s
important work in addressing crisis in healthcare providers. All the work
presented in this book is based on day-to-day applications of crisis inter-
vention processes and evidence. The important work spelled out in the
pages of this text serves as both a foundation and a roadmap for future
crisis intervention practices.

What of the future? Clearly, the results of the pioneering ACE study
continue to show us a way for the creation of early intervention programs
and also a way of mitigating trauma following adverse childhood events
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(Felitti et al., 1998). Equally important as a guide for work in our future
is the body of research devoted to the mind-body connection. The pio-
neering work of Kiecolt-Glaser and Newton (2001) has led to a certainty
about the devastating physiological and physical effects that result from
experiences with unresolved crisis. This begins to constitute the body
of knowledge needed to demonstrate the efficacy of crisis intervention
and crisis prevention strategies. While the future is always uncertain,
what seems clear at this point in time is that the need for well-prepared,
well-trained crisis intervenors will not lessen. Rather, one suspects that
the need will continue to grow as the world becomes more connected.
In that respect, it would seem that this textbook offers a roadmap for
individual organizations communities and nation-states in this regard.
In light of this, I would like to close this foreword with a quote from
the late Abraham Kaplan (1973): “We have tasted the fruit of the tree of
knowledge once for all. We have left Paradise forever behind us. But if we
so choose, we can make use of that knowledge, not to make a heaven on
earth, but so to dispose of the resources of the world around us even that
the angels can look down and know something of a greatness of man’s
estate” (pp. 45-46).
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Introduction

The first edition of this book (published in 1990) and the second (published
in 2000) were major successes, and the editor has kept the same frame-
work with the five original parts. However, the third and some of the fourth
edition is shaped by the events of September 11, 2001, and the attacks on
the World Trade Center towers in New York City and the Pentagon in
Washington, DC.

Since the publication of the first edition, crisis intervention practices and
programs have changed considerably. In fact, since the third edition of this
book, professional practice, evidence-based approaches, and the impact of
technology have all driven remarkable changes in how we approach cri-
sis intervention. Professional and public interest in crisis intervention, cri-
sis response teams, crisis management, and crisis stabilization has grown
tremendously in the past decade, partly due to the growing prevalence of
acute crisis events impacting the lives of the general public. The focus of this
book is on crisis intervention services for persons who are victims of natu-
ral disasters; school-based and home-based violence; violent crimes, such as
homicide, aggravated assault, sexual assault, domestic violence, and date
rape among college students; and personal or family crises.

Hundreds of thousands of persons in distress each year turn to health-
care, family counseling, and domestic violence and mental health facilities
throughout the United States for help in resolving crisis situations. Many
crises are triggered by a life-threatening event, such as acute cardiac arrest,
attempted murder, criminal homicide, motor vehicle crashes, child custody
battles, drug overdoses, psychiatric emergencies, sexual assaults, woman
battering, suicide, and/or community disasters. For many, crisis events and
situations become critical turning points in their life. A crisis can serve as
a challenge and opportunity for rapid problem resolution and growth, or
as a debilitating event leading to sudden disequilibrium, failed coping, and
dysfunctional behavior patterns.
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We are entering an unprecedented time of change within health and men-
tal health service delivery. This is a time when “accountable care organiza-
tions” will be working to define and refine approaches to health and mental
health care. Organizations will be challenged to act and think differently
about how services are delivered and what services will receive reimburse-
ment. This transformation in health and mental healthcare will move away
from a traditional fee-for-service model to an outcome-based model. Within
this model of care is the premise that moves healthcare providers from a
reactive stance toward a proactive approach to care. Yet, within the day-to-
day challenges we all face, there will be challenges that create the need for
clinicians skilled in crisis intervention.

Many may say this transformation is tied to particular legislation, such
as the Affordable Care Act of the Obama administration. Yet in reality the
transformation of mental health is more than 50 years old, having begun
with the Eisenhower Commission Report (1961) and the Community
Mental Health Act of 1963. Both set the stage for the development of crisis
intervention detailed in Chapter 1 of this book. The Rehabilitation Act of
1973 continued to support the work of crisis intervention even though the
primary focus was populations with debilitating mental illness; this is so
because those with chronic, debilitating mental illness at times require crisis
intervention and stabilization. The President’s New Freedom Commission
on Mental Health of 2003 outlined the importance of principles of recovery.
Key to this report is the realization that Americans understand that mental
health is essential to overall health.

Let us remember, we are all only seconds away from being thrust into a
crisis situation. Crisis is by nature sudden and devastating. It overwhelms
individuals’ coping mechanisms and has the potential to lead to devastat-
ing individual and family effects and consequences. This book is con-
structed around the reality that any of our lives can be shattered in a
matter of seconds, and that the restoration of good health begins with
the resolution of the crisis at hand. The intervention may be with an indi-
vidual or a group. It may, and frequently does, require multiple interven-
tions, requiring application of evidence-informed practices that have been
empirically studied, tested, and at times standardized to provide optimal
results.

In Chapter 1 and subsequent chapters, the authors focus on the extensive
step-by-step, eclectic model of crisis intervention (interchangeable with the
term crisis counseling). There remains much confusion among the general
public regarding the definition of crisis intervention among mental health
professionals in the aftermath of traumatic events, such as mass shootings,
airplane disasters, and murders in the workplace. Front-line crisis workers
and emergency services personnel are well trained and effective in rescuing
survivors and defusing potentially disastrous situations. The average citi-
zen is not aware of the vital work of crisis clinicians after the work of first
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responders/front-line crisis workers is completed. Because of a strong code
of ethics and confidentiality safeguards, it would be a violation for social
workers and psychologists to issue press releases or engage in interviews
with journalists.

Controversy in the field of crisis intervention developed as a result of rigid
adherence to a single model or approach rather than using an eclectic per-
spective that recognizes and accepts the most effective components of each
model. This is the first comprebensive handbook that prepares the crisis
intervenor for rapid assessment and timely crisis intervention in the 21st
century. Emotional and psychological first aid can be effectively adminis-
tered by trained volunteers, including emergency service workers. However,
crisis intervention or crisis counseling is much more extensive than critical
incident debriefing and crisis stabilization, usually requiring considerably
more time (usually 4 to 6 weeks) and graduate-level courses in a mental
health discipline. Because crisis intervention is a multidisciplinary field, the
editor is more concerned with the graduate courses and training seminars
completed, and the skills of the crisis intervenor, than with the particular
academic discipline with which the crisis clinician is identified.

There are two primary phases to crisis intervention. The initial phase
occurs either immediately after the acute crisis episode or disaster has
occurred or within 48 hours of the event. This phase is generally referred to
as crisis stabilization, emotional first aid, or crisis management. This phase
is usually standard operating procedure for crisis response teams (who have
been trained by the American Psychological Association disaster task force,
the International Critical Incident Stress Foundation, and/or the American
Red Cross), law enforcement agencies, hospitals and medical centers, and
correctional agencies.

The specific nature of the intervention varies depending on the type of
crisis event that has occurred. In the event of a crisis situation, the initial
intervention revolves around providing emergency medical services if neces-
sary, as well as crisis stabilization and emotional support for those impacted
by the event, particularly those who were at the scene and witnessed the
event. The first activity of the crisis team is to meet with the key people
who are in charge at the site where the crisis event occurred to establish the
plan of action. Next, the crisis team assembles the victims and observers to
the crisis event (who have been medically stabilized) to provide a debriefing
and to clarify the facts surrounding the event; identify postcrisis problems;
provide an overview of what to expect emotionally in the aftermath of the
crisis event; and describe where victims and observers can go for individual
counseling and support. The team also facilitates individual and group dis-
cussions to help the parties involved to process the event as needed. Finally,
the crisis team communicates with the leaders within the community or
organization to help them understand how to identify and facilitate ongoing
care for those impacted via referral to a licensed mental health professional.
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Although the crisis team approach described here is the recommended
response to an institutional or natural disaster, it is not always available and
depends on the readiness and proactive stance of the community in which
one lives and works. Every community should have access to trained cri-
sis intervenors, either locally or through a consulting contract with a crisis
team from a nearby city

The most popular model for individual crisis intervention is generally
known as crisis intervention or crisis counseling, which takes place during
the days and weeks immediately after the crisis event. This second phase
or type of crisis intervention is commonly utilized by clinical social work-
ers and psychologists in group private practices, crisis intervention units of
community mental health centers, child and family counseling centers, and
hospital settings. Various practice models have been developed to assist cli-
nicians in working with persons in crisis, including the three-step model
(assessment, boiling down the problem, coping alternatives). This book will
consistently utilize Roberts’s seven-stage crisis intervention model, which is
applied as an intervention framework for providing crisis counseling. This
thorough and sequential model can facilitate early identification of crisis
precipitants, active listening, problem solving, effective coping skills, inner
strengths and protective factors, and effective crisis resolution. The model
consists of the following stages:

Assess lethality and mental health status.

Establish rapport and engage the client.

Identify major problems.

Deal with feelings.

Explore alternative coping methods and partial solutions.
Develop an action plan.

Develop a termination and follow-up protocol.

S

This handbook was written for front-line crisis workers, graduate students,
and clinicians who work with individuals, families, and communities in crisis.
Crisis theory and practice principles cut across several professions, includ-
ing counseling, social work, psychology, psychiatric nursing, psychiatry, law
enforcement, and victim assistance. Therefore, an interdisciplinary approach
has been used in compiling and editing this book. This volume is a collabora-
tive work, with original chapters written by prominent clinical social work-
ers, health social workers, clinical nurse specialists, clinical psychologists,
counseling psychologists, community psychologists, and victim advocates.
Each practice chapter begins with one to three case studies or vignettes, fol-
lowed by sections that present an introduction; the scope of the problem; and
the research literature related to resilience and protective factors for specific
high-risk groups (e.g., depressed adolescents, incest survivors, stressed-out
college students, battered women, chemically dependent individuals). The
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main part of each chapter includes a framework for the practice of crisis inter-
vention with a specific target group. Several detailed cases and case commen-
taries are included to demonstrate the steps in the operation of the seven-stage
crisis intervention model. Also highlighted in each chapter are clinical issues,
controversies, roles, and skills. Many of the chapters conclude with summa-
ries and predictions for the future use of crisis intervention with a particular
target group, such as callers to a 24-hour mobile crisis unit, college students
in crisis, women with AIDS, adolescent suicide attempters, victims of violent
crimes, victims of community disasters, and substance abusers.

Recognizing the necessity of having mental health professionals mobi-
lized to respond quickly if a disaster occurred in their local community,
the American Red Cross in the 1990s developed cooperative agreements
with the American Counseling Association, the American Psychological
Association, and the National Association of Social Workers to facilitate the
development of mental health and crisis response teams to provide imme-
diate intervention. As a result, within 24 hours of a major disaster in the
United States (such as a plane crash or tornado) community crisis response
teams are on the scene, providing crisis intervention services.

We cannot predict the psychological impact of crisis situations any more
than we are able to predict the crisis situation itself. Each crisis has its basis
in a unique and deeply set individualized response to the crisis event. Even
those who experience the same crisis situation (e.g., a tornado or other nat-
ural disaster) will have an individualized response to the crisis. The best
method for addressing crisis in the future begins with preparing ourselves
as mental health professionals to develop the skills necessary for rapid acute
lethality and clinical assessment, as well as training in evidence-based crisis
intervention protocols, multicomponent critical incident stress management,
trauma treatment methods, and other disaster mental health interventions.

This volume is intended to be a key resource for professionals who are
called upon to intervene with individuals and groups in crisis. There is a
very strong interest in the application of crisis theory and crisis interven-
tion techniques among professionals practicing in school, family, health,
mental health, victim assistance, and group private practice settings. This
book has been designed primarily for front-line crisis workers (e.g., clini-
cal psychologists and social workers at outpatient mental health centers,
psychiatric-mental health nurses, social work case managers, and clinicians
skilled in crisis management after a community disaster), clinicians in pri-
vate practice, and graduate students who need to know the latest steps and
methods for intervening effectively with persons in acute crisis. This book
will also be useful as the primary text in courses on topics such as crisis
intervention, crisis counseling, crisis intervention and brief treatment, social
work practice II, and mental health practice, and as a supplementary text in
health social work, introduction to human services, psychiatric nursing, and
community psychology.
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Bridging the Past and Present to the
Future of Crisis Intervention and
Crisis Management

KENNETH R. YEAGER
ALBERT R. ROBERTS

This book is an interdisciplinary handbook, specially written by a team of
over 30 esteemed crisis and trauma experts, to prepare crisis workers, crisis
counselors, crisis therapists, emergency services workers, clergy, and gradu-
ate students for rapid lethality assessments, timely crisis intervention, and
trauma treatment in the 21st century. It is the third edition of the Crisis
Intervention Handbook: Assessment, Treatment, and Research.

We live in an era in which sudden and unpredictable crises and traumatic
events have become the familiar subjects of everyday news. Millions of peo-
ple are struck by potentially crisis-inducing events that they are not able to
resolve on their own. They need immediate help from mental health profes-
sionals, crisis intervention workers, or their significant others. The up-to-
date chapters in this book include thought-provoking case illustrations of
acute crisis episodes, with a step-by-step crisis intervention protocol applied
to each of the case histories discussed.

Recent events have exposed new and different forms of human-made cri-
sis: The Virginia Polytechnic Institute shooting, which killed 32 and wounded
17 others; the Sandy Hook shooting, which took the lives of 20 students and
6 adults; the Colorado movie theater shooting, resulting in 12 fatalities; and
the Boston Marathon bombings, which killed 3 and wounded an estimated
264 others.

The landscape of crisis intervention practices and services was forever
altered on September 11, 2001, with the mass terrorist disasters at the World
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Trade Center twin towers in New York City; the Pentagon in Arlington,
Virginia; and United Airlines Flight 93, which crashed in Shanksville,
Pennsylvania. As a result of this catastrophic terrorist attack, 2,973 lives
were lost—the largest loss of life of US citizens, firefighters (343 fatalities,
New York City Fire Department), and police (23 fatalities, New York City
Police Department) on one day in our history. The impact of this attack
spread far beyond New York and Washington, DC. All over the country,
crisis intervention procedures were reviewed and updated.

The prevalence of social, psychological, criminal justice, and public health
problems has increased dramatically in recent years. Most notable are these
potentially crisis-inducing or trauma-provoking events:

Violent crimes (e.g., hostage situations, assaults, terrorist bombings, bio-
terrorism threats, domestic violence, muggings, sniper or drive-by
shootings, sexual assaults, murders and attempted murders, violence in
schools and the workplace, mass murders)

Traumatic stressors or crisis-prone situations (e.g., becoming divorced or
separated from one’s spouse, losing one’s job, being hospitalized for a
sudden heart attack, being diagnosed with cancer, being diagnosed with
a sexually transmitted disease, having emergency surgery, watching a
close family member die, sustaining serious injuries in a car accident,
experiencing a near-fatal encounter)

Natural disasters (e.g., hurricanes, floods, tornadoes, earthquakes, volcanic
eruptions)

Accidents (e.g., airplane crashes, train crashes, multiple motor vehicle and
truck crashes, bus crashes, ferryboat crashes)

Transitional or developmental stressors or events (e.g., moving to a new
city, changing schools in the middle of the year, divorce, unwanted preg-
nancy, having a baby with a disability, becoming physically disabled and
placed in a nursing home)

The ever-present terrorist threat and risk for random acts of violence (e.g.,
mass shootings as reported by evening news) have created an ongoing state
of anxious and panicky, hypervigilant response, which includes an intense
fear of what might occur next and how it will impact one’s loved ones. In
addition to generalized fears about future terrorist attacks, there are numer-
ous other scenarios that are potential triggers for a crisis:

The homicide rate in the United States in 2013 was higher than in vir-
tually all other developed countries, according to the Federal Bureau

of Investigation (http://www.fbi.gov/about-us/cjis/ucr/crime-in-the-u.s/
2013/crime-in-the-u.s.-2013).

The Centers for Disease Control and Prevention reports that more than
38,000 people die annually from suicide, with suicide rates growing by
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more than 30% in the past 10 years. Suicides now surpass the number
of persons killed in motor vehicle crashes per year. (see: http://www.cdc.
gov/injury/wisqars/fatal_injury_reports.html)

Approximately one out of every five children and youths in the United
States exhibits signs and symptoms of a psychiatric disorder each year.

Domestic violence is prevalent throughout the United States, with an esti-
mated 8.7 million cases annually, with one in every four women experi-
encing domestic violence in her lifetime.

The Centers for Disease Control and Prevention reports that 331 persons
die each day of the year from accidents (unintentional injuries).

The US Department of Health and Human Services reports that more than
4,500 new cases of cancer are diagnosed each day of the year.

The Centers for Disease Control and Prevention reports that 1,637 persons
with heart disease die each day of the year.

All of these life-threatening or fatal events can produce acute crisis epi-
sodes and post-traumatic stress disorder (PTSD). Therefore, it is critically
important for all mental health and public health professionals to provide
early responses in the form of lethality assessments, crisis intervention, and
trauma treatment (see Chapters 4, 5, 7, and 8 in this volume for an over-
view of interventions with disaster mental health strategies and for a discus-
sion of first responders’ and front-line crisis workers” application of the ACT
model: assessment, crisis intervention, and trauma treatment).

The high physical and psychological costs of traumatic events, such as the
ones listed earlier, are all too familiar to mental health and health care pro-
fessionals. Chapter 8 presents a detailed discussion of the different weapons
of mass destruction, how first responders should prepare for and respond to
terrorist threats, and the vital work of the New York City Disaster Coalition
of more than 300 licensed clinicians who have provided free and confidential
treatment to survivors and their families after September 11.

Crisis intervention can lead to early resolution of acute stress disorders
or crisis episodes, while providing a turning point so that the individual is
strengthened by the experience. Crisis and traumatic events can provide a
danger or warning signal, or an opportunity to sharply reduce emotional
pain and vulnerability. The ultimate goal of crisis intervention is to bol-
ster available coping methods or help individuals reestablish coping and
problem-solving abilities while helping them to take concrete steps toward
managing their feelings and developing an action plan. Crisis interven-
tion can reinforce strengths and protective factors for those who feel over-
whelmed by a traumatic event. In addition, it aims to reduce lethality and
potentially harmful situations and provides referrals to community agencies.

When two people experience the same traumatic event, one may cope in a
positive way and experience a manageable amount of stress, while the other
person may experience a crisis state because of inadequate coping skills and
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a lack of crisis counseling. Two key factors in determining whether or not a
person who experiences multiple stressors escalates into a crisis state are the
individual’s perception of the situation or event and the individual’s ability
to utilize traditional coping skills. Roberts and Dziegielewski (1995) have
noted that crisis precipitants have different levels of intensity and duration;
likewise, there are wide variations in different individuals’ ability to cope.
Some people are able to cope effectively and mobilize their inner strengths,
despite their perceptions that the stressor or crisis precipitant is intense.
However, many other individuals need to learn about new resources and
acquire coping skills through skillful crisis intervention (Roberts, 1991,
2000). Professionals often confuse the meaning and operational definition
of stressful life events, acute stress disorder, acute crisis episodes, and PTSD.
Chapter 4 differentiates and clearly defines the differences between the four
terms and also presents a paradigm with four different case studies: a person
under stress, a person experiencing acute stress disorder, a person encoun-
tering an acute crisis episode, and a person suffering from PTSD. In Chapter
5, the six levels of the stress-crisis-trauma continuum are described, with
case illustrations and treatment recommendations.

Counselors, social workers, psychiatric nurses, psychiatrists, psychologists,
and emergency services personnel are working collaboratively to provide a
new vision and clinical insights into crisis intervention and crisis response
teams. Crisis intervention has become the most widely used time-limited
treatment modality in the world. As a result of the crisis intervention and crit-
ical incident stress management movement, millions of persons in crisis situa-
tions have been helped in a cost-efficient and timely manner. Chapters 22 and
23 provide insight into methods to assist caregivers, both family members
and professionals working within healthcare, in dealing with crisis, stress,
compassion fatigue, and burnout. While it is vital to ensure that emergency
responders have services available to help mitigate the consequences of disas-
ter, emergency workers do not suffer alone. Families of responders cope with
long absences and fears for their loved one’s safety during the disaster event.
They feel the aftershock as the emergency responder returns home having
faced trauma and devastation. This work can be used by students and pro-
fessionals in all the health and human service professions to further their
understanding of crisis and its reduction and as a base for crisis intervention
practice to increase their skills.

CASE SCENARIOS

Some crisis situations are personal, such as the death of a loved one or being
the victim of a rape, a robbery, or a severe battering incident; others are trig-
gered by a sudden, community-wide traumatic event, such as an airplane
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crash, flood, hurricane, terrorist attack, or tornado. Both individual and
community-wide traumatic events can cause widespread crisis for dozens,
hundreds, or even many thousands of people.

Secondary Victims in the Aftermath of the World Trade Center
Terrorist Attack on September 11, 2001: A Retrospective Review

Shelley is a 20-year-old college junior whose uncle was one of the 343
brave New York City firefighters who died trying to rescue people trapped
in the carnage of the twin towers at the World Trade Center on the morn-
ing of September 11, 2001. Shelley was very close to her uncle (her mother’s
brother) and grew up two blocks away from him and his family on Staten
Island. Uncle Frank had three children, two at colleges in North Carolina and
Massachusetts, and a third, Samantha, who was only 10 years old at the time.
Samantha’s father used to take her to work with him in the morning, where
she would have breakfast with the other firefighters, and then her dad would
drop her off at school, which was near the firehouse in Staten Island. After
the attacks of 9/11, Shelley was very supportive of her mother, her widowed
aunt, and her 10-year-old cousin and did her best to help with their immediate
concrete and crisis needs.

Since returning to her classes at New York University in lower Manhattan,
Shelley has had difficulty concentrating, has nightmares and gets only a few
hours’ sleep each night, and is anxious about her grades and graduation.
Shelley speaks to her mother or aunt almost every day after her classes. She
also attended her Uncle Frank’s funeral and wake, as well as two memorial
services. In addition, Shelley and other members of her immediate family
watched the television coverage repeatedly after the terrorist attacks. Shelley
seems to be overwhelmed emotionally by her grief-stricken aunt and young
cousin, as well as the intrusive thoughts and nightmares she has of the televi-
sion images of the collapse of the twin towers and the aftermath of the rescue
efforts. Some days she cuts all classes and completely withdraws and isolates
herself in her dorm room.

Shelley goes to the university counseling center on a referral from her aca-
demic adviser. However, she is very quiet and withdrawn due to her depressed
mood and crisis reactions.

Sudden Death of a Spouse and Child

Joe begins to barbecue the hamburgers for tonight’s dinner. His wife and their
two daughters are expected home in about 20 minutes. His older daughter
had a track meet, and his wife and younger daughter went to watch her. The
phone rings, and Joe is informed by a police officer that his wife and older
daughter have been killed by a drunken driver who sped through a red light
and smashed into their car two blocks from their house. His life will never be
the same.
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Deaths and Injuries Related to Plane Crash

At 9:00 one morning, the pilot of a malfunctioning air force attack jet tried
unsuccessfully to make an emergency landing. The out-of-control jet clipped
the top of a bank building, then rammed into the lobby of a nearby hotel and
exploded, killing 10 people and injuring several others. This tragic accident
resulted in hundreds of persons in crisis: those injured in the explosion, the
family members of the dead and injured, the guests and surviving employees
at the hotel who witnessed the horror, and the employees and customers at the
bank building that was struck by the plane, even though no one at the bank
was physically hurt.

Woman Battering

Judy B., a 27-year-old surgical nurse, was a survivor of wife battering. She and
Ray had been married for 6 years, and they had two children. As Ray’s drink-
ing increased, so did his beatings. The final straw was a violent attack in which
Ray punched Judy many times in her face. The day following this last assault,
after looking at her swollen face in the mirror, Judy went to a gun store and
purchased a handgun. As she drove home looking at the gun by her side, she
finally decided to seek help. She called the battered women’s shelter hotline
and said, “I’'m afraid that 'm going to kill my husband.”

Forcible Rape

Mary R. was a 22-year-old college senior when she was raped. At 11:00 one
evening Mary had just left the health sciences library at the university and was
walking the three long blocks to the parking lot where her car was parked.
She recalls her reactions a week later: “I was sort of in shock and numb. It was
a terrifying, painful, and degrading experience. It was something you don’t
expect to happen. But it could have been much worse. He held a knife to my
throat while raping me. I thought he was going to kill me afterward. ’'m glad
to be alive.”

Robbery

John A., a 24-year-old blind male, was a victim of robbery. John was returning
to his apartment in the Bronx following an afternoon appointment with his
physician when he was robbed. John recalled what took place:

A guy came up to me and pressed the cold barrel of his gun on my neck.
He said if I don’t give him what I got he would shoot me and the dog.
I gave him the $21 I had. Nobody helped me. Everybody’s afraid to
intervene. They’re afraid because they know the guy will get off or be
put on probation and may come after them.
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About a week after the robbery, I woke up sweating and had a serious
asthma attack. I was hospitalized for a week. Now I try not to visit
friends or my cousin in Manhattan. I go out a lot less. I stay home and
listen to the radio or TV most of the time.

Broken Romance, Depression, and Alcoholism

Liz,a 21-year-old college senior, is very depressed. She and her fiancé have just
broken up, and she feels unable to cope. She cries most of the day, feels agi-
tated, and isn’t sleeping or eating normally. Since the beginning of the relation-
ship a year ago, Liz has become socially isolated. Her family strongly dislikes
her fiancé, and her fiancé discouraged her from spending time with her friends.
Liz now doubts that she will find a job upon graduation in 3 months and is
considering moving home. She comes from a large family, with parents who
are very much involved with the other children. Thoughts of moving back
home and losing her independence, as well as the broken romance and the
lack of a support system, have immobilized Liz, who has cut all her classes for
the past week. She has not talked with friends or family about the breakup,
and she is “holed up” in her room in the dormitory, drinking herself into a
stupor and refusing to eat or leave the building even for a walk.

Shelley, Joe, Judy, Mary, John, and Liz are experiencing crisis reactions in
the aftermath of highly stressful hazardous events. The initial crisis reaction
in the aftermath of the sudden death of a loved one or being the victim of
a violent crime is usually a series of physiological and emotional reactions.
Some common reactions and symptoms after traumatic and crisis events
include overwhelming feelings of anxiety, despair, and hopelessness, guilt,
intense fears, grief over sudden losses, confusion, difficulty concentrating,
powerlessness, irritability, intrusive imagery, flashbacks, extreme suspicious-
ness of others, shame, disorientation, loss of appetite, binge drinking, sleep
disturbances, helplessness, terror, exhaustion, losses or lapses of religious
beliefs, and/or shattered assumptions about personal safety. Persons expe-
riencing traumatic events or an accumulation of stressful life events usually
attempt to understand and reduce their symptoms, to regain control of their
environment, and to reach out to their support system (e.g., a significant
other). Sometimes the person’s internal and external coping methods are suc-
cessful, and an acute crisis episode is averted; at other times vulnerable indi-
viduals and groups fail in their attempts to cope, and crisis episodes escalate.

Chapters 1 through 5 of this book link crisis theory to practice. The
emphasis in the first five chapters is placed on the application of individual
and group crisis intervention paradigms and models to facilitating crisis reso-
lution. Chapter 1 links the past to the present state-of-the-art knowledge of
conceptualizing crisis theory, crisis reactions, and crisis intervention prac-
tices. Chapter 2 focuses on how to conduct lethality/danger assessments and
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apply each of the seven stages of the crisis intervention model to three indi-
viduals with different degrees of suicide ideation presenting to a crisis center
or psychiatric screening unit. Chapter 3 integrates Roberts’s seven-stage cri-
sis intervention model with solution-based therapy and a strengths perspec-
tive. Chapter 4 delineates and examines a stress, crisis, PTSD classification
paradigm, which provides guidelines for practitioners to effectively assess
the severity of the initial event, diagnostic symptoms, and treatment plan-
ning options. Chapter § develops a continuum of stress and crisis episodes
ranging from low-level somatic distress to cumulative and catastrophic acute
crisis episodes.

Chapters 7, 11, through 20 apply Roberts’s seven-stage model of crisis
assessment and intervention to particular high-risk groups and situations
such as the following:

¢ Early adolescents who have experienced a significant loss

e Adolescents and adults with suicidal ideation and plans

e Child and adolescent psychiatric emergencies

e Crises on the college campus

e Battered women in crisis

e Crisis related to separation, divorce, and child custody

e HIV-positive women in crisis

e Persons experiencing psychiatric crises and coming to the local mental
health center or emergency room

o A series of crises experienced by substance abusers

e People experiencing mental health—related crises and being helped by a
front-line 24-hour mobile crisis team

e Persons in crisis as a result of the burden of caring for a terminally ill or
disabled parent

This is the first comprehensive handbook to consistently apply a comprehen-
sive seven-stage crisis intervention model to a wide range of clients in acute
crisis.

SCOPE OF THE PROBLEM AND
PREVALENCE ESTIMATES

We live in an era in which traumatic events and acute crisis episodes have
become far too prevalent. Each year, millions of people are confronted with
traumatic crisis-producing events that they cannot resolve on their own, and
they often turn for help to 24-hour telephone crisis hotlines; crisis units of
community mental health centers; and outpatient, hospital-based programs.

During the past two decades, thousands of crisis intervention programs
have been established throughout the United States and Canada. There are
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more than 1,400 grass-roots crisis centers and crisis units affiliated with the
American Association of Suicidology or a local community mental health
center. Altogether there are also more than 11,000 victim assistance pro-
grams, rape crisis programs, child sexual and physical abuse intervention
programs, police-based crisis intervention programs, and battered women’s
shelters and hotlines. In addition, crisis services are provided at thousands
of local hospital emergency rooms, hospital-based trauma centers and emer-
gency psychiatric services, suicide prevention centers, and pastoral counsel-
ing services.

Crisis centers and hotlines provide information, crisis assessments, inter-
vention, and referrals for callers with such problems as depression, suicide
ideation, psychiatric emergencies, chemical dependency, AIDS, sexual dys-
function, woman battering, and crime victimization. Because of their 24-hour
availability, they can provide immediate, though temporary, assistance. Some
crisis victims do not have a caring friend or relative to whom they can turn;
they often benefit from an empathetic, active listener. Even when significant
others are available to aid the person in crisis, hotlines provide a valuable
service by linking the caller to appropriate community resources.

The large number of documented calls to crisis hotlines—an estimated
4.3 million calls annually—indicates the importance of these programs
(Roberts & Camasso, 1994). A Google search for “crisis hotlines in the United
States” conducted in July 2014 produced more than 2 million hits, and this is
just the tip of the iceberg. The number expands when one searches for suicide
lines, rape crisis lines, and domestic violence lines. According to a Substance
Abuse and Mental Health Services Administration media release from October
2011, the National Suicide Prevention Lifeline answered its 3 millionth call
since its inception in 20035. This suicide prevention hotline now answers more
than 2,200 calls per day (www.suicidepreventionlifeline.org).

The first national organizational survey of crisis units and centers yielded
a response from 107 programs (Roberts, 1995). The researcher’s summary
findings indicated that a total of 578,793 crisis callers were handled by the
crisis centers and programs in the 1-year period directly prior to receipt of
the mailed questionnaire, or an annual average of 5,409 callers per crisis
intervention program. In 1990, a total of 796 crisis intervention units and
programs (affiliated with a community mental health center) were in opera-
tion throughout the United States, and the annual average number of callers
received by each program was 5,409. As a result of multiplying the average
number of callers by the number of programs, Roberts (1995) estimated the
annual number of callers to be slightly more than 4.3 million. If we broaden
our estimate to all national and local 24-hour crisis lines, including those for
crime victims, survivors of terrorist attacks, battered women, sexual assault
victims, troubled employees, adolescent runaways, and child abuse victims,
as well as the crisis intervention units at mental health centers, the total esti-
mate would be approximately 35 to 45 million crisis callers per year.
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CRISIS REACTIONS AND CRISIS INTERVENTION

A crisis can be defined as a period of psychological disequilibrium, experi-
enced as a result of a hazardous event or situation that constitutes a signifi-
cant problem that cannot be remedied by using familiar coping strategies.
A crisis occurs when a person faces an obstacle to important life goals that
generally seems insurmountable through the use of customary habits and
coping patterns. The goal of crisis intervention is to resolve the most pressing
problem within a 1- to 12-week period using focused and directed interven-
tions aimed at helping the client develop new adaptive coping methods.

Crisis reaction refers to the acute stage, which usually occurs soon after
the hazardous event (e.g., sexual assault, battering, suicide attempt). During
this phase, the person’s acute reaction may take various forms, including
helplessness, confusion, anxiety, shock, disbelief, and anger. Low self-esteem
and serious depression are often produced by the crisis state. The person in
crisis may appear to be incoherent, disorganized, agitated, and volatile or
calm, subdued, withdrawn, and apathetic. It is during this period that the
individual is often most willing to seek help, and crisis intervention is usually
more effective at this time (Golan, 1978).

Crisis intervention can provide a challenge, an opportunity, and a turning
point within the individual’s life. According to Roberts and Dziegielewski
(1995), crisis clinicians have been encouraged to examine psychological and
situational crises in terms of “both danger and opportunity” (p. 16). The
aftermath of a crisis episode can result in either a highly positive or a highly
negative change. Immediate and structured crisis intervention guided by
Roberts’s seven-stage model facilitates crisis resolution, cognitive mastery,
and personal growth, rather than psychological harm.

A divorce, a robbery, a broken engagement, being the victim of a domestic
assault, and being the close relative of a person killed in an automobile acci-
dent or a plane crash are all highly stressful occurrences that can result in an
active crisis state. The persons involved may exhibit denial, intense anxiety,
and confusion; they may express anger and fear, or grief and loss, but they
can all survive. Crisis intervention can reduce immediate danger and fear, as
well as provide support, hope, and alternative ways of coping and growing.

Persons in acute crisis have had similar reactions to traumatic events, from
initial feelings of disruption and disorganization to the eventual readjustment
of the self. During the impact phase, survivors of victimization and other
crisis-producing events often feel numb, disoriented, shattered, fearful, vul-
nerable, helpless, and lonely. The survivors may seek help, consolation, and
advice from friends or professionals within several hours or days after the
traumatic or stressful life event.

Helping a person in crisis—in the aftermath of a violent crime, a suicide
attempt, a drug overdose, a life-threatening illness, a natural disaster, a divorce,
a broken romance, or an automobile crash—requires exceptional sensitivity,
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active listening skills, and empathy on the part of the crisis intervenor. If a hot-
line worker, crisis counselor, social worker, or psychologist is able to establish
rapport with the person in crisis soon after the acute crisis episode, many hours
of later treatment may be averted (Cutler, Yeager, & Nunley, 2013).

DEFINING A CRISIS AND CRISIS CONCEPTS

Crisis may be viewed in various ways, but most definitions emphasize that
it can be a turning point in a person’s life. According to Bard and Ellison
(1974), crisis is “a subjective reaction to a stressful life experience, one so
affecting the stability of the individual that the ability to cope or function
may be seriously compromised” (p. 68).

It has been established that a crisis can develop when an event, or a series
of events, takes place in a person’s life and the result is a hazardous situation.
However, it is important to note that the crisis is not the situation itself (e.g.,
being victimized); rather, it is the person’s perception of and response to the
situation (Parad, 1971, p. 197).

The most important precipitant of a crisis is a stressful or hazardous event.
But two other conditions are also necessary to have a crisis state: (a) the
individual’s perception that the stressful event will lead to considerable upset
and/or disruption; and (b) the individual’s inability to resolve the disruption
by previously used coping methods (Cutler, Yeager, & Nunley, 2013).

Crisis intervention refers to a therapist entering into the life situation of
an individual or family to alleviate the impact of a crisis to help mobilize
the resources of those directly affected (Parad, 1965). In conceptualizing
crisis theory, Parad and Caplan (1960) examine the fact that “crises have a
peak or sudden turning point”; as the individual reaches this peak, tension
increases and stimulates the mobilization of previously hidden strengths
and capacities. They urge timely intervention to help individuals cope suc-
cessfully with a crisis situation. Caplan (1961) states that “a relatively
minor force, acting for a relatively short time, can switch the balance to
one side or another, to the side of mental health or the side of mental ill
health” (p. 293).

There is a general consensus among clinical social workers, counselors,
psychologists, and emergency services workers that the following character-
ize a person in crisis:

—_

Perceiving a precipitating event as being meaningful and threatening

2. Appearing unable to modify or lessen the impact of stressful events with
traditional coping methods

Experiencing increased fear, tension, and/or confusion

Exhibiting a high level of subjective discomfort

5. Proceeding rapidly to an active state of crisis—a state of disequilibrium

B w
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The term crisis as it has been described here is applicable to most of the cli-
ents of the social workers, psychologists, emergency service workers, disaster
mental health workers, and professional counselors who prepared chapters
for this handbook. The definition of a crisis stated previously is particularly
applicable to persons in acute crisis because these individuals usually seek
help only after they have experienced a hazardous event and are in a vulner-
able state, have failed to cope and lessen the crisis through customary coping
methods, and want outside help.

Foundation Assumptions and the
Crisis Theory Framework

The conceptual framework for crisis intervention practice presented in this
handbook incorporates the basic principles of crisis theory. The crisis inter-
vention specialization is built on a basic knowledge of crisis theory and prac-
tice. Crisis theory includes a cluster of principles upon which crisis clinicians
and researchers usually agree. In this book the prominent authorities on cri-
sis intervention demonstrate the application of the crisis intervention process
and practices to special groups at high risk of crisis. But first it will be helpful
to summarize the foundation principles of crisis theory and to place them in
a step-by-step crisis management framework.

Basic Tenets of Crisis Theory

As mentioned earlier, a crisis state is a temporary upset, accompanied by some
confusion and disorganization, and characterized by a person’s inability to
cope with a specific situation through the use of traditional problem-solving
methods. According to Naomi Golan (1978), the heart of crisis theory and
practice rests in a series of basic statements:

Crisis situations can occur episodically during “the normal life span of
individuals, families, groups, communities and nations” They are often ini-
tiated by a hazardous event. This may be a catastrophic event or a series of
successive stressful blows which rapidly build up a cumulative effect.

The impact of the hazardous event disturbs the individual’s homeostatic
balance and puts him in a vulnerable state . ..

If the problem continues and cannot be resolved, avoided, or redefined,
tension rises to a peak, and a precipitating factor can bring about a turning
point, during which self-righting devices no longer operate and the indi-
vidual enters a state of a disequilibrium ... (an) active crisis. (p. 8)

Duration of the Crisis

Persons cannot remain indefinitely in a state of psychological turmoil and
survive. Caplan (1964) noted, and other clinical supervisors have concurred,
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that in a typical crisis state equilibrium will be restored in 4 to 6 weeks.
However, the designation of 4 to 6 weeks has been confusing. Several authors
note that crisis resolution can take from several weeks to several months. To
clarify the confusion concerning this period, it is useful to explain the differ-
ence between restoring equilibrium and crisis resolution.

Disequilibrium, which is characterized by confusing emotions, somatic
complaints, and erratic behavior, is reduced considerably within the first 6
weeks of crisis intervention. The severe emotional discomfort experienced
by the person in crisis propels him or her toward action that will result in
reducing the subjective discomfort. Thus, equilibrium is restored, and the
disorganization is time limited.

Viney (1976) aptly describes crisis resolution as restoration of equilib-
rium, as well as cognitive mastery of the situation and the development of
new coping methods. Fairchild (1986) refers to crisis resolution as an adap-
tive consequence of a crisis in which the person grows from the crisis experi-
ence through the discovery of new coping skills and resources to employ in
the future. In this handbook, crisis intervention is viewed as the process of
working through the crisis event so that the person is assisted in exploring
the traumatic experience and his or her reaction to it. Emphasis is also placed
on helping the individual do the following:

Make behavioral changes and interpersonal adjustments.
Mobilize internal and external resources and supports.
Reduce unpleasant or disturbing affects related to the crisis.

Integrate the event and its aftermath into the individual’s other life experi-
ences and markers.

The goal of effective crisis resolution is to remove vulnerabilities from the
individual’s past and bolster him or her with an increased repertoire of new
coping skills to serve as a buffer against similar stressful situations in the
future.

HISTORICAL DEVELOPMENT

As far back as 400 B.c., physicians have stressed the significance of crisis as
a hazardous life event. Hippocrates himself defined a crisis as a sudden state
that gravely endangers life. But the development of a cohesive theory of crisis
and approaches to crisis management had to await the twentieth century.
The movement to help people in crisis began in 1906 with the establish-
ment of the first suicide prevention center, the National Save-a-Life League
in New York City. However, contemporary crisis intervention theory and
practice were not formally elaborated until the 1940s, primarily by Erich
Lindemann and Gerald Caplan.
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Lindemann and his associates at Massachusetts General Hospital intro-
duced the concepts of crisis intervention and time-limited treatment in 1943
in the aftermath of Boston’s worst nightclub fire, at the Coconut Grove, in
which 493 people perished. Lindemann (1944) based the crisis theory they
developed on their observations of the acute and delayed reactions of sur-
vivors and grief-stricken relatives of victims. Their clinical work focused on
the psychological symptoms of the survivors and on preventing unresolved
grief among relatives of the persons who had died. They found that many
individuals experiencing acute grief often had five related reactions:

Somatic distress

Preoccupation with the image of the deceased
Guilt

Hostile reactions

Loss of patterns of conduct

ke

Furthermore, Lindemann concluded that the duration of a grief reaction
appears to be dependent on the success with which the bereaved person does
his or her mourning and “grief work.” In general, this grief work involves
achieving emancipation from the deceased, readjusting to the changes in the
environment from which the loved one is missing, and developing new rela-
tionships. We learned from Lindemann that people need to be encouraged
to permit themselves to have a period of mourning and eventual acceptance
of the loss and adjustment to life without the parent, child, spouse, or sib-
ling. If the normal process of grieving is delayed, negative outcomes of cri-
ses will develop. Lindemann’s work was soon adapted to interventions with
World War II veterans suffering from “combat neurosis” and bereaved family
members.

Gerald Caplan, who was affiliated with Massachusetts General Hospital
and the Harvard School of Public Health, expanded Lindemann’s pioneering
work in the 1940s and 1950s. Caplan studied various developmental crisis
reactions, as in premature births, infancy, childhood, and adolescence, and
accidental crises such as illness and death. He was the first psychiatrist to relate
the concept of homeostasis to crisis intervention and to describe the stages of
a crisis. According to Caplan (1961), a crisis is an upset of a steady state in
which the individual encounters an obstacle (usually an obstacle to significant
life goals) that cannot be overcome through traditional problem-solving activ-
ities. For each individual, a reasonably constant balance or steady state exists
between affective and cognitive experience. When this homeostatic balance or
stability in psychological functioning is threatened by physiological, psycho-
logical, or social forces, the individual engages in problem-solving methods
designed to restore the balance. However, in a crisis situation, the person in
distress faces a problem that seems to have no solution. Thus homeostatic bal-
ance is disrupted, or an upset of a steady state ensues.
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Caplan (1964) explains this concept further by stating that the problem
is one in which the individual faces “stimuli which signal danger to a fun-
damental need satisfaction ... and the circumstances are such that habit-
ual problem-solving methods are unsuccessful within the time span of past
expectations of success” (p. 39).

Caplan also described four stages of a crisis reaction. The first stage
is the initial rise of tension that comes from the emotionally hazardous
crisis-precipitating event. The second stage is characterized by an increased
level of tension and disruption to daily living because the individual is unable
to resolve the crisis quickly. As the person attempts and fails to resolve the
crisis through emergency problem-solving mechanisms, tension increases to
such an intense level that the individual may go into a depression. The person
going through the final stage of Caplan’s model may experience either a men-
tal collapse or a breakdown, or may partly resolve the crisis by using new
coping methods. J. S. Tyhurst (1957) studied transition states—migration,
retirement, civilian disaster, and so on—in the lives of persons experiencing
sudden changes. Based on his field studies on individual patterns of responses
to community disaster, Tyhurst identified three overlapping phases, each with
its own manifestations of stress and attempts at reducing it:

1. A period of impact
2. A period of recoil
3. A posttraumatic period of recovery

Tyhurst recommended stage-specific intervention. He concluded that persons
in transitional crisis states should not be removed from their life situation,
and that intervention should focus on bolstering the network of relationships.

In addition to building on the pioneering work of Lindemann and Caplan,
Lydia Rapoport was one of the first practitioners to write about the linkage
of modalities such as ego psychology, learning theory, and traditional social
casework (Rapoport, 1967). In Rapoport’s (1962) first article on crisis the-
ory, she defined a crisis as “an upset of a steady state” (p. 212) that places the
individual in a hazardous condition. She pointed out that a crisis situation
results in a problem that can be perceived as a threat, a loss, or a challenge.
She then stated that there are usually three interrelated factors that create a
state of crisis:

1. A hazardous event
2. A threat to life goals
3. An inability to respond with adequate coping mechanisms

In their early works, Lindemann and Caplan briefly mentioned that a
hazardous event produces a crisis, but it was Rapoport (1967) who most
thoroughly described the nature of this crisis-precipitating event. She clearly
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conceptualized the content of crisis intervention practice, particularly the ini-
tial or study phase (assessment). She began by pointing out that in order to
help persons in crisis, the client must have rapid access to the crisis worker.
She stated: “A little help, rationally directed and purposefully focused at a
strategic time, is more effective than more extensive help given at a period of
less emotional accessibility” (Rapoport, 1967, p. 38).

This point was echoed by Naomi Golan (1978), who concluded that dur-
ing the state of active crisis, when usual coping methods have proved inad-
equate and the individual and his or her family are suffering from pain and
discomfort, a person is frequently more amenable to suggestions and change.
Clearly, intensive, brief, appropriately focused treatment when the client is
motivated can produce more effective change than long-term treatment when
motivation and emotional accessibility are lacking.

Rapoport (1967) asserted that during the initial interview, the first task
of the practitioner is to develop a preliminary diagnosis of the presenting
problem. It is most critical during this first interview that the crisis therapist
convey a sense of hope and optimism to the client concerning successful crisis
resolution. Rapoport suggested that this sense of hope and enthusiasm can be
properly conveyed to the client when the interview focuses on mutual explo-
ration and problem solving, along with clearly delineated goals and tasks.
The underlying message is that client and therapist will be working together
to resolve the crisis.

Seeking Help

In the late 1960s, the suicide prevention movement took hold, and suicide
prevention centers were established across the United States. From the outset,
the initial request for help was generally made via a telephone hotline, a prac-
tice that continues to the present day. Aided by funding from the National
Institute of Mental Health’s Center for Studies of Suicide Prevention, these
centers grew from 28 in 1966 to almost 200 by 1972. They built on Caplan’s
crisis theory and the work of Edwin Schneidman and Norman Farberow at
the Los Angeles Suicide Prevention Center (Roberts, 1975, 1979).

An enormous boost to the development of crisis intervention programs
and units came about as a result of the community mental health movement.
The availability of 24-hour crisis intervention and emergency services was
considered a major component of any comprehensive community mental
health center (CMHC). As a prerequisite to receiving federal funding under
the Community Mental Health Centers Act of 1963, CMHCs were required
to include an emergency services component in their system plan. During
the 1970s, the number of CMHCs that contained crisis intervention units
grew rapidly, more than doubling from 376 centers in 1969 to 796 as of
1980 (Foley & Sharfstein, 1983). The idea behind this development—which
began in the late 1970s and continued into the early to mid-1980s—was
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to move crisis services as far into the natural environment as possible to
prevent individuals in crisis from progressing into deeper levels of crisis by
using the resources immediately available in their communities (Gerhard,
Miles, & Dorgan, 1981). This model was conceptualized much earlier and
implemented under then Georgia governor James Earl “Jimmy” Carter; the
concept would later grow and form the basis of what eventually became the
Joint Commission on Accreditation of Hospitals (JCAH) standards for com-
munity mental health centers in the 1970s and 1980s. Since this time, public
mental health systems have evolved into increasingly sophisticated models
for intervening with persons in acute crisis. Local mental health clinics and
hospital emergency services provide staffed or on-call crisis service around
the clock. Both specialized and generalist staff work to provide crisis man-
agement, emergency interventions, emergency involuntary holds, and civil
commitments (Nunley, Nunley, Dentinger, McFarland, & Cutler, 2013).

What motivates people in crisis to seek help? Ripple, Alexander, and
Polemis (1964) suggest that a balance of discomfort and hope is necessary
to motivate a distressed person to seek help. Hope, as defined by Stotland
(1969), is the perceived possibility of attaining a goal.

The crisis clinician knows that coping patterns differ for each of us. The crisis
clinician also knows that for an individual to suffer and survive a crisis (such
as losing a loved one, living through an earthquake or a tornado, attempting
suicide, or being sexually assaulted), he or she must have a conscious purpose
to live and grow. Each individual in crisis must define his or her own purpose.
Persons in crisis need to ventilate, to be accepted, and to receive support, assis-
tance, and encouragement to discover the paths to crisis resolution.

It is useful for the client to understand the specific personal meaning of
the event and how it conflicts with his or her expectations, life goals, and
belief system. Thoughts, feelings, and beliefs usually flow out freely when a
client in crisis talks. The crisis clinician should listen carefully and note any
cognitive errors or distortions (overgeneralizing, catastrophizing) or irratio-
nal beliefs. The clinician should avoid prematurely stating rational beliefs or
reality-based cognitions for the client. Instead, he or she should help the cli-
ent to recognize discrepancies, distortions, and irrational beliefs. This is best
accomplished through carefully worded questions such as “How do you view
yourself now that you realize that everyone with less than 5 years’ seniority
got laid off?” or “Have you ever asked your doctor whether he thinks you will
die from cancer at a young age or what your actual risk of getting cancer is?”

CRISIS INTERVENTION MODELS
AND STRATEGIES

Several systematic practice models and techniques have been developed for
crisis intervention work. The crisis intervention model applied in this book
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builds on and synthesizes those developed by Caplan (1964), Golan (1978),
Parad (1965), Roberts (1991, 1998), and Roberts and Dziegielewski (1995).
All of these practice models and techniques focus on resolving immediate
problems and emotional conflicts through a minimum number of contacts.
Crisis-oriented treatment is time limited and goal directed, in contrast to
long-term psychotherapy, which can take several years to complete.

Crisis intervenors should “adopt a role which is active and directive
without taking problem ownership” away from the individual in crisis pre-
maturely (Fairchild, 1986, p. 6). The skilled crisis intervenor displays accep-
tance and hopefulness in order to communicate to persons in crisis that their
intense emotional turmoil and threatening situations are not hopeless and
that, in fact, they (like others in similar situations before them) will survive
the crisis successfully and become better prepared for potentially hazardous
life events in the future (Roberts & Yeager, 2009, pp. 40-47).

In order to become an effective crisis intervenor, it is important to gauge
the stages and completeness of the intervention. The following seven-stage
paradigm should be viewed as a guide, not as a rigid process, because with
some clients the stages may overlap.

Roberts’s (1991) seven-stage model of crisis intervention (Figure 1.1) has
been utilized for helping persons in acute psychological crisis, acute situ-
ational crises, and acute stress disorders. The seven stages are as follows:

1. Plan and conduct a thorough assessment (including lethality, danger-
ousness to self or others, and immediate psychosocial needs).

2. Make psychological contact, establish rapport, and rapidly establish the
relationship (conveying genuine respect for the client, acceptance, reas-
surance, and a nonjudgmental attitude).

3. Examine the dimensions of the problem in order to define it (including

the last straw or precipitating event).

Encourage an exploration of feelings and emotions.

Generate, explore, and assess past coping attempts.

Restore cognitive functioning through implementation of action plan.

Follow up and leave the door open for booster sessions 3 and/or

6 months later.

Nk

1. Plan and conduct a thorough psychosocial and lethality assessment. In
many cases, Stages 1 and 2 occur at the same time. However, first and fore-
most, basic information needs to be obtained to determine whether the caller
is in imminent danger. Crisis clinicians are trained to perform an ongoing,
rapid risk assessment with all clients in crisis. Crisis counselors, psycholo-
gists, and social workers encounter a full range of self-destructive individuals
in crisis, including those who have taken potentially lethal drug overdoses,
depressed and lonely callers who have attempted suicide, and impulsive
acting-out adolescents threatening to injure someone. In cases of imminent
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Establish
7 Follow-up Plan
and Agreement

- Crisis
Resolution
6 Develop and Formulate an

Action Plan

5 Generate and Explore Alternatives

4 Deal with Feelings and Emotions
(Including Active Listening and Validation)

3 Identify Major Problems
(Including the “Last Straw’’ or Crisis Precipitants)

2 Establish Rapport and Rapidly Establish Relationship

Plan and Conduct a Crisis Assessment
(Including Lethality Measures)

Figure 1.1 Roberts’s Seven-Stage Crisis Intervention Model

danger, emergency medical or police intervention is often necessary. All sui-
cide prevention and other 24-hour crisis hotlines have access to paramedics
and emergency medical technicians, poison control centers, the police, and
the emergency rescue squad. It is critically important for the crisis intervenor
to be in close contact with the crisis caller before, during, and after medical
stabilization and discharge.

In many other crisis situations, there is some potential for danger and
harm. As a result of potential danger to crisis callers with a history of reck-
less driving, binge drinking, chemical dependency, bipolar disorder, explo-
sive anger, passive-aggressive behavior, schizophrenia, and/or preoccupation
with suicidal thoughts or fantasies, it is imperative that crisis intervenors use
Stages 1 through 7 of Roberts’s model as a guide to crisis intervention.

Assessments of imminent danger and potential lethality should examine
the following factors:

¢ Determine whether the crisis caller needs medical attention (e.g., drug
overdose, suicide attempt, or domestic violence).
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e Is the crisis caller thinking about killing herself or himself? (Are these
general thoughts, or does the caller have a specific suicide plan or pact,
with the location, time, and method specified?)

¢ Determine whether the caller is a victim of domestic violence, sexual
assault, and/or other violent crime. If the caller is a victim, ask whether
the batterer is nearby or likely to return soon.

e Determine whether any children are in danger.

® Does the victim need emergency transportation to the hospital or a
shelter?

e Is the crisis caller under the influence of alcohol or drugs?

e Is the caller about to injure herself or himself (e.g., self-injurious behav-
iors or self-mutilations)?

¢ Inquire whether there are any violent individuals living in the residence
(e.g., assaultive boarders or perpetrators of elder abuse or sibling abuse).

If time permits, the risk assessment should include the following (recog-
nize that a client who is in imminent danger needs to go immediately to a
safe place):

¢ In domestic violence situations, determine the nature of the caller’s previ-
ous efforts to protect herself or her children, in order to determine her
ability to protect herself.

e In order to fully assess the perpetrator’s threat in cases of domestic vio-
lence, inquire into the batterer’s criminal history, physical abuse history,
substance abuse history, destruction of property, impulsive acts, history
of mental disorders, previous psychiatric diagnoses previous suicide
threats or gestures, stalking behavior, and erratic employment or long
periods of unemployment.

e If the caller is a victim of a violent crime, is there a history of prior visits
to the hospital emergency room for physical abuse, drug overdose, or
suicide attempts?

e Are there any guns or rifles in the home?

e Has anyone recently used a weapon against the caller?

e Has the caller received any terroristic threats, including death threats?

¢ Determine whether the caller is suffering from major depression, intense
anxiety, phobic reactions, agitation, paranoid delusions, acute stress
disorder, adjustment disorder, personality disorder, PTSD, and/or sleep
disturbances.

2. Make psychological contact and rapidly establish the relationship. This
second stage involves the initial contact between the crisis intervenor and the
potential client. The main task for the clinician at this point is to establish
rapport by conveying genuine respect for and acceptance of the client. The
client also often needs reassurance that he or she can be helped and that
this is the appropriate place to receive such help. For example, sufferers of
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obsessive-compulsive disorders (OCDs) and phobias, such as agoraphobia,
often believe that they will never get better. This is often the case when they
have been misdiagnosed with a psychosis or personality disorder by a crisis
clinician who has never seen patients with OCD or agoraphobia. If the crisis
clinician has helped many other clients suffering from agoraphobia, he or
she should describe the situation of a previous client, such as one who at one
point could not even leave his room for a 4-month period and now is married
and successfully working 5 days a week outside of his home.

3. Examine the dimensions of the problem in order to define it. It is useful
to try to identify the following: (a) the “last straw,” or the precipitating event
that led the client to seek help; (b) previous coping methods; and (c¢) dan-
gerousness or lethality. Crisis counselors should explore these dimensions
through specific open-ended questions. The focus must be on now and how
rather than on then and why. For example, key questions would be: “What
situation or event led you to seek help at this time?” and “When did this
event take place?”

4. Encourage an exploration of feelings and emotions. This step is closely
related to examining and defining the dimensions of the problem, particu-
larly the precipitating event. It is presented here as a separate step because
some therapists overlook it in their attempt to make rapid assessment and
find the precipitating event. It is extremely therapeutic for a client to ventilate
and express feelings and emotions in an accepting, supportive, private, and
nonjudgmental setting.

The primary technique for identifying a client’s feelings and emotions is
through active listening. This involves the crisis intervenor listening in an
empathic and supportive way to both the client’s reflection of what happened
and how the client feels about the crisis event.

5. Explore and assess past coping attempts. Most youths and adults have
developed several coping mechanisms—some adaptive, some less adaptive, and
some inadequate—as responses to the crisis event. Basically, an emotionally
hazardous event becomes an emotional crisis when the “usual homeostatic,
direct problem-solving mechanisms do not work” (Caplan, 1964, p. 39). Thus,
attempts to cope fail. One of the major foci of crisis intervention involves iden-
tifying and modifying the client’s coping behaviors at both the preconscious
and the conscious level. It is important for the crisis intervenor to attempt to
bring to the conscious level the client’s coping responses that now operate just
below the surface, at the preconscious level, and then to educate the client in
modifying maladaptive coping behaviors. Specifically, it is useful to ask the cli-
ent how certain situations are handled, such as feelings of intense anger, loss of
a loved one (a child or spouse), disappointment, or failure.

Solution-based therapy should be integrated into crisis intervention at
this stage. This method emphasizes working with client strengths. The cli-
ent is viewed as being very resourceful and having untapped resources or
latent inner coping skills from which to draw upon. This approach utilizes
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specifically explicated clinical techniques (e.g., the miracle question, the par-
tial miracle question, the scaling technique) appropriate for crisis interven-
tion practice. Solution-focused therapy and the strengths perspective view
the client as resilient. The resilient person generally has sufficiently high
self-esteem, a social support network, and the necessary problem-solving
skills to bounce back, cope with, and thrive in the aftermath of stressful life
events or traumatic events.

Integrating strengths and solution-focused approaches involves jogging
clients’ memories so they recall the last time everything seemed to be going
well, and they were in a good mood rather than depressed and/or success-
fully dealt with a previous crisis in their lives. These are some examples of
components in a solution-focused approach:

* How would you have coped with the divorce or death of your parents
when you were in a good mood?

e Write a letter to your parents, letting them know that you are setting a
specific goal for yourself in order to make them proud of the values and
ambition they instilled within you.

e If your deceased parents are in heaven looking down on you, what could
you do to make them proud?

See Chapters 3, 6, and 19 for thorough applications of crisis intervention and
brief solution-focused therapy with traumatized children and youth, as well
as suicidal, abused, unemployed, and drug-addicted clients.

It is important to help the client to generate and explore alternatives
and previously untried coping methods or partial solutions. If possible, this
involves collaboration between the client and the crisis intervenor to generate
alternatives. It is also important at this stage to explore the consequences and
the client’s feelings about each alternative. Most clients have some notion of
what should be done to cope with the crisis situation, but they may well need
assistance from the crisis clinician in order to define and conceptualize more
adaptive coping responses. In cases where the client has little or no introspec-
tion or personal insights, the clinician needs to take the initiative and suggest
more adaptive coping methods. Defining and conceptualizing more adaptive
coping behaviors can be a highly productive component in helping the client
resolve the crisis situation.

6. Restore cognitive functioning through implementation of an action
plan. The basic premise underlying a cognitive approach to crisis resolution is
that the ways in which external events and a person’s cognitions of the events
turn into personal crisis are based on cognitive factors. The crisis clinician
who uses a cognitive approach helps the client focus on why a specific event
leads to a crisis state (e.g., it violates a person’s expectancies) and, simultane-
ously, what the client can do to effectively master the experience and be able
to cope with similar events should they occur in the future. Cognitive mastery



Bridging the Past and Present 25

involves three phases. First, the client needs to obtain a realistic understand-
ing of what happened and what led to the crisis. In order to move beyond the
crisis and get on with life, the client must understand what happened, why it
happened, who was involved, and the final outcome (e.g., being locked out
of one’s house, a suicide attempt, death of an adolescent, a divorce, a child
being battered).

Second, it is useful for the client to understand the event’s specific mean-
ing: how it conflicts with his or her expectations, life goals, and belief system.
Thoughts and belief statements usually flow freely when a client in crisis talks.
The crisis intervenor should listen carefully and note any cognitive errors or dis-
tortions (overgeneralizing, catastrophizing) or irrational beliefs. The clinician
should avoid prematurely stating the rational beliefs or reality-based cogni-
tions for the client. Instead, the clinician should help the client discover distor-
tions and irrational beliefs. This can be facilitated through carefully worded
questions such as “Do you still want to move out of state now that you know
that the person who raped you and brutally killed his previous two victims will
be executed today in the electric chair?” or “Have you ever asked your doctor
whether he thinks you will die from a heart attack at a young age?”

The third and final part of cognitive mastery involves restructuring,
rebuilding, or replacing irrational beliefs and erroneous cognitions with
rational beliefs and new cognitions. This may involve providing new infor-
mation through cognitive restructuring, homework assignments, or referral
to others who have lived through and mastered a similar crisis (e.g., a sup-
port group for widows, for rape victims, or for students who have been con-
fronted with school violence).

7. Follow-up. At the final session the client should be told that if at any
time he or she needs to come back for another session, the door will be open
and the clinician will be available. Sometimes clients cancel their second,
third, or fourth appointment prior to resolving the crisis. For example, a cli-
ent who was raped at knifepoint is up half the night prior to her appointment
with her clinician. She mistakenly thinks her nightmares and insomnia are
caused by the clinician. In actuality, she has not come to grips with her vul-
nerabilities and fears that the rapist will return. The clinician, knowing that
victims of violent crimes often go into crisis on an anniversary of the crime
(e.g., exactly 1 month or 1 year after the victimization), informs the client
that she would like to see her again, and that as soon as she calls, she will be
given an emergency appointment the same day.

CRISIS INTERVENTION UNITS AND
24-HOUR HOTLINES

Where can persons in crisis turn for help? How do they find the phone num-
ber of the crisis intervention program in their area? Police officers, hospital
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emergency room staff, crisis workers, and psychiatric screeners are available
24 hours a day, 7 days a week. In fact, on weekends and at night they are
often the only help available. The police or an information operator can give
a person in crisis the name of a local hotline, a community crisis center, the
crisis intervention unit at the local community mental health center, a rape cri-
sis center, a battered women’s shelter, or a family crisis intervention program
that provides home-based crisis services. In addition, many large cities have
information and referral networks funded by the United Way, the Community
Service Society, or the American Red Cross. These information and referral
(Iand R) services give crisis callers the phone numbers of community agencies
in their localities. Unfortunately, because of limited resources, some of these
information and crisis lines are available only during regular business hours.

The information and referral services throughout the United States, which
number in excess of 30,000, operate under different organizational aus-
pices, including traditional social service agencies, community mental health
centers, public libraries, police departments, shopping malls, women’s cen-
ters, Travelers Aid centers, youth crisis centers, and area agencies on aging
(R. Levinson, personal communication April 30, 2004). The goal of informa-
tion and referral networks is to facilitate access to services and to overcome
the many barriers that obstruct entry to needed resources (Levinson, 2003,
p. 7). According to the United Way of America (1980), “I and R is a service
which informs, guides, directs and links people in need to the appropriate
human service which alleviates or eliminates the need” (p. 3).

Some information and referral networks are generic and provide informa-
tion to the public on all community services, including crisis centers. Others
are more specialized and focus on meeting the needs of callers such as those
who are depressed and have suicide ideation, children and youths in crisis,
women in crisis, survivors of violent crimes, runaways and homeless youths,
or the elderly.

The primary objective of a crisis intervention program is to intervene at
the earliest possible stage. Thus, given the immediacy and rapid response
rate of telephone crisis counseling and referrals, 24-hour crisis lines gener-
ally meet their objective (Waters & Finn, 1995). With the development of
crisis centers nationwide, there has been a considerable increase in the use
of the telephone as a method of rapid crisis assessment and management.
The 24-hour telephone crisis service maximizes the immediacy and avail-
ability of crisis intervention. It also provides anonymity to the caller while
allowing the intervenor to assess the risk of suicide and imminent danger.
The telephone crisis intervenor is trained to establish rapport with the
caller, conduct a brief assessment, provide a sympathetic ear, help develop
a crisis management plan, and/or refer the caller to an appropriate treat-
ment program or service. In most cases effective crisis resolution can be
facilitated by suicide prevention hotlines as long as they provide referral
and follow-up services.
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Waters and Finn (1995) identified and discussed the goals of the goals
of the following types of hotlines types of crisis hotlines for special and
high-risk groups:

e Career-oriented and job information hotlines

e Employee assistance hotlines

¢ Information and referral hotline for dementia caregivers

¢ Kidline (a hotline for children)

* Media call-ins

¢ Police emergency calls (911)

e Substance abuse crisis lines

¢ Suicide prevention hotlines

e Teen lines

¢ Telephone reassurance programs for the elderly

¢ Telephone crisis treatment for agoraphobia

e University-based counseling hotlines

® 24-hour availability for telephone therapy with one of the 300 licensed
family therapists, psychologists, or social workers on call

Suicide Prevention and Crisis Centers

Suicide prevention services began in London in 1906 when the Salvation
Army opened an antisuicide bureau aimed at helping persons who had
attempted suicide. At about the same time, the Reverend Harry M. Warren
(a minister and pastoral counselor) opened the National Save-a-Life
League in New York City. Over the years the league’s 24-hour hotline
has been answered by full-time staff, by trained volunteers, and, in a few
instances, by consulting psychiatrists who have served on the agency’s board
of directors.

In the 1960s and early 1970s, federal funding was made available as a result
of the Community Mental Health Centers Act of 1963 and by the National
Institute of Mental Health (NIMH). Between 1968 and 1972, almost 200
suicide prevention centers were established (Roberts, 1979, p. 398). In the
United States and Canada, that number now has increased more than sev-
enfold. In the past decade, a national network of suicide prevention crisis
lines (the National Suicide Prevention Lifeline; www.suicidepreventionlife-
line.org) has been established and is the key component of suicide prevention
efforts across the United States (Gould & Kalafat, 2009; Gold, Munfakh,
Kleinman, & Lake, 2012).

At about the same time that 24-hour suicide prevention centers were devel-
oping and expanding, crisis units of community mental health centers were
also being established throughout the United States. The overriding goal of
both types of crisis intervention programs was rapid assessment and early
intervention for potentially suicidal callers. The challenges are great, and
the numbers are very difficult to move in a positive direction. Caine (2013)
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identifies five challenges to moving the numbers: (a) inability to discriminate
the relatively few true cases from large numbers of false positives; (b) a large
number of false negative cases that escape prevention detection; (c) inability
of clinical services to reach many individuals who have suicidal intent; (d) a
continuing paucity of knowledge about fundamental biological, psycho-
logical, social, and cultural factors that contribute to apparent risk among
diverse populations and groups; and (e) a lack of a coordinated approach to
suicide prevention to deal effectively with the myriad local, regional, state,
and national agencies and organizations approach to preventing suicide. See
Chapters 2, 5, 6, 15, and 16 for detailed examinations of crisis intervention
and follow-up treatment of depressed children, youth, and adults, and of per-
sons with suicide ideation and prior suicide attempts (Caine, 2013, p. 823).

National Domestic Violence Hotline

A 24-hour, toll-free, national domestic violence hotline became operational in
February 1996. Operated by the Texas Council on Family Violence in Austin, this
crisis phone line provides immediate crisis assessment and intervention, as well
as referrals to emergency services and shelters throughout the United States. The
national hotline received an initial $ 1 million grant from the US Department of
Health and Human Services, and its annual budget is $1.2 million.

Table 1.1 Volume of Calls From the 15 States
With the Highest and Lowest Utilization

States Number
Highest Use

1. California 8,645
2. Texas 7,151
3. New York 4,433
4. Florida 2,875
5. Pennsylvania 2,353
6. Ohio 2,268
7. New Jersey 2,223
Lowest Use

1. Virgin Islands 21
2. Puerto Rico 91
3. North Dakota 104
4. Vermont 107
5. South Dakota 120

6. Alaska 132
7. Wyoming 150
8. Rhode Island 150
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In January 1997, the Center for Social Work Research at the School of
Social Work of the University of Texas at Austin completed the first evaluation
study of the National Domestic Violence Hotline (NDVH; Lewis, Danis, &
McRoy, 1997). The high frequency of incoming calls to the NDVH—61,677
calls during its first 6 months of operation—is an important initial indicator
of success. The volume of calls far exceeded expectations.

The NDVH reported receiving more than 230,000 calls in the year 2007,
with an average volume of more than 19,500 calls per month. By the next year,
in October 2008, it reported a 10 to 15% increase in call volume since the
analysis of 2007. In 2007, the NDVH launched its “LovelsRespect” web page
(loveisrespect.org), a site targeting young people aged 13 to 24 that contains
advice on developing dating skills, how to identify a good relationship, and how
to recognize when one is a victim of abuse. This page, which utilizes both live
chat and texting options and has a mobile-friendly design, has seen a remark-
able volume of use since its inception, with more than 8,000 live chats monthly.
A total of more than 90,000 chat conversations have occurred since 2011, with
approximately 25% of them occurring on mobile devices. Customers report
on average a 80% satisfaction rate for these live chat interactions.

Child Abuse Hotlines and Referral Networks

Childhelp USA operates a national toll-free (1-800-4-A-Child) child abuse
hotline dedicated to the prevention of physical and emotional abuse of chil-
dren. It is staffed 24 hours a day with professional crisis counselors who,
through interpreters, can provide assistance in 170 languages. This pro-
gram, which utilizes a database of 55,000 resources, serves the United States,
Canada, the US Virgin Islands, and Puerto Rico. Between its inception in
1982 and the end of 1999, it had received more than 2 million calls.

A number of states, cities, and counties have developed hotlines for report-
ing suspected cases of child abuse and neglect. Early case finding and rapid
investigation and intervention can lead to resolving crisis situations and pre-
venting further child maltreatment. Many communities have also developed
parental stress hotline services, which provide immediate intervention for
potentially abusive parents who are at risk of injuring their child. These crisis
intervention hotlines offer supportive reassurance, advice, and nonjudgmen-
tal listening from trained volunteers and usually are available on a toll-free
basis, 24 hours a day, 7 days a week.

Respite centers or crisis nurseries are available in most large cities to pro-
vide parents in crisis with temporary relief from child care. For example,
New York City’s Foundling Hospital has a crisis nursery that provides respite
services, without judgment or questioning, for up to 21 days for parents or
guardians of children aged birth to 10, with some exceptions for children up
to the age of 12, who either are at risk of child abuse or neglect or are in a
crisis due to lack of child care that may put the child at risk. The Fondling
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Hospital also offers crisis social work services or emergency foster care place-
ment for these families, and an aftercare worker provides follow-up services.

Rape Crisis Programs

Programs for rape crisis have been developed by medical centers, community
mental health centers, women’s counseling centers, crisis clinics, and police
departments. Social workers at rape crisis organizations provide crisis interven-
tion, advocacy, support, education, and referral to community resources. Crisis
intervention generally involves an initial visit or accompaniment by a social
worker, crisis counselor, or nurse while the victim is being examined in the hos-
pital emergency room. Although follow-up is often handled through telephone
counseling, in-person counseling sessions may take place when the victim is in
distress. In several parts of the country, rape crisis programs have begun support
groups for sexual assault victims. See Chapter 11 for a comprehensive review of
assessment and crisis intervention strategies for rape and incest survivors.

Battered Women’s Shelters and Hotlines

A number of state legislatures have enacted legislation that provides special
grants, contracts, and city or county general revenue funding for hotlines
and shelters for victims of domestic violence. Crisis intervention services for
battered women and their children are available in every state and major
metropolitan area in the country. The primary focus of these services is to
ensure the women’s safety, but many shelters have evolved into much more
than just a place for safe lodging. Crisis intervention for battered women
generally entails a 24-hour telephone hotline, safe and secure emergency
shelter (the average length of stay being 3 to 4 weeks), an underground net-
work of volunteer homes and shelters, and welfare and court advocacy by
student interns and other volunteers (Roberts, 1998). Shelters also provide
peer counseling, support groups, information on women’s legal rights, and
referral to social service agencies.

On September 15, 2010, 1,746 out of 1,920, or 91%, of identified local
domestic violence programs in the United States and territories participated
in the 2010 National Census of Domestic Violence Services. The following
figures represent the information provided by the participating programs
about services provided during the 24-hour survey period:

e 70,648 victims were served.

® 37,519 domestic violence victims found refuge in emergency shelters or
transitional housing provided by local domestic violence programs.

e 33,129 adults and children received nonresidential assistance and ser-
vices, including individual counseling, legal advocacy, and children’s sup-
port groups.
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e 23,522 hotline calls were answered. Domestic violence hotlines are a
lifeline for victims in danger, providing support, information, safety
planning, and resources. In the 24-hour survey period, local domestic
violence programs answered 22,292 calls, and the NDVH answered
1,230 calls, or more than 16 hotline calls every minute.

More information about this survey can be found online (http://nnedv.org/
downloads/Census/DVCounts2010/DVCounts10_Report_Color.pdf).

In some communities, emergency services for battered women have been
expanded to include parenting education workshops, assistance in finding
housing, employment counseling and job placement for the women, and
group counseling for batterers. In the all-too-often neglected area of assess-
ment and treatment for the children of battered women, a small but grow-
ing number of shelters provide either group counseling or referral to mental
health centers, as needed. For a more complete discussion of crisis interven-
tion practices with battered women and their children, see Chapter 16.

Case Example

The Victim Services Agency in New York has a 24-hour crime victim and
domestic violence hotline, staffed by 68 counselors and 20 volunteers, that
responded to approximately 71,000 callers in 1998. The following is a
case illustration of a battered woman who required many calls, hours of
commitment from the crisis worker, and case coordination to resolve her
life-threatening situational crisis.

Jasmine

An emergency call was received at 8:00 one morning from Jasmine, the
15-year-old daughter of Serita, who begged the crisis worker to help her mom,
frantically explaining, “My mom’s live-in boyfriend is going to kill her.” The
crisis worker reported that the daughter described previous incidents of vio-
lence perpetrated by the boyfriend. Jasmine described a serious argument that
had erupted at 6:00 that morning, with loud yelling from the boyfriend, who
threatened to kill Serita with the gun he had recently obtained, while pointing
it directly at her.

The crisis worker tried to build rapport with the terrified girl, asking
where her mother was and whether she could be reached by phone. Jasmine
replied that her mother had escaped temporarily to a neighbor’s apartment
as soon as the boyfriend stormed out of the apartment following a visit from
the police, which had occurred a few minutes before Jasmine made her phone
call to the Victim Services Agency.
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Jasmine gave the worker the neighbor’s phone number, and the worker
called Serita there. The neighbor had called the police at 6:45 a.m. because
of the yelling and fighting in the nearby apartment. The boyfriend had pre-
viously told Serita that if anyone ever called the police, he would kill her.
After the police were called by the neighbor, Serita knew that her boyfriend’s
violent temper would become even worse. She was terrified to go to a local
battered women’s shelter, fearing that he would track her down and kill her.

Serita had a sister living in Georgia, who was willing to take her and
Jasmine in on a temporary basis. The advantage of staying with her sister
was that Serita had never talked to her boyfriend about where her sister
lived, telling him just that it was “down South,” and had never mentioned her
sister’s last name, which was different from Serita’s. She believed he would
never be able to find her if she traveled so far away from New York.

The worker needed to quickly coordinate plans with Travelers Aid to pro-
vide a bus ticket for Serita and her daughter to travel to Georgia that evening.
Serita obtained an order of protection, and the police took the batterer’s keys
to the apartment. For a period of time during the afternoon, the batterer
watched the apartment from across the street.

A taxicab (which had a special arrangement with Victim Services) was
called to take Serita and Jasmine to Travelers Aid to pick up the bus ticket
for her trip to Georgia. The driver needed to wait until the boyfriend had
left the area before arriving at the apartment. The crisis worker felt that
secrecy was necessary to avoid the inevitable confrontation that would
have ensued if the boyfriend had seen Serita leaving the apartment with all
her luggage.

Serita’s escape from the batterer was handled flawlessly; she reached
Georgia, with the batterer unaware of her plans or her intended destina-
tion. Serita and Jasmine stayed with Serita’s sister until her Section 8 housing
paperwork was transferred from New York to Georgia.

Chapter 3, by Gilbert Greene, Mo-Yee Lee, Rhonda Trask, and Judy
Rheinscheld, demonstrates through case illustrations how to tap into and
bolster clients’ strengths in crisis intervention. The chapter demonstrates
how to integrate Roberts’s seven-stage crisis intervention model with
solution-focused treatment in a stepwise manner. The crisis clinician utilizing
this integrated strengths approach serves as a catalyst and facilitator for cli-
ents discovering their own resources and coping skills. Greene et al. system-
atically bolster their clients by emphasizing their resilience, inner strengths,
and ability to bounce back and continue to grow emotionally. This highly
practical overview chapter aptly applies the strengths-based approach to a
diverse range of clients in crisis situations.

I firmly believe that crisis intervention that focuses on the client’s inner
strengths and resilience, and that seeks partial and full solutions, will
become the short-term treatment of choice during the first quarter of the
21st century.
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SUMMARY

It is clear, in reviewing current progress in applying time-limited crisis inter-
vention approaches to persons in acute crisis, that we have come a long way
since it’s inception. Crisis intervention is provided by several hundred volun-
tary crisis centers and crisis lines; by community mental health centers and
their satellite programs; and by the majority of the victim assistance, child
abuse, sexual assault, and battered women’s programs available throughout
the country. In addition, crisis services are provided at thousands of local
hospital emergency rooms, hospital-based emergency psychiatric services,
suicide prevention centers, crisis nurseries, local United Way—funded infor-
mation lines, and pastoral counseling services. The crisis services that have
proliferated in recent years are often directed toward particular groups, such
as rape victims, battered women, adolescent suicide attemptors, victims of
school violence as well as students who were in the building but were not
directly harmed, separated and divorced individuals, victims of abusive par-
ents, and victims of disasters. The increased development of crisis services
and units reflects a growing awareness among public health and mental
health administrators of the critical need for community crisis services.

This handbook provides an up-to-date, comprehensive examination of the
crisis model and its application to persons suffering from an acute crisis.
Most social workers, clinical psychologists, marital and family therapists,
and counselors agree that crisis theory and the crisis intervention approach
provide an extremely useful focus for handling all types of acute crisis. Almost
every distressed person who calls or visits a community mental health center,
victim assistance program, rape crisis unit or program, battered women’s
shelter, substance abuse treatment program, or suicide prevention program
can be viewed as being in some form of crisis. By providing rapid assessments
and timely responses, clinicians can formulate effective and economically fea-
sible plans for time-limited crisis intervention.
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Lethality Assessment and Crisis

Intervention With Persons Presenting
With Suicidal Ideation

KENNETH R. YEAGER
ALBERT R. ROBERTS

Every 13.7 minutes someone in this country commits suicide. This equates to
105 suicides every day throughout the United States. Crisis counselors and
psychiatric screeners must make assessments, often under daunting condi-
tions, that may determine life and death for thousands of people making calls
to hotlines and appearing at emergency rooms across the country. In the fol-
lowing we recount three actual cases. How would you assess these situations,
and how should the crisis intervention worker respond?

Case 1 Synopsis: Maryann

Maryann has barricaded herself in her bedroom for the past 24 hours. She has
called her cousin to offer him her favorite music collection. She has smashed
her iPad and thrown her cell phone down the stairway. Her mother can hear
her sobbing through the locked door. Knowing she has just broken up with
her boyfriend and had taken an overdose of sleeping pills 8 months ago in
a similar situation, Maryann’s mother is worried. Making matters worse,
Maryann lost her father within the past year. Maryann’s mother calls the cri-
sis intervention hotline.

Case 2 Synopsis: Jeanette, Call Me “Jet”

Jeanette, who preferred to be called Jet, is a 27-year-old female who has suffered
a traumatic event in conjunction with her heroin dependence. Jet presented to

36
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the treatment facility following an episode of physical and sexual abuse while
under the influence of cocaine. While she was in treatment, Jet’s withdrawal
symptoms combined with her resistance to participate in programming led to
her being considered noncompliant and resistant to treatment. Perceptions of
Jet’s treatment needs varied widely among staff. Unfortunately, her agitation
led to an altercation with staff, resulting in an episode of physical restraint.
During the restraint episode Jet, was retraumatized by the staff, as she was
forced onto a bed in the restraint room by two male staff in a manner similar
to the physical and sexual abuse she had experienced prior to her admission to
the inpatient psychiatric facility. Jet reports dissociating during the restraint as
she did during the sexual assault, and she is experiencing difficulty regaining
her sense of her surroundings. Fortunately, she had not decompensated as she
had previously.

Case 3 Synopsis: Harvey

Harvey, a successful dentist, aged 53, has been suffering with bipolar disor-
der for 18 years. He entered a substance abuse treatment facility for alcohol
dependence and was successfully undergoing treatment when he began exhib-
iting signs of major depressive disorder. Harvey confessed to his business part-
ner that he planned to shoot himself. Staff reported that Harvey had a plan
to end his life. Consequently, he was transferred to an inpatient psychiatric
facility for stabilization. Harvey was remorseful and worked diligently on his
treatment plan. He agreed not to harm himself, completing a safety plan for
staff, who noted he had made plans for the future. He was returned to the sub-
stance abuse treatment facility, then to a halfway house, where, after 2 weeks,
he was given a temporary leave to return home.

Were these three people in immediate danger of committing suicide? How
will crisis counselors or psychiatric screeners determine the severity of the
crisis and the most beneficial treatment? In this chapter we consider these
important clinical issues and methods of suicide risk assessment. We review
evidence-based findings concerning signs of acute suicidal behavior and pres-
ent Roberts’s seven-stage crisis intervention model, the most effective model
for intervening quickly on behalf of persons with suicidal ideation. Readers
will follow the process of each of the seven stages in the crisis intervention
framework as it was applied to these three individuals. Finally, readers will
find, perhaps to their surprise, what eventually happened to Maryann, Jet,
and Harvey.

SCOPE OF THE PROBLEM

Suicide and suicide attempts are a major social and public health problem
in the United States. The scope of the problem is evidenced by national data
indicating that in 2010, 38.364 people chose to end their life via suicide. This
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equates to nearly 105 people per day, or a death by suicide every 14 minutes.
Suicide is now the 10th-leading cause of death in the United States, almost
twice as common as homicide (CDC, 2012; Crosby, Han, Orgeta, Parks, &
Gfoerer, 2011). In 2010, death by suicide surpassed motor vehicle deaths; in
that year, there were 33,687 deaths from motor vehicle crashes and 38,364
suicides (CDC, 2012). Based on data examining suicides in 16 nonviolent
death reporting system states in 2009, 33.3% of suicide decedents tested
positive for alcohol, 23% for antidepressants, and 20.8% for opiates, includ-
ing heroin and prescription painkillers.

Historically, suicide has been viewed as a problem of teenagers and the
elderly; in recent years, however, there has been a surge in suicide rates
among middle-aged Americans. From 1999 to 2010, the suicide rate among
Americans aged 35 to 64 rose by nearly 30%, to 17.6 deaths per 100,000
people, up from 13.7. Although suicide rates are growing among both
middle-aged men and women, far more men take their own lives. In 2012,
the suicide rate for middle-aged men was 27.3 deaths per 100,000, while for
women it was 8.1 deaths per 100,000. The most pronounced increases were
seen among men in their 50s, a group in which suicide rates jumped by nearly
50%, to about 30 per 100,000. For women, the largest increase was seen in
those aged 60 to 64, among whom rates increased by nearly 60%, to 7.0 per
100,000 (Reeves, Stuckler, McKee, Gunnell, Chang, & Basu, 2012). In all,
the economic impact of completed suicides in the United States is estimated
to be $34 billion annually. This cost to society results almost entirely from
lost wages and work productivity (CDC, 2012).

Focusing on completed suicides exposes only the tip of the iceberg.
Although no total count is kept of suicide attempts in the United States, it
is estimated that each year approximately 1.1 million adults attempt sui-
cide. This equates to a suicide attempt every 38 seconds (Crosby, Han, et al.,
2011). And nearly 8.3 million people over the age of 18 report having seri-
ously contemplated taking their own life. Among youth the numbers are
equally devastating, with nearly 17% of high school students reporting con-
templating suicide and approximately 8% reporting actual attempts during
the same time frame. Of that population approximately 2.6 % of the attempts
were serious enough to require medical intervention (Crosby, Ortega, &
National Center for Injury Prevention and control (US), Division of Violence
Prevention, 2011; CDC 2012). These numbers do not take into account the
nearly 200,000 individuals each year who are impacted by the suicide of a
loved one (Eaton & Roberts, 2002).

Emergency departments, mental health centers, and crisis lines across the
United States are the front line for addressing the risk of suicide. In 2011,
a total of 487,700 people visited a hospital for injuries due to self-harm
behaviors. This number indicates that for each person who takes his or her
life, approximately 12 other people harm themselves, not all intending to end
their life. Nonfatal, self-inflicted injuries result in an estimated $6.5 billion in
combined medical costs and lost work costs (CDC, 2012).
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On a busy night in the emergency department waiting area, a young psy-
chiatric resident receives a page. A patient who was recently discharged from
the inpatient unit asks a question: “I'm feeling funny. Could this be the medi-
cation?” The resident reads the page and accurately prioritizes to address
the actively psychotic patient in the emergency waiting room. Twenty min-
utes later, there is another page from the same patient, pleading, “I'm feeling
funny. ... I need to speak with someone right now.” The resident continues
to address the needs of the four patients in acute distress in the emergency
room. Another 20 minutes pass. The resident receives yet another page from
the same patient: “I’'m going to kill myself if I don’t hear from someone in
the next 10 minutes.” With the acute issues addressed, the resident returns
the patient’s call. She asks the patient: “Are you currently suicidal?” The
patient responds: “No, I knew that saying I was going to kill myself would
get your attention. ... I was tired of waiting for you to call back.” Tired and
frustrated, the psychiatric resident reprimands the patient: “The threat of
suicide is not an appropriate way to have a question answered.” The patient
responds in frustration:

You have no idea what I go through on a day-to-day basis and how often
I consider taking my life, you don’t know what I go through. ... The effec-
tiveness of the medication you are prescribing is disappointing at best, and
the side effects are terrible. Three times this year you have hospitalized me
when ’'m trying my best by taking the medication you have prescribed.
Ijust needed someone to talk to, and you act as if  mean absolutely nothing.

The patient arrives via a police car to the emergency department 7 hours
later, having taken all of her prescribed antipsychotic medication.

Patients are facing remarkable barriers to treatment. Given the nature of
their illness, persons with mental illness are challenged to access services.
Community mental health centers as well as private psychiatric clinics are
experiencing long waiting lists for services. Desperate and in an effort to
have their voices heard, people at times take drastic steps to make a plea for
services. The goal of mental health professionals is to assure that each indi-
vidual voice is heard. No plea for service should go unanswered. However,
dollars for services are shrinking. Mental health professionals are stretched
beyond reasonable limits, and direct line staff are frequently reacting to the
constraints of the treatment delivery system. This chapter presents a clear
framework for providing effective crisis intervention within the current con-
straints of today’s mental health practice environments.

CRISIS INTERVENTION

Crisis intervention is a difficult task and is especially difficult to do well.
As the acuity of mental health consumers increases and the service delivery
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system buckles under increasing pressure from those seeking services, spe-
cific and efficacious interventions and guidelines are clearly needed to keep
the process flowing. Growing evidence indicates that the risk factors for
suicide include a precipitating event such as multiple stressors or a trau-
matic event, major depression, increased substance abuse, deterioration in
social or occupational functions, hopelessness, and verbal expressions of
suicidal ideation (Roberts & Yeager, 2009; Weishaar, 2004). For some indi-
viduals, dealing with ambivalence (simultaneous thoughts of self-harm and
thoughts of immediate gratification and satisfaction) is a day-to-day event.
For others, the thought of suicide mistakenly appears to be an immediate
fix to an emotionally painful or acutely embarrassing situation that seems
insurmountable.

For the chemically dependent individual, suicide may be the easy way out
of a cycle of use and withdrawal. Every person brought to local hospital
emergency rooms or psychiatric screening centers is different. The scenarios
are as endless and diverse as the population served. Therefore, it may be help-
ful to begin with a working definition of crisis:

Crisis: An acute disruption of psychological homeostasis in which one’s
usual coping mechanisms fail and there exists evidence of distress and
functional impairment. The subjective reaction to a stressful life experi-
ence that compromises the individual’s stability and ability to cope or
function. The main cause of a crisis is an intensely stressful, traumatic,
or hazardous event, but two other conditions are also necessary: (1) the
individual’s perception of the event as the cause of considerable upset and/
or disruption; and (2) the individual’s inability to resolve the disruption
by previously used coping mechanisms. Crisis also refers to “an upset in
the steady state.” It often has five components: a hazardous or traumatic
event, a vulnerable state, a precipitating factor, an active crisis state, and
the resolution of the crisis. (Roberts, 2002, p. 516)

This definition is particularly applicable to persons in acute crisis
because these individuals usually seek help only after they have experienced
a hazardous or traumatic event and are in a vulnerable state, have failed to
cope and lessen the crisis through customary coping methods, lack family
or community social supports, and want outside help. Acute psychologi-
cal or situational crisis episodes may be viewed in various ways, but the
definition we are using emphasizes that a crisis can be a turning point in a
person’s life.

Crisis intervention generally occurs when a counselor or behavioral clini-
cian enters into the life situation of an individual or family to alleviate the
impact of a crisis episode by facilitating and mobilizing the resources of those
directly affected. Rapid assessment and timely intervention on the part of
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crisis counselors, social workers, psychologists, or psychiatrists are of para-
mount importance.

Crisis intervenors should be active and directive while displaying a non-
judgmental, accepting, hopeful, and positive attitude. Crisis intervenors need
to help clients to identify protective factors, inner strengths, psychological har-
diness, and resiliency factors that can be utilized for ego bolstering. Effective
crisis intervenors are able to gauge the seven stages of crisis intervention, while
being flexible and realizing that several stages of intervention may overlap.
Crisis intervention should culminate in a restoration of cognitive functioning,
crisis resolution, and cognitive mastery (Roberts, 2000; Figure 2.1).

Practitioners addressing crisis frequently know the best approach to take;
however, being in a stressful situation, they may revert to behaviors that are
less than effective in treating the population presenting for crisis interven-
tion. Therefore, we have included a quick reference list of Do’s and Don’ts
for crisis workers. Though these recommendations may seem obvious, it is
important to keep them close as a reminder of effective tools or approaches
to crisis intervention.

Establish
7 Follow-up Plan
and Agreement

- Crisis
Resolution
6 Develop and Formulate an

Action Plan

5 Generate and Explore Alternatives

4 Deal with Feelings and Emotions
(Including Active Listening and Validation)

3 Identify Major Problems
(Including the “Last Straw’’ or Crisis Precipitants)

2 Establish Rapport and Rapidly Establish Relationship

Plan and Conduct a Crisis Assessment
(Including Lethality Measures)

Figure 2.1 Roberts’s Seven-Stage Crisis Intervention Model
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Dos

Treat every caller with respect: Speak and listen to the caller as you
would like to be spoken and listened to.
Help the caller to feel he or she did the right thing by calling. “I'm glad
that you called.”
Assess in your own mind whether the call is an emergency:

o Is the caller safe?

o Is someone or something in immediate danger?

o If so, act appropriately.
Except in an emergency, at the beginning of the call concentrate on the
caller’s feelings and not on the situation.
Make the caller feel heard. Be empathetic: “It sounds like you’re feeling
disappointed with your boyfriend.”
Allow the caller to vent his or her feelings.
Be aware of your own feelings and how they may interfere with your
handling of the call. For example, if you are having strong feelings
about a divorce in your own life, you need to remind yourself to exclude
these feelings when talking with a caller who is having problems with a
divorce.
Recognize that although you might feel you are not doing enough, just
listening and “being there” may be extremely helpful and all that is
necessary.
If not obvious, ask what made the caller ask for help at this time.
Help the caller to generate choices and make decisions.
Help the caller establish a relationship with the agency rather than with
you as an individual. You may not always be available when the caller is
in need of help, but the agency can be.
When ending a call, find out what the caller’s plans are, what comes next,
what tomorrow looks like. Offer to make a follow-up call.

Don’ts

Do not minimize the caller’s feelings. Do not say, “How can you feel that
way? It’s not as bad as you are imagining.”

Do not be judgmental, place blame, or take sides. There are usually more
than enough people in the caller’s life who fill these roles.

Remain neutral, allowing the caller to solve his or her own problems.
Do not preach, moralize, or diagnose.

Do not offer solutions or tell the caller what you think he or she should
do. Do not hide suggestions or statements in the form of questions, such
as “Do you think it would be better to stay there and feel awful or go and
talk it over with him?”

Do not give compliments beyond reflecting the strengths illustrated in
the caller’s story.

Do not ask the caller why he or she felt or behaved a certain way. The
caller may not know why, may respond defensively, or both.
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® Do not share your thoughts or theories with the caller. Share only your
concern about the caller’s well-being.

® Do not reveal to the caller whether another person has used the service.

® Do not have unrealistic expectations about what can be accomplished
during a single call. If the caller’s problems have developed over time,
realizations and change will probably also take time.

SUICIDE ASSESSMENT MEASURES, TOOLS,
AND GUIDELINES

The critical first step in applying Roberts’s seven-stage crisis intervention
model (R-SSCIM) is conducting a lethality and biopsychosocial risk assess-
ment. This involves a relatively quick assessment of the number and duration
of risk factors, including imminent danger and availability of lethal weapons,
verbalization of suicide or homicide risk, need for immediate medical atten-
tion, positive and negative coping strategies, lack of family or social sup-
ports, active psychiatric diagnosis, and current drug or alcohol use (Roberts
& Yeager, 2009; Roberts, 2000).

Suicide risk assessments help elicit risk factors and protective factors. Risk
and protective factors

e vary in presence and severity;

* may be modifiable or static;

® may contribute to risk in some individuals but not in others;

e include developmental, biomedical, psychopathological, psychody-
namic, and psychosocial aspects of the patient’s current presentation and
history; and

e may be relevant only when they occur in combination with particular
psychosocial stressors.

Suicide risk factors may be static or dynamic; it is important to consider both
risk and protective factors, with attention to which factors are modifiable. The
goal is to estimate the risk through a knowledgeable assessment with the focus
on reducing risk, recognizing that risk factors alone do not determine predict-
ability. Frequently, risk factors vary in severity, and they may only be relevant
when they occur in combination. To decrease suicide risk, focus should be on
attempting to mitigate risk factors and/or strengthen protective factors.

If possible, a medical assessment should include a brief summary of the pre-
senting problem, any ongoing medical conditions, and current medications
(names, dosages, and time of last dose). According to Roberts and Yeager (2009),
if, during a suicide risk assessment, the person exhibits any of the following fac-
tors, it would seem prudent to call an ambulance; if the patient is already at the
emergency room, he or she should be further evaluated by a psychiatric screener,
psychiatric-mental health nurse, or psychiatric resident and hospitalized in a
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psychiatric crisis stabilization unit for 48 to 72 hours of observation and evalu-
ation (Table 2.1):

e Patient expresses suicidal ideation: consider lethality and patient’s expec-
tations, history of attempts and lethality assessment, degree of ambiva-
lence, wish to live and/or wish to die.

e Patient has a suicide plan: presence or absence of rescue possibility.

e Patient has access to lethal means and exhibits poor judgment.

¢ Patient has access to available means, especially firearms.

e Patient is agitated and exhibits imminent danger to self or others: assess
for impulsivity, degree of desperation, agitation.

e Psychotic patient exhibits command hallucinations related to harming
self or others.

e Patient is intoxicated or high on illegal drugs and acting in an impulsive
manner.

Table 2.1  Decision Assistance for Level of Care Placement

Immediate safety risk, ONE Potential safety risk, ONE
DSM-IV-TR Diagnosis _ DSM-IV-TRDiagnosis, .
Command hallucinations with direction to and ONE
harm self/others ___ Somatic symptoms
Suicide/homicide attempt __ Behavioral symptoms
Suicide/homicide ideation, ONE __ Psychological symptoms
—_Specific plan o o )
___ Nonspecific plan with means and no Suicidal/homicidal ideation. ONE

deterrents — Nonspecific plan

_ Refusal to disclose plan

—Intent/potential to harm others
___ Hx. of high lethality/intent

— DSM-IV-TR diagnosis with associated symp- pan year
toms and active substance abuse w/in past —— Active substance abuse
24 hrs., ONE w/in past 24 hrs./failed
____Suicide attempt within past year toxicology semen
____Hx. of high lethality/intent in past 6 mos. —— Substance dependence w/o
____Current refusal to disclose plan withdrawal potential
___Self-mutilation and increase in intensity —— Acute/debilitating medical
pattern condition with acceptable
____ Psychiatric medication noncompli- lab values /medical stability
ance/intensified symptoms charac- currently
teristic of DSM-IV-TR diagnostic ——  Self-mutilation
code .
___Comorbid medical condition acute or
debilitating illness Continued Action Required: Select ONE from
the Level of Care Indicators below
Delirium ONE e Severe impairment
__Unable to focus/sustain attention ¢ Moderate impairment
____Change in cognition e Mild impairment

_ Misinterpretations/illusions/
hallucinations

If any one criterion are met STOP ... Admit to

Inpatient.
If one criterion is not met continue to next section.

(continued)
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Table 2.1  Continued

INPATIENT PARTIAL HOSPITALIZATION/IOP OUTPATIENT
Patient, ONE Patient agrees with treatment, ONE Patient agrees with
__GAF <30 __GAF 30 or below treatment
—_Unable/refuses to comply —_Inconsistently compliant with __GAF 30-50

with treatment
__Hx of inpatient admission
w/in past 3 yrs.
__Expected to comply with
negotiation

DLs, ONE

__Nonambulatory

—Unable to attend to
hygiene

—Unable to nourish self

—_Unable to perform daily
tasks/activities

Relationships, ONE

__Socially withdrawn

—_Nonverbal

__Sexually inappropriate/
abusive

__Physical abuse

__Terminated significant
relationship(s)

__Restraining order/hx. of
domestic dispute

Role Performance, ONE

__Absent > 5 days work/10
days (school)

—_Suspended/terminated/
quit/expelled

__Self-employed and unable

to maintain business
__Unemployed and unable
to seek work
__Unable to care for/neglect

of dependent children/elders

__Exposes dependent chil-
dren/elders to physical
abuse/sexual abuse

—_Removal from cur-
rent living situation by
authorities

Support System, ONE

—_Unavailable

—Unable to ensure safety

___Intentional sabotage of
treatment

__0Ongoing contact with per-

petrator of abuse

treatment

__Hx. of inpatient admission w/in past
3 yrs.

___Expected to comply with continued
negotiation

ADLs, ONE

__Ambulatory only with assistance

__Maintains hygiene with frequent
reminders

__Declining unreliable nutritional status

__Declining ability to perform daily
tasks

Relationships, ONE

__Moderate conflict with significant
others

__Increasing verbal hostility/threatening

__Socially isolated/alienated

___Easily frustrated and exhibiting reck-
less or

__Impulsive behavior or angry outbursts

Role Performance
__Absent >3-4 days from work/>
5-9 days from school
__Self-employed with significantly
decreased productivity
__Unemployed and job seeking
1-3 days/wk.
__Formal warning/mandated employee
assistance counseling
__0Ongoing academic difficulty/signifi-
cant decreased productivity
__Medical LOA due to psychiatric/sub-
stance abuse problem
__Deterioration in care of children
elders
Threatened removal of children/elders

Support System, ONE

__Available weekends/nights only

__Occasional visits/phone contact

—Questionably competent/unable to
manage symptoms

___Patient is expected to
comply with tx.

ADLs mild deterio-
ration, ONE
—_Ambulation
__Hygiene
—Nutrition

—Daily tasks/activities

Relationship, ONE

___Significant other
suggests/demands
treatment

___Increasing social
isolation

__Occasional argu-
ments/avoidance of
contact

—_Occasional verbal
hostility

Role Performance, ONE

—_Absent 1-2 days
from work/1-4 days
from school

__Unemployed and job
seeking > 4 days/wk.

—_Mild decrease in
productivity at work/
school

—Informal warning
about performance at
work/school

—_Mild decrease in
care for dependent
children

—_Complaints regis-
tered with child/elder
services/authorities

Support System
Consistent, supportive,
competent, ONE
__Available 24 hrs/day
—Available weekends/
nights only
—Occasional visits/
phone contact
__Able to manage
intensity of symptoms
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e Family member reports on patient’s suicidal thoughts: of family concern
indicates potential risk.

Additional key elements of assessment to be considered include the following;:

e Psychosocial stressors

e Support systems

e Actual or perceived interpersonal losses

e Financial difficulties or changes in socioeconomic status
¢ Employment status

e Cultural viewpoint

¢ Religious viewpoint

e Substance use—current and historical

e Psychiatric history/diagnosis

TRIAGE ASSESSMENT

First responders, also known as crisis response team members or front-line
crisis intervention workers, are called on to conduct an immediate debriefing
under less than stable circumstances. Sometimes they may have to delay the
crisis assessment until the patient has been stabilized and supported; in other
disaster responses, an assessment can be completed simultaneously with the
debriefing. According to many first responders, ideally (assessment, desig-
nated by the letter “A” precedes crisis intervention, designated by the letter
“C,” but in the midst of a disaster or acute crisis, this linear order is not
always possible (see Chapter 7 in this book for a detailed discussion of the
ACT integrative model).

In the immediate aftermath of a community disaster, the first type of
assessment by disaster mental health specialists should be psychiatric triage.
A triage or screening tool can be useful in gathering and recording informa-
tion about the initial contact between a person experiencing crisis or trauma
reactions and the mental health specialist. The triage form should include
essential demographic information (name, address, phone number, e-mail
address, etc.), perception of the magnitude of the traumatic event, coping
methods, any presenting problem(s), safety issues, previous traumatic expe-
riences, social support network, drug and alcohol use, preexisting psychi-
atric conditions, suicide risk, and homicide risk (Eaton & Roberts, 2002).
Several hundred articles have examined emergency medical triage, but very
few publications have discussed emergency psychiatric triage (Leise, 19935,
pp. 48-49; Roberts, 2002). Triage has been defined as the medical “process
of assigning patients to appropriate treatments depending on their medical
conditions and available medical resources” (Liese, 1995, p. 48). Medical
triage was first used in the military to respond quickly to the medical needs
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of soldiers wounded in war. Triage involves assigning physically ill or injured
patients to different levels of care, ranging from “emergent” (i.e., immediate
treatment required) to “nonemergent” (i.e., no medical treatment required).

Psychiatric or psychological triage assessment refers to the immediate
decision-making process in which the mental health worker determines
lethality and referral to one of the following alternatives:

e Emergency inpatient psychiatric hospitalization
e Qutpatient treatment facility or private therapist
e Support group or social service agency

¢ No referral needed

The ACT intervention model refers to triage assessment, crisis interven-
tion, and trauma treatment and referral to appropriate community resources.
Concerning triage assessment, emergency psychiatric response should take
place when the rapid assessment indicates that the individual is a danger to
self or others or is exhibiting intense and acute psychiatric symptoms that
may place him or her at risk. These survivors generally require short-term
intervention, including support, therapy, and pharmacotherapy to protect
themselves from self-harm (e.g., inability to care for themselves, suicide risk,
and/or self-injurious behavior) or harm to other persons (e.g., murder and
attempted murder). The small number of individuals needing emergency psy-
chiatric treatment are generally diagnosed with moderate- to high-potential
lethality (e.g., inability to care for self, suicidal ideation, and/or homicidal
thoughts) and acute mental disorder. In the small percentage of cases where
emergency psychiatric treatment is indicated, these persons are usually suf-
fering from an accumulation of several previous traumatic events (Roberts &
Yeager 2009; Burgess & Roberts, 2000).

Concerning the other categories of psychiatric triage, many individuals
may be in a precrisis stage due to ineffective coping skills, a weak support
system, or ambivalence about seeking mental health assistance. These same
individuals may have no psychiatric symptoms and no suicide risk but may
be experiencing psychological trauma and require psychological first aid,
support, and observation.

Suicide prevention strategies as outlined by the Centers for Disease Control
and Prevention, the US Department of Health and Human Services, and the
National Institutes of Health depend on establishing the frequency and sever-
ity of suicidal behavior and identifying risk and protective factors as previ-
ously discussed (US Department of Health and Human Services, 2001; Crosby,
Ortega, et al., 2011). Studies of risk factors used to predict suicide have con-
sistently recommended that suicidal ideation and a history of suicide attempts
are among the most important risk factors for suicide (Beck, Brown, Steer,
Dahlsgaard, & Grishman, 1999; Brown, Beck, Steer, & Grisham 2000). It is
important to note that a structured assessment of suicidal ideation and behavior
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significantly improves identification of high-risk patients relative to a routine
clinical interview. Unfortunately, to date, no single standard measure has been
identified to predict suicide. Accomplishment of accurate assessment requires
crisis intervenors to employ valid and reliable assessment tools. It is recom-
mend that every crisis counselor, psychiatric screener, medical social worker,
psychiatric-mental health nurse, and psychiatrist be trained in the use of these
suicide assessment measures. The measures include but are not limited to the
following:

e Beck Hopelessness Scale

e Beck Depression Inventory

e Beck Scale for Suicide Ideation

e Columbia Suicide Severity Rating Scale
e Firestone Assessment of Self-Destructive Thoughts
* Modified Scale for Suicide Ideation

¢ Linehan Reasons for Living Scale

e Self-Monitoring Suicide Ideation Scale
e Scale for Suicide Ideation—Worst

e Lifetime Parasuicidal Count

e SADS Person Scale

¢ Suicide Potential Lethality Scale

Useful evidence-based measures of suicide risk include examination of the
Beck Hopelessness Scale (BHS), the Columbia Suicide Severity Rating Scale,
and the Scale for Suicide Ideation—-Worst (SSI-W). The latter 19-item scale
is an interviewer-administered rating scale that seems to accurately measure
the magnitude of a patient’s specific beliefs, behaviors, attitudes, and plans
to commit suicide during the specific time period when he or she is at the
highest risk of suicide. More specifically, interviewers asked patients to recall
the approximate time frame and day when they had the most intense and
strongest desire to kill themselves. Patients were then asked to keep this worst
experience in mind while they answered and were rated on 19 items related to
their wish to die, duration and frequency of suicide ideation, number of deter-
rents, actual amount of preparation for a contemplated attempt, and desire
to make an active or passive suicide attempt (Beck, Brown, & Steer, 1997).

Retrospective longitudinal research of suicide ideation at its most severe
point or worst point in time seems to be a valid predictor of eventual sui-
cide among psychiatric outpatients within an average of 4 years from the
initial assessment interview. This important study by Beck and associates
(1999) was based on a large sample of 3,701 outpatients who sought psy-
chiatric treatment at the University of Pennsylvania between 1979 and 1994.
After follow-up on all patients 4 years after completion of treatment, it was
found that only 30 of the former patients, or fewer than 1%, had committed
suicide. All 3,701 patients were assessed on three scales: Scale for Suicidal
Ideation—Current (SSI-C), SSI-W, and BHS. With regard to the findings related
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to the SSI-W: “Patients who scored in the higher risk category of SSI-W had
a 14 times higher odds of committing suicide than patients who scored in the
lower risk category” (p. 7). With regard to the BHS, patients who scored in
the highest category for hopelessness had a 6 times higher odds of commit-
ting suicide than patients who scored in the lower-risk category.

One implication of the longitudinal study is that patients who present at
outpatient clinics and community mental health centers may not be experienc-
ing as much suicide ideation or hopelessness as they did in past days, weeks,
or months. Therefore, it is critically important to determine suicide ideation
at the worst point in time: when the person in crisis called a 24-hour crisis
hotline, when the person asked a significant other to drive him or her to the
hospital, or when the person arrived at the emergency room. It is also impera-
tive to monitor risk of suicide at regular intervals throughout treatment.

The Columbia Suicide Severity Rating Scale is designed to distinguish the
domains of suicidal ideation and suicidal behavior. To do so, four constructs
are measured. The first is the severity of ideation, which is rated on a 5-point
ordinal scale in which 1 = wish to be dead, 2 = nonspecific active suicidal
thoughts, 3 = suicidal thoughts with methods, 4 = suicidal intent, and 5 =
suicidal intent with plan. The second is the intensity of ideation subscale,
which consists of five items, each rated on a 5-point ordinal scale: frequency,
duration, controllability, deterrents, and reason for ideation. The third is the
behavior subscale, which is rated on a nominal scale that includes actual,
aborted, and interrupted attempts; preparatory behavior; and nonsuicidal
self-injurious behavior. The fourth is the lethality subscale, which assesses
actual attempts; actual lethality is rated on a 6-point ordinal scale, and if
actual lethality is zero and potential lethality of attempts is rated on a 3-point
ordinal scale. The Columbia Suicide Severity Rating Scale was designed to
(a) provide definitions of suicidal ideation and behavior and nonsuicidal self-
injurious behavior and corresponding probes; (b) quantify the full spectrum
of suicidal ideation and suicidal behavior and determine their severity over
specified periods of time; (c) distinguish suicidal behavior and nonsuicidal
self-injurious behavior; and (d) employ a format that permits integration of
information from multiple sources, such as patient interview and family and
other interviews (Posner et al., 2011).

TWO CAUTIONARY NOTES REGARDING
SUICIDE LETHALITY ASSESSMENT

Unfortunately, two of the most frequently cited risk factors of high suicide
intent—a history of one or more prior suicide attempts and a current sui-
cide plan—are often misunderstood. It has been obvious to most clinicians
and suicidologists that either having a history of a prior suicide attempt or
having a specific suicide plan should result in a prediction of high suicide
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risk. However, it is critically important for crisis counselors and psychi-
atric screeners to be made aware that the research demonstrates that the
absence of a prior suicide attempt should not be taken as an indication
that the crisis caller will not commit suicide or make a very serious lethal
attempt (Clark, 1998; Fawcett et al., 1990; Kleespies & Dettmer, 2000;
Maris, 1992). Reviews of the suicide risk assessment literature indicate that
60% to 70% of suicide completers complete suicide on their first attempt
and “had no known history of prior attempts” (Kleespies & Dettmer, 2000,
p. 1120).

The second cautionary note relates to the fact that some patients may
well be ambivalent about suicide, untrusting of the clinician or psychiatric
screener, ashamed, or guarded and unwilling to share suicidal thoughts with
a stranger such as a crisis clinician or psychiatric screener. In other cases,
the suicidal individual may have a concrete and specific plan, including a
location and a lethal method of suicide, but be unwilling to share his or her
thoughts with anyone. Psychiatric screeners, intake workers, crisis counsel-
ors, psychiatric residents, and emergency room nurses and social workers
should be vigilant and cautious in suicide risk assessments and should never
assume that a crisis caller or patient is not at suicide risk because he or she
reports no suicidal thoughts, wishes, or plans. In their research, Fawcett
and associates (1990) found that a small group of depressed patients who
committed suicide within 1 year of clinical suicide assessment were more
likely to be those patients who said they had no suicidal thoughts or ideas.
In sharp contrast, the large group of depressed patients who were still alive
5 years after initial assessment shared their suicidal thoughts and ideas with
the clinician.

With regard to suicide risk estimates and lethality assessments, Rudd and
Joiner (1998) have pointed out that individuals in the severe or imminent
suicide risk category have predisposing factors, such as a long history of
substance abuse, a family history of a parent or sibling who committed sui-
cide, or a history of child physical or sexual abuse; multiple acute risk fac-
tors, such as a recent job loss due to substance abuse, depressed mood, or
specific suicide plan with a lethal method available; and a lack of protective
factors, such as a significant other or close family members and medication
compliance.

In the current care environment, practitioners are required to determine
imminent, moderate, and low suicide risk. In doing so, the individual practi-
tioner is required to assign the patient to the most appropriate level of care.
The implementation of Roberts’s SSCIM provides appropriate interventions
for resolution of moderate and low suicidal ideation immediately on the indi-
vidual’s seeking assistance. If the appropriate clinical pathway is followed
during the initial assessment, application of the seven-stage model can pro-
vide insight in a nonthreatening manner to assist the patient in development
of cognitive stabilization.
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As technology advances, so do opportunities in assessment and preven-
tion of risk in persons with mental illness. While it is likely that the cri-
sis intervention process will involve a clinical staff, there is no doubt that
technology will impact the assessment and intervention process. The use of
electronic medical records has grown tremendously in recent years, and the
emergence of such records has been both a blessing and a curse. Although
electronic records enhance legibility and streamline interprofessional com-
munication and interconnectivity among multiple health systems using
the same record platform, they can function as a barrier for workers who
are not familiar or comfortable with the use of technology. Nevertheless,
integration of technology into care is inevitable. In 2013, the Current
Population Survey of the US Census Bureau indicated that 75.6% of house-
holds reported having “internet connectivity.” Existing approaches to crisis
outreach will evolve using web-based applications and increased numbers
of self-help resources. Web-based outreach and prevention programs will
be increasingly available to persons in crisis, providing access to support-
ive information at virtually any time. Community discussion forums, blogs
posted by suicide prevention experts, and self-assessment tests that pro-
vide feedback and recommendations can all be integrated into web-based
applications.

Social networking sites such as Facebook will ultimately permit users
to communicate via posting, text, e-mail, and messaging. One key advan-
tage of social networking sites for crisis intervention and outreach is that
they facilitate social connections among peers with similar experiences.
These sites have the potential to foster supportive interactions with oth-
ers and to create a community among those who are coping with similar
challenges.

Mobile devices and smartphones are capable of delivering evidence-based
assessment tools and are appropriate for crisis intervention because they are
carried on one’s person and are accessible at all times of day. Apps (applica-
tions), which are programs designed for mobile devices, can be designed to
help users self-assess, monitor psychiatric symptoms, and report needs and
problems as they emerge. Users can personalize content while having the
connectivity to access hotline links, psychological tools (e.g., relaxation exer-
cises), and appointment reminders. Apps provide discreet and readily avail-
able modes of learning, communication processes and guidelines supporting
the management of symptoms, which appear to be uniquely supportive of a
confidential nonstigmatized approach to providing information and links to
treatment.

Unfortunately, technology-based programs have limitations. Although
many individuals have access to the Internet, technology-based programs
must accommodate the communication habits, needs, and preferences of
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those seeking to use the technology. Not all technical platforms are compat-
ible, which leads to barriers to access. Additionally, technology is always
changing and evolving, in ways that rarely take into consideration user pref-
erence or culturally relevant or best communication methods for the end user.
Other issues to consider are privacy concerns and clinical safety. Although
the Internet can provide a sense of anonymity, fear of a potential breach of
confidentiality may prevent individuals from full participation in program-
ming. Issues of confidentiality, privacy, and privileged information exist for
providers and vary from state to state with regard to the use of text and
e-mail communication with patients.

Social networking sites and chat rooms can foster positive supportive
interactions, but not all individuals who are seeking such interactions have
good intentions. Consideration must be given for groups of vulnerable indi-
viduals regarding sharing of negative information that is not designed to
protect the individual but rather can foster or support self-harm behaviors.
A perfect example can be seen in groups that exist to discuss in great detail
methods for completing suicide, such as use of a device known as the “helium
hood kit.” A related concern is the unregulated nature of online resources.
Although established organizations such as the Crisis Call Center follow
ethical guidelines and evidence-based approaches, many other sites do not
follow available and accepted standard of care approaches. Further evalua-
tion of technology-based programs will be important to identify best prac-
tices, to determine empirical support and evidence-based outcomes, as well
as cost-benefit and patient outcome. Clearly, with appropriate innovations,
research and evaluation technology can be applied in a positive and poten-
tially life-saving approach.

DISCUSSION OF SUICIDE IDEATION FLOW
CHART AND INTERVENTION PROTOCOL

The operation of a crisis intervention program and a time-limited treatment
program for persons with suicide ideation is depicted in Figure 2.2. This flow
chart provides a general description of the different clinical pathways and
the functions of mobile crisis intervention programs, emergency psychiat-
ric units, inpatient treatment units, partial hospital programs, day treatment
facilities, and other referral sources in the community.

Crisis intervention and suicide prevention programs usually maintain a
24-hour telephone crisis service that provides a lifeline as well as an entry
point to behavioral health care for persons with major depression or suicidal
thoughts and ideation. When the crisis worker answers the cry for help, his
or her primary duty is to initiate crisis intervention, beginning with rapid
lethality and triage assessment and establishing rapport. In essence, crisis
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PERSON EXPRESSES SUICIDAL IDEATION

| Conduct In-depth Interview, Biopsychosocial and Lethality/Danger Assessment |

Person has Specific Suicide Plan;
Access to Lethal Means; Impaired
Judement; Psychosis Or Other
Serious Mental Illness And/or

Psychosis; Poor Social
Support Network.

Chemical Dependency-Drug-Induced

Person has No Access to Lethal
Means; Exhibits Fair or Good
Judgment; Has supportive family
or Significant Other; Agrees to
Sigh No-Harm Contract and more
importantly, to comply with
treatment recommendations

Person Exhibits No Suicide Plan
or Clear Intent Willing to
Talk About Stress &
Problems, & Depression;
Willing to Seek Treatment;
Has Supportive Significant
Other and Transportation.

Imminent
Suicide Risk

Moderate
Suicide Risk

Arrange for Transfer to
Psychiatric Hospital

| Observation for 24 to 120 |

hours

Crisis Stabilization & Crisis
Intervention; Roberts’
7-Stage CI Model

Continue Triage Assessment |

15 minute Checks &
Restricted to Unit

Individual and Group
Therapy as Tolerated

Contract with Patient for
| Safety |
I
Off Unit Privilege
(if applicable to program)

One day Leave of Absence when
patient demonstrated stability

Complete discharge planning/
Inplement Discharge Plan

Discharge to Step-down Day
Treatment Program for 4-6
weeks

Examine Dimensions of the
Problem
(e.g last straw)

Encourage Exploration of
Feelings and Emotions

Explore and Assess Past
Coping Strategies

Restore Cognitive Functioning
thru Action Plan

|Fo|low-up & Case l\/Ianagement|

Referral for Mental Health
Treatment, Social Services,
as Needed; Reconnect
Client to Significant Other
and/or close friend

Low Suicide
Risk

Crisis Intervention & Follow-up;
Roberts’s 7-Stage Model

| Continue Triage Assessment

Examine Dimensions of the
Problem
(e.g. last straw)

Encourage Exploration of
Feelings and Emotions

Explore and Assess Past Coping
Strategies

Restore Cognitive Functioning
thru Action Plan

| Follow-up Plan Developed |

Refer to Stress
Management and Social
Skills Groups; and
Psychologist with
Suicidology expertise

REFER TO PSYCHIATRIST IN PRIVATE PRACTICE FOR MEDICATION MANAGEMENT & TO CASE
MANAGER AND/OR VOCATIONAL REHABILITATION COUNSELOR OR COMMUNITY SUPPORTED
EMPLOYMENT TO HELP PREPARE FOR, FIND AND MAINTAIN MEANINGFUL EMPLOYMENT

Figure 2.2 Person Expresses Suicidal Ideation

intervention and suicide prevention include the following primary steps in an

attempt to prevent suicide:

1. Conduct a rapid lethality and biopsychosocial assessment.

2. Attempt to establish rapport and at the same time communicate a will-
ingness to help the caller in crisis.
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3. Help the caller in crisis to develop a plan of action that links him or
her to community health care and mental health agencies. The most
frequent outcome of depressed or suicidal callers is that they are trans-
ported to a psychiatric screening and intake, a behavioral health care
facility, a hospital, or an addiction treatment program.

The crisis intervention worker assumes full responsibility for the case
when he or she answers the phone. The caller cannot be rushed and handled
simply by a referral to another agency. Crisis workers should follow the case
until complete transfer of responsibility has been accomplished and some
other agency has assumed responsibility. The crisis worker should complete
the state-mandated mental health and psychiatric screening report, which
makes an initial determination regarding whether or not the person is a
danger to self or others. This report should be given to the transporting
officer or ambulance driver and faxed/scanned and e-mailed (on a secure
network) to the intake worker on duty at the receiving psychiatric unit or
hospital. In other cases where the risk of suicide is low and a close family
member or significant other is able and willing to take responsibility for the
person in crisis, the client and the family member need telephone numbers
to call in case of an emergency. The ultimate goal of all crisis and suicide
prevention services is to relieve intense emotional pain and acute crisis epi-
sodes while helping the caller to find positive ways to cope with life.

It is imperative for all crisis clinicians to establish rapport with the person
in crisis by listening in a patient, hopeful, self-assured, interested, and knowl-
edgeable manner. The skilled crisis worker communicates that the person has
done the right thing by calling and, furthermore, that the crisis worker is able
to help. An empathetic ear is provided to the crisis caller to relieve his or her
intense stress by active listening. The crisis worker should relate to the caller
in a confidential, spontaneous, and noninstitutionalized manner (Roberts &
Yeager 2009; Roberts, 2000; Yeager & Gregoire, 2000).

After listening to the story of the person in crisis and asking several key
questions, the crisis worker makes a determination as to whether or not the
caller has a high, moderate, or low suicide risk.

If the caller has a lethal method (e.g., a firearm) readily available and a
specific plan for suicide, or has previously attempted suicide, he or she is
considered to have a high suicide risk. Callers frequently evaluated as being
at low risk for suicide still need help, but they are primarily depressed and
sometimes expressing ambivalent thoughts about what it is like to be in
heaven versus hell. They have not yet planned the specific details of suicide
or shared a concrete plan with the crisis counselor. As discussed earlier, if
the caller has predisposing factors (e.g., a possible copycat suicide, such as
a teenager whose high school classmate, parent, or sibling has committed
suicide), he or she may be at moderate to high risk of suicide. Other call-
ers may be persons seeking information for themselves or a family member,
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social callers with personal problems such as loneliness, or callers needing
emergency medical attention.

With regard to inpatient versus outpatient psychiatric treatment, the most
important determinant should be imminent danger to self or others because
of an inability to care for one’s self or having a lethal means to commit sui-
cide. It is also extremely important for crisis clinicians and intake psychiatric
screeners to make a multiaxial differential diagnosis, which determines acute
or chronic psychosocial stressors, dysfunctional relationships, decreased
self-esteem or hopelessness, severe or unremitting anxiety, living alone with-
out social support, intimate partner violence, personality disorders (particu-
larly borderline personality disorders), major depressive disorders, bipolar
disorders, and comorbidity (American Psychiatric Association, 2003).

CASE STUDIES AND APPLICATION OF
R-SSCIM

Maryann

Maryann’s mother reports that her 17-year-old daughter is barricaded in her
bedroom and last night destroyed her iPad and threw her cell phone into the
hallway. Maryann has not eaten for 24 hours. Her boyfriend broke up with
her, and her mother has heard her crying for many hours. Maryann refuses to
speak with her mother. The mother is very worried because 8 months earlier,
Maryann had ingested a lot of sleeping pills and been rushed to the emer-
gency room when she was distraught about the breakup with her previous
boyfriend. A few hours ago, Maryann called her favorite first cousin and told
him that she was giving him all of her music library. Maryann’s father, with
whom she was very close, passed away 12 months ago from cirrhosis of the
liver. Her mother calls the psychiatric screening and crisis intervention hot-
line at one of New Jersey’s large medical centers and indicates that she thinks
her daughter is depressed and possibly suicidal.

Suicide Risk Assessment

After reading Maryann’s case synopsis and reviewing the suicide risk assess-
ment flow chart (Figure 2.2), would your preliminary rapid assessment rate
Maryann as at low, moderate, or high suicide risk?

It is important to keep in mind that although many persons at high risk
of suicide have expressed or exhibited a specific suicide plan and availability
of a lethal method (e.g., firearms or hanging), there are exceptions. There is a
relatively small group of individuals who do not talk to anyone before mak-
ing a lethal suicide attempt, but they do give clear clues of imminent suicide
risk. For example, a college student fails a course for the first time and can’t
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sleep, although he has never had a problem sleeping and has been an honor
student for the past 3 years. Or a young adult who has never expressed para-
noid delusions has now expressed irrational fears that a violent gang with 100
members is after him and will try to kill him tonight. These delusions are an
outgrowth of a drug-induced psychosis. Psychiatric screeners, crisis workers,
counselors, social workers, family members, and close friends should be made
aware of the fact that a critical clue to suicidal ideation and suicide attempts is
a drastic change in behavior patterns, daily routine, or actions (e.g., barricad-
ing oneself in a room for 24 hours and refusing to come out to eat or go to the
bathroom, giving away prized possessions, having paranoid delusions or com-
mand hallucinations for the first time, talking about how wonderful it would
be to go to heaven to be with one’s recently deceased and loving father).

The psychiatric screener crisis worker who answered the phone deter-
mines that this Maryann seems to be at moderate to high risk of lethality and
that the worker needs to go immediately to Maryann’s home. The prelimi-
nary lethality assessment is based on the following seven high-risk factors:

1. This s the first time that Maryann has ever barricaded herself in her room.
She seems to be depressed, evidenced by not eating for 24 hours and
crying for many hours.

She had a previous suicide attempt only 8 months ago.

She recently gave away prized possessions.

Her father, with whom she was close, died only 12 months ago.

She refuses to communicate with anyone.

She destroyed her iPad (property damage).

~

N kW

You are the crisis worker, and you are dispatched to the home. The following
application focuses on what you should say and do when you arrive. We describe
this crisis situation with specific details, statements, and questions related to each
of the seven stages in the R-SSCIM. First, it is important to be aware that Stages
1 and 2 often take place simultaneously. However, in the case of life-threatening
and high-risk suicide ideation, child abuse, sexual assault, or domestic violence,
the emphasis is on rapid crisis, lethality, and triage assessment.

Stage 1: Assess Lethality

The crisis worker needs to obtain background information quickly from the
mother (rapid collateral assessment). Ask the mother if the daughter has been
taking medications or if there have been any recent changes in medication. Then
ask the mother if Maryann was ever prescribed an antidepressant medication.
If yes, does she know what it is and whether Maryann has been taking it? Was
it prescribed by a family doctor or a psychiatrist? Does Maryann currently
have access to her medications or any other drugs? Ask the mother if anything
about her daughter’s situation has changed in the past 20 to 30 minutes (since
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her phone call). Next, give the mother something to do to engage her in the
care process (e.g., ask her to call the ex-boyfriend or best girlfriend to obtain
background data, especially whether Maryann has recently taken any illegal
drugs). Assess Maryann’s danger to herself and others (suicidal or homicidal
thoughts), as well as substance abuse history and preexisting mental disor-
ders. Ask questions about symptoms, traumatic events, stressful life events,
future plans, suicidal ideation, previous suicide attempts, and mental illness.
Ask about upcoming special events or birthday celebrations that the youth in
crisis may be looking forward to, or recollections of happy events or celebra-
tions in the past that may be repeated in the future (special events can instill
hope for the future). Determine if Maryann needs immediate medical attention
and whether there are any drugs, sleeping pills, or weapons in her room.

Rapid Triage Assessment

1. The individual is a danger to herself or others and is exhibiting intense
and acute psychiatric symptoms. These survivors generally require
short-term emergency hospitalization and psychopharmacotherapy to
protect themselves from self-harm or harm to other persons (Priority
I: emergency medical treatment, ambulance or rescue transport, and
psychiatric screening center).

2. The individual is in a precrisis stage due to ineffective coping skills,
a weak support system, or ambivalence about seeking the help of a
therapist. These individuals may have mild or no psychiatric symptoms
or suicide risk. They may need one to three sessions of crisis counseling
and referral to a support group.

3. The third type of client may have called a suicide prevention program
or a 24-hour mobile crisis intervention unit for information because he
or she is sad, anxious, lonely, or depressed.

It is important to determine whether the person in crisis needs the mobile
crisis intervention team to respond quickly to the home or another place in
the community. The caller may have just attempted suicide or is planning to
attempt suicide shortly or may be experiencing command hallucinations of
a violent nature (Priority I). The caller may be experiencing delusions and
may be unable to leave the house (Priority II) or may be suffering from mood
disturbance or depression and fleeting suicidal ideation, with no specific sui-
cidal plan (Priority III, probably in need of an appointment with a caring
counselor or therapist).

Stage 2: Establish Rapport

It is very important to introduce yourself and speak in a calm and neu-
tral manner. Crisis workers should do their best to make a psychological
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connection with the 17-year-old in a precrisis or acute crisis situation. Part of
establishing rapport and putting the person at ease involves being nonjudg-
mental, listening actively, and demonstrating empathy. Establish a bridge,
bond, or connection by asking Maryann about things she likes:

* “Do you have any posters on your wall right now?”
® “Do you have a favorite TV show?”

® “Do you have a favorite recording artist?”

e “What are your favorite foods or desserts?”

An alternative approach is brief self-disclosure, such as, “When I was
17 years old, my boyfriend broke up with me. I think I understand the
emotional pain and sadness you are going through. I thought I loved my
boyfriend very much. In fact, he was my first love. He broke up with me
for another girl and I was very sad, just like you. But, about 2 months after
the breakup, I met someone else, and we had a very enjoyable long-term
relationship.”

It is important to understand that many adolescents are impulsive and
impatient; some may have escape fantasies, and others may be very sensitive
and/or temperamental. It is important not to lecture, preach, or moralize.
Make concise statements, be caring, display keen interest, and do not make
disparaging or insulting statements of any kind or oversimplify your com-
munication. Stages 3 and 4 sometimes take place simultaneously.

Stage 3: Identify the Main Problem, Including Crisis
Precipitants or Triggering Incidents

Ask questions to determine the final straw or precipitating event that
led Maryann into her current situation. Focus on the problem or prob-
lems, and prioritize and focus on the worst problem first. Listen care-
fully for symptoms and clues of suicidal thoughts and intent. Make a
direct inquiry about suicidal plans and about nonverbal gestures or other
communications (e.g., diaries, poems, journals, school essays, paint-
ings, or drawings). Because most adolescent suicides are impulsive and
unplanned, it is important to determine whether the youth has easy access
to a lethal weapon or drugs (including sleeping pills, methamphetamines, or
barbiturates).

Stage 4: Deal With Feelings and Emotions and
Provide Support

Deal with the client’s immediate feelings or fears. Allow Maryann to tell her
story and say why she is feeling so bad. Provide preliminary empathy to the
impact of Maryann’s breakup with her boyfriend. Use active listening skills
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(e.g., paraphrasing, reflection of feelings, summarizing, reassurance, compli-
ments, advice giving, reframing, and probes). Normalize the client’s experi-
ences. Validate and identify her emotions. Examine past coping methods.
Encourage ventilation of mental and physical feelings.

Stage 5: Explore Possible Alternatives

First, reestablish balance and homeostasis, also known as equilibrium: Ask
Maryann what has helped in the past. For example, what did she do to
cope with the loss and grief of losing a loved family member after her
father passed away? Integrate solution-based therapy (e.g., full or partial
miracle or exception questions). For example: what would your life today
look like today if while you were sleeping a miracle happened and this
problem didn’t exist any longer? Ask her about bright spots from her past
(e.g., hobbies, birthday celebrations, sports successes, academic successes,
vacations). Mutually explore and suggest new coping options that build
on previously identified strengths and alternatives. It is important for the
crisis worker to jog the client’s memories so she can verbalize the last time
things seemed to be going well and she was in a good mood. Help the cli-
ent find untapped resources.

Stage 6: Help Client and Formulate an Action Plan

Provide the client with a specific phone number of a therapist.

Stage 7: Follow-Up Phone Call, In-Person
Appointment for Booster Session, or Home Visit

Let Maryann know that she can call you, and give her your beeper number.
Let her know that the beeper is for an emergency. Depending on the crisis
worker’s assessment when leaving the home, it may be useful to schedule a
follow-up with the therapist to whom Maryann is being referred, so that a
team approach can be used.

Follow-up also may include a booster session with the crisis worker sched-
uled for 1 week or 30 days later.

Jeanette

Jeanette introduced herself in the session by saying, “My name is Jeanette, but
everyone calls me Jet.” She is a 27-year-old female who presented to the hospi-
tal emergency department seeking treatment for a severe laceration above her
right eye. In the process of triaging Jet, an astute medical student questioned
if the cut was the result of physical abuse. Jet became tearful and reported
that she had been beaten and sexually assaulted by two men while “semicon-
scious” at a house where there was “a party going on.” Jet reported, “I was
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really high and almost passed out, when these two guys came in the room.
I was too messed up to fight, it just happened. One of them was rough, he kept
hitting me ... but I couldn’t stop him, I was just too high to protect myself.”
As the assessment progressed, Jet reported current suicidal ideation as well as
a past history of suicide attempts and substance abuse, including snorting and
shooting heroin and drinking heavily for the past 3 years. Jet reports using
as much as $400 worth of heroin, daily when available. Jet also drinks daily,
reporting a tolerance of nearly two bottles of wine per day. During the admis-
sion interview, Jet reported that she feels there is no hope and that she would
like to “end it all.” She reported to staff that she knew that acetaminophen in a
large enough dose would “do the trick.” She reported a plan of picking up two
large bottles on the way home, taking the drug with “heroin,” and just not
waking up. This report led to voluntary admission to the inpatient psychiatric
unit for psychiatric stabilization and detoxification.

Following her admission to the inpatient unit, Jet slept for nearly 24
hours. On the third day of treatment (at approximately 9:00 a.m.), Jet lash
out at her peers due to significant mood swings. At this time, she yelled at
the nursing staff when she did not receive Motrin for her headache. As the
day progressed, Jet experienced a variety of moods, ranging from relief to
paralyzing anxiety. By noon she was involved in a confrontation with each
nurse on duty. Jet reported severe cravings and feelings of uncertainty regard-
ing her well-being and her ability to remain abstinent. By 2:00, staff reported
that Jet was participating in treatment groups and integrating well into the
community despite being quite ill. However, with the change of shift came a
change of staff and new personality conflicts.

Jet was immediately confronted by the evening charge nurse for being late
to treatment activities; there was a second confrontation regarding atten-
dance at the evening 12-step meeting. Finally, at 10:00 p.m., Jet and the nurse
were at the nursing station screaming at one another. Jet had requested a cup
of coffee, and the charge nurse refused, stating, “You won’t sleep taking a
stimulant.” At this, Jet lunged at the nurse and was immediately restrained by
two male staff and given Haldol and Ativan. The effect of this restraint was
similar to her feelings while being physically abused. Jet reports believing
the two male staff were going to rape her. She began to fight, and the harder
she fought, the worse her experience became. By 10:30, Jet was in five-point
restraints, screaming and sobbing while reliving the trauma that had led to
her admission to the psychiatric and detoxification unit.

R-SSCIM Application

Stage 1: Plan and Conduct a Crisis and
Lethality Assessment

Stage 1 of the seven-stage crisis intervention model began with the night nurse
speaking calmly with Jet and working to bring her to a rational state where the
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nurse could begin to assess the nature of the reaction Jet was displaying while
restrained. The nurse accurately assessed that the restraints were a key part of
the issue. Despite conflict between staff regarding Jet’s actions, the night nurse
began reducing Jet’s distress by removing one restraint at a time, assuring Jet
that the others would be removed as she demonstrated her ability to cooperate.

Stage 2: Establish Rapport and Rapidly
Establish Relationship

As Jet demonstrated her willingness to cooperate, the night nurse began the
process of rapidly establishing rapport with her, as outlined in the seven-stage
model. Establishing rapport began with a smile and quiet conversation. The
nurse placed a cold compress on Jet’s forehead and used another to wipe her
face and arms. These simple acts of kindness would set the stage for further
investigation, treatment, and stabilization.

Although establishing a relationship appears simple, it is frequently dif-
ficult to do well given the time constraints experienced in crisis stabilization.
For example, in this case, the team was aware that Jet was experiencing
withdrawal and mood swings characteristic of heroin dependence. For this
reason, the night nurse began the process of assessing the physical distress
related to withdrawal and began to approach Jet in a manner to address the
physical and emotional aspect of her illness.

Stage 3: Identify Major Problems (Including the
Last Straw or Precipitants)

It is interesting to consider how each staff member responded to Jet as she
progressed through the first day of treatment. Jet was labeled by staff as
“depressed,” “a danger to self and others,” “noncompliant,” and “drug seek-
ing.” As the team reviewed the case, they began to assume preferred philo-
sophical and theoretical perspectives regarding this case and Jet’s response to
treatment. None considered the potential of retraumatization until the night
nurse began to identify key components of the case.

While talking with Jet, the nurse utilized probing questions and active
listening to facilitate Jet’s expression of the “last straw” leading to her
restraint. The probing questions were specifically designed to examine
the dimensions of the problem in order to further define the problem. Jet
reported:

I began to remember the assault. When I was being assaulted, I was high,
so the impact wasn’t that bad ... but when those two big male staff held
me down it all came rushing back in. I was there again. I kept trying to tell
myself this wasn’t real. But it was very real. [ wasn’t able to convince myself
that they weren’t going to hurt me. ... That’s probably because they were
hurting me. Not the same way, but it was the same in my mind at the time.
I just remember not being able to move while they had their way with me.
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Stage 4: Deal With Feelings and Emotions

Dealing with the feelings and emotions that Jet experienced as a result of the
retraumatization became a critical portion of the crisis intervention process.
Having explored the dimensions of the problems as outlined by Jet, the crisis
team once again utilized the strength of the positive rapport with the night
nurse to address the feelings and emotions associated with this case. The cri-
sis intervenor was able to offer assuring comments designed to reframe Jet’s
negative thoughts while at the same time validating accurate perceptions.
The intervenor first explored concepts of fact as opposed to Jet’s perceptions
by asking clarifying questions:

Intervenor: Jet, you said the abuse was your entire fault. What exactly
do you feel you were doing wrong?

Jet: T put myself in the position of being abused and shouldn’t
have. ... I shouldn’t have used so much, I shouldn’t have
been at that party.

Intervenor: No one deserves to experience what you have experienced,
not at the party and not here in the hospital. What can we
do today to begin to deal with this?

Jet:  Can you really help me to get sober? If you can, I'd like
that. ... I don’t ever want to be there again.

Intervenor: I agree, that’s a great start, and we can help with that, but
you realize that at some point we will have to address the
other issues?

Jet: (tearful) Yes.

Stage 5: Generate and Explore Alternatives

In this stage, Jet worked with the team to develop a plan for her ongoing
problem-solving process. She and the social worker, having sorted through
facts and perceptions, made a list of actions for Jet to engage in to facilitate
psychiatric stabilization and to establish a program of recovery. Jet agreed
that in addition to her withdrawal/maintenance protocol, she would begin
taking an antidepressant (an SSRI) and that she would work with her social
worker to address issues related to her abuse. Finally, Jet began to actively
participate as a member of the women’s recovery group.

Stage 6: Develop and Formulate an Action Plan

Jet realized that she would need to establish a self-directed program of recov-
ery. As time progressed, she was demonstrating clear thinking. She was able
to formulate plans designed to distance herself from situations that led to her
vulnerability, thus reducing fears that were previously driving her actions. Jet
requested to speak with the second-shift charge nurse, the medical director,



Lethality Assessment and Crisis Intervention 63

and staff involved in the restraint episode to discuss her experiences on the
night she was restrained. She provided a powerful description of how staff
had in fact engaged in actions that retraumatized her. In essence, Jet demon-
strated restoration of cognitive functioning through the development of a
self-directed plan of action.

Stage 7: Establish Follow-Up Plan and Agreement

Given the moderate expression of suicidal ideation and the development
of a plan of action designed to examine and explore the events leading to
Jet’s crisis admission and restraint episode, the staff now revisited Jet’s case
to determine the next most appropriate actions. With her plan in hand, Jet
reported feeling stable enough to return to her home environment. Staff
readministered the depression scale and the hopelessness scale that had been
given at the beginning of the crisis intervention. Both scales had improved
remarkably. More important, Jet was able to verbalize seeing a way out by
being an active participant in her recovery plan. The plan consisted of 3 to
6 weeks of partial hospitalization to provide her with the necessary support
and opportunity to implement her plan of action and to monitor her func-
tioning as she progressed through the potentially stressful events contained
in the plan of action.

Jet progressed well through her plan of action. She attended and actively
participated in the partial hospitalization program. She attended a minimum
of three 12-step support groups per week. During this time, she participated
in group and individual sessions designed to increase her overall functionality.

One year later, Jet continues in her program of recovery. She is now the
chairperson of the women’s group that she attended on the first night of her
admission. She is completing her first year of nursing school and plans to
earn a master’s degree as a psychiatric nurse practitioner.

Harvey

Harvey is an extremely successful dentist practicing in the suburb of a
Midwestern city. He is married with three children, aged 12, 15, and 18.
Although extremely successful, Harvey has struggled with bipolar disorder
since he was 33; he is currently 50. Harvey was referred to a substance abuse
treatment facility for alcohol dependence. This referral came following three
successive complaints to the state medical board stating that he smelled of
alcohol. Harvey admitted his abuse of alcohol and that, on the days of the
complaints, he had consumed drinks during lunch prior to returning to his
practice in the afternoon.

Harvey had successfully completed detoxification and was in the 2nd
week of his treatment when he demonstrated symptoms of major depres-
sive disorder, severe. He expressed extreme feelings of despair and depressed
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mood nearly every day, loss of interest in almost all activities of the day,
psychomotor agitation, fatigue, hypersomnia, and excessive guilt about being
“sick.” By the end of the 2nd week, he expressed suicidal ideation, including
a plan to kill himself with a gun, which he had access to while on a thera-
peutic leave from the facility. This information was shared in a conversation
with his business partner, who immediately called the treating facility to alert
it to this issue.

The staff intervened, completing the first stage of Roberts’s seven-stage
model. In completing the lethality assessment, staff revealed a second, more
pressing concern, which was that Harvey’s actual plan was to hang him-
self in the bathroom of the halfway house that evening. As a result, Harvey
was transferred to an inpatient psychiatric facility for a brief period of
stabilization.

During this time, Harvey expressed remorse for his actions, stating, “I
would never kill myself.” He reported to staff that he had far too much to
live for and simply would not waste his life. Harvey worked diligently on his
treatment plan, participated in group and individual sessions, and completed
goal work related to specific areas of needs, including family therapy and
addiction treatment.

With regard to suicidal ideation, Harvey spoke openly in session with his
family that he would not harm himself. Harvey agreed to complete a safety
plan to protect against his suicidal ideation. He agreed to have his gun collec-
tion removed from the house and spoke openly of future plans. After 4 days,
Harvey returned to the addiction treatment facility. He was admitted to the
halfway house program. After 2 weeks in the halfway house, Harvey was
granted a leave of absence.

Harvey’s flight arrived in his hometown at 6:00 p.m. At 8:00, Harvey’s wife
contacted the treatment facility, expressing concern that he had not returned
home. At 10:00 that evening Harvey’s body was discovered at his office, the
apparent victim of death by asphyxiation. He was found in the dental patient
chair in his office with the nitrous oxide respirator on but without sufficient
oxygen to support life. Although questions were raised related to the pos-
sibility of accidental death, the autopsy indicated the presence of sufficient
lethal amounts of barbiturates in Harvey’s system to facilitate overdose if
asphyxiation had not occurred.

R-SSCIM Application

In the case of Harvey, review of the clinical practice indicated that staff had
completed all necessary steps to provide a treatment plan to protect the
patient from self-harm. The psychiatric facility had followed the American
Psychiatric Association’s approved practice guideline for the management
of depressive disorder. Family conferences had been completed. Harvey and
family members agreed to have all of his guns removed from the house, and
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an additional safety sweep removed potentially mood-altering substances
from the home environment.

Later, staff at the treatment facility indicated they believed that Harvey did
not have a key to his office and that he had surrendered it to his wife when
he was admitted to the addiction treatment center. Further, it was not clear
to peers or family how or where Harvey had gained access to mood-altering
substances. Discussions with Harvey’s roommates provided no insight into
potential risk for self-harm. Furthermore, everyone believed that Harvey was
doing exceptionally well in his treatment.

Investigations were launched by the treating facility in an attempt to deter-
mine if there had been any discrepancies in Harvey’s treatment that could
have contributed to this event. Review of the case indicated that on numer-
ous occasions there was clearly completed assessment of suicidal ideation.
On each occasion, the patient denied suicidal ideation. In the record, numer-
ous notes indicated discussion of his remorse for suicidal ideation and of his
efforts to resolve issues that might lead to future suicidal ideation. Harvey
was compliant with the treatment milieu, including group and individual ses-
sions and medication, and was involved in family therapy.

The patient’s discharge conference from the psychiatric facility summa-
rized all progress made, including efforts to remove risk factors from the
home. This documentation was compared with the halfway house documen-
tation and demonstrated remarkable similarities in progress notes, which also
described the patient’s progress in management of his depressive symptoms
and resolution of suicidal ideation. Although staff at the treatment center felt
relieved with the knowledge the case had apparently not been mismanaged,
concerns remained given the reality of the loss of this patient and how this
could have happened.

In assessment of the case, some raised the question of whether it was pos-
sible that the patient could have made a decision to commit suicide but have
chosen not to share this information with anyone. Was it possible for the
patient to hide this from staff? A literature review found that Beck, Steer,
Beck, and Newman (1993) had indicated that dealing with suicide by iden-
tifying intent only as a global concept is an oversimplification. Suicidal
ideation and suicidal acts are complex patterns of behavior that require thor-
ough analyses for better understanding. Furthermore, it is indicated that the
decision to communicate suicidal ideation, plan, and intent is extremely per-
sonal. Although many individuals will discuss suicidal ideation prior to the
attempt, some choose to communicate after the event with a note, and still
others choose not to communicate at all.

In revisiting the subject, Beck and Lester (1976) conclude the following
with regard to communication of suicidal ideation: There is no clear evidence
that verbal communication, final acts, and previous suicide attempts are jus-
tifiably labeled together as ways of communicating suicidal intent. Prior ver-
balization of suicidal ideation or intent bears little relationship to the extent
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of the wish to die experienced at the time of the suicide attempt. Talking or
not talking about suicidal plans may be a manifestation of personal style
rather than an index of despair or hidden motives. It was believed, but of
course not confirmed by those investigating Harvey’s case, that the patient
had indeed developed and carried out the plan without communication of his
intent. In reality, this left staff of both facilities feeling helpless regarding their
ability to predict potential for self-harm in this case.

CONCLUSION

Due to the increasing demand for mental health professionals to work within
time-limited and resource-limited environments with increasingly complex
populations, straightforward, realistic approaches to crisis intervention are
critically needed.

Our goal in this chapter has been to provide a realistic framework for
crisis intervention, examining potential clinical pathways for patients pre-
senting across the continuum of care need. Mental health practitioners work-
ing in crisis intervention and stabilization environments should consistently
consider assessment strategies, the utility of instruments to assess and reas-
sess patient status, the amount of time available, patient burden, cost, and
the potential outcome of chosen interventions. Application of best practices
based on evidence-based reviews and use of systematic approaches such as
the R-SSCIM will assist practitioners by providing a stable framework for
addressing crisis in a continuously changing care environment. It is the chal-
lenge of all mental health practitioners to develop their skills in rapid assess-
ment and risk and rescue strategies, building on the strengths of the patient
as outlined by the seven-stage model.
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How to Work With Clients’ Strengths in
Crisis Intervention: A Solution-Focused

Approach

GILBERT J. GREENE
MO-YEE LEE

Through a review of literature, theory, and case examples, this chapter will
address the following:

® How to use solution-focused therapy in working with the strengths of
clients in crisis

e How to structure a solution-focused/strengths-based approach to crisis
intervention in a stepwise manner

¢ How to consistently engage clients in “change talk” and not stay stuck in
“problem talk”

e How to co-construct with clients outcome goals that include a future
without the presenting problem

e How to develop a collaborative relationship and client change in ways
consistent with enhancing client strengths

A crisis “is a period of psychological disequilibrium, experienced as
a result of a hazardous event or situation that constitutes a significant
problem that cannot be remedied by using familiar coping strategies”
(Roberts, 1991, p. 4). The Chinese translation of the word crisis consists
of two separate characters that literally mean “danger” and “opportunity.”
Crisis intervention views the provision of services to clients in crisis as an
“opportunity” for clients to learn new coping skills. In fact, the literature
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has consistently stressed that clients need to develop new resources and
coping skills in order for crisis interventions to be successful (Eaton
& Roberts, 2009; James & Gilliland, 2013; Roberts, 1996; Roberts &
Dziegielewski, 1995; Kanel, 1999). An assumption of crisis intervention is
that the client’s personal resources and coping mechanisms are inadequate
to meet the challenge of the precipitating event. For successful crisis inter-
vention, therefore, clients need to develop new resources and coping skills.
This view of crisis intervention’s focus emphasizes rectifying the client’s
“deficits.”

People in crisis also have the “opportunity” to further identify, mobilize,
and enhance the strengths (coping skills) they already have. Some scholars
have stated that crisis intervenors should also identify and work with clients’
strengths (Parad & Parad, 1990; Puryear, 1979; Roberts, 1991). Identifying
and amplifying client strengths in the process of achieving goals and positive
change have been increasingly emphasized in the literature (Greene & Lee,
2011). Strength has been defined as

the capacity to cope with difficulties, to maintain functioning in the face
of stress, to bounce back in the face of significant trauma, to use external

challenges as a stimulus for growth, and to use social supports as a source
of resilience. (McQuaide & Ehrenreich, 1997, p. 203)

Aspinwall and Staudinger (2002) state that strengths “primarily lie in the
ability to flexibly apply as many different resources and skills as necessary to
solve a problem or work toward a goal” (p. 13). Strength-based approaches
have been successfully used for a wide variety of presenting problems in a
wide variety of settings.

An assumption of strength-based approaches to change is that clients
already have the resources and competencies to change but they are not using
them, are underusing them, or have forgotten that they have them (Greene &
Lee, 2011). Practitioners therefore should assess for and identify client
strengths and work with clients to build on these strengths in the service
of change. There is evidence in the literature that clients want practitioners
to think positively of them (Bohart & Tallman, 2010; Gassman & Grawe,
2006; Kelly, 2000), and clients have negative reactions to practitioners who
make “hostile, pejorative, critical, rejecting, or blaming” comments to them
(Norcross, 2010, p. 130). Practitioners who emphasize client strengths rather
than deficits can help facilitate engagement and the success of their work
together (Bohart & Tallman, 2010; Friedlander, Escudero, & Heatherington,
2006; Sparks & Duncan, 2010; Walsh, 2006).

One approach to practice that emphasizes working with client strengths in
crisisinterventionis solution-focusedtherapy (DeJong & Berg,2012;DeJong &
Miller, 1995; Greene & Lee, 2011). There has been some discussion of using
a solution-oriented/solution-focused approach to crisis intervention with
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various types of crises (Bakker, Bannink, & Macdonald, 2010; Berg, 1994;
Berg & Miller, 1992b; Brown, Shiang, & Bongar, 2003; DeJong & Berg,
2008; Fiske, 2008; Hagen & Mitchell, 2001; Henden, 2008; Hopson &
Kim, 2004; Johnson & Webster, 2002; Kondrat & Teater, 2012; Lipchik,
2002; McAllister, Zimmer-Gembeck, Moyle, & Billett, 2008; O’Hanlon &
Bertolino, 1998; Rhodes & Jakes, 2002; Sharry, Darmody, & Madden, 2002,
2008; Softas-Nall & Francis, 1998a, 1998b; Wiger & Harowski, 2003;
Yeager & Gregoire, 2005).

The solution-focused approach views clients as resilient. Resilience is a
person’s ability not only to cope with, survive, and bounce back from cri-
sis and traumatic events but also to continue to grow and develop psycho-
logically and emotionally (Walsh, 2006). In the crisis intervention literature,
however, the emphasis has consistently been on helping people return only
to their precrisis level of functioning, which is not consistent with clients
being resilient. Fraser (1998) proposes that clinicians should consistently
view a crisis as a catalyst for clients experiencing growth and development
beyond precrisis homeostasis (second-order change). The solution-oriented
approach provides a perspective and interventions that can be catalysts for
such growth and development.

CRISIS INTERVENTION AND
SOLUTION-FOCUSED THERAPY

Crisis Intervention

A crisis can result from situational stressors, transitional changes, or
disasters (James & Gilliland, 2013; Parad & Parad, 1990). The degree to
which an event is experienced as a crisis depends on how the person per-
ceives it; a crisis for one person may not be a crisis for another (Roberts &
Dziegielewski, 1995). A crisis occurs when a precipitating event disrupts an
individual’s or a family’s usual ways of functioning, resulting in their expe-
riencing a sense of disequilibrium (Roberts, 1991; Parad & Parad, 1990).
When in this state, people experience a variety of strong feelings, such as
vulnerability, anxiety, powerlessness, and hopelessness (Parad & Parad,
1990). At this point a person may resort to increasing the use of his or her
usual coping strategies or trying some new strategies in a trial-and-error
manner to attempt to deal with the crisis situation (Ewing, 1990). If these
additional efforts are unsuccessful, the person might experience increasing
tension and is at risk for major disorganization of his or her functioning
(Caplan, 1964). After 4 to 6 weeks, clients will, with or without treat-
ment, experience either a return to their previous equilibrium or a new
equilibrium that may leave them coping better or worse than prior to the
crisis (Parad & Parad, 1990). The primary purpose of crisis intervention
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is to accelerate the return to equilibrium and at least prevent individuals
from stabilizing at a new, regressed level of equilibrium. There are vari-
ous models of crisis intervention. One of the most complete models is the
seven-stage approach developed by Roberts (1991): (1) assess lethality and
safety needs; (2) establish rapport and communication; (3) identify the
major problems; (4) deal with feelings and provide support; (5) explore
possible alternatives; (6) assist in formulating an action plan; and (7)
follow up.

Because of their disequilibrium and emotional distress, clients will often
take steps that they otherwise might have resisted prior to the crisis and in
the process develop new coping skills (Ewing, 1990; Parad & Parad, 1990;
Roberts, 1991). Client change in crisis intervention is accomplished by vari-
ous in-session and between-session activities. One clinician activity in the ses-
sion involves challenging the client’s negative self-talk or irrational beliefs by
the use of “carefully worded questions” (Roberts, 1991, p. 8). The purpose of
such questions is to get the client to replace the negative, irrational self-talk
with positive, rational self-talk.

The clinician also works with the client to identify alternative courses of
action for successfully dealing with the crisis. After various alternatives have
been identified, the clinician and the client develop an action plan for imple-
menting them. An action plan involves carrying out specific tasks, “primarily
by the client, but also by the worker and significant others, designed to solve
specific problems in the current life situation, to modify previous inadequate
or inappropriate ways of functioning, and to learn new coping patterns”
(Golan, 1986, p. 323). Tasks are specific actions that must be performed in
order for the client to achieve his or her treatment goal (reestablish equilib-
rium; Fortune, 1985; Golan, 1986; Levy & Shelton, 1990). Most tasks are
performed by the client in the form of between-session tasks (homework),
but some are done within the treatment situation. Successfully performing
therapeutic tasks should result in the client feeling, thinking, or behaving in
new and different ways. In crisis intervention, clinicians should “encourage
clients to think of alternative ideas, coping methods, and solutions” (Roberts,
1991, p. 12). However, when they are under the stress of helping clients deal
with the crisis, clinicians are often tempted to jump in quickly to offer solu-
tions and advice.

A clinician who offers advice to and generates solutions for a client may
quicken crisis resolution but does not foster client empowerment. Clients
often do not respond as quickly as clinicians would like. However, clients
are more likely to generate their own solutions, and thus feel empowered, if
clinicians show patience. Perhaps clinicians would be less likely to “rescue”
(Friesen & Casella, 1982) clients and more likely to reinforce client strengths,
even in a crisis, if they had a specific model to guide them in such situations.
One therapeutic model that lends itself to working with client strengths in
crisis situations is solution-focused therapy.
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Solution-Focused Therapy

Solution-focused therapy views change as inevitable and continuous (Greene &
Lee, 2011; Kral & Kowalski, 1989). This approach presumes that there are
fluctuations in the client’s presenting problem such that it does not remain
constant in severity and/or frequency; at times the problem is either not
present or at least is less frequent or intense than at other times (Berg &
Miller, 1992b). The task of a clinician using a solution-focused approach is
to work collaboratively with the client to identify what she or he is already
doing that contributes to the diminishing of the problem. Solution-focused
therapy, therefore, emphasizes identifying and amplifying clients’ strengths
and resources used in solving or reducing the frequency and/or intensity of
the presenting problem. This therapeutic approach assumes that clients ulti-
mately possess the resources and capabilities to resolve their problems (de
Shazer, 1985). Solution-focused therapy, therefore, is a nonpathologizing
approach to working with clients (Greene & Lee, 2011).

In solution-focused therapy, the emphasis is on finding solutions rather
than solving problems. The solution-focused therapist is a catalyst for the
client to enlarge and increase the frequency of solution patterns rather than
decreasing problem patterns; the focus is on “what is happening when things
are going well” instead of “what is happening when the problem is pres-
ent.” Solution-focused therapy’s emphasis on strengths and solutions helps
build the expectation that change is going to happen (de Shazer et al., 1986).
According to de Shazer et al. (1986), the more the therapeutic discourse con-
cerns alternate futures and solutions, the more clients expect change to occur.
The clinician’s focus is on asking clients questions that achieve solutions
through encouraging “change talk” (Weiner-Davis, 1993) or “solution talk”
as opposed to “problem talk” (Walter & Peller, 1992). Change talk involves
clients identifying either positive changes that have occurred in the problem
or exceptions to the problem, or their no longer viewing the situation as
problematic (Weiner-Davis, 1993). Gingerich, de Shazer, and Weiner-Davis
(1988) found that when clinicians intentionally engage in change talk, clients
are more than four times as likely to discuss change in their next speaking
turn. This is in keeping with an assumption of solution-focused therapy that
a small change is all that is necessary to elicit a larger change (O’Hanlon &
Weiner-Davis, 1989; Walter & Peller, 1992), thus resulting in a positive
self-fulfilling prophecy instead of a negative one (Greene & Lee, 2011).

Solution-focused therapy assumes that clients really do want to change
rather than seeing them as resistant. Clients not changing is viewed as their
way of letting the clinician know how to help them. Asking the client to do
more of what he or she is already capable of doing can strengthen the therapeu-
tic relationship because the clinician is not asking the client to do something
unfamiliar (Molnar & de Shazer, 1987); the client is likely to get the message
that he or she is OK and is not deficient or in need of “fixing.” According
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to Berg and Jaya (1993), when clinicians focus on working with clients and
respecting their way of solving problems, the clients will offer clinicians many
opportunities to learn from them. Adaptation to the way clients see their situ-
ation not only is respectful but also promotes cooperation in therapy. It is the
clinician’s responsibility to be sensitive to the client’s worldview (frame/frame
of reference) and try to fit with it as closely as possible (Greene & Lee, 2011).

Solution-focused therapy is appropriate for use with clients in crisis
because it is known to produce quick and dramatic changes. Solution-focused
therapy is also especially useful with clients in crisis because the therapist
usually begins in the present and focuses on quickly developing a collabora-
tive relationship with the client and understanding the client’s view of the
problem. After the problem is defined as concretely and specifically as pos-
sible, the clinician moves the focus to discussion of solutions. A basic tenet of
solution-focused therapy is that one does not need to know the cause or func-
tion of a problem in order to resolve it (O’Hanlon & Weiner-Davis, 1989).
This is consistent with crisis intervention, in which a clinician does not have to
know everything about the client’s problem and the goal in order to success-
fully provide crisis intervention as soon as possible (James & Gilliland, 2013).

A SOLUTION-FOCUSED APPROACHTO
CRISIS INTERVENTION

The structure of a solution-focused approach to crisis intervention consists
of the following steps: (1) developing a collaborative relationship with the
client; (2) listening to the client’s story and defining the primary present-
ing problem and identifying unsuccessful attempts to solve the problem
(first-order change); (3) eliciting the client’s definition of his or her desired
outcome goals; (4) identifying and amplifying solution patterns (exceptions
to the problem); (5) developing and implementing an action plan involv-
ing between-session tasks; and (6) terminating and following up. The
solution-oriented crisis worker assesses lethality and safety needs from the
very first contact with the client. Assessing lethality and safety needs, how-
ever, is not listed as a separate step here because it is done throughout the
course of crisis. The solution-oriented crisis worker relies heavily on the use
of questions during the interview to identify and amplify client strengths,
competencies, successes, and solutions.

Step 1: Developing a Collaborative Relationship
With the Client

A dictionary definition of collaborate is “to work jointly with others.” In
collaborative relationships, “there is shared ownership for identifying and
working toward solutions and goals” (Christenson & Sheridan, 2001, p. 97).
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For collaboration to occur, the crisis clinician must use a number of skills,
including empathy (identifying and reflecting the client’s feelings), support,
acceptance, tracking, matching and mirroring nonverbal communication,
and learning and using the client’s frame (frame of reference). Collaboration
is done throughout the crisis intervention work but is especially important
in the beginning. To facilitate collaboration, Berg (1994) recommends that
the clinician should avoid confronting clients and provoking defensiveness,
avoid getting into debates and arguments with clients, and, when appropri-
ate, take a “one-down position” and see the client as the “expert” on her or
his situation (p. 53). This step is comparable to Roberts’s Stages 2 and 4.

In this step, the crisis worker also should immediately begin assessing the
extent to which the client is a threat to him- or herself or to others or is being
threatened by others. Such an assessment is certainly an initial focus and
should continue throughout the crisis work. Ensuring client safety is analo-
gous to Stage 1 (assessing lethality) of Roberts’s model of crisis intervention.
In the solution-focused crisis intervention model discussed here, assessing
lethality, which includes ensuring client safety, is viewed not as a separate
step but as a theme throughout the crisis work; the crisis worker performs
these activities as the crisis work unfolds.

Step 2: Listening to the Client’s Story and
Defining the Primary Presenting Problem and
Identifying Unsuccessful Client’s Attempts to
Solve the Problem (First-Order Change)

Although the approach described in this chapter emphasizes “solutions,”
the first interview usually begins with the client describing the problem(s)
that precipitated seeking crisis services. At this point the client may want to
talk about the problematic situation and the accompanying painful feelings.
Listening to and responding appropriately to the client’s story is the vehicle
for developing the collaborative relationship. The crisis worker can begin the
interview by asking, “What kinds of concerns are you having now for you
to want to see someone like myself?” Instead of using the word problem, the
crisis worker may want to use concern or issue as a way to normalize the cri-
sis event the client is experiencing. In this way, the crisis worker moves away
from pathologizing the crisis and conveys the message that such an event
can be a part of life, although mostly unexpected, that calls for extra effort
to find a solution. A question many therapists use when beginning a first
interview, which should be avoided, is: “What brings you here today?” This
question can reinforce a sense of external locus of control, which most clients
already are experiencing (Frank, 1982). Because all clinical work should be
empowering to clients, we want to reinforce their having an internal locus of
control; therefore, we need to be careful in the language we use and how we
talk with them in the therapeutic conversation.
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When the client mentions a number of problems, the crisis worker should
ask the client to prioritize them. This prioritizing could be done by the worker
saying the following: “You have mentioned several problems you are having
now. I find it very helpful to work on one problem at a time, whenever pos-
sible. Which of the problems you just mentioned do you want to focus on
first in our work together?” It is important for problems to be defined as
specifically (concretely and behaviorally) as possible in terms of who, what,
when, where, how, and how often.

Part of the client’s story involves describing how he or she has already
tried to resolve and cope with the difficult situation. As mentioned previ-
ously, before they talk with a crisis worker, clients often have tried different
ways to resolve and cope with the crisis, but none have worked; this can
result in clients feeling stuck in an unsuccessful vicious circle. Obtaining this
information tells the crisis worker what not to try with the client because
if it has not been successful for the client so far, it is very unlikely it will be
successful at all. Clients are stuck in this vicious circle because they have
been trying to resolve the crisis within their existing frames. Also, obtaining
this information about the unsuccessful attempts to solve the problem helps
to loosen up their existing frame so they will consider trying something dif-
ferent. Once the worker believes the client has defined the problem and the
unsuccessful attempts to solve the crisis as clearly and concretely as possible,
the worker should move on to asking the client to define his or her outcome
goal(s). Some clients, however, have a greater desire to ventilate and may still
want to keep focused on problem talk. When this occurs, it is best to not push
clients to define goals and focus on solution talk until they are ready.

Step 3: Eliciting the Client’s Definition of
Desire Qutcome Goal(s)

In solution-focused therapy, more emphasis is placed on setting goals than on
defining problems (de Shazer, 1985). A goal describes a desired future state
for the client in terms of how she or he will be feeling, thinking, and behav-
ing differently. Like problems, goals should be set by the client and defined
as specifically as possible (de Shazer, 1988). Clients are much more likely to
cooperate (not resist) in the clinical situation when the focus of the work is
on their goals rather than on goals set by the clinician (Berg & Gallagher,
1991; Greene & Lee, 2011).

Often when clients are asked what their goal is, they might say some-
thing like: “I want to stop being depressed” or “I want to get rid of my
depression.” Goals, however, should be stated in the positive rather than
the negative (the presence rather than the absence of something in terms
of feeling, thinking, or behaving), such as, “What do you want to be feel-
ing instead?” or “How do you want to be feeling differently?” (Walter &
Peller, 1992). Goal setting involves clients representing to themselves a
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future reality that does not contain the presenting problem. The more they
describe in detail how they want to be feeling, thinking, and behaving dif-
ferently in the future, the more real these become (Walter & Peller, 1992).
Consequently, the process of asking and answering the miracle question
and the follow-up questions can be considered a form of unguided imagery
(Greene & Lee, 2011).

The Miracle Question and the Dream Question

Sometimes clients have trouble setting a goal with sufficient behavioral indi-
cators and specificity. A clinician can use the miracle question or the dream
question to facilitate such specificity. An example of the miracle question is
the following:

Suppose that after our meeting today you go home and go to bed. While
you are sleeping, a miracle happens and your problem is suddenly solved,
like magic. The problem is gone. Because you were sleeping, you don’t
know that a miracle happened, but when you wake up tomorrow morning,
you will be different. How will you know a miracle has happened? What
will be the first small sign that tells you that a miracle has happened and
the problem is resolved? (Berg & Miller, 1992a, p. 359)

The dream question, which is an adaptation of the miracle question, is illus-
trated in the following;:

Suppose that tonight while you are sleeping you have a dream. In this
dream you discover the answers and resources you need to solve the prob-
lem that you are concerned about right now. When you wake up tomor-
row, you may or may not remember your dream, but you do notice you
are different. As you go about starting your day, how will you know that
you discovered or developed the skills and resources necessary to solve
your problem? What will be the first small bit of evidence that you did
this? (Greene, Lee, Mentzer, Pinnell, & Niles, 1998; Lee, Greene, Mentzer,
Pinnell, & Niles, 2001)

These questions should be asked slowly, with short pauses between sentences.
After asking the miracle or dream question, it is important for the clinician
to follow up with questions to obtain a clear and specific description from
the client of what the miracle picture will look like. The use of relationship
questions is integral to obtaining such a description.

Relationship Questions

Individuals never exist alone; all behavior is contextual, especially the inter-
personal context. Besides asking clients to establish concrete, precise behav-
ioral indicators of change through the use of the miracle question or the
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dream question, it is helpful to ask clients what their significant others might
notice that is different about them and how they might respond differently
after the imagined miracle (Greene & Lee, 2011). Establishing multiple indi-
cators of change helps clients develop a clearer vision of a desired future
appropriate to their real-life context. The following are examples of these

kinds of questions:

¢ “In the morning after this miracle has happened, who will be the first
person to notice that a miracle has happened?”

e “What will be the first thing people will notice that will tell them that a
miracle has happened?”

e “How will people respond differently to you after this miracle?”

¢ “And how will you respond differently to them?”

To illustrate this process, the miracle question was adapted for use in the

following cases.

Domestic Violence

An anonymous woman called, and her voice was barely audible. She sounded
exhausted, lethargic, hopeless, and depressed. She began the call by saying
she lives with a man who is very abusive. He beat her up yesterday, claiming
he must discipline her. He makes her write out her mistakes on paper 100
times, and then she must write him a formal apology promising not to do
same mistakes again. When he goes to work, he locks all the doors, windows,
cupboards, and the refrigerator. He allows her to eat only one meal a day and
withholds that if she is being punished. After establishing a positive relation-
ship with the client and having the client define the problem the worker then

asked the client the following questions:

Worker:

Client:
Worker:
Client:

Worker:
Client:

Worker:

Suppose that while you are sleeping tonight a miracle happens
and your problem is suddenly solved. Like magic, the problem
is gone. Because you were sleeping, you don’t know that a
miracle happened, but when you wake up tomorrow, you will
be different. How will you know a miracle happened? What
will be the first small sign that tells you that a miracle has hap-
pened and the problem is resolved?

He would be out of the house, and I would be here safe.
What would your being safe look like?

I would be free to go about the house as I please and do what

I want to do. I might even leave the house and walk to the store.
What would you do at the store once you were there?

I might call my sister and talk to her, which I haven’t done in
months.

What would you talk to her about?
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Client: Td probably tell her what a no-good SOB Bill is, and then she
would help me figure out how to get out of the house for good.
Worker: What would need to happen for even a small part of this mira-
cle to happen?
Client: Well, 'd have to have a plan. A plan that would let me sneak
out of the house when Bill is at work.
Worker: Have you ever done this before? (Questions on past successes)
Client: Yes, a long time ago.
Worker: How did you do that at that time?
Harassment

An anonymous woman called feeling hopeless, helpless, and angry. She is a lesbian
who is being harassed and discriminated against by coworkers because of her
lesbianism. She feels trapped because she enjoys her work and does not want to
leave, but she is also sick of the harassment. Recently, someone has begun follow-
ing her and driving by her house all night. She believes it is a coworker but has
no proof. The client reports feeling extremely fearful and has no idea what to do.

Worker:

Client:

Worker:

Client:
Worker:
Client:

Worker:

Client:

Worker:

Suppose that while you are sleeping tonight a miracle happens
and your problem is suddenly solved, like magic. The problem
is gone. Because you were sleeping, you don’t know that a
miracle happened, but when you wake up tomorrow, you will
be different. How will you know a miracle happened? What
will be the first small sign that tells you that a miracle has hap-
pened and the problem is resolved?

I would be able to wake up, not in fear, and I would be able to
go to work, enjoy my work and my coworkers, and I would
be treated like any other normal decent human being, without
being treated like some freak with the plague.

That’s a big miracle! What will be the first small sign that tells
you a miracle has happened? (Focus on small, concrete behav-
ior instead of the big, grandiose solutions)

Well, first, I'll wake up with no fear.

What would your partner notice about you if you wake up
with no fear?

Well, she’ll probably feel that I am more relaxed ... umm,
probably less tense.

What will she notice you doing when you are more relaxed
when you wake up in the morning?

Umm, I’ll be in a good mood, maybe joke around a little bit,
and get both of us a good breakfast (a smile on her face). Isn’t
that nice?

What would it take for you to start acting as if you wake up
with no fear?
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Client: I would need to know I was safe.

Worker: What would you need to do in order to feel safe?

Client: Twould probably need to get the police involved. And maybe
I could tighten up my security, you know, buy a deadbolt lock
and a saber-toothed tiger (ha-ha!).

Worker: See, you have some great ideas to help yourself! (Compliment)
What will you do first? (Assisting client to develop a concrete
plan to make her feel safe)

It is then helpful to follow up, defining the primary presenting problem and
the corresponding outcome goal by asking the client to scale the problem and
goal on a self-anchored scale of 0 to 10. Such scaling not only is helpful to
further define problems and goals concretely and specifically but also can be
useful in assessing client progress in treatment.

Scaling Questions

Scaling questions allow for quantifying the client’s problem and goal, which
not only can be helpful in evaluating the client’s situation and progress but
also is an intervention itself (Greene, 1989). Scaling questions ask the client
to rank the problem and goal on a scale of 0 to 10, with 0 as the worst the
problem could possibly be and 10 as the most desirable outcome. The clini-
cian usually begins each meeting by asking the client where he or she is on the
0 to 10 scale of the problem/goal continuum. When clients rank themselves
higher on the scale in subsequent meetings, even slightly, the clinician asks
what she or he has been doing to make this happen (Berg, 1994). This is a
way to help the client identify what has been helpful, which may otherwise
go unnoticed. The following case illustrates the use of scaling questions.

Grief and Loss

A woman called saying she needed to talk. Her father died yesterday. The
client is upset but goes on to say that her main problem is the fact that her
divorce will be final any day. She was married for 3 years and has two children
under the age of 3. Her husband left her with the children and has moved in
with another woman. The client says she does not know how she will make it.

Worker: I’'m amazed that you’ve kept yourself going for the past 6 months.
Client: Yeah, me too. I guess things have been worse.
Worker: They’ve been worse than even now?
Client: Yeah, when he first left I was at an all-time low.
Worker: If I were to ask you to rate the way you’re handling this situ-
ation on a scale of 0 to 10, with 0 being 6 months ago and 10



Client:
Worker:

Client:

Worker:

Client:
Worker:

Client:

Worker:

Client:
Worker:
Client:

How to Work With Clients' Strengths 81

being where you want to get to, where would you say you’re
at today?

Pd say Pmata 3 or 4.

Wow, that’s pretty impressive given what you’ve been through.
How have you gotten yourself from a 0 to a 4?

Well, T decided I’ve got to keep myself going for the kids. ve
been taking classes to get my GED, even though 'm not very
good at math.

Your kids give you energy to move on and to start planning for
your future.

Yes, I think so.

What would need to happen in order for you to move from a
4 to a 5? (Using the scaling question to help the client identify
solutions)

Well, I haven’t thought about that. ... Maybe if I get support
from my own family. .. like if they babysit my babies when

[ am preparing for the exam.

Who in your family can possibly babysit your children? (Be
specific)

Maybe my sisters.

How will they know that you need their help?

Well, maybe I need to talk to them. ... We have pretty good
relationships with each other.

Step 4: Identifying and Amplifying Solutions

After the client describes in detail a future without the problem(s), the crisis
worker can ask various questions to assist the client in identifying and ampli-
fying solutions that can be conducive to realizing the envisioned future.

Exception Questions

When clients first see a crisis clinician, they usually start talking about their
crisis situation and their corresponding feelings (the presenting problem). In
keeping with solution-focused therapy’s assumption that there are fluctua-
tions in how the client experiences the problem, the clinician asks questions
to learn when the problem does not exist or at least is less frequent or intense.
In regard to this, Kral and Kowalski (1989) state:

The therapist’s job is not to initiate change, but to punctuate the differences
between the complaint pattern and the pattern of the exceptions (change)
thereby making explicit the “naturally” occurring variations which are in
the direction of the desired solution. (p. 73)
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The assumption is that during these times the client is usually doing some-
thing to make things better, and the clinician asks further questions to dis-
cover what the client is doing. After “doing more of what works” comes “do
more of the same,” making the exception the rule (Kral & Kowalski, 1989).
The next case provides an illustration of identifying exceptions.

Maintaining Sobriety

Jane is extremely disappointed by and ashamed of her recent fall from sobri-
ety. She had been sober for 19 months but yesterday got into a big argument
with her ex-husband and spent the evening in a bar getting drunk.

Worker: You were able to stay sober for 19 months?
Client: Yeah, but what good is it? I wasn’t sober last night!
Worker: It sounds like you felt drinking would be a way for you to deal
with the stress of your ex-husband?
Client: Yeah, that’s usually when I always got my drunkest, when he
and I would get into one of those fights.
Worker: How many times during the last 19 months did you argue with
your ex-husband and not drink?
Client: Well, there have been a few times.
Worker: How did you manage to not drink during those times?
Client: Well, one thing that kept me from drinking is going to my AA
meetings. I really count on those people for support.
Worker: How did you know to go to an AA meeting when you had
these arguments with your ex and you did not drink?
Client: T just told myself if I don’t go to a meeting and talk to some-
one, I’'m going to drink. And I got myself away from him.
Worker: That’s very smart thinking on your part. Is this something
you’re willing to do again in the future?
Client: Well, I think I can, especially with the help of the program.

Past Successes

Sometimes clients initially have difficulty identifying exceptions to their
presenting problem in their current lives or their recent past. When this
situation occurs, the clinician can ask about times in the past when the
client successfully handled the same or similar situations and how she or
he was able to do so (Berg & Gallagher, 1991). In regard to the present-
ing problem, the clinician can even ask the client about exceptions that
occurred years earlier. If the client cannot come up with any exceptions,
the clinician can ask about an exception to similar problems in the past.
The idea is to find out what solutions have worked in the past and to apply
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them to the current crisis situation. The following case illustrates the use
of identifying past successes.

A Suicidal Client

The anonymous client was a 58-year-old woman who reported feeling
depressed and suicidal. She began having these feelings at Christmas, when an
argument developed between her sister and mother. The client stated that she
had spent several years and much effort trying to mend these relationships,
and she now fears it has all been for nothing. The argument also brought up
many issues from her childhood, and now she finds it necessary to deal with
these issues again. The client says she is so depressed that she is contemplating

suicide.
Worker: Have you ever felt suicidal in the past?

Client: Yes, about 25 years ago.

Worker: Did you make a suicide attempt then?

Client: No, somehow I got out of it.

Worker: How did you do that?

Client: A doctor put me on antidepressants for a while. I also keep
busy walking and exercising. Talking to friends also was very
helpful.

Worker: How did you keep from thinking about those family
problems?

Client: T just kept occupied.

Worker: Are you doing any of those things now that you did then?

Client: No, but I guess I could.

Worker: What is one small thing you could start with?
Coping Questions

Oftentimes clients in crisis will state that nothing is going right, that they

can find nothing positive in their lives, and that they are unable to identify
any exceptions, either present or past. Such clients can feel hopeless about
themselves and their future (Berg & Miller, 1992b). The crisis worker needs
to recognize such negativity as a sign of great desperation and a signal for
empathetic help. In such a situation, the client could perceive the clinician’s

focus on the positive as being artificial and imposing. The coping question
can be quite effective with these clients in crisis who see little possibility for
positive changes (Berg & Miller, 1992b). Coping questions can be an impe-
tus for clients feeling a sense of empowerment because they start to become
aware of resources they did not know they had or had forgotten (Berg, 1994).
The following example illustrates the use of coping questions.
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The Desperate Single Mom

Loraine was a 26-year-old unemployed single mother with a 7-year-old,
“impossible” boy, Teddy. According to Loraine, she had never been able to
handle Teddy, who never listened and destroyed almost everything. Recently,
Teddy set fire at the apartment and inappropriately touched a 5-year-old girl.
Loraine claimed that she had a very bad relationship with Teddy, had not
talked to him for a long time, and was on the verge of giving up. Loraine was
very depressed and became agitated when the worker tried to get her to think
about positive changes in the mother-child relationship, which seemed to be

impossible to Loraine. The worker used the coping questions instead.

Worker:

Client:
Worker:

Client:

Worker:

Client:

Worker:

Client:
Worker:

If I ask you to rank your relationship with Teddy on a scale

of 0 to 10, with 1 as the worst scenario both of you can get to
and 10 as the best possible relationship that both of you can
have, how would you rank your relationship with Teddy now?
I have to say it would be in the minus range.

Sounds like the situation is really bad. I just wonder what have
you been doing to keep it from getting worse? You know, the
situation can be much worse; how do you keep it from getting
any worse?

I do pay attention to him sometimes. I don’t ignore him totally,
even though sometimes I feel so depressed and overwhelmed
it’s all T can do to pay attention to what’s going on with me.
So how are you able to do that—to take care of Teddy some
of the time even though you are feeling so bad you don’t feel
like it?

I just do it. I am his mother, and I do have responsibility for
him. I really don’t know how I do it. I let things go for a while,
but eventually I just tell myself I’ve got to take care of Teddy,
since no one else can. I know I should be doing a better job of
being a mother, but right now I feel like I can barely take care
of myself.

That’s really something that you are able at times to get your-
self to do what you have to do for Teddy even though you
don’t feel like it. Using the same 0 to 10 scale, with 1 meaning
you don’t want to take care of him at all and 10 meaning that
you would do whatever you have to in order to take care of
Teddy and keep him from getting into trouble, how would you
rank yourself?

I would say around 7.

That’s pretty high. When was the last time you were able to
take care of Teddy and keep him from getting into trouble?
(Exception questions)




How to Work With Clients' Strengths 85

Compliments

Many clients seeing a clinician for the first time expect to be judged and
criticized, and they may be prepared to defend themselves (Wall, Kleckner,
Amendt, & duRee Bryant, 1989). Complimenting clients is a way to enhance
their cooperation rather than elicit defensiveness and resistance. Compliments
do not have to be directly related to the presenting problem but can be related
to whatever the client is doing that is good for him or her, that he or she is
good at or aspires to (Berg & Gallagher, 1991, p. 101). Such compliments,
therefore, are feedback to clients about strengths, successes, or exceptions.
Clients are usually surprised, relieved, and pleased when they receive praise
from the clinician. A consequence of therapeutic compliments is that clients
are usually more willing to search for, identify, and amplify solution patterns.
The following case provides an example of using compliments.

Relationship Issues

Betty was hysterical when she called and asked for advice. She is a single
mother of four children. Betty must work full-time to support her children
and often feels guilty about the time she spends away from them. Betty’s guilty
feelings intensified today when she came home from work to find her 7-year-
old daughter and 9-year-old son involved in “sexual play.” She is feeling very
inadequate as a parent.

Worker: Wow, this must feel terribly overwhelming for you. I want
to commend you on your strength and courage in calling
here today.

Client: Well, I don’t know how strong I am. Look what a mess my
kids are in. And it’s all my fault. If I didn’t have to work so
much, this probably wouldn’t be happening.

Worker: What have you said to your children about your working?

Client: They know I work to feed ’em, clothe em, and keep this shack
over their heads.

Worker: That is a lot of responsibility: working, raising four children as
a single parent, keeping food on the table, clothing on the chil-
dren, and a home together. It takes a lot of energy, skill, and
motivation to do that. I really admire you for being able to do
all that.

Complimenting clients is helpful at any time during the interview but espe-
cially toward the end of a session as a preface to developing between-session
tasks. However, clients in crisis often are overwhelmed by their problem-
atic situations and tend to be pessimistic. The crisis worker has to be care-
ful not to overcompliment, which the client may perceive as superficial and
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insincere. Compliments should be based on what clients have actually done
or mentioned in the interview.

Step 5: Developing and Implementing an
Action Plan

Tasks assignments are also used in solution-focused therapy but in different
ways than in other crisis intervention models (it should be pointed out that
we prefer the use of the word tasks rather than homework because many
clients have a negative association with the notion of “doing homework”).
As mentioned earlier, solution-focused therapy assumes clients are already
doing to some extent or are capable of doing whatever is needed for problem
resolution and goal attainment. Therefore, tasks in solution-focused therapy
involve the client identifying solutions and/or doing more of them (Walter
& Peller, 1992). Solution-focused tasks are based on thoughts, feelings,
and behaviors that the client has used in the past or is using in the present
(Molnar & de Shazer, 1987).

The between-session tasks are delivered in the form of an end-of-session
message. This message involves first complimenting the client, next provid-
ing a frame (also referred to as the bridging statement) in which the clinician
provides a rationale for the task based on the client’s frame of reference, and
then the task itself. Using compliments has already been discussed earlier. The
task frame and between-session task are discussed next.

The task frame is the part of the message that links the initial compliments
to the concluding suggestions or tasks. As with compliments, any sugges-
tions that the practitioner might offer must make sense to clients, or else they
will be ignored. The content of the task frame is based on clients’ frames of
reference for their situation, which can be reflected in their language, values,
beliefs, goals, exceptions, strengths, or perceptions. Commonly, the practitio-
ner will begin the task frame by saying something like “T agree with you that
...” or “Because you believe . ..” or “Since you want to. . ..” When possible,
it is also a good idea to incorporate the client’s words and phrases in the
task frame.

Tasks fall into two main categories: observation tasks and bebavioral tasks.
In an observation task, the practitioner suggests—on the basis of information
gathered in the interview—that the client pay attention to a particular aspect
of his or her life that is likely to prove useful in solution building. Behavioral
tasks require the client to actually do something—to take certain actions that
the practitioner believes will be useful to the client in constructing a solu-
tion. As with observation tasks, behavioral tasks are based on information
gathered during the interview and should therefore make sense to the client
within his or her frame of reference.

One consideration in deciding on a task is the client’s level of readiness to
change. The solution-focused approach considers three levels of readiness to
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change: customer, complainant, or visitor. A customer level is when someone
recognizes that there is a problem and indicates a willingness to do some-
thing about it. A complainant level is when someone recognizes there is a
problem but indicates he or she is not ready to do anything about it. And a
visitor level is when someone does not recognize a problem and, of course,
is not willing to anything about it. So throughout the work with the client,
especially in the beginning, the clinician wants to assess for the client’s level
of customership, that is, “what is the client a customer for,” and match the
task with the client’s level of readiness to change. For example, a client might
be in crisis after a recent arrest for driving a car while drunk; the client may
not see that he or she has a problem with drinking does want to “get the
court off my back.” The clinician should ask the client, “What do you have
to do to get the court off your back?”
The following are some commonly used solution-focused tasks.

Formula First Session Task

Between now and next the time we meet, we[l] would like you to observe,
so that you can describe to us[me] next time, what happens in your [pick
one: family, life, marriage, relationship] that you want to continue to have
happen. (de Shazer, 1985, p. 137)

Clients in crisis situations often feel that nothing is going right for them
and that they are losing control of their lives. This task helps refocus clients’
attention to something they are doing well rather than problems or failures.
This change of focus can lead to clients realizing that there still is something
working in their lives, and thus they can have some sense of control of their
life situation (Berg, 1994).

The name of this task comes from its successful use at the end of the first
session with a wide variety of clients regardless of presenting problem (de
Shazer et al., 1986). The formula first session task is especially useful with
clients who present vaguely defined problems and are not responsive to the
clinician’s attempt to define them more concretely and specifically. In one
follow-up survey on the use of the formula first session task, 89% of clients
reported at the next session that they noticed things they wanted to continue,
and 92% of these clients said that at least one was something “new or differ-
ent” (de Shazer et al., 1986, p. 217).

Keep Track of Current Successes

Identify the ways you are able to keep doing ___ (behaviors which are
exceptions to the problem behavior). (Molnar & de Shazer, 1987, p. 356)

or
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Pay attention to and keep track of what you do to overcome the temptation
or urge to ... (perform the symptom or some behavior associated with the
problem). (Berg & Gallagher, 1991, p. 101; Molnar & de Shazer, 1987, p. 356)

or

Between now and the next time we meet I would like for you to pay atten-
tion and notice when you have moved up one point on the 0 to 10 scale and
what you did to get that to happen.

The purpose of this task is to help clients focus on what skills and abili-
ties they have and use them to improve their situation. The more specific and
detailed the clients are in making these descriptions, the more likely they are
to incorporate such behaviors in their behavioral repertoire. Furthermore,
the more they notice the connections between their behavior and positive
outcomes, the more likely they are to have a sense of control over their prob-
lematic situation.

Prediction Task

Oftentimes the client experiences the problem as outside her or his control.
The client is able to identify exceptions but believes that she or he has no con-
trol over these occurrences. In the prediction task the client is asked to pre-
dict or rate something, such as, “First thing each morning rate the possibility
of __ (an exception behavior) happening before noon” (Molnar &
de Shazer, 1987, p. 356). The purpose of this task is to help clients realize that
the exception behaviors may be much more within their control than they
think. Having a client keep a careful record of what he or she predicted and
how the day actually turned out will produce important insights into the cli-
ent’s ability to make what appears to be a random or spontaneous exception
into a deliberate one (Berg, 1994). The crisis worker can then encourage the
client to do more of such deliberate exception, ultimately making the excep-
tion into the rule.

Pretend the Miracle Has Happened

This task asks the client to pick a day on which to pretend that a miracle
has happened and the problem or crisis that brought him or her for help
is solved. The worker should encourage the client to do everything that he
or she would do if the miracle had happened and to keep track of what
seems different about him- or herself and how other people react to these
differences (Berg, 1994). The purpose of this strategy is for clients to have a
reason to have good feelings and successes in a way they otherwise would
not. Clients do not need to wait for a miracle to happen before they can
experience good feelings, thoughts, and behaviors that are associated with a
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problem-free situation. This task allows clients to learn that they can turn a
desired “fantasy” into a reality.

Solution-focused tasks have been shown to be effective in a wide variety of
problem situations. The important issue for the worker, however, is to find a
good fit between the client’s circumstances and strengths and the task assign-
ment. The worker has to judge whether the task appears to make sense to
the client and the client’s readiness to engage in the specific task assignments.

Step 6: Terminating and Following Up

A person in a crisis situation usually experiences significant disequilibrium.
Crisis intervention attempts to prevent a person from stabilizing at a regressed
level of functioning and preferably helps a person reestablish equilibrium
with increased coping abilities. An important criterion for termination is
for the client to return to the previous level of functioning, if not a higher
one, rather than having all of his or her problems solved. In this regard, a
solution-focused approach shares a philosophy with crisis intervention with
respect to termination. A solution-focused approach perceives that life is full
of problems to be solved, and it is simply not realistic for clients to solve all
their problems before terminating the case. Instead, specific goal achievement
is identified as the criterion for termination. Therefore, at termination, the
worker assists clients to review their specific goals, assess their readiness for
termination, and anticipate possible future setbacks. Scaling questions are
frequently used in the process. The following examples illustrate the process.

The Doubtful Single Father

John was a 37-year-old single father with a 9-year-old son, Justin, who has
been diagnosed as having attention deficit hyperactivity disorder. The father
has learning difficulties of his own and did not finish high school. John is sepa-
rated from Susan, Justin’s mother, who has some serious “mental problems”
and “poor parenting skills.” Justin chose to live with his father. In addition to
the separation and the stresses of single parenting, John’s mother died recently,
and he became very depressed. Two months ago he got drunk, and the apart-
ment caught on fire, apparently from a lighted cigarette. Luckily, no one got
hurt. The Children Services Department got involved because of suspected
child neglect. John had six sessions of crisis intervention and made tremendous
improvement. Although John was still lacking confidence in his parenting, both
John and the worker thought termination was in order at this time.

Worker: John, suppose when we first started meeting, your ability to
take care of Justin was at 1 and where you wanted your par-
enting ability to be was at 10. Where would you say you are at
today between 0 and 10? (Evaluating progress)

Client: Iwould say I am at maybe 6 or 7.
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Worker: That’s a lot of progress. Looking back, what have you done to
help yourself to be an adequate parent?

Client: Well, I keep telling myself that I don’t want to mess up the
life of my son. Later on when I thought about it, I didn’t dare
to think about what would happen if I'd set the apartment
on fire.

Worker: So, you remind yourself a lot that you don’t want that to hap-
pen again. What else have you been doing that’s helpful?

Client: Hey, the list that we came up with helps me a lot (client
referred to a checklist that the worker developed with him
about things that he should do regarding adequate parenting).
I put it on the fridge so I can see it every day.

Worker: I'm glad to hear that. What else have you been doing with
Justin that’s helpful? (Try to get a behavioral description of the
interaction between father and son)

Client: With Justin. ... Oh, I guess I do more things with him. He
really likes it.

Worker: You know you have made terrific progress since we started.

I just wonder on a scale of 0 to 10, with 10 meaning you have
every confidence that you will keep up with your progress
and 0 meaning you have no confidence at all to maintain the
changes, where would you put yourself between 0 and 10
today? (Evaluating confidence to maintain the changes)

Client: T don’t know, maybe 5. Sometimes I have doubts about
whether the situation would go back again.

Worker: So, you’re a little bit uncertain. What would it take for you to
move from a § to a 6?

Client: Maybe I just have to keep doing what I’'ve been doing. Well,
it’s good to have someone reminding me, I guess.

Worker: Who may be a good person to remind you?

Client: Let me think. My sister is really concerned about Justin and
me. She would probably like to help if T ask her.

Worker: How easy would it be for you to talk to her about this?

Client: Very easy; there should be no problem.

Worker: I want to ask you a slightly different but very important ques-
tion. What would be the earliest sign to you that you are start-
ing to go backward? What would your sister notice about you
that would tell her that you are beginning to slip?

The primary task at termination is for clients to evaluate and consolidate
their progress. It is important for clients to know what is working for them
so they can connect their own action to the successful outcomes. In this way,
life is no longer a series of crises that are beyond their control. They can
actively participate in creating solutions and enhance their skills and com-
petencies as a result of the experience. The emphasis is no longer on deficits;
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instead, clients’ strengths are recognized and celebrated. The use of the com-
pliment is especially important for clients who have successfully coped with
a crisis. A general guideline is for clients to own and take full credit for their
successes.

Besides evaluating and celebrating positive progress, it is important to
assist clients to go beyond current successes and develop indicators that will
tell them when they may need help in the future. A solution-focused approach
views problems as both normal and inherent in human living. Therefore,
helping clients to ameliorate all their problems is less realistic than helping
clients to recognize times when they will need help again and/or giving them
the skills for dealing with new problematic situations when they occur.

Sometime after termination of crisis intervention, the crisis worker, when-
ever possible, should contact the client to see how well she or he is doing
(Roberts, 1991, 1996). The length of time between termination and follow-up
will vary, but follow-up usually should occur within 1 month (Roberts, 1991,
1996). At termination the worker should inform the client that he or she
will want to make a follow-up contact and seek permission to do so. Such
a contact can help support and consolidate the client’s continued successes,
solutions, and strengths. In addition, during a follow-up contact the worker
can make a referral for longer-term clinical work if the client requests it.
Most therapeutic approaches do not make follow-up an explicit component,
and solution-focused therapy is no exception. The authors of this chapter,
however, agree with Roberts in this regard.

SUMMARY AND CONCLUSION

Although crisis intervention and solution-focused therapy come from dis-
tinct therapeutic traditions, they do have commonalities. For instance, crisis
intervention perceives most crises as self-limiting in that the state of disequi-
librium usually lasts 4 to 6 weeks (Parad & Parad, 1990). Consequently, cri-
sis work tends to be immediate, short-term, and intense. A solution-focused
approach also emphasizes a rapid and brief response to clients’ help-seeking
efforts and is consistent with the 4- to 6-week time frame given that the aver-
age number of sessions regardless of presenting problem is between 3 and 5
(Macdonald, 2007).

Although a solution-focused approach assumes clients already have
resources and strengths and that the purpose of intervention is to help cli-
ents successfully deal with their presenting problem(s) by utilizing what they
bring with them to the treatment situation, it does not deny that at times
a more direct approach may be necessary. A solution-focused approach
encourages clients to look for exceptions to the problem and do more of
the exception-maintaining patterns. A crisis event, however, may be so novel
that new coping and problem-solving skills are needed. In a solution-focused
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approach, if no exceptions can be found, clients are encouraged to do some-
thing different. In fact, one of the basic tenets of solution-focused therapy is
“If it works, do more of it. If it doesn’t work, don’t do it again, do something
else” (de Shazer et al., 1986, p. 212). In addition, even a solution-oriented cri-
sis worker may need to actively provide concrete services, practical support,
information, and other interventions that will help alleviate clients” immedi-
ate disequilibrium in their life situations—actions that are not emphasized
in a typical solution-focused approach. The authors of this chapter, however,
encourage crisis workers, whenever possible, to not use a direct approach too
quickly before trying a solution-focused approach. A more direct approach
may quickly resolve the presenting crisis but may not leave the client with a
greater sense of strength, competence, and empowerment.

Experience, skilled judgment, flexibility, and individualized treatment may
best describe the wisdom required in using a solution-focused approach to
crisis intervention. For many years now, the crisis intervention literature has
recognized the “opportunity” inherent in a crisis situation: A person can expe-
rience notable personal growth if the situation is handled successfully (Caplan,
1964). This chapter adopts a strengths perspective operationalized by the use of
solution-focused therapy integrated with crisis intervention. It is assumed that
clients, in spite of their crisis situation, have a diverse repertoire of strengths
and skills that they are not currently noticing. In solution-focused crisis inter-
vention, clients are assisted in discovering and amplifying their strengths and
resources—an intervention approach that envisions clients’ new learning and
strengths through the passages of life. This approach provides clinicians with
a systematic way to work with clients’ strengths and resilience to help them
handle crises and experience personal growth and development.

There are numerous reports in the literature of successfully using
solution-focused therapy with clients in crisis and difficult situations such
as those who are suicidal (Kondrat & Teater, 2012; Sharry, Darmody, &
Madden, 2002; Softas-Nall & Francis, 1998a, 1998b); those who have a
serious mental disability (Hagen & Mitchell, 2001; Rhodes & Jakes, 2002;
Rowan & O’Hanlon, 1999; Schott & Conyers, 2003) or are physically dis-
abled (Johnson & Webster, 2002); those who have experienced child abuse
or neglect (Berg & Kelly, 2000); those who are victims of domestic violence
(Lee, Sebold, & Uken, 2002, 2003); those who have experienced trauma and
PTSD (Bannink, 2014; Dolan, 1991; O’Hanlon & Bertolino, 1998; Tambling,
2012); and those who have inflicted self-harm (McAllister, et al., 2008;
Selekman, 2002, 2009). The authors believe that a solution-focused approach
to crisis intervention is the treatment of choice in the majority of crisis situ-
ations. In a review of the research on the effectiveness of solution-focused
therapy, Gingerich and Peterson (2012) state: “We conclude there is strong
evidence that solution-focused brief therapy is an effective treatment for a
wide variety of behavioral and psychological outcomes and, in addition, it
appears to be briefer and less costly than alternative approaches” (p. 281).
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However, the studies of the effectiveness of solution-focused therapy have
been done in clinical situations where the treatment was considered to be
brief therapy of 10 or fewer sessions.

Because of ethical concerns, it is difficult if not impossible to conduct
randomized controlled studies of the effectiveness of crisis intervention in
briefer periods of time such as crisis emergencies. Currently, there are no
well-designed studies that document the effectiveness of a solution-focused
approach to crisis intervention. However, in a previous job at a crisis hotline,
one of the authors documented that shortly after solution-focused techniques
were introduced to the staff, the time spent on the telephone with chronic
callers decreased from 1,000 minutes to 200 minutes in a 1-month period.
Only future research can shed light on what this dramatic decrease means
and whether it can be attributed to the use of a solution-focused approach.

To be consistent with the strengths-based orientation of solution-focused
therapy, researchers have emphasized the importance of using instruments
that have a strengths-based focus (Smock, 2012). Smock identifies and
reviews several measures that could be effectively used in researching the
effectiveness of solution-focused therapy in general. Many solution-focused
clinicians are routinely using the Outcome Rating Scale (ORS) and the
Session Rating Scale (SRS) to monitor the client’s response to intervention
and progress (Guterman, 2013; Murphy, 2008). The ORS and SRS, devel-
oped by Barry Duncan and Scott Miller and their colleagues (Miller, Duncan,
Sorrell, & Brown, 2005), make up what Duncan and Miller have referred to
at various times as the Partners for Change Outcome Management System
(PCOMS), the Client-Directed Outcome Informed (CDOI) approach, or
Feedback Informed Treatment (FIT). The ORS and the SRS each consist of
four items using Likert scaling and have established validity and reliability.
The client completes the ORS at the beginning of a session to find out how
he or she is doing and then completes the SRS at the end of the session to
find out his or her view on how the interview went. To monitor the client’s
response to treatment, the ORS and SRS are completed each time the cli-
ent and clinician meet. The primary purpose of this process is to provide
feedback to the clinician and client regarding how the client is responding
to treatment. If the client is not making progress or even getting worse, the
clinician needs to adjust his or her approach to the clinical work and do
something different. Although the ORS and SRS can be used with any theo-
retical approach to treatment, using them is also now officially considered to
be evidence based. That is, using them not only provides feedback on client
progress but also significantly contributes to client improvement.

However, in a behavioral emergency there may not be time for a client to
complete the ORS and SRS, and even if there is enough time, the client may
not be interested in doing so. It has been the authors’ experience that using
the 0 to 10 scale can accomplish the same purpose as the ORS and SRS.
Using the 0 to 10 scale not only can provide feedback on client progress but
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also is an intervention itself that can be used throughout the interview, not
just at the beginning and end. Greene and Lee (2011) note that some studies
have found that the 0 to 10 scale correlates well with other measures with
established validity and reliability; however, more research needs to be done
to further examine this.
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Differentiating Among Stress, Acute
Stress Disorder, Acute Crisis Episodes,

Trauma, and PTSD: Paradigm and
Treatment Goals

KENNETH R. YEAGER
ALBERT R. ROBERTS

Why focus on the distinguishing components among stressors, acute stress
disorders, acute crisis episodes, and post-traumatic stress disorder (PTSD)?
Can clear operational definitions and specific case illustrations clarify
the parameters and differences among these four clinical concepts? What
types of treatment goals are effective in treating the persons encountering
the four events and disorders? What are the components of a diagnostic
stress-crisis-trauma-PTSD paradigm? This chapter answers these vital ques-
tions. In addition, we thoroughly examine the clinical issues and contro-
versies, diagnostic indicators, and treatment goals necessary for advancing
mental health assessment, crisis intervention, and trauma treatment. We aim
to enhance theory building, assessment, and practice skills in behavioral
health and public health and medical settings.

There are few human conditions that are so diversely described as stress,
crisis, and trauma. Many report that stress helps them to work productively
and meet multiple deadlines; others report on the stressful burden of manag-
ing a professional career, parenting children, and caring for aging parents,
launching the individual into a downward spiral that culminates in physical
and emotional consequences of tremendous proportion. Then there is the
term crisis, which some people use when they are having a bad day, as in
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“one crisis after another.” In sharp contrast to stress and crisis perceptions,
trauma reactions are frequently precipitated by a random, sudden, and arbi-
trary traumatic event, such as a natural disaster, terrorism and mass murder,
violent sexual assault, or drive-by shootings (Roberts, 2002). One reason for
the overuse of the words stress, crisis, and trauma is a lack of understanding
of the true definitions and parameters of each term. Frequently in the aca-
demic literature, the definitions are overlapping.

Individuals do not respond to stress in the same manner. Responses are
unique and often determined by each individual’s personality and character,
temperament, other stressors that day, protective factors and coping skills,
adaptability to change and unexpected events, support system, and the inten-
sity and duration of the stressor. Therefore, what is simple stress for one
individual may result in the onset of a crisis episode or traumatic reaction for
another (Corcoran & Roberts, 2000). At times, this confusion leads to denial
or underestimation of stress and related conditions and a buildup of multiple
stressors without effectively adapting and coping.

In a similar way, there has been dispute and confusion regarding PTSD
since its introduction into the Diagnostic and Statistic Manual of Mental
Disorders (DSM-III) in 1980. Historically, the DSM-III-R and DSM-IV
PTSD committees implemented remarkable changes in the original DSM-III
diagnostic criteria. Yet some continue to question the accuracy of this diag-
nosis or even the existence of an actual disorder beyond that of a social
construct. Scott (1990), Summerfield (2001), Young (2004), and Jones and
Wessely (2007) remarked that the diagnosis of PTSD at worst failed to
consider or at best obscured the role of secondary gain in discussion of the
phenomenon of failure to recover as associated with the disorder. Finally,
McHugh and Treisman (2007) argued that the diagnosis of PTSD moved the
field of mental health away from an understanding of the normal psychologi-
cal response to trauma.

This chapter delineates and presents for discussion a trimodal approach to
understanding and addressing stress, crisis, trauma, and PTSD. We define and
compare each term, outlining similarities that contribute to confusion among
mental health professionals. Case examples will demonstrate methodology
to accurately delineate and discuss the degree and severity of the issue facing
each individual, applying the solution-focused approach, crisis intervention,
and a strengths perspective.

HISTORICAL OVERVIEW, TERMS,AND
CURRENT EVIDENCE

Stress: Any stimulus, internal state, situation, or event with an observable
individual reaction, usually in the form of positively or negatively adapting
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to a new or different situation in one’s environment. The concept generally
refers to the nature of an experience, resulting from the person interact-
ing in the context of his or her environment, through either physiological
overarousal or underarousal, with an outcome of psychological or physi-
ological distress (bad stress outcome) or eustress (good stress outcome).
Stressors range from minor to major and can be positive or negative events.
Generally, stressors are life events such as daily annoyances, pressures at
home or on the job, marital discord and conflicts, emergencies, motor vehi-
cle accidents, illness, and injury. Positive stressful life events and transitions
include the birth of a child, a graduation ceremony, a family vacation, and
a job promotion.

Mason (1975) developed one of the most inclusive operational defini-
tions of stress, stressors, and stressful experiences. Mason delineated a con-
ceptual framework and application of three different definitions of stress to
unravel some of the confusion with general usage of the concept. Stress may
be caused by (a) an internal state of the organism, also known as strain based
on both the physiological and the psychological reactions; (b) an external
event or stressor, such as combat trauma and natural disasters; major life
events, such as marriage, divorce, and being laid off; noxious environmental
stressors, such as air pollution and overcrowding; or role strain, such as a
bad marriage; or (c) an experience that arises from a transaction between a
person and his or her environment, particularly where there is a mismatch
or poor fit between the individual’s resources and the perceived challenge,
threat, or need (Mason, 1975).

Hans Selye (1956) concluded from his influential physiological research,
“Stress is part of life. It is a natural by-product of all our activities. ...
The secret of life is the successful adjustment to ever-changing stress”
(pp. 299-300). According to Selye’s general adaptation syndrome, there are
generally three stages in the human body’s reaction to extreme stress. First
is the alarm reaction, in which the body stirs its defense mechanisms—the
glands, hormones, and nervous system—into action. Second is the adaptation
stage, when the body fights back (e.g., the arteries can harden when the heart
is under pressure). Third is the exhaustion stage, when the body’s defenses
seem to be unable to cope, and the individual becomes seriously ill and may
die (Selye, 1956). Selye concludes that the best way to survive and thrive is to
adapt and respond in positive ways to the stress of life.

Stressors frequently are characterized as ranging from minor to major and
as negative or positive stimuli or events. They are inclusive of daily problems.
Sometimes they appear as pressure; at other times, stressors are described
as disturbing annoyances. Events such as intense marital strife or discord,
physical illness of family members and friends, hospitalization of family
members, caring for children and loved ones, accidents, emergencies, being
responsible for a child with special needs or a terminally ill aging parent, job
pressure to perform, financial difficulties, and even moving across town or
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severe weather can present as stressors. The challenges that are framed by
stress, both positive and negative, provide defining structures for meaning
in our day-to-day lives. The complete absence of stress can lead to boredom
and lack of meaning in one’s life. Too much stress, or a pileup of multiple
stressors without effective coping, frequently can have a detrimental impact
on an individual’s physical and mental health.

Some careers, such as rescue work, emergency service work, surgical and
emergency medicine, and law enforcement, are known to be highly stress-
ful and physically demanding. In these high-stress jobs, people may thrive,
be continually re-energized, and experience occupational growth, or they
may encounter vicarious traumatization. Hans Selye, a Nobel laureate and
founder of the International Institute of Stress in Montreal, in an interview
with Modern Maturity magazine (Wixen, 1978), stated that he thrived on
and derived considerable satisfaction from an extremely demanding sched-
ule. Directly prior to the interview, Dr. Selye had spoken at a major medical
conference in Europe, slept 4 hours, then traveled 2,500 miles to Houston
and his next interview and conference speaking engagement. The next day he
flew to Montreal and 2 days later began a 9-day speaking tour throughout
Scandinavia. Dr. Selye never tried to avoid stress; instead, he indicated that
stress gave him pleasure and a great degree of satisfaction (Wixen, 1978).
In contrast, Regehr’s (2001) recent article focuses on vicarious traumatiza-
tion of the hidden victims of disaster and emergency rescue work and the
positive and negative effects of group crisis intervention and critical incident
stress debriefings with worker stress reactions and the symptoms of PTSD.
Regehr systematically reviews the strengths and limitations of crisis debrief-
ing groups.

When intensely stressful life events and well-documented physiological
events are placed in motion, these physiological responses to stressors are
best described as a chain of biochemical reactions that have the potential
to impact all major organ systems. Stress begins in the brain. Reaction to
perceived stressful or emergency events triggers what Walter Cannon (1927)
described as the fight-or-flight response. In response to neurochemical mes-
sages, a complex chain reaction is triggered, impacting specifically serotonin,
norepinephrine, and dopamine. Adrenal glands release adrenaline and other
hormones. The immediate physiological responses are an increased heart rate
and blood pressure, dilated pupils, and a heightened sense of alertness. These
responses are linked to the survival mechanism of the human and have been
present since the beginning of humankind (Chrousos & Gold, 1992; Haddy &
Clover, 2001; McEwen, 1995).

Many have attempted to answer the question of the impact of stress. Simply
put, how much stress is too much? There appears to be no definitive answer,
as the same amount and type of stress may lead to negative consequences
for one individual and have little to no impact on another. Thomas Holmes
and Richard Rahe (1967) constructed a social readjustment rating scale after
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asking hundreds of people from a variety of backgrounds their response to
changing life events and to rank the relative degree of adjustment necessary
to address these life-change units (LCUs). For example, a child leaving for
college = 28 LCUs; job promotion = 31 LCUs; marital separation = 56 LCUs;
and death of a spouse = 100 LCUs. An accumulation of 200 or more LCUs in
a single year increases the incidence of psychosomatic disorders.

Dohrenwend and Dohrenwend (1974) trace the relationship between
stressful life events and physical illnesses as well as psychiatric disor-
ders. Their review of the research indicates that a pileup of certain types
of stressful life events is correlated with depression, heart disease, and
attempted suicide. There is some research evidence that indicates specific
types of stressful life events, such as marriage, marked trouble with your
boss, being incarcerated, and death of a spouse, can play a significant
role in the causation of several psychosomatic and psychiatric disorders
(Dohrenwend & Dohrenwend, 1974). However, it should be noted that
Dohrenwend and Dohrenwend document the methodological flaws and
sampling biases in many of the early studies and aptly recommend greater
use of prospective designs and controlled studies and development of reli-
able and measurable attributes of stressful life events and environmentally
anchored measures.

Specific psychic stress: May be defined as a specific personality response or
an unconscious conflict that causes a homeostatic disequilibrium contrib-
uting to the development of psychosomatic disorder. (Kaplan & Sadock,
1998, p. 826)

The changes that the body experiences in response to stress have long been
thought to present a significant health threat. Franz Alexander (1950) hypoth-
esized that unconscious conflicts are associated with certain psychosomatic
disorders. For example, Friedman et al. (1984) identified the high-strung,
so-called Type A personality as a stress response that predisposes a person to
coronary disease. Clinical studies continue to confirm the connection between
stress and vulnerability to illness, for instance, in decreased resistance to
infection. There is remarkable evidence that persons under intense stress for
long periods are more susceptible to the common cold. Recent research has
demonstrated some of the impact of stress on the immune system’s ability to
fight illness. One such study demonstrated that women who scored highest
on psychological stress scales had a shortage of cytokines, a set of proteins
produced by the immune system to aid in the healing process. Despite recent
advances, medical researchers are unable to explain the highly individual-
ized response to stress. Many conclude that environmental factors combined
with genetic makeup and innate coping skills are the best determinants of an
individual’s personal reaction to stress (Powell & Matthews, 2002; Cutler,
Yeager, & Nunley, 2013).
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Crisis: An acute disruption of psychological homeostasis in which one’s
usual coping mechanisms fail and there exists evidence of distress and
functional impairment. The subjective reaction to a stressful life experience
that compromises the individual’s stability and ability to cope or function.
The main cause of a crisis is an intensely stressful, traumatic, or hazardous
event, but two other conditions are also necessary: (1) the individual’s per-
ception of the event as the cause of considerable upset and/or disruption;
and (2) the individual’s inability to resolve the disruption by previously
used coping mechanisms. Crisis also refers to “an upset in the steady state.”
It often has five components: a hazardous or traumatic event, a vulnerable
state, a precipitating factor, an active crisis state, and the resolution of the
crisis. (Roberts, 2002, p. 1)

This definition of crisis is particularly applicable to persons in acute crisis
because these individuals usually seek help only after they have experienced
a hazardous or traumatic event and are in a vulnerable state, have failed
to lessen the crisis through customary coping methods, lack family or com-
munity social supports, and want outside help. Acute psychological or situ-
ational crisis episodes may be viewed in various ways, but the definition we
are using emphasizes that a crisis can be a turning point in a person’s life.
Crisis intervention occurs when a counselor, behavioral clinician, or thera-
pist enters into the life situation of an individual or family to alleviate the
impact of a crisis episode by facilitating and mobilizing the resources of those
directly affected. Rapid assessment and timely intervention on the part of cri-
sis counselors, social workers, psychologists, or child psychiatrists are of par-
amount importance. Crisis intervenors should be active and directive while
displaying a nonjudgmental, accepting, hopeful, and positive attitude. Crisis
intervenors need to help crisis clients to identify protective factors, inner
strengths, psychological hardiness, or resiliency factors that can be utilized
for ego bolstering. Effective crisis intervenors are able to gauge the seven
stages of crisis intervention, while being flexible and realizing that several
stages of intervention may overlap. Crisis intervention should culminate in a

restoration of cognitive functioning, crisis resolution, and cognitive mastery
(Roberts, 2000a).

Acute stress disorder: Acute stress disorder (ASD) is a common acute
post-traumatic syndrome, which is strongly associated with the later
development of post-traumatic stress disorder. ASD represents both
an acute pathological reaction to trauma and the role of dissociative
phenomena in both short-term and long-term reactions to trauma. The
development of characteristic anxiety and dissociative and other symp-
toms that occurs within 1 month after exposure to an extreme traumatic
stressor. As a response to the traumatic event, the individual develops
dissociative symptoms. Individuals with ASD may have a decrease in



Stress, Acute Stress Disorder, and PTSD 105

emotional responsiveness, often finding it difficult or impossible to expe-
rience pleasure in previously enjoyable activities and frequently feeling
guilty about pursuing usual life tasks. (American Psychiatric Association
[APA], 2013)

The main difference between the DSM-IV and DSM-5 is in the stressor
criterion (Criterion A) for ASD. The criterion change requires specificity
regarding whether the traumatic events were experienced directly, witnessed,
or experienced indirectly. Additionally, the DSM-IV Criterion A2 address-
ing the subjective reaction to the traumatic event has been eliminated. This
change builds on the evidence that acute post-traumatic reactions are het-
erogeneous and that DSM-IV’s previous emphasis on dissociative symptoms
may have been overly restrictive; individuals may meet the diagnostic criteria
in the DSM-5 for ASD if they exhibit any 9 of 14 listed symptoms in the
categories of intrusion, negative mood, dissociation, avoidance, and arousal
(APA, 2013).

Trauma: Psychological trauma refers to human reactions to traumatic
stress, violent crimes, infectious disease outbreaks, and other dangerous
and life-threatening events. For psychological trauma to occur, the indi-
vidual’s adaptive pathways become shut off as a result of overexposure
to stress hormones. Persistent hyperarousal mechanisms related to the
traumatic event continually reoccur and are amplified by traumatic recol-
lections stored in the brain. The victims of trauma find themselves rap-
idly alternating their mental states between relatively calm and peaceful
to states of intense anxiety, agitation, anger, hypervigilance, and extreme
arousal. (Roberts, 2000, pp. 2-3)

Psychological trauma, or the human trauma response, can take place soon
after observing or being the victim of a traumatic stressor or event. This is usu-
ally the case in ASD. However, many times, individuals have a delayed reac-
tion to a traumatic event; after a delay of several weeks to several months, the
reaction usually surfaces in the form of symptoms of psychological trauma
such as avoidance of familiar surroundings, intense fears, sudden breaking
of appointments, social isolation, trancelike states, sleep disturbances and
repeated nightmares, depressive episodes, and hyperarousal.

According to Terr (1994), there are two types of trauma among children.
Type 1 refers to victims who have experienced and suffered from a single
traumatic event. Type II trauma refers to victims who have experienced mul-
tiple traumatic events, such as ongoing and recurring incest, child abuse, or
family violence; the exception is an extremely horrific single traumatic occur-
rence that is marked by multiple homicides and includes dehumanizing sights
(e.g., dismembered bodies), piercing sounds, and strong odors (e.g., fire and
smoke).
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Personalimpactinthe aftermath of potentially stressful and crisis-producing
events can be measured by the following:

o Spatial dimensions: The closer the person is to the center of the tragedy,
the greater the stress. Similarly, the closer the person’s relationship is to
the victim, the greater the likelihood of entering into a crisis state.

o Subjective crime clock: The greater the duration (estimated length of
time exposed and estimated length of exposure to sensory experiences,
such as an odor of gasoline combined with the smell of a fire) that an
individual is affected by the community disaster, violent crime, or other
tragedy, the greater the stress.

e Reoccurrence (perceived): The greater the perceived likelihood that the
tragedy will happen again, the greater the likelihood of intense fears,
which contribute to an active crisis state on the part of the survivor
(Young, 1995).

Post-traumatic stress disorder: A set of typical symptoms that develop after a
person sees, is involved in, or hears of “an extreme traumatic stressor.” PTSD
is an acute, chronic, delayed, debilitating, and complex mental disorder. It
includes altered awareness, detachment, dissociative states, ego fragmentation,
personality changes, paranoid ideation, trigger events, and vivid intrusive trau-
matic recollections. PTSD is often comorbid with major depression, dysthy-
mia, alcohol or substance abuse, and generalized anxiety disorder. The person
reacts to this experience with fear and helplessness, sleep disturbances, hyper-
arousal and hypervigilance, persistently reliving the event through graphic
and magnified horrific flashbacks and intrusive thoughts, and unsuccessful
attempts to avoid being reminded of it. The symptoms must last for more than
a month and must significantly affect important areas of life. (APA, 2013)

The DSM-$ criteria for PTSD differ greatly from those in DSM-IV. As
previously noted, the stressor criterion (Criterion A) is more specific regard-
ing the individual experience of the traumatic events. Additionally, Criterion
A2 (subjective reaction) has been removed, with focus on symptom clus-
ters of re-experiencing, avoiding/numbing, and arousal have been expanded
by separating avoidance and persistent negative alterations in cognitions
and mood, which retains the majority of the DSM-IV numbing symptoms.
Additional changes include the reconceptualized symptoms of persistent neg-
ative emotional states and alterations in arousal and reactivity, again main-
taining the majority of the DSM-IV arousal symptoms. This also has been
expanded to address irritability, aggression, recklessness, and self-destructive
behaviors. Finally, PTSD is now sensitive to developmental stage for children
and adolescents as diagnostic thresholds have been lowered, with separate
criteria for children 6 years or younger with this disorder.

Some stressors are so severe that individuals may be more susceptible
to the overwhelming effects of the experience. PTSD can arise from war
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experiences, torture, natural disasters, terrorism, rape, assault, or serious
accidents.

The history of PTSD begins with Jacob DaCosta’s paper “On Irritable
Heart” (1871), which describes the symptoms of stress witnessed in Civil War
soldiers. Initially the disorder was referred to as traumatic neurosis, reflecting
the strong influence of psychoanalysis. This was replaced by the term shell
shock during World War 1, as psychiatrists hypothesized this was the impact
of brain trauma resulting from the percussive blows of exploding bombshells.
It was not until 1941, when the survivors of the Coconut Grove nightclub
fire began to demonstrate symptoms of nervousness, nightmares, and graphic
recollections of the tragedy that the definition was expanded to include opera-
tional fatigue, delayed grief, and combat neurosis. It was not until the return
of Vietnam War veterans that the notion of post-traumatic disorder emerged
in its current context. Throughout the history of this disorder, one inescapable
fact has been present: The appearance of the disorder was roughly correlated
with the severity of the exposure to stressors, with the most severe stressors
resulting in the emergence of characteristic symptomatology in the victims.
Currently, there is a growing body of evidence to demonstrate that traumatic
experience can cause significant psychological difficulties for large numbers of
people via situations such as natural disasters (Smith et al., 2014).

As previously stated, the critical feature of PTSD is the development of
characteristic symptoms after exposure to an extreme traumatic stressor
involving direct personal experience of an event or direct or threatened death
or severe injury, threat to one’s physical integrity or that of another person,
or being witness to an unexpected violent death, serious harm, or threat of
injury to self or another. In the DSM-S5 this has been changed to be explicit as
to whether the qualifying trauma events were experienced directly, witnessed,
or experienced indirectly. Although many people demonstrate great resilience
in the face of such adversity, demonstrating only short-lived or subacute
stress reactions that diminish over time (Bonanno & Diminich, 2013), for
others, a range of psychological difficulties may develop following trauma.

The 2000 National Comorbidity Survey—Replication (NCS-R) esti-
mated lifetime prevalence of PTSD among trauma-exposed adults in the
United States to be 6.8% (9.7% in women and 3.6% in men) and cur-
rent (12-month) prevalence to be 3.6% (5.2% in women and 1.8% in
men), or more than 7.7 million American adults per year (Kessler et al.,
2005). Some demographic or occupational groups, such as police, fire/
EMS, healthcare workers, and military personnel, are at higher risk of
PTSD because of higher rates of exposure to trauma (National Institutes
of Mental Health, 2012).

Prevention, early identification, and management of PTSD can reduce
significantly the burden of suffering experienced by the individual and the
cost experienced by society. Two different prevention strategies have been
used. The first strategy, universal prevention, is to deliver interventions to all
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people exposed to a trauma, regardless of symptoms or risk of developing
PTSD. The second strategy is a targeted prevention intervention that is based
on the assumption that while many people experience some symptoms of
PTSD after trauma, only a relatively small percentage develop the psychiatric
disorder of PTSD and its associated disability. Hence, the goal of a targeted
approach to prevention is to identify, from the larger population exposed to a
traumatic event, those who are at the greatest risk of developing the disorder
of PTSD and then intervene only with those at high risk.

Interventions to prevent PTSD might involve a variety of psychologi-
cal and pharmacological approaches, including but not limited to new and
emerging interventions such as approaches from complementary and alter-
native medicine. These interventions are intended to be used both separately
and in combination depending on individual need and preference (Agency
for Healthcare Research and Quality, 2011). Despite evidence that some
early interventions, such as certain forms of debriefing, are not effective for
preventing PTSD or might even cause harm, these approaches are still widely
used. One recent randomized control study concluded that although the use
of debriefing did not prevent the onset of PTSD, it was effective in reduc-
ing harmful self-treatment approaches by the individual such as reducing
harmful alcohol consumption/abuse (Tuckey & Scott, 2014). The continued
application and evolution of debriefing indicate that advances in therapeutic
approaches have improved debriefing processes. Despite continued uncer-
tainty and controversy within the field regarding this intervention that intui-
tively seems as if it should help, prudence would dictate greater consideration
should be given to scientific evidence when weighing all form of crisis inter-
vention benefits and harms.

Currently, evidence supporting the efficacy of most interventions used to
prevent PTSD is growing, but additional research will be required to deter-
mine best practices. We believe that developing a clinical prediction algo-
rithm to identify those who are at high risk of developing PTSD after trauma
exposure is perhaps a more crucial next step in the field of PTSD prevention
than continuing to study which interventions are more effective than others.
The ability to identify people most at risk for developing PTSD and then
to evaluate the effectiveness of prevention interventions in those individuals
should be the focus of ongoing clinical and research efforts (Cutler, Yeager, &
Nunley, 2013).

To begin this process, we will address the need for a consolidated approach
to individual and group psychological crisis intervention. Schnurr (2013) indi-
cated that 89.6% of adults may experience a traumatic event over the course
of their lifetime. Previous thought has linked the risk of exposure to trauma
to specific occupational groups, including the military, firefighters, and law
enforcement. However, recent events have expanded this scope to include
educators, emergency medical personnel, and even innocent bystanders, as
demonstrated after the September 11 terrorist attack in New York City.
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The need for prompt intervention cannot be overestimated. More than
a decade ago, Swanson and Carbon (1989) began writing on the need for
prompt intervention in cases of stress, crisis, and trauma for the APA’s task
force on the treatment of psychiatric disorders. Concurrently, Roberts’s
seven-stage model of crisis intervention emerged, urging a systematic and
eclectic approach to crisis intervention. There is an emergent need and strong
argument for providing immediate aid and forming a treatment alliance with
psychological trauma victims. The question is not whether to provide emer-
gency psychological services but how to frame the interactions and diagno-
ses in a manner that provides accurate and consistent individualized care
approaches.

A CLINICAL FRAMEWORK

It is not difficult to understand the confusion experienced by practitioners
surrounding the terms stress, trauma, and crisis, which are used to describe
not only the event or situation but also an individual’s response to the event
and, at times, the diagnosis associated with that response. It is important to
differentiate the severity of the event from patients’ perceptions and their
unique abilities to cope with the event. In doing so, the clinician will have a
clearer picture of the appropriate diagnostic framework criteria and catego-
ries to be applied.

To utilize the diagram in Figure 4.1, the practitioner must first examine
the severity of the event and its potential impact on the individual while
accounting for individual personality and character, temperament, other
stressors that day, protective factors and coping skills, adaptability to
change and unexpected events, the individual’s support system, and the
intensity and duration of the stressor. Once the nature of the initial event is
clearly understood, the practitioner can construct an accurate depiction of
the individual’s condition. Note: Accurate differentiation among stress, cri-
sis, ASD, and PTSD should be accomplished through a multimeasurement,
multidisciplinary approach: completion of an informational interview,
examination of the social environment, application of scale measurement,
and consultation with medical practitioners. This process leads to a greater
understanding of the factors impacting the individual. Determinations made
through this process are approximations, seeking to construct a framework
to serve as a foundation for treatment planning and care delivery. This
process is not a diagnostic criterion and is not intended to replace DSM
classification.

The following section presents a series of case examples that differentiate
among stress, crisis, ASD, and PTSD. Special emphasis is placed on the event,
the individual’s response to the event, the application of appropriate diagnos-
tic criteria when warranted, resiliency factors, and treatment planning.
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Figure 4.1  Stress, Crisis, Acute Stress Disorder, and PTSD
Classification Paradigm

CASE ILLUSTRATIONS

Case Example 1

Kevin is a manager in a large insurance corporation. He was brought in dur-
ing a point of transition in the organization, replacing a manager who was
less than effective but well liked. Kevin has held this position for 2 years. He
has consistently found himself in the middle of critical and sensitive conflicts
between department staff and administration. At this point in his life, Kevin is
responsible for the care of his frail, elderly mother, who was diagnosed with
terminal cancer 3 months earlier. He is a single parent with three children,
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of whom the eldest has recently left for college. Kevin is experiencing finan-
cial difficulties and may be facing foreclosure on his house. He presents for
counseling to address job stress because he is fearful the company is looking
at demoting him or terminating him from his position. On the positive side,
Kevin reports that he has become involved in a significant new relationship,
but he fears that this will end when “the wheels come off in his employment.”

Case Example 2

Jill is a nurse manager with 27 years of experience in critical care working in
the transplant unit of a large metropolitan medical center. Two days prior to
seeking assistance, her last living and favorite uncle was admitted to the medi-
cal center after having a mild heart attack. Jill reports that on the first day of
her uncle’s hospitalization, she assured him and his wife that they were in “the
right place.” Knowing the medical staff, Jill arranged for her uncle to be seen
by the very best cardiologist and a group of nurses whom she personally knew
and felt would do excellent work. Jill left the unit that day feeling very good
about her work. When she returned to work the next day, she checked in on
her uncle. A unit assistant told Jill that he had been moved to a critical care
pod and that his condition had worsened over the last shift. Jill approached
the critical care pod as her uncle experienced a major cardiac event. She
remained present throughout the code, assisting the residents, cardiologist,
and anesthesiologist. Unfortunately, her uncle did not survive the event. Still,
Jill remained focused. She accompanied the cardiologist as he informed other
family members of the unanticipated outcome. Jill contacted pastoral care to
provide a private area for her aunt and cousins to grieve their loss. She was
present until all arrangements had been made and her family had left the
medical center. Realizing she could not work, Jill took the nearest stairwell
to her unit to explain her absence. She was unable to proceed and was found
by staff sitting on the stairs tearful and overwhelmed by the experience. Since
that time she has relived the experience of the code, reporting vivid recollec-
tions of the death of her favorite uncle and the faces of her family members.

Case Example 3

Thomas, a firefighter with Engine House 1 in a large metropolitan area, pres-
ents after the loss of three peers in a warehouse fire in the garment district. As
Tom recounts, “This was the most intense fire I had ever seen. The smoke was
extremely thick and very toxic. As time progressed, the heat was overwhelm-
ing.” Tom notes that he and three peers were on the third floor of the ware-
house when he heard a large explosion. “I knew it was bad. When you hear
anything above the roar of the fire, it’s got to be very big and very dangerous.”
At the time of the explosion, Tom had moved away from the team to secure
equipment for advancement and to direct the reinforcement team. He reports:

After the explosion, I turned around to see where my buddies were, but
Ididn’tsee’em.. .. AtfirstIthoughtit was the smoke,so Imoved closer. . . .
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Then I saw what really happened. ... The floor had given way, it just
fell out from under them. Two of my buddies were on the next floor
down. I could hear them screaming, they were in the middle of the fire,
there wasn’t anything I could do for them. I just sat there and watched
them thrash, kick, scream, and die. I didn’t see Vince at first, then I saw
him. He was hanging on a pipe about 4 feet below me. I reached down
for him. I had a chance ... but when he reached up for my hand, all
I grabbed was his glove. ... I still see his face as he fell. After I got out,
I realized his glove was still in my hand. ... What I realized is ... Oh my
God ... the flesh of his hand was still in the glove. I hadn’t missed, there
just was nothin’ there to grab. Now I know what that look on his face
was about. ... I can’t seem to shake it. ... I haven’t had a decent night’s
sleep for about 6 months. . .. I was doing all I could to help. ... It haunts
me. Sometimes it’s not even a dream. ’m just thinking and there it is,
boom ... right in my face, like Pm living it all over again. ’m just not
sure how much more of this I can take. I don’t know how I got out . ..
worse yet, [ don’t know why.

Case Example 4

William is a 54-year-old information technology director for a large manu-
facturing firm. While working in the plant one afternoon, William was struck
by a large piece of equipment that was being moved via overhead crane; this
resulted in a closed-head trauma. Once he was physically stabilized, the true
effects of William’s injuries became apparent. William experienced moder-
ate cognitive impairment, affecting his ability to concentrate and to consis-
tently complete logical problem solving. The head trauma had also impacted
William’s ability to ambulate. It became apparent that his rehabilitation was
going to be not only difficult and lengthy, but he would be challenged to learn
to walk again. To further complicate matters, William was plagued by chronic
pain in the form of migraine headaches, which would present without warn-
ing, often lasting for days. William is the sole support for his family and found
that he had no short-term disability coverage and that his long-term disability
income was only 60% of his regular income. He was faced with not only
remarkable health issues but also remarkable financial stressors. William’s wife
and family were extremely supportive and actively participated in each phase
of his rehabilitation. William was connected with a social worker to begin the
process of establishing social, emotional, and vocational rehabilitation.

Clearly conceptualizing each of the cases provides the opportunity to
examine the defining factors of stress, crisis, ASD, and PTSD. Figure 4.2 pro-
vides a roadmap for practitioners to process the nature of an individual’s
presenting problems and precipitating event and serves as a springboard for
intervention based on the ACT intervention model (Roberts, 2002).
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Psychological Trauma: Traumatic Posttraumatic Stress Disorder:
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degree over a period of impact.

time.

N

Crisis: The subjective reaction to a stressful life
experience. Major contributing factors include 1.
Individual perception of the event and 2. the
individuals inability to resolve the crisis by
previous coping methods.

Figure 4.2 Five-Way Diagram of Trigger or Precipitating Event and
Outcome

With the onset of crisis, stress, and trauma, the single common event is
an episode that challenges or threatens the individual and his or her percep-
tion of the world. Based on the severity of the event and the individual’s
perception of the acute stressor, situational stressor, or accumulation of
stressors, each person will progress in his or her response to the trigger/
precipitating event.

THE ACT INTERVENTION MODEL

A: The “A” in the ACT intervention model refers to assessment of the
presenting problem. This is inclusive of (a) triage assessment, emer-
gency psychiatric response based on crisis assessment, and appraisal
of immediate medical needs; and (b) trauma assessment, including the
biopsychosocial and cultural assessment protocols.

C: The “C” in the ACT intervention model refers to connecting to support
groups, the delivery of social services, critical incident stress debriefing,
and crisis intervention.

T: The “T” in the ACT intervention model refers to traumatic reactions,
sequelae, and posttraumatic stress disorders (Figure 4.3).

Immediate assessment of risk to self or others (e.g., suicide attempts,
self-injurious behavior, and assessment of the individual’s ability to care
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for self) or harm to others (e.g., potential for aggression toward others,
attempted murder, murder) is the first step, the “A”, of the ACT model.
Individuals presenting with homicidal or suicidal ideation or the dem-
onstrated inability to care for self will require a brief hospitalization to
become stabilized. The primary objective of assessment is to provide data
to better understand the nature of the event and the individual’s percep-
tion of and response to the event, the extent of the individual’s support
system, effectiveness of coping mechanisms, and perceptions regarding
willingness to seek assistance. Intake forms and rapid assessment instru-
ments should be utilized to gather sufficiently accurate information to assist
with the decision-making process. It is important to note that although
the assessment is of the individual, the practitioner should always consider
the person’s immediate environment, including seeking information about
supportive interpersonal relationships (Roberts & Lewis, 2002). Accurate
assessment will lead to accurate diagnosis of the individual’s condition and
in turn will facilitate treatment interventions that are understandable, mea-
surable, and accomplishable for the client.

The “C” in the ACT model addresses crisis intervention and connection
to services. Although practitioners have training in a variety of theoretical
approaches, this training is not easily applied to the nature of cases seen in
actual practice in an emergency or crisis setting. The criteria for admission

A« Assessment/appraisal of immediate medical needs,
threats to public safety and property damage

* Triage assessment, crisis assessment, trauma
assessment and the biopsychosocial and cultural
assessment protocols

C. Connecting to support groups, the delivery of disaster
relief and social services, and critical incident stress
debriefing (Mitchell & Everly’s CISD model)
implemented

e Crisis intervention (Robert’s seven-stage model)
implemented, through strengths perspective and
coping attempts bolstered

T « Traumatic stress reactions, sequelae, and post-traumatic
stress disorders (PTSDs)

* Ten step acute trauma and stress management protocol
(Lerner & Shelton), trauma treatment plans and recovery
strategies implemented

Figure 4.3 ACT Model
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to inpatient psychiatric treatment require that patients be homicidal, sui-
cidal, or unable to care for themselves. Although this is a very simplistic
view of admission criteria, those working in psychiatry are acutely aware
of the accuracy of these brief and overarching admission criteria. When
trying to apply a clear, concise approach to crisis intervention regardless of
diagnostic category or where the individual presents on the continuum of
care need, practitioners are finding that traditional theoretical paradigms
are not as effective as clear protocols. Roberts’s (1991, 2000) seven-stage
crisis intervention model provides practitioners with such a framework
(Figure 4.4).

The “T” in the ACT model refers to trauma assessment and treatment.
Traumatic events are overwhelming and highly emotionally charged experi-
ences that remarkably impact the individual’s ability to maintain psycho-
logical/psychiatric stability. Long-term exposure to a series of traumatic
events (e.g., domestic violence) may lead to deterioration of psychological
well-being. Furthermore, it is important to note that of those who experience
traumatic events, only 3% to 5% develop PTSD.

Establish
7 Follow-up Plan
and Agreement

<4 Crisis
Resolution
6 Develop and Formulate an

Action Plan

5 Generate and Explore Alternatives

4 Deal with Feelings and Emotions
(Including Active Listening and Validation)

3 Identify Major Problems
(Including the “Last Straw” or Crisis Precipitants)

2 Establish Rapport and Rapidly Establish Relationship

Plan and Conduct a Crisis Assessment
(Including Lethality Measures)

Figure 4.4 Roberts’s Seven-Stage Crisis Intervention Model
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Lerner and Shelton (2001) have developed a model of intervention that
they believe is effective in intervening with traumatic stress and psychological
trauma survivors to prevent escalation into PTSD:

. Assess for danger/safety for self and others.

. Consider the physical and perceptual mechanism of injury.

. Evaluate the level of responsiveness.

. Address medical needs.

. Observe and identify each individual’s signs of traumatic stress.

. Introduce yourself, state your title and role, and begin to develop a
connection.

. Ground the individual by allowing him or her to tell his or her story.

. Provide support through active and empathic listening.

. Normalize, validate, and educate.

Bring the person to the present, describe future events, and provide

referrals.

AN AW

S o o

APPLICATION OF ACT MODEL AND
SEVEN-STAGE CRISIS INTERVENTION MODEL

Case Example 1

Kevin presents with an accumulation of stress factors (Figure 4.5). On the
LCU rating of common stressors, he has a cumulative stress score of 270. His
psychosomatic symptoms are beginning to emerge as headaches and remark-
able weight loss, accompanied by fleeting feelings of anxiety and hopeless-
ness. After assessment of Kevin’s situation, crisis intervention consisted
of addressing the issues that he prioritized in the first session. These were
addressed as follows:

Problem: Job stress.

Goal: Increased understanding of personal reaction to stress.

Methods:

1. List stressful situations experienced in order of severity (Stage 3 of
Roberts’s seven-stage model).

2. Consider alternatives to stress that have worked (Stage 5 of Roberts’s
seven-stage model).

3. List alternative actions for given stressful situations (Stage 6 of Roberts’s
seven-stage model).

4. Keep a log of activities and how these have impacted your stress level.

Initially, Kevin was reluctant to complete this task. In fact, his first list con-
sisted of looking at the employment ads on a daily basis and finding a new
position. It was noted that this would be helpful, but it would not resolve
all of the problems Kevin was faced with. In subsequent sessions, Kevin did
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An accumulation of
stressful events resulting in
reduction of functioning

Measurement: Life-change
units.

Progression to
manifestation of
psychosomatic illness as a
result to severe stress.

wumxou-—Hun

Absence of criteria for
PTSD or Acute Stress
Disorder.

Figure 4.5 Associated Stress Symptoms

complete a list of stressors that encompassed each of those identified in the
initial assessment. He acknowledged that he needed to take better care of
himself. His list of activities included cutting back on caffeinated beverages
and alcoholic beverages, improving his diet by staying away from fatty and
fried foods, taking a walk each day on his lunch break, and making time after
work to do something fun with his family and friends rather than focusing on
the stressful daily events and how to “fix” them.

Kevin experienced an accumulation of stressors that were transition-
ing him into a state of specific psychic stress that was impacting his per-
sonal health. After accurate assessment, Kevin was able to work through
the seven-stage crisis intervention model to address the stressors in his life.
In Kevin’s log was a statement that demonstrated his understanding of the
impact of stress on his life: “I now understand that it is not my job or those
around me that is causing my problems, it’s all about what I do with what is
given to me. If I focus on every little issue I will never be able to see my way
out of the hole I am continually digging!”

The “T” in the ACT model was combined with the seventh step of
Roberts’s model, follow-up. Kevin indicated that the pending loss of his
mother would be a remarkably difficult time for him. He was able to process
his concerns about this with his group. He shared that of all his problems,
this was the final remaining issue. In the closing session, Kevin shared a plan
specifying who he will utilize for support and the actions he will take after
the loss of his mother. He was reassured that should there be a need to come
for additional sessions, there would be openings for him. Kevin agreed to
do so if necessary.
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Case Autopsy

Kevin attended a total of six 1-hour sessions that were based on a
solution-focused approach combined with Roberts’s seven-stage crisis
intervention model. In each session, clear goals were outlined. Homework
sessions focused on specific actions to be taken based on collaborative inter-
action between Kevin and his therapist. Kevin did not change jobs. Rather, he
chose to maintain his focus on completing the day-to-day tasks and remov-
ing himself from the office politics. He ran his division strictly by the book
and documented every action according to company policy. The therapist
capitalized on the strengths of Kevin’s family and their willingness to make
changes to address pending issues. Kevin developed a plan to sell the home
he was living in because his family no longer required such a large house.
After speaking with his children, Kevin purchased a smaller house with a
pool and a basement recreation room. He reports that this has been an excel-
lent compromise for him and his children. Kevin was able to remove the
majority of his financial stressors after the sale of his home. He was careful
to remove himself from office politics, and while he was walking at lunch one
day his boss was terminated. Kevin reports working to build a more positive
rapport with his staff. In addition, Kevin displayed a number of resilience
factors: supportive significant others or family, willingness to assess need for
change, ability to enact changes, financial equity in his home to utilize for
reduction of financial stressors, and consistent and steady full-time employ-
ment with good health benefits.

Case Example 2

The unanticipated death of Jill’s favorite uncle precipitated a situational
crisis (Figure 4.6). Jill was quite skilled in dealing with stressful situations;
however, this situation was more than the typical stressor faced in her work
environment. Assessment of this case included application of the Beck Anxiety
Scale. Jill’s score reflected significant anxiety associated with this experience.
Assessment of competencies of nursing practice indicated minimal impact;
however, emotionally, Jill was not prepared to return to her work. There are
many strong arguments for providing acute psychological counsel and form-
ing a therapeutic rapport as early as possible following a traumatic event
(Roberts, 2000b). Slaikeu (1984) argued that rapid intervention is essential
to successful resolution of crisis. McGee (1974) cites “Hansel’s law,” indicat-
ing that the successful outcome for individuals addressing traumatic events
increases directly as a function of the outcome’s proximity in both time and
place to the crisis event.

In Jill’s case, the “C” and “T” of the ACT model took the form of brief,
solution-focused intervention combined with Roberts’s seven-stage crisis
intervention model. This intervention was instituted within 48 hours of the
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Figure 4.6 Symptoms of Acute Stress Disorder

trauma event. The intervention occurred in the psychiatry department asso-
ciated with the hospital facility, thus providing proximity to the event. Jill’s
therapist provided support and assured her that the sessions would not be
shared with her immediate supervisor and that they would work together as
a team to develop her ongoing plan of care. Jill felt treatment in the institu-
tion of her employment was appropriate. These actions served to rapidly
establish the therapeutic relationship between Jill and her therapist (Stage 2
of Roberts’s seven-stage model).

The function of the debriefing was to “psychologically de-escalate” Jill,
permitting the opportunity for her to explore and express feelings of guilt
and her perception that she had not provided all of the assistance possible
for her uncle (Stage 4 of Roberts’s seven-stage model). As the debriefing con-
tinued, a pattern emerged of Jill’s believing that she had a greater level of
responsibility for her uncle’s death than was warranted. Jill was experiencing
remarkable difficulties sleeping and maintaining concentration, which ulti-
mately resulted in significant distress in social and occupational functioning.
Also, Jill was isolated from her primary support system, her family, as she felt
that her failure to do all she could for her uncle made it impossible for her
to seek assistance from them. Interventions associated with Jill’s case utilized
an integrated multicomponent approach, as debriefing as a stand-alone ther-
apy has not been found to be as successful as a multicomponent approach.
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Jill worked with her therapist to develop and formulate her treatment plan
(Stage 6 of Roberts’s seven-stage model). Interventions included:

1. Individual therapy sessions twice per week. Jill was encouraged to dis-
cuss the event and her subsequent reactions to the event.

2. Psychoeducational interventions to increase her awareness of a variety
of coping mechanisms (e.g., relaxation techniques).

3. Pharmacotherapy, in this case sleep medication (zolpidem), was utilized
to assist with her need for sleep.

4. A family conference to provide education and to permit cathartic ven-
tilation in a manner that empowered family members to provide con-
structive support in the face of a demanding crisis situation.

5. Because Jill reported having strong spiritual beliefs, pastoral interven-
tion was utilized.

Jill responded almost immediately to the support of her family, indicating
that for the first time since the event, she felt that she was not alone. Within a
week, Jill felt it was no longer necessary to utilize the prescribed medication.
By the end of the second week of therapy, Jill asked to return to her unit and
visit her friends. Soon after this visit, she related her belief in her ability to
return to the workforce. Three weeks to the day after the traumatic event, Jill
returned to work. It is important to note that Jill’s experience met the diag-
nostic criteria for ASD (see Figure 4.6), specifically the time component. Her
disturbance occurred within 4 weeks of the event and persisted for approxi-
mately 3 weeks, which is within the maximum 4-week duration (APA, 2013).

Case Autopsy

Although Jill was no stranger to stressful experiences in the hospital setting, she
was not prepared for the emotional trauma associated with the loss of her uncle
in her work environment. Jill related during therapy that the resident reported
to her later that he felt it strange that she was on the critical care unit on the day
her uncle died; however, with the current nursing shortage, he assumed that Jill
was covering an additional shift. In fact, none of the crisis team responding to
the code had been aware that this was a relative. It was not until the cardiolo-
gist arrived that team members were aware of the true nature of the event. Jill
reports that the cardiologist asked her in the hall while going to speak with the
family if she was “all right.” To this day, she is uncertain of her response.

Jill attended six follow-up sessions over a 4-month period and has not
experienced significant symptoms associated with the traumatic event. The
resilience factors she exhibited were pre-incident training and preparation,
strong family support, support in her work environment, rapid response of
debriefing and initiation of crisis intervention, spiritual beliefs, and cognitive
abilities to apply a multicomponent approach.
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Case Example 3

Assessment of Tom indicated that he had been experiencing numerous diag-
nostic criteria for acute PTSD (Figure 4.7). Symptoms identified during the
initial assessment included intense feelings of helplessness and horror associ-
ated with the event. Tom also reported recurrent distressing recollections of
the event, specifically, images of his friend’s face and the realization of why
his friend was unable to hold on during his rescue efforts. Tom described
intense feelings suggesting the presence of flashbacks related to the epi-
sode and said that he had been experiencing recurrent distressful dreams
of the event that were uncharacteristically realistic. He also reported feeling
estranged from his peer group. There was a remarkable tendency toward iso-
lation and reduction of participation in significant activities. Most important,
Tom began to avoid thoughts, feelings, and conversations associated with
the traumatic event. Finally, Tom was experiencing sleep disturbance, includ-
ing insomnia and early morning wakening, and difficulty concentrating and
in the course of the assessment interview had demonstrated an exaggerated
startle response.

As time progressed, Tom’s condition began to deteriorate until he reached
the point of suicidal ideation. He stated, “I can’t deal with the torture of reliv-
ing this event every day. I don’t understand why I had to survive. I should
be dead.” In this case, the “C” in the ACT model required admission to an
inpatient psychiatric facility to facilitate psychiatric stabilization in a safe

Post Traumatic Stress Disorder

Exposure to event of
threatened death or serious
injury to self or others.
Reduction in awareness of
surroundings.

Dissociative amnesia.
Flashbacks and Intrusive
thoughts/Traumatic event
reexperienced.

Impairment of occupational
function (e.g) Marked
avoidance of environmental
stimuli, triggering recall of the
event.

*Duration of disturbance is
more than 1 month.
(distinguishing factor)

Figure 4.7 Symptoms of Post Traumatic Stress Disorder
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environment. Pharmacotherapy for Tom consisted of a selective serotonin
reuptake inhibitor (SSRI) and trazodone to assist with sleep.

Tom struggled to become involved in any form of therapy. He experienced
remarkable difficulty relating to his peers on the unit. On two separate occa-
sions, Tom experienced violent physical outbreaks. On one occasion, Tom
was triggered by the unit fire alarm. This event was so severe that the crisis
team was involved, and Tom was placed in seclusion to minimize stimuli.
Haldol and Ativan were administered to minimize Tom’s agitation and com-
bative outbreak. On a second occasion, Tom became agitated after a verbal
altercation with a peer. Tom worked with staff and on this occasion was able
to respond to verbal de-escalation techniques.

Tom worked with the multidisciplinary treatment team to develop an inte-
grated treatment plan. This was a slow process, initially focusing on integra-
tion into the community.

Problem: Lack of participation in programming.

Goal: Increased involvement in programming.

Methods:
1. Tom will meet with Mary Ann Jones, LISW, each morning and pick

three groups to participate in each day.
2. Tom will talk with Mary Ann Jones at the end of the day and relate how
these groups helped.

. Tom will eat dinner in the community room with at least two peers.

. Tom will limit his time watching television to 1 hour per day.

5. Tom will sleep at least 8 hours per night, utilizing medication as needed
for sleep.

R NON]

The focus of the initial goal was to establish relationships with his peers
and the staff (Stage 2 of Roberts’s seven-stage crisis intervention model).
As time progressed, Tom found art therapy and music therapy to be help-
ful in relaxing him and improving his interactions on the unit. He became
more active in group therapy and was challenged to identify his major prob-
lems (Stage 3 of Roberts’s seven-stage model). Tom shared that trusting
again would be difficult. He began by sharing the recurrent thoughts and
dreams, first in the form of questions, then in more detail. Within 3 weeks,
he was beginning to deal with the feelings and emotions associated with the
traumatic event.

Tom transitioned into the partial hospitalization program. One day while
in group, he regressed as a result of an ambulance entering the emergency
department with its lights and sirens on. However, he was able to utilize the
group to explore alternatives to his natural response to isolate and relive his
trauma. He contracted to stay with two peers throughout the remainder of the
day and to participate in art therapy because he felt this would be relaxing.
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Tom was able to build on his strengths and to utilize a solution-focused
approach to develop a plan that functioned for that day.

Case Autopsy

Tom’s treatment has been lengthy. He continues to follow up in the outpa-
tient clinic twice monthly for therapy and medication management. He has
not been able to return to his work or the now empty site of the warehouse
fire. Tom’s treatment plan continues to be solution focused, primarily deal-
ing with environmental triggers. He has applied for vocational rehabilita-
tion and is interested in pursuing education in computers. Tom occasionally
attends a community-based support group for persons with PTSD; however,
he acknowledges his ambivalence regarding the effectiveness of this group.
Tom continues on medication and participating in therapy. He reports better
results from therapy because he does not like taking medication. He indicates
now looking forward to his therapy sessions and that his growing resilience
factors include a strong will to survive, willingness to learn, and discovery of
the ability to express emotion through art, crafts, and music.

Case Example 4

In the case of William, a series of neurocognitive testing indicated severe
closed-head trauma. William was facing life-changing and lifelong adjust-
ments secondary to his crisis event (Figure 4.8). Remarkably, he was open
and willing to do whatever was necessary. Once medically stable, William
was transferred to a long-term residential physical rehabilitation facility.
Assessment indicated the need for physical strengthening and rehabilitation
to establish optimal functioning capacity.

William and his family met with the team, consisting of a physician, neu-
rologist, physical therapist, and social worker. William connected best with
the social worker. Building on this strength, the treatment team selected
the social worker to review and develop treatment planning with William.
Initially, the treatment plan addressed physical strengthening and integration
into a physical rehabilitation program. However, as time progressed, all team
members became involved in assessment and reassessment of functioning.
For example, 2 weeks into rehabilitation, William decided the process was
too painful and that he could not continue. Rather than engaging in argu-
ments with him, the team took the approach of establishing a treatment plan
based on William’s transitioning into an extended care facility rather than
returning to his home as he had intended. The physician, physical therapist,
and social worker met with William to discuss the nature of his extended care
placement and the need to refocus attention on transition planning rather
than on rehabilitation (Stage 5 of Roberts’s seven-stage model).
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Figure 4.8 Associated Crisis Symptoms

This shift in planning evoked a remarkably emotional response. The team
made time for William and listened to his complaints about their lack of
caring, validated this feeling, and proceeded to rewrite his treatment plan to
move in a more aggressive manner toward strength training and rehabilita-
tion (Stage 6 of Roberts’s seven-stage model). In solution-focused therapy, set-
ting goals receives more emphasis than defining problems (de Shazer, 1985).
In William’s case, goal setting was based on a desired future state: how he
perceived he would be acting, thinking, and feeling differently once the goal
was accomplished. Without exception, William demonstrated willingness to
work with the team and his family to successfully complete his rehabilitation
(Yeager & Gregoire, 2000; Roberts & Yeager, 2009).

Resolving financial stressors was a remarkable issue in this case. Initially,
William’s wife assumed the responsibility for this process. However, the social
worker arranged for a case conference with William’s employer, William, his
wife, and his attorney. Setting the process into motion led to a quick and fair
settlement rather than a prolonged court hearing. Prior to this conference,
William was asked with his family to establish concrete, precise indicators
of changes for themselves. This process led to the ability to clearly articulate
what their needs were and what concessions the family would be willing to
make to facilitate the change process.
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Case Autopsy

William was able to return to his home. Today he is able to walk with the assis-
tance of support devices. He and his family are living a modest life. William
is receiving disability income from his company based on agreements made in
the rehabilitation facility. In this case, crisis intervention and solution-focused
therapy integrated commonalities focusing on time-limited, intense interven-
tions. Resistance was avoided through the presentation of alternative realities.
William made his choice to continue in rehabilitation because this supported
his perception of where he would like to be after being discharged from the
facility. He demonstrated the following resilience factors: utilization of a
multidisciplinary team approach, clear focus of ongoing living plans, a sup-
portive family, integrated treatment planning, utilization of a problem-solving
approach to address financial issues, and family cooperation.

CONCLUSION

In each of the case examples, the critical components for completion of diag-
nosis and development of treatment planning were addressed. Diagrams
outlining characteristic symptoms associated with each disorder were also
provided for an integrated overview of the critical factors associated with
accurate classification. More important, this chapter provided a paradigm
to clarify critical components and operational definitions and demonstrated
a method to examine parameters and differences both within and among
stress, crisis, ASD, and PTSD.
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Crisis Intervention for Persons
Diagnosed With Clinical Disorders
Based on the Stress-Crisis Continuum

KENNETH R.YEAGER
ANN WOLBERT BURGESS
ALBERT R. ROBERTS

All mental health professionals, including crisis clinicians, will benefit
from applying the seven-level stress-crisis continuum. By determining
the level and category that the person in crisis presents with, clinicians
will be in an optimal position to determine whether crisis intervention,
cognitive-behavioral therapy, medication, inpatient hospitalization, or
other treatment modalities are appropriate. This chapter delineates and
discusses a stress-crisis continuum consisting of seven levels to be used in
conjunction with persons diagnosed with clinical disorders. Burgess and
Roberts’s first two levels are identified as somatic distress—crisis and tran-
sitional stress—crisis. In both, the stress symptomatology is usually reduced
with brief crisis intervention and primary mental health care treatment.
Levels 3, 4, and 5 seem to have occurred with increasing frequency dur-
ing the 1990s. Individuals suffering from Level 3 (traumatic stress—crisis)
benefit from individual and group crisis-oriented therapy; Level 4 (family
crises) benefits from case management, and crisis treatment with foren-
sic intervention; Level 5 (mentally ill persons in crisis) benefits from cri-
sis intervention, case monitoring, and day treatment; Level 6 (psychiatric
emergencies) benefits from crisis stabilization, hospitalization, and/or legal
intervention; and Level 7 (catastrophic traumatic stress crises) involves
multiple successive traumatic events in combination with a Level 4, 5, or
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6 stressor and requires crisis stabilization, grief counseling, social support,
and symptom resolution.

Healthcare and subsequently mental health are currently facing a trans-
formation in service delivery. Some accounts estimate that the combined
expanded Medicaid coverage and new health information exchange (HIE)
insurance options will provide coverage for an additional 6 to 10 million
people seeking treatment for mental health and substance use disorders.
The implementation of new HIE insurance options will expand access to
insurance to as many as 50 million Americans. Although this is necessary,
it will not be sufficient to improve health and behavioral health outcomes.
Improvement will not occur unless consumers are informed of how to access
and use their health insurance benefits. For this new group of consumers, this
could become a significant challenge. Without clearly articulated processes
for how consumers of services will access benefits, many will be unable to
enroll themselves in new insurance and Medicaid programs; we have seen
challenges to date and are concerned that these may be just the tip of the
iceberg. Additionally, once they are enrolled, consumers are likely to need
help to access and utilize benefits within the expanded healthcare coverage
plans. Consumers and their families will need help understanding exactly
what reform can mean for them, how their benefits may change, and what
new coverage options are available (Yeager, Cutler, Svendsen, & Sills, 2013).
It is likely that the burden of helping these individuals to secure their benefits
will once again fall on care providers; undoubtedly, this will further strain an
already overtaxed workforce.

As we enter this new era of mental health reform, legislators, policy-
makers, and healthcare administrators have an intensified interest in issues
related to the quality of patient care, patterns of utilization of services, costs,
and benefits. Every day, millions of individuals and families experience acute
crisis episodes. These individuals are not able to resolve their crises on their
own; as a result, many seek help from a mental health professional in their
community.

We believe that to compete in the managed mental health care arena, cri-
sis intervention will be a critical component. To practice crisis intervention
requires a theoretical conceptualization of the stress-crisis continuum, the
assessment and classification of levels of stress-crisis, and an empirical basis
to the interventions.

There are questions that will need to be answered, such as: What will
be the best model? Is a model of co-location of services more cost-effective
than providing collaborative services? Choosing one model over another
will eventually determine if the course of care remains task centered or
returns to a person-centered model. Ultimately, legislation dictated that the
final measure would be outcomes based. Thus, the question remains, What
will provide the best outcome? In co-located care delivery systems, one can



130 Overview

almost visualize an assembly line where hypertension is treated at one station
and depression is treated at the next. This may be more efficient, but it cer-
tainly will not address the interactions of the illness. Collaborative care will
address the interactions of the illness but may not provide a patient-centered
approach that is holistic. Although it is possible to accomplish the same end,
it is unclear which approach will be adopted, how it will be applied, and
what the impact will be on healthcare systems as they develop fully. The
good news is that grant funding will be included in the reform legislation and
managed by Substance Abuse and Mental Health Services Administration
to support the co-location of mental health and primary care providers.
Additionally, seed dollars are earmarked to support new wellness and pre-
vention programs, although the role of behavioral health in those programs
has yet to be defined (Yeager, Cutler, Svendsen, & Sills, 2013). In any case,
accountable care organizations (ACOs) are to be structured as a bundled risk
model (under Medicare). In this model, providers create a care network that
addresses the 80/20 effect of managing the 20% of the population that uses
80% of services provided. Providers will apply a proactive approach that
seeks to manage care, improve quality, and reduce spending for “at-risk”
patients. (ACOs typically involve hospitals or multispecialty physician prac-
tices working with additional outpatient providers to form a safety net for
high-risk populations.) Therefore, the goal is to move from reactive to more
proactive treatment approaches while reducing costs. In doing so, providers
will need to have increased awareness and utilization of clearly structured
models of assessment covering a wide range of healthcare needs.

This chapter presents a classification paradigm for assessing emotional
stress and acute crisis episodes in terms of seven levels that fall along a
stress-crisis continuum. This classification is an adaptation and expansion
of Baldwin’s (1978) crisis classification. The seven levels are somatic distress,
transitional stress, traumatic stress—crisis, family crises, serious mental illness,
psychiatric emergencies, and catastrophic/cumulative crises (see Baldwin’s
Table 2.1). With advancement from Level 1 to Level 7, the internal conflicts
of the client become more serious and chronic.

For example, the closing case in this chapter illustrates cumulative levels of
ongoing stress and crises that interact with a somatic distress and traumatic
event: the diagnosis of HIV. The woman was an adopted child (transitional
stress), and her sexual identity (transitional stress) was also an issue for her
over the years. Much of her substance abuse and suicidal intent (psychiatric
emergency) numbed her confusion over developmental issues, including her
employment disruption (transitional stress) and physical assaults by female
partners (transitional stress—crisis). The male patient assault (traumatic
stress—crisis) precipitated her involvement in the legal system (transitional
stress). Her HIV-positive status (somatic and traumatic event) remains her
most immediate precursor to a series of acute crisis episodes.

Each of the seven types of crisis is presented with defining character-
istics and suggested treatment modalities consistent with the managed
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mental health care objective of cost-effective and time-efficient clinical care.
Cost-effectiveness measures of managed mental health and substance abuse
services should be based on clearly delineated and measurable parameters.
For example, what specific behavioral measures will indicate functional
improvement of client groups receiving “x” number of crisis intervention
sessions? Equally important from the insurance company’s perspective is
whether a client’s improvement is predictable and within the guaranteed
claim allowance or, ideally below, current claim costs.

THEORETICAL FRAMEWORK

The clearest framework for the description of a psychological-biological
stress continuum is the model reported by the Institute of Medicine study
of stress and human health (Elliot & Eisdorfer, 1982). The model includes
three primary elements, the activators/stressors, the reactions, and the conse-
quences, which can be referred to as the “x-y-z sequence” (Elliot & Eisdorfer,
1982). Activators/stressors, which are the focus of this typology, may be
internal or external events or conditions—such as depressive symptoms, a
serious illness, death of a family member, violent crime victimization, child
abuse, recurring psychosis, or a suicide attempt—that are sufficiently intense
to evoke some change in the individual. Reactions include both biological
and psychosocial responses to the activator/stressor. Consequences are the
prolonged and cumulative effects of the reactions, such as physical and/or
mental distress. The model attends to individual differences and variations
throughout the sequence through its conceptualization of mediators, which
are the filters and modifiers in the sequence (Elliot & Eisdorfer, 1982). Added
to the model are interventions designed to reduce stress and symptomatol-
ogy between reactions and consequences. This model suggests a dynamic,
interactive process across the stress continuum between an individual and the
environment (Lowery, 1987, p. 42).

Burgess and Roberts’s (19935) stress-crisis continuum is an eclectic classifi-
cation developed in 1995 and expanded from earlier models (Baldwin, 1978;
Elliot & Eisdorfer, 1982).

LEVEL 1: SOMATIC DISTRESS

Case Example

Mrs. Gardner, a 30-year-old widow, was admitted to a psychiatric unit with
numerous physical complaints, including urinary incontinence, nausea, gen-
eralized pain, and dizziness. The patient was about to be married for the sec-
ond time and experienced severe symptoms while writing wedding invitations.
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Her fiancé’s brother had been killed suddenly in an automobile accident while
working at his job on the railroad several weeks before the patient’s admission.
This death was similar to that of the patient’s first husband, who was killed in
an automobile accident 1 year after their marriage. As a child, the patient had
enuresis frequently until age 7. Although the diagnosis of multiple sclerosis was
ruled out at this admission, this diagnosis might still show up in later years.
Initially, Mrs. Gardner showed no distress over her symptoms. She was able
to give up the catheter when other patients exerted negative reinforcement for
this behavior. After this milieu intervention, Mrs. Gardner was able to control
her own urine. She concurrently began to talk to the psychiatric nurse about
her fear of losing her fiancé as she had lost her first husband, which was caus-
ing her to fear another marriage. The nurse helped the patient connect this
dynamic understanding to the multiple somatic symptoms she experienced
prior to admission, especially the urinary incontinence. Mrs. Gardner was dis-
charged with no recurrence of the symptoms. She and her second husband con-
tinued attending couples counseling on an outpatient basis after their marriage.

Such crises are defined by somatic distress resulting from (a) a biomedical
disease and/or (b) minor psychiatric symptoms. The mental health issue may or
may not be clearly identified. Examples of this type of crisis precipitant include
biomedical diagnoses such as cancer, stroke, diabetes, and lupus, as well as
minor psychiatric states such as somatization, depression, and phobia or anxi-
ety. The patient’s response to this level of stress-crisis is generally anxiety and/
or depressive symptoms. The etiology of the crisis is biomedical, that is, there is
generally an immune system suppression, a physical health disequilibrium, or,
in minor psychiatric symptomatology, an unresolved dynamic issue.

Primary care providers generally see this type of somatic stress—crisis. Physical
health symptoms bring the patient to a physician or nurse practitioner. A physi-
cal examination with laboratory testing can generally identify patients with a
clear medical diagnosis. Those patients without a biomedical diagnosis may
move into the first group at a later time with additional physical symptoms.

Patients without a confirmed medical diagnosis may report physical com-
plaints ranging from a specific set of pain symptoms related to the head, back,
abdomen, joints, or chest, or pain during menstruation or intercourse; gas-
trointestinal symptoms such as bloating, nausea, vomiting; sexual symptoms;
and pseudoneurological symptoms such as body weakness, loss of sensa-
tion, fatigue, and impaired concentration (American Psychiatric Association
[APA], 1994). In the case example, Mrs. Gardner had serious physical symp-
toms that were connected, in part, to an unresolved grief issue.

Patients both with and without a medical diagnosis can respond with minor
psychiatric symptoms of anxiety and depression. Mechanic (1994) argues for a
close connection between physical and mental health care in an integrated sys-
tem in order to address the common comorbidities between physical and mental
disorders. That is, a medical diagnosis of cancer or diabetes can easily increase a
person’s stress level, leading to the development of depressive symptoms.
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Research

Approximately half of all mental health care is provided by the general medi-
cal sector (Regier et al., 1993). Considerable evidence demonstrates a positive
correlation between high-quality primary care and improved health outcomes
(Starfield, Shi, & Macinko, 2005). In the United States, health outcomes are
better in regions where the supply of primary care providers (PCPs) is high-
est (Shi et al., 2003). Other studies show a direct relationship between the
quality of primary care and the outcomes of that care (Choudhry, Fletcher, &
Soumerai, 20035). Studies indicate that utilization of primary care ambulatory
services increases with patients who present with physical symptoms with
underlying psychosocial issues. These studies suggest that 40% to 60% of
all visits involve symptoms for which no biomedical disease can be detected
(Barsky, 1981; Van der Gaag & Van de Ven, 1978). Bodily symptoms or
negative mood may result from stress and/or psychosocial problems.

On the other hand, national studies estimate that, during a 1-year period,
up to 30% of the US adult population meets criteria for one or more mental
health problems, particularly mood (19%), anxiety (11%), and substance use
(25%) disorders (Kessler, Chiu, et al., 2005). Mood and anxiety disorders are
the most frequent disorders among primary care patients, occurring in approx-
imately 20% to 25% of patients seen in clinics serving mixed-income popula-
tions and in as many as 50% of patients seen in clinics serving low-income
populations. (Kessler, Demler, et al., 2005). Mental health problems are two
to three times more common in patients with chronic medical illnesses such as
diabetes, arthritis, chronic pain, headache, back and neck problems, and heart
disease (Katon, 2003; Katon, Lin, & Kroenke, 2007). When undertreated
or untreated, mental health problems are associated with poor adherence to
treatment, adverse health behaviors that complicate physical health problems,
and excess healthcare costs (Almeida & Pfaff, 2005; Kessler, Demler, et al.,
2005; Kinnunen et al., 2006; Merikangas et al., 2007; Scott et al., 2009).

Untreated minor psychiatric symptoms can be costly for a primary care
facility. When patients with negative laboratory results complain of vague
somatic symptoms, they may be referred to as somatizers. Miranda and col-
leagues (1991) examined the prediction from Mechanic’s (1994) attribution
theory of somatization that somatizers who are under stress will overuse
ambulatory medical services. As hypothesized, life stress interacted with
somatization in predicting number of medical visits; somatizers who were
under stress made more visits to the clinics than did nonsomatizers or soma-
tizers who were not under stress. Although stress affected somatizers most,
stress was predictive of increased medical utilization for all patients. These
results suggest that psychological services intended to reduce overutilization
of outpatient medical services might be best focused on stress reduction and
be most beneficial to somatizers and persons with negative mood states.

The etiology of stress and medical illness is being studied in the stress—-immune
response research (Lowery, 1987). One program of research that addresses the
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stress-illness linkages by examining central arousal, immune changes, and clini-
cal outcomes, albeit with different populations, is the work of Levy and col-
leagues. In a series of studies, Levy, Herberman, Lippman, and d’Angelo (1987)
and Levy, Herberman, Whiteside, Kirkwood, and McFeeley (1990) found that
breast cancer patients who were rated as less well adjusted to their illness, that is,
expressing more distress, had lower levels of natural killer (NK) cell activity than
did patients who were less distressed. Moreover, lower NK activity was associ-
ated with cancer spread to the axillary lymph nodes. In a sample of healthy indi-
viduals (Levy et al., 1990), younger subjects (18 to 29 years of age) who reported
more perceived stress were more likely to have lower NK activity and lower
levels of plasma beta endorphins, and they reported more infectious morbidity.

Intervention

Patients with a defined medical illness will be treated with medical and nurs-
ing protocols appropriate to the illness. For patients without a clear medical
diagnosis, the intervention strategy is symptom reduction, which requires the
use of brief self-report assessment tools to first detect psychiatric symptom-
atology that is distressing but does not meet criteria for the Diagnostic and
Statistical Manual (APA, 2013). The early treatment of psychiatric symptom-
atology has been shown to reduce symptoms and interrupt the progression
to major psychiatric disorder (Miranda & Munoz, 1994).

An intervention of choice in Level 1 somatic distress—crisis is education.
Teaching patients about their illness, symptoms, and subsequent health-
care has long been a priority in healthcare practice. The method of teaching
may be self-tutorial, as in watching videotapes or reading written materi-
als, or individually taught by a nurse or healthcare provider or through a
group method of learning. One teaching method, described by Miranda and
Munoz (1994), reports on an 8-week cognitive-behavioral course that was
intended to teach patients to control negative moods. The course was similar
to cognitive-behavioral therapy.

LEVEL 2: TRANSITIONAL STRESS CRISIS

Case Example

Mary, aged 8, is the only child of parents who have been married for 12 years.
The mother indicated that it took 4 years for her to get pregnant with Mary.
The pregnancy was complicated by a 69-pound weight gain, chronic indiges-
tion, and a blood sugar level of 160 (the mother was told she had gestational
diabetes). Mary was born at term; forceps were used because she was in the
occiput-posterior head presentation (described by the mother as “sunny-side
up”); the delivery was complicated by shoulder dystocia. Mary was large for
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gestational age, with a birth weight of 10 pounds, 13 ounces. At less than 24
hours of age, Mary had a generalized tonic-clonic seizure that lasted about
10 minutes. She continued to have intermittent seizures and was treated with
Valium and phenobarbital. She became seizure free, and blood workups were
negative. Skull films were negative except for bilateral hematomas from the
forceps. Mary was continued on phenobarbital until 8 months of age. She was
off anticonvulsants from 8 months until 15 months of age. Mary also had a
heart murmur.

At age 8, neuropsychological testing revealed “a pattern of deficits con-
sistent with right hemisphere atrophy and subsequent attention deficit dis-
order (ADD) with mild hyperactivity.” Mary’s primary ADD symptoms
included visual distraction, slower processing speed, perceptual-motor
disorganization, and impulsive response pattern. Both parent and teacher
checklists reflect a high level of attentional problems, distractibility, impul-
sive behavior, and moderate behavior problems in both the home and the
school settings. Mary’s self-esteem is high; however, her ADD symptoms
create considerable learning problems, and she is at continued risk for
underachievement in the classroom. Her functioning was legally deter-
mined to be a result of neonatal head trauma.

Such crises reflect stressful events that are generally anticipated and reflect
life transitions over which the child or adult may or may not have substan-
tial control. Defining characteristics of transitional stresses are that there is
disruption of the anticipated developmental event or role. The stressor is
generally identified; the event is developmental in nature in that many people
experience it. The transition is anticipated, and time is available to prepare
for the changes that occur.

Transitional stresses include normative events around parenthood such as
infertility or premature birth; childhood such as birth injury, hyperactivity,
or illness; adolescence such as teen pregnancy or school problems; adulthood
such as work disruption or chronic illness; and legal issues such as litigation.
The individual’s response is the development of personality trait rigidity and
loss of personal flexibility. The etiology of the crisis is the failure to master
developmental tasks.

The case example describes a medical problem in a normative life event
of childbirth. The transitional stress results from interruption and delay in
the normal neurobiological development of infancy into childhood. Mary’s
hyperactivity and academic problems are linked to a birth injury, something
over which she and her mother had no control. Additionally, this injury has
the capacity to compromise mastery of the developmental tasks of childhood,
adolescence, and adulthood.

Erikson (1963) attributed a central or nuclear conflict to each of the eight
developmental life issues. His theory further states that a relatively successful
resolution of the basic conflicts associated with each level of development
provides an important foundation for successful progression to the next
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stage. Whatever the resolution of these conflicts—mastery or failure—the
result significantly influences personality development. Thus, in transitional
stress, there is the potential to fail to master a developmental task.

J.S. Tyhurst (1957) studied transition states—migration and retirement—in
the lives of persons experiencing sudden change during civilian disaster. Based
on his field studies on individual patterns of responses to community disaster,
Tyhurst identified three overlapping phases, each with its own manifestations
of stress and attempts at reducing it: a period of impact, a period of recoil,
and a post-traumatic period of recovery.

Intervention

There are several useful interventions for transitional stress. The primary
task of the crisis counselor during time-limited individual sessions is to edu-
cate the patient to an understanding of the changes that have taken or will
take place and to explore any psychodynamic implications of these changes.
Support is provided as needed, and anticipatory guidance is used to help the
individual plan an adaptive coping response to problems that have resulted
from the transition. Crisis intervention techniques are used if the event occurs
without anticipatory information.

A second intervention is the use of group approaches. Following the brief
individual therapy, the client is referred to self-help groups specific to the tran-
sition issue (e.g., parents without partners, parents of children with chronic
illness). Self-help groups assist those experiencing a similar life transition
(e.g., preretirement groups, childbirth preparation groups, group approaches
to college orientation).

LEVEL 3: TRAUMATIC STRESS CRISIS

Case Example

Carol had been on maternity leave for 2 months and needed to return to
work. She was a single parent who also had a 4-year-old boy and a 7-year-old
girl, and she depended on the income she made as an assistant manager at a
local restaurant, where she had worked for the past § years. Carol placed an
ad for a baby-sitter in the newspaper. A woman called about the ad, set up
an appointment, and the next day came to the house for an interview. Carol
could not be there, so she had her mother come to the house to talk with the
woman. The woman introduced herself to Carol’s mother, who was holding
the month-old baby. She seemed like a pleasant, competent woman and was
well dressed. She said she didn’t need the money but wanted to spend her time
doing something she enjoyed. She said she had two teenage children of her
own but missed taking care of an infant. Carol’s mother wanted to see how
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she held a baby, so she handed the baby to the woman. At that moment the
telephone rang, and Carol’s mother went to the other room to answer it. As
soon as she was out of sight, the woman left the house and drove off with the
baby. When Carol’s mother returned to the room, no one was there. She ran
to the door just as the woman was driving away.

Carol’s mother immediately called the police, who arrived within § minutes.
Carol arrived shortly after and was told of her baby’s kidnapping. She was
devastated and at first blamed her mother. After this incident, Carol’s mother
began having nightmares and couldn’t sleep. Carol, who could barely func-
tion, had to send the other children to their father’s house to live temporarily.

The news media were immediately involved, and 4 days later the baby was
recovered through a tip to a hotline. The abductor’s husband’s work associates
had visited the baby and were suspicious when they noted it did not look like
a newborn. They had heard the media announcement about the kidnapping
and called the hotline. The abductor was a master’s-prepared psychotherapist
who had faked a pregnancy as a way to halt divorce proceedings. She pled
guilty and spent 1 year in a psychiatric hospital plus 4 years on probation.

Such crises are precipitated by strong, externally imposed stresses. They
involve experiencing, witnessing, or learning about a sudden, unexpected,
and uncontrollable life-threatening event that overwhelms the individual.
Other examples of traumatic crises include crime-related victimization of
personal assault, rape, and sexual assault, arson, or hostage taking; victim-
ization by natural disaster; being the victim of a serious vehicular accident
or plane crash; sudden death of a partner or family member; accidents with
physical dismemberment; and receiving a life-threatening medical diagnosis
such as cancer. One traumatic stress—crises events occurred on April 19,1995
when a terrorist truck bomb blew up outside of the federal office building
in Oklahoma City in which 82 men, women, and children died. The trauma,
stress, and crisis reactions of the hundreds of survivors and family members
of the deceased will be remembered for years. The community was totally
united, and hundreds of caring citizens came to the aid and support of the
survivors. In addition, the FBI quickly mobilized and apprehended the two
terrorists responsible for the bombing. However, a more deadly terroristic
attack occurred on September 11, 2001 when 19 militants associated with
the Islamic extremist group al-Qaeda hijacked four airliners and carried out
suicide attacks against targets in the United States. Two of the planes were
flown into the towers of the World Trade Center in New York City, a third
plane hit the Pentagon just outside Washington, DC, and the fourth plane
crashed in a field in Pennsylvania. Over 3,000 people were killed during the
attacks in New York City and Washington, DC, including more than 400
police officers and firefighters.

The individual’s response in the midst of a disaster or traumatic event is
intense fear, helplessness, and behavior disorganization. Usual coping behav-
iors are rendered ineffective due to the sudden, unanticipated nature of the
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stress. There may be a refractory period during which the person experiences
emotional paralysis and coping behaviors cannot be mobilized.

In the case example, the infant’s grandmother directly experienced the
abduction by offering the infant to the abductor to hold and then leav-
ing the room to answer a telephone call. The infant’s mother experienced
the trauma by learning about the abduction when she returned home. The
women were unable to process the information about the trauma, and thus
the dysfunctional symptoms developed. Until the infant was returned, the
mother and grandmother were unable to cope with daily activities.

Research

Lindemann and his associates at Massachusetts General Hospital introduced
the concepts of crisis intervention and time-limited treatment in 1943 in the
aftermath of Boston’s worst nightclub fire, at the Coconut Grove, in which
493 people perished. Lindemann (1944) and colleagues based their crisis the-
ory on their observations of the acute and delayed reactions of survivors and
grief-stricken relatives of victims. Their clinical work focused on the psycho-
logical symptoms of the survivors and on preventing unresolved grief among
relatives of the persons who had died. They found that many individuals
experiencing acute grief often had five related reactions: somatic distress,
preoccupation with the image of the deceased, guilt, hostile reactions, and
loss of patterns of conduct.

Furthermore, Lindemann and colleagues concluded that the duration
of a grief reaction appears to be dependent on the success with which the
bereaved person does his or her mourning and “grief work.” In general, this
grief work refers to achieving emancipation from the deceased, adjusting to
the changes in the environment from which the loved one is missing, and
developing new relationships. People need to be encouraged to permit them-
selves to have a period of mourning and eventual acceptance of the loss and
adjustment to life without the deceased. If the normal process of grieving is
delayed, negative outcomes will develop.

In the 1970s, the trauma of rape was introduced into the literature through
the term rape trauma syndrome (Burgess & Holmstrom, 1974). Rape trauma
consists of an acute phase of disorganization followed by a long-term phase
of reorganization. A wide range of somatic, cognitive, psychological, and
social symptoms are noted in both phases.

The trauma suffered by the victim affects her family, her social network,
and the community. Recovery from rape is complex and influenced by many
factors, including prior life stress, style of attack, relationship of victim and
offender, number of assailants, preexisting psychiatric disorders, the amount
of violence or the sexual acts demanded, and postrape factors of institutional
response to the victim, social network response, and subsequent victimiza-
tion. Clinicians should consider all these factors in assessing and identifying
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victims who are at high risk for slow recovery from rape and who will remain
vulnerable to many life stresses for a long time.

The pioneering work of Charles R. Figley and members of the Consortium
on Veteran Studies (Figley, 1978) provides insight into the Level 3 crisis of
war combat. Figley suggests that combat includes four major elements that
make it highly traumatic: a high degree of dangerousness, a sense of helpless-
ness in preventing death, a sense of destruction and disruption, in both lives
and property, and a sense of loss. Moreover, the long-term emotional adjust-
ment to combat follows four stages: recovery, avoidance, reconsideration,
and adjustment.

Intervention

Crisis reaction refers to the acute stage, which usually occurs soon after the
hazardous event and includes the neurobiology of trauma. During this phase,
the person’s acute reaction may take various forms, including helplessness,
confusion, anxiety, shock, disbelief, and anger. Low self-esteem and serious
depression are often produced by the crisis state. The person in crisis may
appear to be incoherent, disorganized, agitated, and volatile or calm, sub-
dued, withdrawn, and apathetic. It is during this period that the individual is
often most willing to seek help, and crisis intervention is usually most effec-
tive at this time (Golan, 1978).

Tyhurst recommended a stage-specific intervention. He concluded that
persons in a traumatic crisis state should not be removed from their life
situation, and intervention should focus on bolstering the network of rela-
tionships. Cognitive-behavioral therapy to assist in the information pro-
cessing of trauma (Burgess & Hartman, 1997) is a treatment recommended
for rape-related post-traumatic stress disorder and depression. Also termed
cognitive processing therapy (Resick & Mechanic, 1995), this treatment is
time limited and effective. Other modalities to consider include pharmaco-
therapy with antianxiety medication to help with the long-term physiologi-
cal symptoms of post-traumatic stress disorder. In addition and/or following
individual trauma work, patients are referred for stress reduction/relaxation
treatment, crisis or self-help groups, and psychoeducation groups.

Strategic solution-focused therapy (Quick, 1998) combines the principles
and techniques of strategic therapy and solution-focused therapy. In this
approach, the therapist clarifies problems, elaborates solutions, identifies and
evaluates attempted solutions, and designs interventions that include valida-
tion, compliment, and suggestion components. The pragmatic principle of
doing what works and changing what is not working is the goal for both the
client and the therapist. See Chapter 3 for detailed information.

A therapeutic technique designed by Francine Shapiro, eye movement
desensitization and reprocessing (EMDR), incorporates key aspects of many
of the major therapeutic modalities. The basic underlying principles derive



140 Overview

from an information-processing model that aims to directly access and pro-
cess dysfunctional perceptions that were stored in memory at the time of
the traumatic event. The state-dependent perceptions are considered primary
to the development of post-traumatic stress symptoms. Additional, rigid
thoughts are assumed to be caused by earlier life experiences that are dys-
functionally stored. The primary goal of EMDR is to release clients from the
nonadaptive bonds of the past, thereby providing them with the ability to
make positive and flexible choices in the present. Current research on EMDR
substantiates its ability to rapidly and effectively process the targeted event
and attendant traumatic information. The eight phases of treatment are con-
sidered necessary to resolve the trauma (Shapiro, 1998).

LEVEL 4: FAMILY CRISIS

Case Example

Meredith, aged 23, first met Willis, aged 29, when he came to the apartment
she shared with a roommate hairdresser, to have a haircut. According to Willis,
they felt an instant chemistry, and they began dating. From the beginning
they isolated themselves from others, and when Meredith and her roommate
parted, Willis asked Meredith to move in with him. Meredith ignored a nag-
ging internal warning that this was not a good decision. For example, on their
first date, Willis showed Meredith, a mental health counselor, his psychiatric
record. She later said his diagnosis should have been a red flag to her: border-
line personality disorder with antisocial, dependent, and passive-aggressive
features. He also had an alcohol history.

Willis believed he had found his future marriage partner; Meredith did
not. After several months, she met another man she wanted to date and told
Willis, whose reaction was worse than she imagined. He became depressed
and began cutting himself and leaving blood on tissues around the apart-
ment and writing “I love you” in blood on the wall. He begged her not
to leave.

As Meredith began dating her new boyfriend, Willis obtained his address and
telephone number. He began to write threatening letters. The boyfriend ended
the relationship by leaving town. Willis continued to mail Meredith notes and
greeting cards, pleading with her and then berating her. Detectives told Willis
they could not arrest him, since his letters had been written before the new state
stalking law took effect. They suggested he enter a psychiatric hospital.

Meredith left town, but within months Willis located her. She found a bal-
loon and a get-well card taped to her car and noticed two holes in the front
windows of her apartment. When police arrested Willis, they found a stun
gun, a rope, latex gloves, duct tape, and a pocketknife in his car. He pled no
contest to his 16-month obsession with his ex-girlfriend.
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Some emotional crises result from attempts to deal with primary inter-
personal situations that develop within the family or social network (e.g.,
relational dysfunction). These relate back to developmental tasks and Level
2 transitional crisis. If unresolved, the family crises reflect a struggle with
a deeper, but usually circumscribed, developmental issue that has not been
resolved adaptively in the past and that represents an attempt to attain
emotional maturity. These crises usually involve developmental issues such
as dependency, value conflicts, sexual identity, emotional intimacy, power
issues, or attaining self-discipline. Often a repeated pattern of specific rela-
tionship difficulties occurs over time in those presenting with this type of
crisis (Baldwin, 1978). The crisis may be directed internally or externally, as
in chronic abuse.

Examples of family crises include child abuse, the use of children in por-
nography, parental abductions, adolescent runaways, battering and rape,
homelessness, and domestic homicide. The individual’s response to this level
of crisis is chronic fear, an inability to protect the self and others, and a type
of learned helplessness. The etiology of the crisis relates to the neurobiology
of chronic trauma. There is often undisclosed relationship abuse and divided
family loyalty.

In the case example, the potential dangerousness of the male partner,
Willis, is clearly noted. His psychiatric diagnosis of personality disorder sug-
gests an unresolved developmental power issue as noted by his stalking.

Research

It is important to note that every type of emotional crisis involves an interac-
tion of an external stressor and a vulnerability of the individual. However,
it is in Level 4 crisis that there is a shift from a primarily external locus of
stress that produces the crisis to an internal locus determined by the psycho-
dynamics of the individual and/or preexisting psychopathology that becomes
manifest in problem situations. Child abuse and battering within a domestic
violence context are prime examples of family crises. Both are interpersonal
situations that exist around long-term relationships. See Chapter 17 for a
review of the research on child abuse and crisis intervention.

Intervention

In family violence, the goals of intervention in Level 4 crises are to help
individuals restabilize their lives, strengthen their interpersonal relationships,
and deter psychiatric symptomatology. First the crisis state, if there is one,
must be resolved. All abuse must cease, and children and adults must be safe.
The survivors must adapt to immediate losses and changes created by the
disclosure of abuse and the protective response by others. The dysfunction in
the family system must be addressed.
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Roberts’s (1995, 1996) seven-step crisis intervention model is imple-
mented. This model offers an integrated problem-solving approach to crisis
resolution. The steps include assessing lethality and safety needs; establishing
rapport and communication; identifying the major problems; dealing with
feelings and providing support; exploring possible alternatives; assisting in
formulating an action plan; and conducting follow-up.

Recovery services are intended to aid survivors in resolving the
long-term issues. Stress reduction interventions are of two types: (a) those
designed to help the individual prevent or manage stress, and (b) those
aimed at eliminating or reducing the potency of the stressor. Techniques to
consider include physical activity to discharge repressed energy; nutrition
therapy to enhance physiological recovery; spiritual support for persons
who value religious beliefs to promote a sense of integrity with the natural
world; relaxation to counter hypervigilance; pleasure activities to promote
a sense of fun and humor; and expressive activities such as reading, art,
and music.

A variety of psychoeducational and therapeutic interventions have been
developed to change perpetrator behavior, many of which have produced
an actual decrease in violent or exploitive behavior. Generally, interventions
include components designed to increase the knowledge and skills of the
perpetrator with regard to anger control, mediation, communication, and
family roles.

Group models are often helpful. For example, narrative theory provides
a useful framework for brief group treatment of persons in crisis because
it proposes that understanding of experience is gained through social dis-
course. Groups offer persons in crisis a new context for attributing meaning
to critical events (Laube, 1998).

LEVEL 5: SERIOUS MENTAL ILLNESS

Case Example

Mrs. Dee, aged 32, was referred to the mental health clinic by her case man-
ager. When she arrived, clinging to her were her four children: Doddy (aged
2), Bryant (3), Katie (5), and Sally (6). The children were unkempt and waif-
like. Mrs. Dee, chain-smoking cigarettes, stated that she wanted some Valium
for her nerves. Mrs. Dee lives in a housing project with her husband, Jim. She
and her family (namely, three sisters, a younger brother, father, and mother)
have been known to the multiservice health center for more than 15 years.
Mrs. Dee, upon questioning, revealed that she felt things were just getting to
be too much this morning, and she decided to call her case manager. Although
she did not describe herself as depressed, questioning revealed that she was
hearing voices telling her not to eat because the food was poisoned. She had
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lost 20 pounds in the last month, and her sleeping was erratic because she felt
the neighbors were able to see through her walls. She, as well as the children,
looked emaciated. Although the children clung to their mother, she seemed to
ignore them.

Three months earlier, Mrs. Dee had had a hysterectomy. She was upset
with the home care she received after the surgery. She had been promised
homemaker services, but when the homemakers came to the apartment, they
quit the next day, which she attributed to the fact that they were Black and
she was White Irish. A month later she got into a row with her father, who
was an alcoholic. Her husband, who was out of work, was at home most of
the day or out playing baseball. During this time, her three sisters were in and
out of her apartment, as was her brother. All her siblings were on drugs or
were drinking. Two sisters had children, and presently the state was stepping
in to remove the children from their mothers because of neglect and multiple
injuries that could not be accounted for.

Shortly after her return home from the hospital after the hysterectomy,
Mrs. Dee slashed her wrists. She was taken to an emergency ward, where her
wrists were stitched. She refused to talk to a psychiatrist. Homemaker help
was sent to her house, but she refused to let the homemaker enter her house.
She did develop a relationship with a nurse, and she recounted a life full of
struggle. Her first child was born when she was 16. She married 2 years later
and had another child, followed by a divorce, then marriage to her present
husband and two more children. She had difficulty with her husband, who
often beat her. During this time a social worker came to the house, and
eventually all these children were placed in a foster home and later were
given up for adoption. Thus, Mrs. Dee forbade any investigation into the
records at this time for fear her present four children would be taken away.
She claimed that she had been abused by the authorities and that her chil-
dren were removed from her against her will. The current stressor of the
hysterectomy and its unresolved meaning reactivated underlying psychotic
symptoms and heightened the multiproblem nature of this family.

Such crises reflect serious mental illness in which preexisting problems have
been instrumental in precipitating the crisis. Or the situation may involve a
state in which the severity of the illness significantly impairs or complicates
adaptive resolution. There is often an unidentified dynamic issue.

Other examples of serious mental illness include diagnoses of psychosis,
dementia, bipolar depression, and schizophrenia. The patient response will
be disorganized thinking and behavior. The etiology is neurobiological.

The case example indicates that Mrs. Dee was experiencing perceptual
difficulties and paranoid thinking. An unresolved issue for her was related
to the hysterectomy and the psychological meaning of the end to her
childbearing.
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Intervention

The clinician needs to be able to diagnose the mental illness and adapt the
intervention approach to include appreciation of the personality or char-
acterological aspects of the patient. Persons with long-term and recurring
severe mental illness require a mix of traditional medical and long-term treat-
ments that are helpful in sustaining their function and role. Roberts’s (1991,
1995, 1996) crisis intervention model may be used to reduce symptoms in
an acute crisis.

The crisis therapist responds primarily in terms of the present problem of
the patient, with an emphasis on problem-solving skills and environmental
manipulation. The therapist gives support but is careful not to produce or
reinforce dependency or regression by allowing the therapeutic process to
become diffuse. The therapist acknowledges the deeper problems of the client
and assesses them to the degree possible within the crisis intervention con-
text, but does not attempt to resolve problems representing deep emotional
conflict. Through the process of crisis intervention, the patient is helped to
stabilize functioning to the fullest extent possible and is prepared for referral
for other services once the process has been completed.

Case monitoring and management are indicated, as well as an assessment
for inpatient hospitalization or sheltered care. Medication will be needed for
psychotic thinking. Continuity of care is critical with this level of crisis and
is generally accomplished through the case manager. Other services should
include referral for vocational training and group work.

LEVEL 6: PSYCHIATRIC EMERGENCIES

Case Example

Mr. Mars, aged 65, was admitted to a psychiatric unit following a suicide
attempt. According to his history, he had two older sisters and several older
half siblings. His mother, who had glaucoma, died in her 90s of a cause
unknown to the patient; his father died at age 66 of prostate cancer. Mr. Mars
described himself as the “bully” in his family and said that he had always felt
distant from his siblings and parents.

Mr. Mars enlisted in the Marine Corps after high school and served in
World War II combat. After the war, he returned home and worked for
20 years as a truck driver, then for 8 years as a prison guard. He and his wife
had no children. Prior to his diagnosis of diabetes, he drank beer regularly and
enjoyed the company of his tavern friends. He had many interests prior to his
work retirement, belonging to community groups, the Marine Corps League,
and the VFW, and he was chairman of his church picnic.

Mr. Mars was first hospitalized at age 48 with complaints of an inability
to sleep, no interest in work, suicide ideation, thoughts of wanting to hurt his
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wife, a peculiar preoccupation with numbers, lack of appetite, and weight loss.
His recent diagnosis was diabetes mellitus, which was seen as a precipitant
to the depression. He was diagnosed with psychotic depressive reaction and
treated with Elavil, Trilafon, and group therapy and discharged after 6 weeks.
Mr. Mars continued outpatient counseling and pharmacotherapy for a year.
Counseling notes indicate he discussed his contemplated suicide at the time of
hospitalization, displayed no insight into his condition, regretted not having
children, always worked hard, had little communication with his wife, talked
on a very superficial level, and had passive-aggressive behavior (e.g., waiting
weeks to get even for a perceived wrong).

Mr. Mars’s history of medical problems included diabetes, high blood pres-
sure, and glaucoma. He had a transurethral resection of the prostate for a
benign condition. His second psychiatric hospitalization occurred following
the laceration of his left wrist and arm, which required surgical correction. On
admission, he stated, “I wanted to end it all ... too many things in too little
time.” That evening he had eaten dinner around 6:00 p.m. and had a graham
cracker snack at 10:00 p.m. While his wife was at choir practice, he cut his
arm several times with a razor blade and “held it over the bathtub hoping to
pass out and die.” When nothing happened, he cut his arm several more times.
He said that after retiring he “couldn’t enjoy it like I wanted; I’'m stuck in the
house and bored.” His stated goals for hospitalization were to “straighten out,
get better and get the hell out of here.”

Mrs. Mars stated her husband did not give her any indication he was
depressed or was thinking of harming himself. She had gone to choir practice
and when she returned found her husband over the bathtub with several deep
lacerations; she called the ambulance. Mrs. Mars described her husband as
selfish and self-serving, showing no consideration for others. She said they
argued frequently and that he did not talk about his feelings. They had been
married for 40 years. Mrs. Mars reported that when they argued, her husband
would hold a grudge and not talk to her for days.

Psychiatric emergencies involve crisis situations in which general func-
tioning has been severely impaired. The individual is rendered incompetent,
unable to assume personal responsibility, and unable to exert control over
feelings and actions that he or she experiences. There is threat or actual harm
to self and/or others.

Examples of psychiatric emergencies include drug overdose, suicide
attempts, stalking, personal assault, rape, and homicide. The individual
presents with a loss of personal control. The patient’s level of conscious-
ness and orientation, rationality, rage, and anxiety all affect the level of
cooperation during the immediate assessment of the need for emergency
intervention.

The etiology of these crises focuses on the self-abusive component to sui-
cide attempts and drug overdoses. Aggression toward others suggests a need
for dominance, control, and sexualized aggression.
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The case example illustrates serious suicidal intent on the part of
Mr. Mars. Of interest is the denial by Mrs. Mars of any warning signs. By his-
tory it was learned that Mr. Mars was trying to dispense some of his money
to a favorite niece when Mrs. Mars interceded. While in the hospital, he tried
to run away from a group activity and into a river. Three weeks after admis-
sion, he successfully hung himself in a bathroom at 12:30 a.m., between
30-minute unit checks.

Intervention

The clinician needs to be confident in his or her skills at managing a cli-
ent’s out-of-control behavior and/or must have adequate assistance avail-
able. When an emergency presents itself, with appropriate cooperation,
questions need to be raised and answered regarding the location of the
patient, exactly what the patient has done, and the availability of signifi-
cant others. In the case of a suicide attempt, the clinician’s immediate task,
to assess the lethality of the act, is greatly aided by published lethality
scales. Where medical-biological danger has been determined to exist or
where sufficient data for that determination are not available, emergency
medical attention is required. Dangerous and volatile situations should be
handled by police and local rescue squads, which can provide rapid trans-
portation to a hospital emergency room. Rapid medical evaluation is an
essential first step in resolving a current and future suicidal crisis (Jobes &
Berman, 1996).

Psychiatric emergencies are the most difficult type of crisis to manage
because there may be incomplete information about the situation, the patient
may be disruptive or minimally helpful, and there is an immediacy in under-
standing the situation in depth in order to initiate effective treatment. Patient
assessment is greatly facilitated when informants with some knowledge of
the precipitating events accompany the patient; in many instances they can
be helpful in planning appropriate psychological and medical services (see
Chapters 11, 18, 19, and 24).

The basic intervention strategy for Level 6 psychiatric crisis involves the
following components: (a) rapidly assessing the patient’s psychological and
medical condition; (b) clarifying the situation that produced or led to the
patient’s condition; (¢) mobilizing all mental health and/or medical resources
necessary to effectively treat the patient; and (d) arranging for follow-up or
coordination of services to ensure continuity of treatment as appropriate. It
is in this type of psychiatric emergency that the skills of the crisis therapist
are tested to the limit because he or she must be able to work effectively and
quickly in highly charged situations and to intervene where there may be
life-threatening implications of the patient’s condition (Burgess & Baldwin,
1981; Burgess & Roberts, 1995).
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Police or emergency medical technicians are often called to transport the

patient to a hospital or jail. Medication, restraint, and/or legal intervention
are all indicated for psychiatric emergencies.

LEVEL 7: CATASTROPHIC CRISIS

Case Example

A young bisexual woman in her mid-30s was admitted to a psychiatric hos-
pital following a serious suicide attempt. A number of stressful events had
occurred over a 3-month period. She began drinking heavily when her partner
moved out of her apartment; she had a car accident during a snowstorm; later
her car was stolen, and she began “drinking around the clock.” She could
not control herself and took a leave of absence from her computer analyst
job. She was hospitalized briefly at the local psychiatric hospital. Three weeks
after that hospitalization, one evening she was drinking with a man she met
at a bar. He drove her home, and they continued drinking in her apartment.
The man wanted sex, but she refused, and he forced the situation. After he left
the apartment, she called a friend to take her to a local hospital, where a rape
examination revealed vaginal lacerations. On returning home, the woman
continued drinking and, while intoxicated, slashed her wrist with a broken
glass. She again called her friend, who took her back to the hospital, where
she received 10 sutures; later she was transferred to the psychiatric hospital.

The next day the woman requested discharge against medical advice. She
returned to her apartment and went on an extended drinking bout for another
6 weeks, during which she was also very suicidal. About this time, she brought
a legal suit against one of the male patients and the psychiatric hospital for
simple assault, blood tests revealed that she was HIV-positive.

Level 7 has two or more Level 3 traumatic crises in combination with
Level 4, 5, or 6 stressors. Classifying an individual into one of the preced-
ing levels of crisis is dependent upon the nature, duration, and intensity of
the stressful life event(s) and one’s perception of being unable to cope and
lessen the crisis. Sometimes a crisis is temporary and quickly resolved; at
other times it can be life-threatening and extremely difficult to accept and
resolve (e.g., having AIDS or a multiple personality disorder, or losing all
family members due to a disaster).

SUMMARY

The lack of an up-to-date classification model for determining levels of emo-
tional crises has resulted in a significant gap to advancing the development
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of crisis theory. The revised and expanded Baldwin (1978) crisis typology
is presented to increase communication between therapists and other crisis
care providers in clinical assessment, treatment planning, and continuity of
healthcare within a managed care context.
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Suicide Crisis Intervention

DARCY HAAG GRANELLO

Suicide crisis intervention occurs within a variety of organizational frame-
works, such as domestic violence shelters, 24-hour hotlines, hospitals, home-
less shelters, outpatient settings, and crisis intervention units of community
mental health centers. Each year, millions of individuals become so distressed
or overwhelmed by their life situations or traumatic events that they expe-
rience acute crises. These crisis situations can often be the critical turning
points in a person’s life. According to Roberts (2005), “They can serve as a
challenge or opportunity for rapid problem resolution and growth, or as a
debilitating event leading to sudden disequilibrium, failed coping, and dys-
functional behavior patterns” (p. 3). For some people, the crises can lead to
suicidal thoughts, attempts, or completions.

Working with individuals in suicide crisis is one of the most difficult and
challenging aspects of crisis intervention work. Every day, crisis intervention
specialists and screeners must make suicide risk assessments and determine
appropriate intervention strategies for the people they serve. These often
life-and-death decisions are typically made with limited time and often with
incomplete information, and many of these workers have inadequate train-
ing in working with suicidal individuals or insufficient resources to support
their work. Suicide crisis interventionists often work with children and adults
who have serious mental illnesses or emotional disorders who lead lives char-
acterized by recurrent, significant crises and chaos. Many such individuals
experience a cascade of crisis events, leading to multiple encounters with
differing aspects of the mental health crisis system. For these individuals, the
suicide crisis is not the inevitable consequence of the mental disability but
the combined impact of multiple, significant factors, including lack of access
to mental healthcare, poverty, unstable housing, coexisting substance use,
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co-occurring health problems, discrimination, and victimization (Substance
Abuse and Mental Health Services Administration [SAMHSA], 2009a). It
is within this context that some of the most critical and demanding work
occurs within the field of crisis intervention.

What is perhaps most surprising—and encouraging—is that in spite of
these challenges, there is evidence that suicide crisis intervention helps pre-
vent suicide. Empirical studies across different types of settings and with dif-
ferent types of interventions have demonstrated reduced suicidality among
those who make use of the services, although many of the studies have sig-
nificant design flaws, such as the lack of a control group, that make it dif-
ficult to make definitive statements about effectiveness. Although the results
of these studies are not universally consistent, most researchers and clini-
cians would agree with the assessment of the World Health Organization
that brief crisis intervention serves an important role in suicide prevention
efforts (Fleischmann et al., 2008).

MAGNITUDE OF THE PROBLEM

Each year in the United States, more than 39,000 people take their own
lives, which equates to more than 108 people a day, or a person lost to sui-
cide every 13 minutes (McIntosh & Drapeau, 2014). In the United States,
suicide is more than three times as common as homicide (Federal Bureau
of Investigation, 2014). Over the past decade, the suicide rate in the United
States has been steadily increasing. In 2011 (the latest year for which num-
bers are available), the suicide rate was 12.7 per 100,000, up from 10.4 per
100,000 in the year 2000 (Suicide.org).

As alarming as these numbers are, focusing only on completed suicides
belies the true magnitude of the problem. Each year, an estimated 1.1 million
adults have a suicide attempt, translating to an attempt every 38 seconds.
Greater still is the number of Americans who seriously consider suicide. In
2008, a national study of suicide risk found that 8.3 million American adults
aged 18 or older (3.7% of the population) seriously considered suicide in
the past year, and 2.3 million (1% of the population) made a suicide plan
(Crosby, Han, Ortega, Parks, & Gfroerer, 2011). Among youth, 17% of high
school students reported that they had seriously considered suicide in the past
year, and more than 8% reported that they had actually attempted suicide
during the same period, with 2.6 % having an attempt that required medical
attention (Eaton et al., 2007). A 2006 study of college students found that 1
in 10 said that they had “seriously considered suicide” during the past year
(American College Health Association, 2007).

Although all races and ages and both genders are affected by sui-
cide, some groups are at higher risk. Males are four times more likely
than females to die by suicide, representing 78.8% of all suicide deaths.
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However, women are three times more likely than men to attempt suicide,
with approximately 59 attempts for every completion (compared with 8
attempts for every completion in men). Whites/Caucasians have suicide
rates that are higher than those of any other racial or ethnic group. The
Caucasian rate of 15.1 per 100,000 is higher than the rates for Hispanics
(5.2 per 100,000), Blacks/African Americans (5.2 per 100,000), American
Indians/Alaskan Natives (11.9 per 100,000), or Asian/Pacific Islanders
(5.8 per 100,000; Crosby et al., 2011).

Suicide risk differs by age. Among those aged 25 to 34, suicide is the
second leading cause of death (behind accidents). Suicides represent the
third leading cause of death among 15- to 24-year-olds (nearly 13% of all
deaths annually). In addition, young people are significantly more likely to
engage in suicide attempts. For every completed suicide in the 15 to 24
age group, it is estimated that there are up to 200 suicide attempts (Arias,
Anderson, Kung, Murphy, & Kochanek 2003), compared with between 2
and 4 attempts for every completion in adults older than 65 (Miller, Segal,
& Coolidge, 2000).

There are significant gender differences in suicide risk based on age. For
example, suicide rates for women peak between the ages of 45 and 54. For
men, suicide rates rise with age, with the highest rates occurring after age
65. Suicide rates for males older than 65 are approximately 40 per 100,000,
compared with 6 per 100,000 for females. The highest suicide rate for any
age group, however, is for Caucasian males older than 85. Their rate of nearly
70 per 100,000 makes this group, by far, the most likely of any demographic
group to complete suicide (Granello & Granello, 2007).

Clearly, suicide affects every demographic segment of society, and pro-
fessionals who work in crisis intervention settings will encounter suicidal
individuals regardless of the demographics of the specific segment of the
population they serve. No group is immune from the effects of the national
burden of suicide.

CORE PRINCIPLES FOR RESPONDING TO
SUICIDE CRISES

In 2009, the Substance Abuse Mental Health Services Administration (2009a)
developed practice guidelines for anyone interacting with persons in suicide
crisis. Because of the multiple professionals and paraprofessionals who inter-
vene and try to assist, it is important that there be some broad-based crisis
standards to ensure that every person in suicide crisis receives intervention
that is guided by standards that are consistent with recovery and resilience.
The standards have 10 essential values at their core, which are appropri-
ate for suicide crisis intervention, regardless of the specific situation, setting,
population, or the credentials of the person offering assistance.



154 Overview

Standard 1: Avoid Harm

Individuals in suicide crisis can place their own safety, as well as that of crisis
responders or others, at risk. Appropriate suicide crisis response establishes
both physical and psychological safety for everyone involved. Although
physical restraints may sometimes be necessary, these are employed only
when there is an urgent need to establish physical safety and there are few
viable alternatives to address the immediate risk of significant physical harm.

Standard 2: Intervene in
Person-Centered Ways

Even though working with suicidal individuals may become routine in some
settings (e.g., hotlines, emergency rooms), appropriate crisis assistance avoids
rote interventions based on diagnosis or institutional historical practices.
According to SAMHSA (2009a), “Appropriate interventions seek to under-
stand the individual, his or her unique circumstances and how that indi-
vidual’s personal preferences and goals can be maximally incorporated into
the crisis response” (p. 5).

Standard 3: Share Responsibility

When individuals are in suicide crisis, they often feel out of control and help-
less. Interventions that are done to the person, rather than with him or her,
can reinforce these feelings of helplessness. According to SAMHSA (2009a),
“An appropriate crisis response seeks to assist the individual in regaining
control by considering the individual an active partner in—rather than a pas-
sive recipient of—services” (p. 5).

Standard 4: Address Trauma

All crises, including suicide crises, are intrinsically traumatic events. Further,
some aspects of the intervention (e.g., transports in police car, physical
restraints, involuntary hospitalization) may impose further trauma. For many
people in crises, these ordeals are compounded by a history of trauma, crisis,
and chaos. According to SAMHSA, once safety is established, crisis interven-
tionists must address any harm resulting from the crisis or crisis response.
In addition, crisis responders should “seek out and incorporate [relevant
trauma history] into their approaches” (SAMHSA, 20094, p. 6).

Standard 5: Establish Feelings of
Personal Safety

People in suicide crises have an urgent need to feel safe. Often their actions,
which may seem hostile or agitated to others, stem from attempts at
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self-protection (Chiles & Strosahl, 2005). According to SAMHSA (2009a),
“Assisting the individual in attaining the subjective goal of personal safety
requires an understanding of what is needed for that person to experience
a sense of security ... and what interventions increase feelings of vulner-
ability” (p. 6).

Standard 6: Use a Strengths-Based
Approach

All individuals, even those in suicide crises, have personal strengths that can
be used to foster a sense of competence. Unfortunately, crisis intervention
often focuses almost exclusively on the problems and difficulties in the per-
son’s life. According to SAMHSA (2009a), “An appropriate crisis response
seeks to identify and reinforce the resources on which an individual can
draw, not only to recover from the crisis event, but also help protect against
further occurrences” (p. 6).

Standard 7: Consider the Whole Person

When people are in suicide crisis, they can become defined by their situation
or their psychiatric diagnosis. It is important to remember that this crisis is
just one aspect of a complex person. People in suicide crisis may have other
psychiatric, medical, or social welfare needs, and the services they receive are
often compartmentalized, with little connection or communication between
providers. They also may have real-world concerns about what is happening
to their homes, families, pets, or jobs during their absence or when they are
unable to function. Crisis interventionists are reminded to try to gain a more
complete understanding of the person in order to help make connections
between providers and services that will assist the individual through the
crisis period.

Standard 8: Treat the Person Seeking
Assistance as a Credible Source

Because people in suicide crisis can have difficulty providing accurate infor-
mation about sequencing of events or the specifics of their symptoms, it may
be tempting for crisis workers to be skeptical about the information pro-
vided, particularly when stories include obvious delusional thoughts or are
not well grounded in reality. As a consequence, legitimate complaints and
concerns may be disregarded. However, even when the facts are in question,
the telling of one’s story is an important step in crisis resolution, and it is
important not to be dismissive of the person as a credible source of both
factual and emotional information (SAMHSA, 2009a).
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Standard 9: Focus on Recovery, Resilience,
and Natural Supports

Because suicide crisis intervention, by definition, is time limited and occurs
during acute crises and in high-stress situations, it is easy to focus exclu-
sively on the crisis. However, according to the SAMHSA (2009a), standards,
“An appropriate crisis response contributes to the individual’s larger journey
toward recovery and resilience and incorporates these values. ... interven-
tions should preserve dignity, foster a sense of hope, and promote engage-
ment with formal systems and informal resources” (p. 7).

Standard 10: Move From a Reactive to a
Preventative Approach

Although suicide crisis intervention is by necessity reactive, anything that
can be done to help put measures in place to reduce the likelihood of recur-
rence is an important component of the crisis response process. This includes
assessing for factors that contributed to the current crisis and addressing any
unmet needs that could contribute to a relapse.

The proactive, preventative, self-directed, and holistic aspects of these 10
standards are consistent with the standards developed by advocacy groups to
help people in crisis manage the behavioral healthcare system (e.g., National
Consensus Statement on Mental Health Recovery). For suicidal individuals,
these standards not only promote client safety and welfare but also help
focus all interactions on restoring hope, which has been identified as a criti-
cal component of suicide crisis intervention (Joiner, 2005). When clients in
crisis receive the message that they can survive the crisis and go on to lead
meaningful lives, they are significantly more likely to participate in outpa-
tient services after their contact with crisis intervention services (Asarnow
et al., 2011; Millstein, 2010).

SUICIDE RISK ASSESSMENT

As critical as it is for individuals in suicide crisis to receive appropriate,
timely, and effective interventions, no effective treatment can begin until a
proper suicide risk assessment is completed. However, assessing an individual
to determine level of suicide risk is one of the most difficult and challeng-
ing experiences a mental health professional can face. Accurate suicide risk
assessment is essential to identify acute, modifiable, and treatable risk factors
and to help healthcare professionals recognize when clients need more spe-
cific interventions to help them manage their lives (Granello, 2010a). Suicide
risk assessment is the most critical component of any interaction with sui-
cidal individuals (Chiles & Strosahl, 2005). Given the high prevalence of
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suicidal behavior in crisis settings, the essential nature of accurate risk assess-
ment, and the impact of suicidal behavior on the mental health treatment
community, it is vital that crisis intervention specialists and screeners have
access to state-of-the-art information regarding assessment of suicide risk.

Suicide risk assessment requires a complex set of skills, including knowl-
edge, training, and experience. In general, the determination of suicide risk is
based on a comprehensive assessment of individual risk factors and warning
signs, as well as a careful appraisal of protective factors that can work to
help mitigate the risk. Crisis intervention specialists who engage in suicide
assessment often rely on formal (structured) and/or informal (unstructured)
tests and interview protocols. There are dozens of commercially available
assessments for children, adolescents, and adults, as well as assessments for
a variety of special populations. In addition, countless informal checklists
and interview protocols are readily available. The content and methods used
for suicide assessment have been the subject of many books, articles, and
websites. Some of the most commonly used suicide risk assessment strategies
are discussed in the following pages. However, it is important to note that
suicide risk assessment is extremely complex, and individuals who engage in
this type of assessment require training and supervision that are beyond the
scope of any single text to provide. Thus, this review is intended only as a
first step in understanding the role of suicide risk assessment in suicide crisis
intervention.

THE KEY PRINCIPLES OF SUICIDE
RISK ASSESSMENT

Before a discussion of the specific content to be included in suicide risk assess-
ment, it is useful to step back to the big picture and consider the principles that
guide the process of this type of assessment. Because the nature of suicide risk
assessment encourages the assessor to focus on the specific content, details,
and minutiae and to ask concrete, direct questions, these core principles are a
reminder to draw attention back to the bigger picture, to provide the context
for assessment, and a reminder to crisis intervention workers of the founda-
tional principles that will best serve their clients during suicidal crises. These
core principles do not override the importance of ascertaining specific risk fac-
tors or replace the specific content or method of the assessment. Rather, the two
components, content and process, are complementary, and they come together
to form a comprehensive risk assessment (Granello & Granello, 2007).

The 12 process principles, or clinical aphorisms, outlined here are based
on a comprehensive review of the research and literature, as well as clinical
experience, and were first articulated in a text by Granello and Granello (2007)
and further described in a subsequent article (Granello, 2010a). The list is not
intended to be exhaustive; clinicians may further the discussion by adding
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more process elements as they become apparent. Further, the ordering of the
list is not intended to be hierarchical. In general, the list is intended to bring the
discussion back to the core principles that undergird a suicide risk assessment.

Principle 1: Suicide Risk Assessment of
Each Person Is Unique

Assessing a person for suicide risk always includes a comprehensive analysis
of risk factors and warning signs. Risk factors can be demographic (e.g.,
male, over 65, Caucasian), psychological (e.g., untreated mood disorder, per-
sonality disorder, substance abuse), cognitive (e.g., rigid cognitive structures,
poor problem-solving ability, impulsivity), and/or environmental/situational
(e.g., loss of job, breakup of significant relationship, incarceration). They can
be proximal (e.g., a sudden crisis or loss) or distal (e.g., an ongoing stressor,
such as illness or poverty).

There are more than 100 identified suicide risk factors in the research and
literature. Warning signs (e.g., giving away prized possessions, developing
a plan, withdrawing from others) also can help determine risk. These risk
factors are based on aggregate data. They tell us who in the population is
at highest risk. In general, the more warning signs and risk factors an indi-
vidual has, the higher the risk (Schwartz & Rogers, 2004). Thus, learning
these warning signs and risk factors is an essential component of suicide risk
assessment training.

The risk factors and warning signs, however, do not give clinicians the
whole picture when they are faced with a suicidal individual. For exam-
ple, it is not particularly helpful to know that, statistically, middle-aged
African American females are very unlikely to complete suicide when the
middle-aged African American female sitting in front of us has just made an
attempt. Persons who do not “fit” the profile can, in reality, be at imminent
risk, and two persons with similar risk profiles can be at very different lev-
els of risk. Suicide risk manifests itself differently in different people, and all
of the checklists and formal and informal assessments cannot ever take into
account the uniqueness of the person and his or her risk profile. It is for this
reason that when conducting suicide risk assessments, it is vitally important
to learn as much as possible about the individual, from as many sources of
information as possible, to determine how the risk factors, warning signs,
and protective factors come together in a unique way for that person and
how they manifest themselves in an individual level of risk.

Principle 2: Suicide Risk Assessment Is
Complex and Challenging

Persons who are suicidal typically do not want to die; they simply want their
pain to end (Granello & Granello, 2007). Problem-solving and coping are
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compromised by cognitive rigidity and strong emotions until the only option
to stop the pain appears to be suicide. The fact that most suicidal people feel
ambiguous about suicide and death makes suicide assessment incredibly dif-
ficult. However, the ambiguity also is the best hope for survival because it is
what allows intervention to occur.

When people feel suicidal, they often cannot say for certain whether they
are going to kill themselves. When asked, they may not be able to say whether
or not they will be able to stay safe from self-harm. Even if they do know this
with certainty, those feelings are likely to change from day to day and from
moment to moment. Thus, anyone trying to assess for suicide attempts to
predict risk from what are often vague and tumultuous emotional states and
irrational cognitions that even the suicidal individual does not fully under-
stand. The complexity of this task is enormous. Suicide risk assessment is
successful only to the degree that suicide is foreseeable, and all of these fea-
tures make predicting suicide risk extraordinarily challenging.

Principle 3: Suicide Risk Assessment Is an
Ongoing Process

Suicide risk is not fixed, and suicide risk assessment is a process, not an event
(Simon, 2002). Suicidal thoughts and behaviors are highly unstable, and
completed suicide assessments quickly can become obsolete. Even among
clients who are not considered to be at elevated risk, suicide risk assessment
is an important component of treatment, especially at times of impending
transition, heightened stress, or changes in environmental supports (Berman,
Jobes, & Silverman, 2006). It is a commonly held myth that asking someone
about suicide will cause him or her to consider suicide. The reality, however,
is that it is important to begin the discussion of suicide with all clients, and
asking about suicide does not elevate risk (Schwartz & Rogers, 2004). In
fact, randomized studies have demonstrated that talking about suicide to
high-risk teenagers actually lowers their distress (Gould et al., 2003).

Frequent risk assessment also is useful in differentiating between immedi-
ate and ongoing risk. It is not unusual to encounter clients in crisis settings
who are at continual low-level risk for suicide. However, for most individu-
als, an acute suicide crisis tends to be a relatively time-limited event. When
assessing suicide, it may be helpful to ask, “Did you feel suicidal this morn-
ing? Yesterday? Last week?” to help uncover whether suicidal thoughts are
ongoing or acute.

Principle 4: Suicide Risk Assessment Errs
on the Side of Caution

Perhaps this principle is so obvious that it does not bear inclusion. Or per-
haps it may get overlooked in the process of assessment precisely because it
is so obvious. There are two types of potential errors to be made in suicide
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risk assessment. A false positive in this context is when a person is judged to
be suicidal when he or she is not. False positives are relatively common in
wide-scale screening efforts, and individual and more careful assessment is
required of those who come up positive in a general screening (Sher, 2004).
False positives exact a burden in time and resources and should not be taken
lightly. The second type of error that can be made is a false negative (e.g.,
believing someone is not suicidal when he or she is), and this represents a
very dangerous possibility. It is impossible to know the rate of false nega-
tives in general screenings, but one study found that a screening instrument
failed to identify 14% of actively suicidal individuals in a veteran population
(Herman, 2006). Ultimately, the consequences for a false negative error can

be fatal.

Principle 5: Suicide Risk Assessment Is
Collaborative

Suicide risk assessment uses a team approach whenever possible. Multiple
perspectives enrich the assessment and provide the best standard of care.
They help reduce the possibility that a single crisis worker will miss an
important piece of information or make a wrong decision. There are three
important components of the team approach: collaboration, corroboration,
and consultation.

Collaboration is the act of working together with a sense of urgency
and commitment, for a shared objective, in this case safety from self-harm.
Collaboration can occur with a wide variety of people and agencies, includ-
ing other treatment professionals, school personnel, families, and community
organizations. The key is that clinicians recognize that keeping someone safe
is a responsibility that works best when shared and when information flows
freely among all who can help. It is important to note that client safety con-
cerns override issues of confidentiality, although it is therapeutically impor-
tant, whenever possible, to have clients agree to the collaborative approach.
If confidentiality must be broken, appropriate documentation should be
made (Shea, 2002).

Corroboration of suicide risk with friends and family can be extremely
important to understand the level of risk, particularly in settings where the
clinician has limited interaction with the client and does not have a history
against which to judge current functioning. For example, in emergency room
settings, family may be able to provide information on changes in mood
or behavior or availability of means. Inconsistencies between the client’s
self-report and the report of corroborating sources can highlight or clarify
risk (Shea, 2002).

Consultation with professional colleagues is common practice in sui-
cide assessment and is always advised when treating suicidal individuals
(Packman & Harris, 1998). Edwin Shneidman (1981), often called the father
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of suicidology, cautioned that there is no instance in a therapist’s professional
life when consultation with a colleague is more important than in the case
of a highly suicidal person. Consultation enhances both therapeutic care and
legal protection. Consultation must be well documented in order for it to be
legally recognized (Shea, 2002). Supervision is a more formalized and struc-
tured type of consultation, and clinicians with limited experience in suicide
assessment should always make use of supervision from a more experienced
colleague when faced with a potentially suicidal client (Shea, 2002).

Principle 6: Suicide Risk Assessment Relies
on Clinical Judgment

Countless formal and informal tests, checklists, and interview protocols for
suicide exist, but none has yet been found to accurately determine whether
or not a person will attempt or complete suicide. Uncertainty is an inevitable
part of suicide assessment (Simon, 2006). Training and experience can help
crisis intervention workers develop clinical judgment to master—or at least
manage—that uncertainty. Clinical judgment allows clinicians to interpret all
of the existing data and information against the backdrop of their training,
experience, and knowledge (Silverman, Berman, Bongar, Litman, & Maris,
1998). Clinicians with limited experience in suicide assessment should never
rely on their own clinical judgment but instead should seek consultation and
supervision from more experienced therapists. Nevertheless, even clinicians
with years of experience in the assessment of suicidal persons at times ques-
tion whether they have made the right choices or done all they could (e.g.,
Meichenbaum, 2005), again highlighting the need for ongoing consultation.

Principle 7: Suicide Assessment Takes All
Threats, Warning Signs, and
Risk Factors Seriously

Individuals who attempt or complete suicide often express their intent to oth-
ers. In fact, more than 90% of adolescents who complete suicide give clues
(either verbal or other warning signs) before they attempt. About one third
of people who attempt suicide will make another attempt within the year,
and about 10% to 12% of those who threaten or attempt go on to complete
suicide, typically within 5 to 10 years of the first attempt (Runeson, 2001). As
many as 20% of calls to suicide hotlines are from friends and family mem-
bers who are concerned about what to do when someone they love threatens
suicide (Mishara, 1995). In spite of these numbers, it is sometimes challeng-
ing to convince others, even mental health professionals, to take threats and
attempts seriously. Suicide threats and attempts are often associated with tre-
mendous consequences in terms of personal suffering, the anguish of family
and friends, and economic costs of hospitalization and treatment (DeQuincy,
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2006). Perhaps it is not surprising, then, that family and friends may want to
minimize the threat (Samy, 1995).

Nevertheless, it is essential that crisis interventionists take every threat or
warning sign seriously and complete a more comprehensive risk assessment
whenever there is reason for concern. Farberow and Shneidman (1961) con-
ceptualized all suicide threats and attempts as a cry for help, likening them to
a drowning person waving his or her hands in the air and needing immediate
assistance. It may be tempting to minimize these threats, particularly with
those who make frequent attempts or threats, are frequent callers to hotlines
or users of emergency services, or who engage in self-harm (Comtois, 2002).
These suicidal threats may be dismissed as manipulative (Dear, Thomson, &
Hills, 2000). However, what is clear is that people who threaten suicide do
so because they are desperately trying to seek the attention of someone who
can help, and dismissing these threats as manipulative only encourages them
to engage in more harmful behaviors in order to receive the assistance they
need (Granello, 2010a).

Principle 8: Suicide Risk Assessment Asks
the Tough Questions

Sometimes, when people are considering suicide, they will speak in euphe-
misms or veiled threats, such as “They won’t have me to kick around any-
more” or “They’ll be happier when I’'m gone.” It is important that clinicians
not imitate this approach but instead ask direct and specific questions, and
use words such as suicide and death. This not only limits the possibility of
miscommunication but also sends a powerful message that it is okay to talk
about suicidal thoughts with the clinician. Shea (2002) argued that talk-
ing about suicide and death in a calm, frank way can be a relief for people
who recognize that there is one safe place where their “horrible secret” can
be shared (p. 120). The American Psychiatric Association guidelines high-
light the importance of direct inquiry into suicidal thoughts, plans, and
behaviors (Jacobs & Brewer, 2006). The recommended approach is asking
straightforward questions with the stated goal of trying to understand the
individual in order to help relieve his or her suffering (Schwartz & Rogers,
2004). Open-ended questions that allow for complexity and ambiguity in the
answers also are important, as many suicidal persons do not unequivocally
want to die and therefore may answer “no” to a closed-ended question. For
example, the question “How do you feel about living and dying?” is typi-
cally more productive than “Do you intend to kill yourself?” (International
Association for Suicide Prevention, 2006). Finally, it is important to note
that the use of just one “gatekeeping” question on intake—such as “Have
you ever felt suicidal?” or “Do you feel suicidal now?”—may not be suf-
ficient. As many as 44% of persons with past histories of suicide attempts
answer “no” to a general gatekeeping question regarding past attempts and
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therefore may be missed for follow-up questioning (Barber, Marzuk, Leon, &
Portera, 2001). Multiple questions are needed, and inconsistencies between
self-report and presentation may provide a clue that further investigation or
collateral information is required (Jacobs & Brewer, 2006).

Principle 9: Suicide Risk Assessment
Is Treatment

The moment a crisis intervention worker begins to assess someone for sui-
cide, treatment has begun. Assessment, when done correctly, begins to identify
themes, patterns, and problems that will become the basis for intervention.
Even the process of assessment itself can begin the healing and start suicidal
individuals on the path of change. A major part of suicide assessment is emo-
tional ventilation, or allowing people to tell their stories and feel heard and
understood (Westefeld et al., 2000). Yalom (1975) noted that the telling of
one’s story in and of itself is curative. Feeling heard and understood, expe-
riencing empathy from another human being, and feeling valued (uncon-
ditional positive regard) are cornerstones of Carl Rogers’s client-centered
therapy, and most clinicians would agree that although they may not be suf-
ficient conditions for change, they are valuable nonetheless. Many people
tell stories of having their suicidal thoughts or feelings negated, ridiculed, or
minimized by well-intentioned others (e.g., “Don’t be ridiculous, you have
so much to live for!” or “There’s other fish in the sea. He’s not worth it”).
Clinicians who help those at suicide risk feel heard and understood through
active listening help foster a therapeutic relationship that is the cornerstone
of effective treatment. In fact, research has found that one of the most sig-
nificant factors in assessing suicide risk and determining the prognosis for
success of suicide interventions is the quality of the therapeutic relationship
(Bongar, 2002). The therapeutic relationship plays a major role in determin-
ing a client’s willingness to seek help, and clients indicate that a strong alli-
ance with a helping professional has a significant impact on helping them
through a serious emotional crisis.

Principle 10: Suicide Risk Assessment Tries
to Uncover the Underlying Message

There are as many reasons for suicide as there are suicidal individuals.
This is part of what makes assessment so complicated and why the risk
factors can provide only general information. However, each suicide has
an underlying message, and a completed suicide means that the message
was not received (Portes, Sandhu, & Longwell-Grice, 2002). Uncovering
the message is an important component of suicide risk assessment because
the message will determine, in large part, the intervention. Although there
are many explanations for what brings a person to the brink of death, most
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can be summed up in three major categories: communication, control, or
avoidance.

For some individuals, suicidal threats and attempts are a form of communi-
cation, providing a way to tell others just how unbearable their psychological
pain has become (Nock & Kessler, 2006). Sometimes people who are suicidal
are unable to express their pain in direct ways, and their interactions may
come across as angry, hostile, sarcastic, or withdrawn. Others express their
pain in very direct ways yet do not receive the assistance they need to help
them manage the pain. Still others find that as conventional methods of com-
munication become less effective and others no longer respond to verbal cries
for help, suicidal threats and behaviors increase (Bonnar & McGee, 1977).

Control can be a powerful motivator, and suicide can be used as a method
to control one’s own fate or the actions of others. At the moment of complet-
ing suicide, individuals may have a sense that they are in control of their own
world, have control over their own destiny, and may even believe they can
influence the destiny of others. Attempting or threatening suicide to make
others respond in a particular way or to seize control when the world seems
chaotic and unsafe are examples of suicidal messages of control.

Avoidance of enduring or impending physical or emotional pain or suffer-
ing is a third motivating factor. Persons who contemplate or attempt suicide
typically do so when their other strategies for solving a problem have been
exhausted and they have no more ideas for how to alleviate their unbearable
psychological pain. The common link among people who kill themselves for
avoidance is the belief that suicide is the only solution to a set of overwhelm-
ing feelings or anticipated pain. The attraction of suicide is that it will finally
end these intolerable feelings.

Principle 11: Suicide Risk Assessment Is
Done in a Cultural Context

Statistically, suicide in the United States remains primarily a Caucasian male
phenomenon. However, there is much diversity within the Caucasian male
population, and it would be unwise to assume a homogeneity that does not
exist. In addition, it is extremely dangerous and ill-advised to ignore the sui-
cide risk in other cultural or ethnic groups. Suicide rates are high in sev-
eral ethnic minority groups and are increasing dramatically in others. Other
groups (e.g., Latina women) have low rates of completion but high rates of
attempts (Granello & Granello, 2007). When assessing risk, there are cul-
tural differences in suicide attitudes, levels of acceptability, and appropri-
ate intervention strategies (Range et al., 1999). Some cultures have strong
cultural and/or religious injunctions against suicide. Although this can be a
protective factor, it also can prevent individuals from reaching out and seek-
ing help. Other cultures have strong beliefs about the mental health system
and, in general, underutilize available services.
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Although extremely little is known from a research perspective about
culturally appropriate suicide assessment, it is clear that it is important to
understand the specific cultural group or subgroup with which the client
identifies, how this group views suicide, and the degree to which the indi-
vidual has internalized these beliefs. Without clear multicultural guidelines
for suicide assessment, what remains clear is that culturally sensitive risk
assessment relies on cultural empathy and cultural sensitivity (Wendler &
Matthews, 2006).

Principle 12: Suicide Risk Assessment Is
Documented

Client suicides are among the most frequent malpractice claims against men-
tal health professionals, and the single most important thing clinicians can
do to protect themselves against litigation is to document their work (Simon,
2002). Courts recognize that not all suicides are preventable, and they typi-
cally support clinicians who make consistent and systematic efforts to keep
their clients safe. The only way for the legal system to determine these efforts
(or lack thereof) is through documentation. According to the law, a suicide
risk assessment that is not documented did not happen.

THE CONTENT OF SUICIDE RISK
ASSESSMENT

Describing the content of what should be included in a suicide risk assess-
ment is a more difficult task than outlining the underlying principles. That
is because more than 100 risk factors have been identified in the research
and literature, and there is no universally agreed-upon format in place for
the content of what should be included in a suicide risk assessment. Clearly,
there are critical differences based on both setting and client demographics.
Several models for determining content of suicide risk assessments are pre-
sented here, with the caution that crisis intervention specialists must always
seek training, experience, and supervision before implementing any suicide
risk assessment.

The risk factors that have the most empirical support include the following:

e Male

¢ Single

e Widowed

¢ Divorced/separated

e Elderly

e Psychiatric illness
o Depression*®
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o Schizophrenia

o Alcoholism*

o Drug addiction*

o Personality disorder (especially with lability of mood), impulsivity,
aggression

o Anxiety disorders

Psychosis*

Hopelessness/helplessness*

Previous suicide attempt(s)/self-harm*

Social isolation*/rejection by others

Physical illness (life-threatening/chronic/debilitating)

Unemployed/retired

Family history of affective disorder, alcoholism, or suicide*

Bereavement/loss (recent); preoccupation with anniversary or traumatic

loss*

Childhood bereavement

Social classes at the extremes (either the poorest or the wealthiest)

Family destabilization due to loss, personal abuse, violence,

sexual abuse”

Recent trauma (physical/psychological)*

Specific suicide plan formulated*

Exhibits one or more uncharacteristic intense negative emotions*

Preoccupation with earlier abuse*

Warning signs

*It has been suggested by Gilliland and James (1997) that individuals should
be treated as high-risk if four to five or more of the factors shown with an
asterisk are manifested. Clinicians are reminded to always use clinical judg-

Giving away prized possessions/putting personal affairs in order*
Radical changes in characteristic behaviors or moods*

ment in assessing risk.
In general, a suicide risk assessment uses an interview format that does

more than just ask a few simple questions. At a minimum, clients are led
through a series of topic areas that include the following (Granello &

Granello, 2007):

¢ Suicidal intent—present/recent thoughts about killing oneself. Level of

intent is more predictive of suicide attempt/completion than the specific
lethality of the plan.

¢ Details of the suicide plan—the more specific, the more dangerous.
¢ The means by which the person plans to complete suicide (gun, hanging,

overdose, etc.). Be sure to consider the lethality of the means (a gun is
more lethal than ingesting several over-the-counter aspirin). However,
the person’s belief about the lethality of the method is more important
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than the actual lethality. If the person believes that aspirin will be lethal,
and doesn’t die, he or she may try again using a more lethal method.

e Accessibility of those means to the suicidal person (how easy it is for the
person to obtain the means). In other words, the person’s threatening to
shoot him- or herself is less of an immediate threat if he or she does not
have access to a gun, versus someone who says, “I will shoot myself using
my dad’s pistol, which is in his dresser drawer, and the bullets that are in
the garage.”

e History of suicidal thoughts and attempts (including self-harm).

e Stability of the current mood (e.g., did the person feel suicidal yesterday?
Last week? This morning?).

e Family history of suicide attempts or completions as well as family his-
tory of mental disorders.

e Client’s mental state, including cognitive rigidity, concentration prob-
lems, agitation, anger, and impulsivity.

e Assessment of warning signs and specific risk factors.

e Willingness/ability to comply with emergency/safety procedures.

In addition to these specific topic areas, it may be useful to assess the
level of psychological pain the person is enduring, as well as the self-hatred
or self-loathing that makes choosing to live difficult. Most clinicians agree
that understanding the level of hopelessness is critical to understanding risk
because individuals in severe psychological pain who have no reason to
believe their lives will ever improve are at high risk for suicide.

American Association of Suicidology

The American Association for Suicidology (AAS) model for assessing suicide
risk uses the mnemonic “IS PATH WARM?” (2006). This phrase is intended
to remind anyone working with a potentially suicidal individual to assess the
critical areas of risk, including the following:

¢ Ideation—threatened or communicated

¢ Substance abuse—excessive or increased

e Purposelessness—no reason for living

e Anxiety—agitation, insomnia

e Trapped—feeling there is no way out

e Hopelessness

e Withdrawing—from friends, family, society
e Anger (uncontrolled)—rage, seeking revenge
® Recklessness—risky acts, unthinking

® Mood changes (dramatic)

As is the case with all suicide mnemonics and scales, the purpose of “IS
PATH WARM?” is to augment clinical judgment. In other words, no matter



168 Overview

the outcome or prescribed intervention noted by any suicide assessment aid,
including this one, it is up to the clinician to ensure his or her client’s safety
(Juhnke, Granello, & Lebrén-Striker, 2007).

American Psychiatric Association

The American Psychiatric Association ([APA] 2003) developed practice
guidelines for assessing suicide risk, including a sequence of questions that
might be used within each broad category (see the APA guidelines for a com-
plete listing of these questions). In general, APA recommends assessment of
the following:

e Current presentation of suicidality
o Suicidal thoughts, plans, behaviors, and intent
o Mental state, including hopelessness, impulsivity, anhedonia, panic, or
anxiety
o Substance use/abuse
o Thoughts, plans, or intentions of violence toward others
o Reasons for living/plans for the future
e Psychiatric illnesses (current or past)
o In particular, mood disorders, schizophrenia, anxiety disorders, per-
sonality disorders, and substance use
e History
o Previous attempts or other self-harm
o Current or past medical diagnoses
o Family history of suicide attempts or mental illness
¢ Psychosocial situation
o Acute or chronic psychosocial stressors or crises
o Difficulties with employment, living situation, social supports
o Cultural or religious beliefs about death or suicide
o Individual strengths or vulnerabilities
e Coping skills
o Personality traits
o Past responses to stress
o Capacity for reality testing
o Ability to tolerate psychological pain and satisfy psychological needs

Substance Abuse and Mental Health
Services Administration

SAMHSA (2009b) also uses a mnemonic to help emergency personnel engage
in a five-step triage for suicide risk assessment. Called the SAFE-T (Suicide
Assessment, Five-Step Evaluation, and Triage), this model is more global than
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simply looking for risk factors; it reminds those who work with suicidal indi-
viduals of the steps in the process of assessment:

—_

Identify risk factors, including those that can be modified to reduce risk.

Identify protective factors, including those that can be enhanced.

3. Conduct suicide inquiry, including suicidal thoughts, plans, behaviors,
and intent.

4. Determine risk/intervention level, including appropriate intervention to
address and reduce risk.

5. Document the assessment of risk, rationale, intervention, and follow-up.

~

In general, the point of all of these risk assessments is to remind those who
work with potentially suicidal individuals to complete—and document—a
suicide risk assessment with all of their clients. Although no specific risk
assessment strategy has been found to be superior to others in identifying
persons who will attempt or complete suicide, the large overlap of key con-
tent areas in each of these models highlights the need for risk assessment
strategies that include these essential areas of inquiry. Crisis intervention
specialists who work in settings with specific clientele (e.g., children, ado-
lescents, LGBT individuals, veterans, persons with disabilities) may find that
there are population-specific categories of risk that should be incorporated in
addition to those highlighted in the models included here.

BRIEF INTERVENTIONS
WITH INDIVIDUALS IN SUICIDE CRISIS

There is a widely held belief among suicidologists that most suicidal individ-
uals do not want to die but simply cannot imagine continuing to live in their
current state of psychological turmoil (Granello & Granello, 2007). In fact,
suicidal crises are typically the result of a temporary, reversible, and ambiva-
lent state, and interventions with suicidal clients are based on the premise
that the suicidal crisis, if successfully navigated, need not be fatal (Granello,
2010b). Individuals who receive appropriate treatment for mental disorders
have the best likelihood of recovery (Bongar, 2002).

Although there are ongoing attempts to develop evidence-based best prac-
tice models for assessment and intervention, at present, validated assessment
and intervention strategies are limited, particularly in crisis intervention set-
tings. In general, working with clients in suicidal crisis includes many levels
of care, including inpatient, short- and long-term outpatient, day treatment,
hotline or electronic communication, and emergency intervention. Models
and algorithms are available to assist clinicians in determining appropriate
levels of care. These models vary, but they generally include (a) conducting
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meaningful assessments, (b) developing treatment plans, (c) determining levels
of care, (d) engaging in psychiatric evaluations for medications, (e) increas-
ing access to treatment, (f) developing risk management plans, (g) manag-
ing clinician liability, and (h) assessing outcomes. (For more information on
determining levels of care, see Bongar, 2002.)

In general, interventions with suicidal clients are based on a two-tier
approach. The first tier is short-term stabilization, which is the focus of cri-
sis intervention work. Crisis interventionists working with clients in suicidal
crises use very specific acute management strategies to keep clients alive and
invested in counseling long enough to move to further treatment that allows
them to explore the core problems underlying suicidality. The goal of the
first tier of intervention is to prevent death or injury and restore the client to
a state of equilibrium. The second tier of intervention addresses the client’s
underlying psychological vulnerability, mental disorders, stressors, and risk
factors, which is typically done through longer-term outpatient counseling.
However, it is not until clients are stabilized using crisis intervention strate-
gies that the ongoing work of counseling can begin (Granello, 2010b).

CRISIS STABILIZATION

The goals of immediate intervention with suicidal intervention are based on
models of crisis intervention (e.g., Aguilera, 1998; Greenstone & Leviton,
2002; James & Gilliland, 2001), with specific strategies and techniques that
are unique to this population. In general, an expanded version of Roberts
and Ottens’s (2005) seven-step model for crisis intervention is recommended
(Granello & Granello, 2007). This model has crisis theory as the theoreti-
cal foundation and research and practice from the field of suicidology to
ground the specific intervention strategies offered within each step. Thus, the
seven-step model provides an overall strategy for counselors in their work
with suicidal clients, and most mental health counselors who have worked in
crisis intervention will recognize this general approach. The overall model is
provided here; details and examples of specific strategies developed for each
stage of the model can be found in an article by Granello (2010b).

The overall suicide crisis intervention model is broad enough to fit with
many types of individuals in many different settings. However, these strate-
gies are intended only as a guide, and the needs of any individual may vary
significantly from the steps or interventions discussed herein. For example,
specific developmental, multicultural, or cognitive limitations of clients may
shape the implementation of these strategies. Further, although these steps in
the process are presented in a linear fashion, as with all stage models, the real-
ity of implementation often means that there is much overlap and movement
between the steps. Importantly, these steps do not replace existing models and
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algorithms for suicide assessment and intervention but are intended to pro-
vide specific strategies to help implement traditional intervention guidelines.

Step 1: Assess Lethality

The first and most important step in working with suicidal persons is accu-
rate assessment. Although this assessment may occur slowly, over the course
of the entire discussion, with more information becoming apparent as the
person tells his or her story, a general understanding of level of lethality will
be important information for guiding the process. Suicide risk assessment
protocols are used to help understand lethality. An individual in suicide emer-
gency, for example, has a clear intent to die whenever the opportunity first
presents itself (Sommers-Flanagan & Sommers-Flanagan, 1995). As a general
stipulation, crisis interventionists should approach all situations of suicide
risk as a potential suicide emergency until they obtain sufficient information
to be convinced otherwise (Kleespies, Deleppo, Gallagher, & Niles, 1999).
Included within this step are the need to ensure safety (of the suicidal person
as well as others) and to employ the agency’s existing suicide emergency
plans, when appropriate.

Step 2: Establish Rapport

Research has demonstrated that one of the most significant factors in assess-
ing suicide risk and determining prognosis for success of suicide interven-
tions is the quality of the therapeutic relationship (Bongar, 2002). Paulson
and Everall (2003) found that suicidal adolescents stated that the quality of
the therapeutic relationship was one of the most helpful aspects of treatment.
Conversely, research also has found that a lack of a therapeutic relation-
ship actually has a negative impact on outcomes for clients in suicidal crises
(Maltsberger, 1986). Basic counseling skills and the Rogerian core conditions
help convey a genuine, caring,and nonjudgmental therapeutic stance (Chiles &
Strosahl, 2005). Specific strategies in this step include staying with the client,
managing countertransference, normalizing the topic, conveying calm, mov-
ing from an authoritarian to a collaborative approach, and supporting the
decision for help-seeking.

Step 3: Listen to the Story

Individuals who are suicidal may have tried to express their suicidal thoughts
and behaviors to others. In fact, research shows that as many as 70% of indi-
viduals who died by suicide communicated their suicidal intent to someone
else in the week prior to their death. That number is even higher for adoles-
cents and young adults, perhaps as high as 85% (US Department of Health
and Human Services, 2004). Yet research clearly demonstrates that most
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suicidal statements are met with less than helpful responses, most commonly
silence, ridicule, or judgment (Suicide Prevention Resource Center, 2005).
Allowing suicidal individuals to tell their stories and fully explore what led to
their suicide risk is, in and of itself, therapeutic (Yalom, 1975). Williams and
Morgan (1994) noted that the skilled clinician will recognize “the immense
value of reaching out and listening to resolve a suicidal crisis, no matter how
complex and apparently insoluble the individual’s problems might seem”
(p. 16). Specific strategies in this step include listening, understanding, and
validating; slowing things down; creating a therapeutic window; categorizing
the problems; and identifying the message.

Step 4: Manage the Feelings

People who are in suicidal crisis often feel overwhelmed by their emotions.
Because of the ambiguity that is frequently part of the crisis (e.g., not want-
ing to die but wanting the pain to end), it is not unusual for many different
emotions to occur simultaneously. Some common themes have been iden-
tified regarding the state of mind of suicidal persons (Shneidman, 1981).
These include acute perturbation or an exacerbation of the already-troubled
state of mind; increased negative emotions, such as self-loathing, guilt, or
shame; cognitive restriction, or the inability to engage in problem-solving;
and focused attention on the thought of suicide as a way to end the emo-
tional pain. To help individuals in suicide crisis manage their feelings, spe-
cific strategies include encouraging emotional ventilation, acknowledging the
psych-ache, and teaching tolerance of negative emotions.

Step 5: Explore Alternatives

There is much evidence that people in suicidal crisis have diminished
problem-solving skills. During a suicidal crisis, people engage in selective
abstraction, using a set of filters to make negative generalizations about the
world and about themselves (Granello & Granello, 2007). People who are
suicidal often fail to recognize the reasons they have for living or the potential
alternatives to their current situation. Exploring alternatives is not the same
thing as providing advice or answers. Included in this step are the strate-
gies of minimizing the power struggle; establishing a problem-solving frame-
work; engaging the social support system, as appropriate; restoring hope;
and assisting the individual to envision possibilities and develop resilience.

Exploring alternatives is critical, but it is also critical that this not be
done too early in the process. In other words, if a clinician moves the person
in crisis too quickly to this stage, before a relationship is fully established
and before the person has a chance to tell his or her story or express emo-
tions, he or she may feel minimized, rushed, and not yet ready to engage in
problem-solving. Timing is important.
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Step 6: Use Behavioral Strategies

There is clearly a continuum of risk with people in suicidal crisis, and a
comprehensive suicide risk assessment will help determine risk level and nec-
essary level of care. The key is to develop and implement an individualized
comprehensive plan. For example, if there is to be ongoing risk assessment,
how often and by whom will this be done? Is there a need for a psychiatric
evaluation to help treat an underlying mental disorder? If the treatment is
to be done in an outpatient setting, should the number of types of treatment
sessions be increased? All these questions and more must be addressed in a
comprehensive action plan.

In general, the development of a short-term positive action plan and a
safety plan are the recommended strategies. These plans are generally pre-
ferred over the more traditional no-suicide contracts, which have no empiri-
cal evidence to support their use. Safety plans provide suicidal individuals
with specific, detailed, and individualized strategies for what they should do
if they become suicidal in the future (see Stanley & Brown, 2012, for a more
detailed discussion of the use of safety plans in emergency departments).

Step 7: Follow-Up

The type of follow-up needed will depend on the level of risk and the action
plan implemented. In general, all individuals at increased risk for suicide
require aggressive and frequent follow-up care (Macdonald, Pelling, &
Granello, 2009). Research has shown that during a suicidal crisis, persons in
the low to moderate risk category benefit most from (a) intensive follow-up,
including case management, telephone contacts, and possibly home visits;
(b) a clear safety plan for the individual to follow if the risk escalates; and
(c) short-term cognitive-behavioral therapy to improve problem-solving and
reduce suicidal ideation (although this has not been demonstrated as effective
for long-term risk reduction).

Multiple studies have investigated the effectiveness of follow-up con-
tact after brief interventions during suicide crises. Intensive case manage-
ment is the general recommended approach, and outreach after the crisis
has been demonstrated to lessen subsequent suicide risk (Leitner, Barr, &
Hobby, 2008). Telephone calls (e.g., De Leo & Heller, 2007), follow-up home
visits (e.g., Roberts & Everly, 2006), and postcards (Carter, Clover, Whyte,
Dawson, & D’Este, 2005) have all been demonstrated to be effective meth-
ods to decrease suicide ideation and improve compliance with follow-up
care. More recently, post—acute care text messaging was used in a pilot study
with positive results. Individuals who received four text messages in the days
following discharge believed that the strategy had a positive effect on their
overall health, and most people in the sample believed it reduced their sui-
cidal ideation (Berrrouiguet, Gravey, Le Galudec, Alavi, & Walter, 2014).
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Regardless of contact mechanism, it is clear that follow-up is a critical com-
ponent of —post—crisis intervention care for suicidal individuals.

Finally, at the conclusion of the suicide crisis (or periodically in settings or
agencies that have frequent encounters with suicidal individuals), it is impor-
tant for staff to assess the strategies employed to determine if changes to
existing protocols need to be made. A candid after-the-fact assessment can
provide an excellent opportunity to improve future interventions.

CURRENT STATE OF THE RESEARCH
AND NEXT STEPS

Working with individuals in suicide crisis is difficult and challenging, and
there are significant barriers to overcome when providing this type of care.
Nevertheless, there is evidence that these types of interventions show prom-
ise for managing individuals in acute crisis. In several large-scale studies,
suicide hotlines have been demonstrated to be a cost-effective strategy to
help reduce suicide risk. In one study, callers to suicide hotlines reported that
they believed the contact had an immediate positive effect, and the inter-
action left them feeling less suicidal, alone, afraid, and anxious and more
hopeful, supported, and wanting to live (Coveney, Pollock, Armstrong, &
Moore, 2012). Another study found that callers had significant reduc-
tions in negative affect and intent to die, which persisted at follow-up.
Importantly, this same study found that among seriously suicidal individu-
als (e.g., those who had a prior attempt or a plan when they called), 11.6%
reported at follow-up that the call prevented them from harming or kill-
ing themselves (Gould, Kalafat, Munfakh, & Kleinman, 2007). In another
study, 100 taped calls to an adolescent suicide hotline found significant
decreases in suicidality and significant improvements in the mental states of
the callers over the course of the call (King, Nurcombe, Bickman, Hides, &
Reid, 2003).

The results of studies of suicide crisis intervention in emergency depart-
ments are less consistent. Nevertheless, several studies show great promise for
short-term interventions in this setting. Several studies have demonstrated the
value of these types of interventions for increasing compliance with aftercare
for suicidal adolescents (see Brent et al., 2013, for a review), and at least one
pilot study demonstrated positive results with a single-session family-based
crisis intervention program (Wharff, Ginnis, & Ross, 2012).

According to the SAMHSA (2009a) guidelines for working with individu-
als in suicide crisis, the most critical and immediate next step is the devel-
opment of organizational infrastructures, across emergency departments,
psychiatric programs, foster care, and community agencies and resources,
that allow people in suicide crisis to receive the best possible care. The recom-
mendations include the following;:
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e Staff that is appropriately training and has demonstrated competence
with the population served

e Staff and staff leadership that understand, accept, and promote concepts
of recovery and resilience and the balance between protection from harm
and personal dignity

e Staff that has timely access to critical information, through effective
access to reliable records, about the individual in crisis, including health
and psychiatric history, advance directives, or crisis/safety plans

e Staff that is afforded the flexibility and resources, including time, to
establish truly individualized, person-centered plans to address the
immediate crisis and beyond

e Staff that is empowered to work in partnership with the individual being
served and is encouraged to implement novel solutions

® An organizational culture that does not isolate its programs or staff from
the surrounding community

¢ Coordinated services with outside services and active collaboration with
referral organizations

e Rigorous performance-improvement programs that use data in meaning-
ful ways to refine the crisis care and programs provided to individuals at
suicide risk

Crises are part of the life experience of many individuals, and for the more
than 1 million adults in the United States who have a suicide attempt each
year, contact with suicide crisis intervention may be part of the lived experi-
ence as well. Although this work is clearly complex and challenging, it also
has great potential to be incredibly effective and extremely rewarding. When
a person is moved from a suicide crisis back to a stable life in the commu-
nity, the positive effects are enormous, for the individual, the family, and the
community at large. As much as 7% of the US population (approximately
22 million people) state that they have been exposed to a suicide death within
the last year, with 1.1% of the sample in a large national study stating that
they have lost an immediate family member to suicide within the last year
(Crosby & Sacks, 2002). Clearly, the important work that occurs in suicide
crisis intervention has the potential to ripple outward, beyond the individuals
directly involved, and into the larger community.
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The ACT Model: Assessment, Crisis
Intervention, and Trauma Treatment in
the Aftermath of Community Disasters

KENNETH R. YEAGER
ALBERT R. ROBERTS

Professionals working in the area of crisis intervention know all too well the
feelings that accompany being notified that a crisis or community disaster
has occurred. For some the feeling is exhilaration; for others it is a sinking
feeling, one of contemplating loss and sorrow; for some it is a spiritual call-
ing; and for still others it is a call to duty or a willingness to do whatever is
necessary to make a difference and contribute to the healing process. For all
it is a very personal process that is hard to define, encompassing a variety of
emotions both positive and negative. It is a task that requires preparation.
Even with heightened efforts since the third edition of this text, health and
mental health professionals continue to be less than well equipped to deal
with the many thousands of persons encountering psychological trauma and
acute crisis episodes. Although most health professions are anxious to help
those presenting after catastrophic events and/or traumatic experiences,
victims continue to experience shock, fear, somatic stress, trauma, anxi-
ety, and grief in varying degrees, with few if any comprehensive models for
assessment, crisis intervention, or trauma treatment integrated into current
practice models. Very real threats of natural disasters, crime, motor vehicle
accidents, and mental health or financial crisis, to name a few, highlight
the need for crisis-oriented intervention plans. For all communities across
the nation, the risk remains high. The need exists for greater integration
of effective models of crisis intervention across all intervention points that
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will work to improve the function of those who experience psychological
trauma.

This chapter presents a conceptual three-stage framework and inter-
vention model that should be useful in helping mental health profession-
als provide acute crisis and trauma treatment services. The assessment,
crisis intervention, and trauma treatment (ACT) model may be thought of
as a sequential set of assessments and intervention strategies. This model
integrates various assessment and triage protocols with three primary
crisis-oriented intervention strategies: the seven-stage crisis intervention
model, psychological debriefing, and trauma support services.

OVERVIEW

This part of the fourth edition of the Crisis Intervention Handbook was
prepared to provide administrators, clinicians, crisis counselors, trainers,
researchers, and mental health consultants with the latest theories and best
crisis intervention strategies and trauma treatment practices currently avail-
able. This knowledge base should assist all clinicians whose clients may be in
a precrisis or crisis state; experts in crisis intervention or trauma treatment
were invited to write or cowrite chapters for this part of the Handbook.
Since the publication of the third edition of this book, which focused
on the terrorist attacks of September 11, the nature of the crises we face
has continued to evolve. Although a fear of terrorism remains in the wake
of the Boston Marathon bombing, the attack on Sandy Hook Elementary,
the shootings at a Colorado movie multiplex, and the 2011 attack on US
representative Gabrielle Giffords all present evolving and different types of
threats. The suddenness and extreme severity of the recent seemingly unpro-
voked attacks, combined with the fear of new and emerging violence that
may lie ahead, serve as both a challenge and a wake-up call for all mental
health professionals as we expand and coordinate interagency crisis response
teams, crisis intervention programs, and trauma treatment resources.
Those who witness violence in the community are vulnerable to higher
rates of anxiety, fear, hopelessness, and depression, which have been com-
mon in adolescents exposed to violence (Kelly, 2010; DuRant, Treiber,
Goodman, & Woods, 1996; Becker, 2006; Williams 2006). For quite some
time, researchers have recognized the harmful effects of exposure to vio-
lence, and numerous studies exploring the potential consequences of com-
munity violence on mental health have been published. Reviews of this
literature demonstrate a significant positive correlation between exposure
and psychological symptoms, including externalizing symptoms, anxiety,
depression, post-traumatic stress disorder (PTSD), and other internaliz-
ing behaviors (Buka, Stichick, Birdthistle, & Earls, 2001; Gorman-Smith,
Henry, & Tolan, 2004). At this time, the strength of this relationship varies
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between outcomes and between studies, confusing the pattern of findings.
Differences in methodologies and the presence of moderating factors, such
as subtypes of community violence or different age groups, may account for
a portion of this variation.

Natural disasters present an ongoing threat of monumental proportions.
Recent events include the April 28, 2011, outbreak of 358 tornadoes, with
one of the deadliest in Tuscaloosa and Birmingham, Alabama, in which 324
tornadic deaths occurred, along with another 24 weather-related deaths.
Past research on natural disasters has broadly demonstrated a consistent
link between the experience of such events and the presence of psycho-
pathology, which is not always clearly defined or always agreed upon by
researchers. However, several studies (Davis, Tarcza, & Munson 2009;
DiMaggio, Galea, & Richardson, 2007; Kessler et al., 2008) have demon-
strated a link between natural disasters and the presence of trauma. The
severity of the disaster has a significant impact, with the severity of the
disaster correlated to the severity of the psychological impact as reported
by victims (Toukmanian, Jadaa, & Lawless, 2000; Sattler & Hoge, 2006).
Additionally, the destruction of personal property and exposure to stress-
ful postdisaster events have been reported to affect psychopathology and to
serve as potential risk factors for increased difficulties in the period after the
disaster. Conversely, a greater level of social and professional support and
the establishment of effective coping behaviors appear to serve as protective
factors after traumatic events, yet the influence of such factors appears to be
complex, difficult to define, and highly individualized.

This chapter presents a theoretical framework and intervention model
that may be useful for mental health professionals who provide crisis and
trauma services. It is built on two premises, the first being that counselors,
psychologists, nurses, and social workers should have a conceptual frame-
work, also known as a planning and intervention model, to streamline and
improve the delivery of services for persons in a precrisis or traumatic state.
The second premise is that mental health professionals need an organiz-
ing framework to determine which assessment and intervention strategies
to use first, second, and third. Albert R. Roberts developed this three-part
conceptual framework as a foundation model to initiate, implement, evalu-
ate, and modify a well-coordinated crisis intervention and trauma treatment
programs.

Severe crisis situations are sudden, unexpected, dangerous, and poten-
tially life-threatening. Many of them affect large groups of people, and some
impact smaller groups. Nevertheless, crisis situations are overwhelming to
human adaptation and our basic coping skills. One constant throughout
time is that a seemingly overwhelming variety of crisis situations exist.
Undoubtedly, there will continue to be a need for crisis response. It is imper-
ative that all emergency services personnel and crisis workers be trained to
respond immediately and appropriately. In the aftermath of catastrophic
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events, and regardless of the nature of the event, there will be a need for
crisis stabilization for some involved. Many of those who experience poten-
tially traumatic events will return to functioning normally, but others will
not. After a crisis, people will experience a variety of symptoms, includ-
ing surprise, shock, denial, numbness, fear, anger, adrenal surges, isola-
tion, loneliness, arousal, attentiveness, vigilance, irritability, sadness, and
exhaustion (Cutler, Yeager, & Nunley, 2013).

A crisis can be viewed as either an opportunity or a dangerous and poten-
tially life-threatening event, depending on the situation or individual percep-
tion at a given point in time. Stressful or traumatic events can and frequently
do combine with life stage issues and lead to a crisis reaction representative
of a turning point in the individual’s life. When an individual can be assisted
in mobilizing individual untapped strengths or unidentified protective fac-
tors or capabilities, he or she may be able to derive new meaning from the
crisis event and be set on a positive trajectory. The crisis can result in per-
sonal growth and be seen as a meaningful and life-changing process. When
support is not present, the opposite occurs, and the individual is at risk to
proceed on a course of personal or psychosocial destruction. Negative cop-
ing, such as by consuming alcohol, can lead to professional and personal
problems. The impact of a crisis on the individual is also based on the per-
ception of the events that created considerable upset or a disruption in the
individual’s coping abilities; with the right social support mechanisms over
time, however, the individual’s coping equilibrium can be re-established
(Cutler, Yeager, & Nunley, 2013).

The individual’s inability to resolve the disruption through his or her
innate coping mechanisms may lead to greater reliance on negative coping
(e.g., avoidance, procrastination, anger, isolation, consumption of alcohol
or other mood-altering substances). The following factors should be consid-
ered when addressing a crisis:

e Each person will at some point in his or her life experience an acute or
traumatic stress that is not necessarily harmful or emotionally toxic. It is
the overall context of the event in the person’s life that determines his or
her ability to overcome the acute distress and to manage the crisis.

e Homeostasis is a natural state of equilibrium that all people seek. An
individual is more amenable to intervention when in a state of disequi-
librium that is the end result of an acute crisis. This state usually occurs
when individual attempts to resolve the crisis by usual coping mecha-
nisms have failed or been less than effective.

e Each person possesses untapped resources or new coping responses that
can be accessed and used to deal with a traumatic event, and the event
itself can serve as the catalyst for the development of new coping strate-
gies to be applied to address both immediate and future coping needs.
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e The dearth of prior experiences in overcoming adversity can be used as
a positive in address emerging crisis situations. Similarly, prior experi-
ences with crisis situations will create anxiety, which can be used to build
resolve to apply greater individual resources to resolution of emerging
challenges.

e The duration of any crisis situation is limited, depending on the precipi-
tating event, the response of the individual, and available resources.

e Certain affective, cognitive, and behavioral tasks must be mastered
through a series of identifiable and predictable stages of crisis stabiliza-
tion (Roberts & Yeager, 2009; Cutler, Yeager, & Nunley, 2013).

Itisimportantthatcrisisworkersunderstand processesand evidence-informed
approaches associated with crisis intervention. Like many of the “pure con-
cepts” in mental health, at times evidence is lacking, and pathways and
clinical guidelines will carry the crisis intervenor only so far. Yet crisis inter-
vention has a long history in mental health care and has a rich tradition
of both process and evidence for workers to rely on in the skill-building
process.

This overview chapter and the later chapters in this part examine the dif-
ferent definitions of acute stress, crisis, and psychological trauma, as well as
disaster mental health and crisis intervention strategies. Allen Ottens and
Donna Pender examine the growing challenges of crisis intervention for
caregivers, specifically the psychological and physical health effects of the
caregiver burden. They walk readers through processes in addressing the
challenges that caregivers face and explain approaches for meeting needs
for respite, confronting emerging family conflict, addressing the growing
and challenging aspects of caring for loved ones, and restoring balance in
the lives of caregivers whose focus often is solely on the care recipient to the
exclusion of themselves.

David Kasick and Christopher Bowling outline the growth of the crisis
intervention team (CIT) model that has evolved out of a 25-year partnership
between front-line patrol officers within law enforcement and mental health
professionals to allow officers to better understand the behavioral mani-
festations of mental illness and their potential impact on law enforcement
encounters with those with mental health issues within the community. The
authors provide an overview of the development of CIT and the evolution
of this program, detailing how the program is designed, implemented, and
accepted in communities across the United States. This chapter reviews the
influence and outcomes of the CIT program, as well as structured support
interventions for individuals who frequently experience crisis situations
within the community.

Vincent Henry (currently a professor of criminal justice and Director of
Long Island University’s Homeland Security Management Institute) was a
first responder to the World Trade Center attacks and participated in the
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rescue and recovery activities there. In the weeks immediately after the
September 11 attacks and near the end of his 21-year career as an New York
City police officer and detective, he served as the commanding officer of a
sniper unit on top of St. Vincent’s Hospital in lower Manhattan, protect-
ing injured survivors and watching for terrorists. His chapter provides an
overview of specific types of weapons of mass destruction and the type of
response protocols utilized by police, fire departments, emergency medical
services, and disaster mental health coalitions. He examines some of the
psychological crises and traumas experienced by first responders to terrorist
attacks and describes a successful clinical service consisting of more than
300 specially trained clinical volunteers, the New York Disaster Counseling
Coalition. This counseling and psychotherapy group provides free, confi-
dential treatment services to all first responders and their family members
who request services. The volunteer clinicians have offices throughout the
New York metropolitan area, northern New Jersey, southern Connecticut,
and parts of Pennsylvania.

Scott Newgass and David Schonfeld, in their chapter addressing school
crisis intervention, crisis prevention, and crisis response, illustrate the impor-
tance of having a preexisting comprehensive crisis response plan designed
to assist schools in anticipating and meeting the needs of their students,
staff, and the larger community in the critical hours after a crisis. Such a
plan provides critical knowledge on the processes, levels of intervention, and
notification and communication steps providing clearly outlined tasks and
processes for all crisis team members.

Sophia Dziegielewski and Joshua Kirven’s timely chapter focuses on the
nature and extent of bioterrorism threats in the United States and an appli-
cation of the seven-stage crisis intervention model to reduce fear, stress, cri-
sis, and trauma among the survivors of bioterrorist attacks.

According to Lenore Terr (1994), a professor of psychiatry, there are
two types of trauma among children. Type I refers to child victims who
have experienced a single traumatic event, such as the 26 children from
Chowchilla, California, who were kidnapped in 1976 and buried alive in
their school bus for almost 27 hours. Type II trauma refers to child vic-
tims who have experienced multiple traumatic events, such as ongoing incest
or child abuse. Research has demonstrated that most children experienc-
ing a single isolated traumatic event had detailed memories of the event
but no dissociation, personality disorders, or memory loss. In sharp con-
trast, child survivors experiencing multiple or repetitious incest and/or child
sexual abuse trauma (Type II trauma) exhibited dissociative disorders (also
known as multiple personality disorders) or borderline personality disorder
(BPD), recurring trancelike states, depression, suicidal ideation and/or sui-
cide attempts, sleep disturbances, and, to a lesser degree, self-mutilation and
PTSD (Terr, 1994; Valentine, 2000). The age of the incest victim frequently
mediates the coping strategies of adult survivors who face crisis and trauma.
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Research has indicated that when the childhood incest was prolonged and
severe, an adult diagnosis of BPD, disassociative disorder, panic disorder,
alcohol abuse or dependency, and/or PTSD occurs with greater frequency
(Valentine, 2000). The exception to the low incidence of long-lasting mental
disorders among victims of a Type I trauma is an extremely horrific, single
traumatic occurrence that is marked by multiple homicides and includes
dehumanizing sights (e.g., dismembered bodies), piercing sounds, and
strong odors (e.g., fire and smoke). The long-lasting psychological impact
of the September 11 mass disasters will not be known for at least another
decade, at which time prospective and retrospective longitudinal research
studies will have been completed.

The American Academy of Experts in Traumatic Stress (AAETS) is a
multidisciplinary network of professionals dedicated to formulating and
extending the use of traumatic stress reduction protocols with emergency
responders (e.g., police, fire, emergency medical services personnel, nurses,
disaster response personnel, psychologists, social workers, funeral directors,
and clergy). Dr. Mark D. Lerner, a clinical psychologist and president of
ATSM, and Dr. Raymond D. Shelton, director of emergency medical train-
ing at the Nassau County (New Jersey) Police Training Academy and direc-
tor of professional development for ATSM, provide the following guidance
for addressing psychological trauma quickly during traumatic events:

Crisis intervention and trauma treatment specialists are in agreement that
before intervening, a full assessment of the situation and the individual
must take place. By reaching people early, during traumatic exposure, we
may ultimately prevent acute traumatic stress reactions from becoming
chronic stress disorders. The first three steps of Acute Traumatic Stress
Management (ATSM) are: (1) assess for danger/safety for self and oth-
ers; (2) consider the type and extent of property damage and/or physi-
cal injury and the way the injury was sustained; and (3) evaluate the
level of responsiveness—is the individual alert, in pain, aware of what
has occurred, or in emotional shock or under the influence of drugs?
(Lerner & Shelton, 2001, pp. 31-32)

Personal impact in the aftermath of potentially stressful and
crisis-producing events can be measured by the following:

o Spatial dimensions: The closer the person is to the center of the tragedy,
the greater the stress. Similarly, the closer the person’s relationship is to
the victim, the greater the likelihood of entering into a crisis state.

o Subjective crime clock: The greater the duration (estimated length of time
exposed and estimated length of exposure to sensory experiences, €.g., an
odor of gasoline combined with the smell of a fire) that an individual is
affected by the community disaster, violent crime, or other tragedy, the
greater the stress.
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e Reoccurrence (perceived): The greater the perceived likelihood that the
tragedy will happen again, the greater the likelihood of intense fears,
which contribute to an active crisis state on the part of the survivor
(Young, 1995).

THE ACT INTERVENTION MODEL OF
CRISIS AND TRAUMA ASSESSMENT
AND TREATMENT

Somatic stress, crisis, and psychological trauma frequently take place in the
wake of potentially traumatizing events. Unfortunately, most individuals
have little or no preparation for traumatic events, leaving them feeling ill
equipped to address the crisis situation at hand. Most are not aware of the
skills they bring to the table; few, if any, understand the steps required to
overcome the precipitating event. When entering into a crisis intervention
situation, the important first step is determining the immediate psychosocial
needs of all those impacted by the crisis situation. Thus, the focus of this sec-
tion is to examine the “A” (assessment) component of the ACT intervention
model for acute crisis and trauma treatment (Figure 7.1). First, we provide
a brief discussion of psychiatric triage assessment and the different types
of assessment protocols. Second, we examine the components of a crisis

A . Assessment/appraisal of immediate medical needs,
threats to public safety and property damage

* Triage assessment, crisis assessment, trauma
assessment and the biopsychosocial and cultural
assessment protocols

c . Connecting to support groups, the delivery of disaster
relief and social services, and critical incident stress
debriefing ( Mitchell & Everly’s CISD model)
implemented

e Crisis intervention (Robert’s seven-stage model)
implemented, through strengths perspective and coping
attempts bolstered

T« Traumatic stress reactions, sequelae, and post-traumatic
stress disorders (PTSDs)

* Ten step acute trauma and stress management protocol
(Lerner & Shelton), trauma treatment plans and recovery
strategies implemented

Figure 7.1 ACT Model
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assessment. Third, we discuss and review dimensions of the biopsychosocial
and cultural assessment. Finally, we provide a brief overview of the types of
rapid assessment instruments and scales used in mental health, crisis, and
trauma assessments.

Triage Assessment

First responders, or crisis response team members, also known as front-line
crisis intervention workers, are called on to conduct an immediate debriefing
under less than stable circumstances and sometimes have to delay the crisis
assessment until right after immediate stabilization and support. With other
disaster responses, an assessment can be completed simultaneously with the
offering of psychological support. According to many crisis intervention spe-
cialists, the “A” (assessment) precedes “C” (crisis intervention), but in the rough
and tumble of the disaster or acute crisis, the sequence is not always that linear.

In the immediate aftermath of a community disaster, the first type of
assessment by disaster mental health specialists should be psychiatric triage.
A triage/screening tool can be useful in gathering and recording information
about the initial contact between a person experiencing crisis or trauma
reactions and the mental health specialist. The triage form should include
essential demographic information (name, address, phone number, e-mail
address, etc.), perception of the magnitude of the traumatic event, coping
methods, any presenting problems, safety issues, previous traumatic expe-
riences, social support network, drug and alcohol use, preexisting psychi-
atric conditions, suicide risk, and homicide risk (Eaton & Roberts, 2002;
Roberts & Yeager, 2009). Triage has been defined as the medical “process
of assigning patients to appropriate treatments depending on their medical
conditions and available medical resources” (Leise, 1995, p. 48). Medical
triage was first used in the military to respond quickly to the medical needs
of wounded soldiers. Triage involves assigning physically ill or injured
patients to different levels of care, ranging from “emergent” (i.e., immediate
treatment required) to “nonemergent” (i.e., no medical treatment required).

Psychiatric or psychological triage assessment refers to the immediate
decision-making process in which the mental health worker determines
lethality, overall functioning, and the most appropriate next level of care,
including referral to one of the following alternatives:

e Emergency inpatient hospitalization

e Outpatient treatment facility or private therapist
e Support group or social service agency

¢ No referral needed

The “A” in Roberts’s ACT intervention model refers to triage, crisis,
and trauma assessments and referral to appropriate community resources.
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With regard to triage assessment, emergency psychiatric response should
take place when the rapid assessment indicates that the individual is a
danger to self or others and is exhibiting intense and acute psychiatric
symptoms that would require care in an environment designed to provide
supportive factors to facilitate psychiatric stabilization. These survivors
generally require short-term hospitalization and stabilization processes
specifically designed to protect them from self-harm (e.g., inability to care
for self, potential for self-harm and/or self-injurious behavior) or harm
to other persons. The very small number of individuals needing emer-
gency psychiatric treatment generally are diagnosed with moderate- to
high-potential risk for potential harm. Many of these will present with a
history of mental illness. Thus, those who were unstable at the time of the
crisis may become destabilized and present with issues of lethality (e.g.,
suicidal ideation and/or homicidal thoughts) and acute mental disorders.
In the small percentage of cases where emergency psychiatric treatment
is indicated, these persons usually are suffering from an accumulation
of several previous traumatic events (Burgess & Roberts, 2000; Cutler,
Yeager, & Nunley, 2013).

With regard to the other categories of psychiatric triage, many individuals
may be in a precrisis stage due to ineffective coping skills, a weak support
system, or ambivalence about seeking mental health assistance. These same
individuals may have no psychiatric symptoms and no suicide risk. However,
because of the catastrophic nature of the crisis event or natural disaster, per-
sons who have suddenly lost a loved one and have no previous experience
coping with sudden death may be particularly vulnerable to acute crisis or
traumatic stress. Therefore, it is imperative that all mental health profession-
als become knowledgeable about timely crisis and trauma assessments.

Crisis Assessment

The primary role of the crisis counselor and other clinical staff in con-
ducting an assessment is to gather information that can help to resolve the
“C” (crisis). Of course, it makes sense to build the individual assessment
around the nature of the crisis with an eye toward identifying key contrib-
uting factors associated with the crisis. Intake forms and rapid assessment
instruments help the crisis clinician or mental health counselor to make
better-informed decisions on the type and duration of treatment recom-
mended. Although crisis assessment is oriented to the individual, it must
always include an assessment of the person’s immediate environment and
interpersonal relationships. As Gitterman (2002) eloquently points out in
The Life Model:

The purpose of social work is improving the level of fit between people
and their environments, especially between people’s needs and their
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environmental resources. ... [The professional function of social work
is] to help people mobilize and draw on personal and environmental
resources for effective coping to alleviate life stressors and the associated
stress. (p. 106)

Crisis assessment is specifically formulated to facilitate treatment planning
and decision making. The ultimate goal of crisis assessment is, first, to pro-
vide a systematic method of organizing client information related to per-
sonal characteristics, parameters of the crisis episode, and the intensity and
duration of the crisis, and, second, utilizing these data to develop effective
treatment plans. In the words of Lewis and Roberts (2001):

Most intake workers have failed to distinguish between stressful life
events, traumatic events, coping skills and other mediators of a crisis, and
an active crisis state. Most crisis episodes are preceded by one or more
stressful, hazardous, and/or traumatic events. However, not all stressed
or traumatized individuals move into a crisis state. Every day thousands
of individuals completely avert a crisis, while many other thousands of
individuals quickly escalate into a crisis state. (p. 20)

Thus, it is extremely important to assess and measure whether a person is
in a crisis state so that individual treatment goals and an appropriate cri-
sis intervention protocol can be implemented. (For a detailed discussion of
crisis-specific measurement tools and crisis-oriented rapid assessment instru-
ments, see Lewis & Roberts, 2001; Roberts & Yeager, 2009, pp. 14-23.)

Biopsychosocial and Cultural
Assessments

There are different methods of assessment designed to measure clients’ situ-
ation, stress level, presenting problems, and acute crisis episode: monitoring
and observing, client logs, semistructured interviews, individualized rating
scales, goal attainment scales, behavioral observations, self-reports, cog-
nitive measures, and diagnostic systems and codes (LeCroy & Okamoto,
2002; Pike, 2002).

Although there is broad agreement that each element of the extensive gen-
eral evaluation be sufficiently detailed to paint an accurate description of the
presenting or ongoing problem, the specific elements of the assessment will
vary according to its purpose and the individualized needs of the patient.

Reason for the evaluation

Physical and mental health history

e History of substance use

¢ Developmental, psychosocial, and sociocultural status.
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Vandiver and Corcoran (2002) aptly identify and discuss the
biopsychosocial-cultural model of assessment as the first step in the clini-
cal interview aimed at providing the necessary information to “establish
treatment goals and an effective treatment plan” (p. 297). It is important for
individual assessments to gather information on the following;:

1. Current health status and history (e.g., hypertension) and past health
status (e.g., diabetes) or injuries (e.g., brain injury); current medication
use and health and lifestyle behaviors (e.g., fitness exercises, nutrition,
sleep patterns, substance abuse).

2. The psychological status of the client, including mental status, appear-
ance and behavior, speech and language, thought process and content,
mood and affect, cognitive functioning, concentration, memory, and
insight and general intelligence. An additional critical area of assess-
ment is the determination of suicidal or homicidal risk and possible
need for an immediate referral.

3. Substance use and abuse history, age of first use, frequency of use,
amount of substances used over what time frame.

4. The sociocultural experiences and cultural background of the client,
including ethnicity, language, assimilation, acculturation, spiritual
beliefs, environmental connections (e.g., community ties, neighbor-
hood, economic conditions, availability of food and shelter), social
networks and relationships (e.g., family, friends, coworkers).

5. Occupational and military history of the client, including current
employment and type of work, perception of support within the work
environment.

6. Legal history, including exploration of any current or remote legal
issues and the potential impact of current legal issues on functioning
or return to baseline functioning.

7. Spiritual history and belief system, the degree to which the individual
relies on his or her spiritual belief system and method of accessing sys-
tems of support.

The assessment process should provide a step-by-step method for explor-
ing, identifying, describing, measuring, classifying, diagnosing, and cod-
ing health or mental health problems, environmental conditions, resilience
and protective factors, positive lifestyle behaviors, and level of functioning.
Austrian (2002) delineates the 10 basic components of a biopsychosocial
assessment as follows:

Demographic data

Current and previous agency contacts

Medical, psychiatric, and substance abuse history
Brief history of client and significant others
Summary of client’s current situation

SR e
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Presenting request

Presenting problem as defined by client and counselor
Contract agreed on by client and counselor
Intervention plan

Intervention goals

SN IRSININ

For mental health professionals, the diagnostic gold standard is the
Diagnostic and Statistical Manual-IV-TR (DSM-IV-TR; American
Psychiatric Association, 2000; Munson, 2002; Williams, 2002). Although
most payer sources are using the Diagnostic and Statistical Manual-5
(DSM-5; APA, 2013), many continue to accept the DSM-IV-TR.

For classification of diseases, functioning, and disability, the International
Classification of Diseases ICD-9 (ICD-10) of the Centers for Disease Control
and Prevention is the widely accepted method. Additional information can
be found at http://www.cdc.gov/nchs/icd.htm.

Rapid assessment instruments include the following:

e Depression, Anxiety and Stress Scales (DASS; Lovibond &
Lovibond, 1995)

¢ Person-in-Environment system (Karls, 2002)

Impact of Events Scale—Revised (IES-R; Weiss & Marmar, 1997)

e Traumatic Exposure Severity Scale (TESS; Elal & Slade, 2005)

Goal attainment scales (Pike, 2002)

Additional listings of mental health screening and assessment tools for child
and adolescent primary care settings can be found at http://www.heardalli-
ance.org/wp-content/uploads/2011/04/Mental-Health-Assessment.pdf.

CRISISINTERVENTION STRATEGIES

It is imperative for all communities throughout the United States and
Canada to have a multidisciplinary and comprehensive crisis response and
crisis intervention plan ready for systematic implementation and mobiliza-
tions in the aftermath of a major disaster. Crisis intervention models and
techniques provide guidelines for practitioners to resolve clients’ presenting
problems, stress and psychological trauma, and emotional conflicts with a
minimum number of contacts. Crisis-oriented treatment is time limited and
goal directed, in contrast to long-term psychotherapy, which can take 1 to
3 years to complete (Roberts, 2000).

There is a growing need to provide a structured, systematic approach
to identification and treatment of emerging crisis in individuals through
a multitiered approach involving primary healthcare workers, who can
conduct accurate assessment and provide linkage for those in crisis to the
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most appropriate level of care. Walker, Tucker, Lunch, and Druss (2014)
proposed that mental health interventions in complex contexts, including
emergencies, have to be based at the community health level in order to opti-
mize effectiveness in linking with ongoing care and in providing affordable
approaches with access to services and culturally valid approaches to care,
in a manner that is most beneficial to communities while meeting individu-
als’ needs at the most appropriate level of care (Yeager & Minkoff, 2013).

The promotion of psychosocial interventions that focus on supporting and
educating families must be made a community service priority in order to inter-
vene early in emerging complex mental health problems as a consequence of
crisis and/or trauma. This, in conjunction with access to services via primary
care networks, provides the most cost-effective access point of services within
the healthcare system. Although they have not been formally tested, primary
healthcare workers providing nonjudgmental services and providing linkage
and medication when necessary have been found to be valuable and helpful
to many local communities (Seelig & Kayton, 2008). Finally, there is a need
for public education to increase awareness both of the socioeconomic condi-
tions and family environmental conditions associated with crisis and trauma
and of the long-term mental health impact. Public education programs should
not only increase awareness of the emotional needs of those in crisis but also
increase awareness of the circumstances in which psychosocial problems are
more likely to occur, and the need for empathic response to distress, while
“depathologizing” normal responses to human-made and natural disasters.
The media are also influential in retraumatizing individuals through repeated
showing of images of disasters and recounting of disturbing experiences. Yet it
should be noted that there is a public benefit in responsible reporting, includ-
ing unspectacular coverage that focuses on challenges, individuals’ needs, and
information about new and restored community resources after natural and
human-made disasters (Cutler, Yeager, & Nunley, 2013).

Roherts’s Seven-Stage Crisis
Intervention Model

Although counselors, psychologists, and social workers have been trained in
a variety of theoretical models, very little graduate coursework has provided
them with a crisis intervention protocol and guidelines to follow in deal-
ing with crises. Roberts’s (1991, 2000) seven-stage crisis intervention model
begins to provide practitioners with this useful framework.

Case Example

The 24-hour crisis intervention unit of a New Jersey mental health center
received a call from the mother of a 22-year-old college senior whose father
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(who had worked on the 95th floor of the World Trade Center) was killed on
September 11. The college student had barricaded himself in his bedroom.
His mother indicated that she had overheard a phone conversation between
her depressed son, Jonathan, and his cousin. Jonathan told his 19-year-old
female cousin that he needed her to come over immediately because he was
giving her his Super Nintendo set and all of his games. The mother was con-
cerned about possible suicidal behavior because her son had never given away
any of his prized possessions before. In addition, during the past 2 weeks he
had been eating very little, was sleeping 12 to 15 hours each day, was refusing
to return to college, and had been mentioning that heaven would be a nice
place to live. His mother also overhead him asking his cousin if she thought
there were basketball hoops in heaven so that he and his father could play
basketball again.

Roberts’s (1996) seven-stage crisis intervention model (Figure 7.2) was
initiated.

Stage 1: Assess lethality. The mother who phoned crisis services had some
information about the current mental status of the client. She indicated that

Establish
7 Follow-up Plan
and Agreement

<4 Crisis
Resolution
6 Develop and Formulate an

Action Plan

5 Generate and Explore Alternatives

4 Deal with Feelings and Emotions
(Including Active Listening and Validation)

3 Identify Major Problems
(Including the “Last Straw” or Crisis Precipitants)

2 Establish Rapport and Rapidly Establish Relationship

Plan and Conduct a Crisis Assessment
(Including Lethality Measures)

Figure 7.2 Roberts’s Seven-Stage Crisis Intervention Model
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she could hear her son speak very softly in a muffled voice through the
locked and barricaded bedroom door. The mother further indicated that her
son has stayed in his bedroom for about 12 hours since he telephoned his
cousin and put his CDs and Super Nintendo game on the front porch. Crisis
services immediately dispatched a worker to the residence.

Stage 2: Establish rapport. Showing understanding and offering support
were two essential skills utilized by the crisis worker to establish a work-
ing relationship with the client. Immediately requesting that he open his
bedroom door would not have been a helpful intervention. Workers need to
begin where the client is. Through attentive listening, paraphrasing, and the
use of open-ended questions, the worker eventually got Jonathan to agree to
let him in his room so they could hear each other better.

Stage 3: Identify problems. Luckily, Jonathan had not yet done anything
to harm himself, but he was contemplating suicide. He had a vague plan of
overdosing but no available method. He expressed his major problem as the
sudden death of his father.

Stage 4: Deal with feelings. The crisis worker allowed Jonathan to tell
his story about why he was feeling so bad. The worker was able to validate
and identify Jonathan’s emotions. They then began to explore together more
effective ways of coping with his upsetting feelings.

Stage 5: Explore alternatives. Various options were discussed, includ-
ing inpatient and outpatient mental health services. The client allowed his
mother to join the worker and himself during this stage. The mother pro-
vided a lot of support and encouragement to the client as well. At this stage,
Jonathan indicated that he was feeling better and would not “do anything
stupid.”

Stage 6: Develop an action plan. Jonathan, his mother, and the crisis
worker decided on the following action plan:

1. A contract for safety was signed by the client (this is a written agree-
ment that the client agrees to call crisis services for help before he will
act on any thought to harm himself or others).

2. A release of information was obtained by the worker to contact an
outpatient provider.

3. An outpatient provider was contacted, and the client received an
appointment for the next afternoon.

4. The mother hid all medications on the recommendation of crisis
services.

5. Both Jonathan and his mother were given a crisis card to call if any
additional concerns or issues arose.

Stage 7: Follow up. A follow-up phone call was made to the residence
the next evening. Jonathan’s mother indicated that her son was in good
spirits that day and had attended his first appointment with the therapist.
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Jonathan told the crisis worker that he was doing great, he thought his
therapist was “really cool,” and he had plans to “go bowling with friends
on Saturday.”

Effective crisis intervenors should be active, directive, focused, and hope-
ful. Tt is critically important that the crisis worker gauge the stages and
completeness of the intervention. Roberts’s seven-stage crisis intervention
paradigm “should be viewed as a guide, not as a rigid process, since with
some clients stages may overlap. Roberts’. .. model of crisis intervention has
been utilized for helping persons in acute psychological crisis, acute situ-
ational crises, and acute stress disorders” (Roberts, 2000, p. 15). The seven
stages of crisis intervention combined with a strengths perspective will now
be discussed.

Roberts’s Model From a Strengths
Perspective

Stage 1

Plan and conduct a thorough biopsychosocial and crisis assessment. This
involves a quick assessment of risk and dangerousness, including suicide
and homicide/violence risk assessment, need for medical attention, positive
and negative coping strategies, and current drug or alcohol use (Eaton &
Ertl, 2000; Roberts, 2000). If possible, a medical assessment should include
a brief summary of the presenting problem, any medical conditions, cur-
rent medications (names, dosages, and most recent dose), and allergies. This
medical information is essential to relay to emergency medical responders
who are attempting to treat problems such as overdoses.

A drug or alcohol assessment should include information about drugs
used, amount used, time of last use, and any withdrawal symptoms the cli-
ent is experiencing. Any knowledge of angel dust, methamphetamine, or
PCP ingestion should always precipitate a team crisis response with the
police, due to the likelihood of violent and bizarre behavior.

The initial crisis assessment should examine resilience and protective fac-
tors, internal and external coping methods and resources, and the degree of
extended family and informal support network. Many individuals in a pre-
crisis or crisis situation socially isolate themselves and are unaware of and
lack insight into which persons would be most supportive in their efforts at
crisis resolution and recovery. The crisis clinician can facilitate and bolster
clients’ resilience by encouraging them to telephone or write a letter to per-
sons who may well support their efforts at recovery. Seeking advice on how
best to cope with a crisis related to self-destructive patterns such as polydrug
abuse, binge drinking, self-injurious behavior, or depression can lead to
overwhelming support, suggestions, advice, and encouragement from one’s
support network (Yeager & Gregoire, 2000).
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Stage 2

Rapidly establish rapport and the therapeutic relationship (this often occurs
simultaneously with Stage 1). Conveying respect and acceptance is a key step
in this stage. Crisis workers must meet clients where they are; for example,
if the client begins a conversation talking about his dog or parakeet, this is
where we should begin (Roberts, 2000). We also must display a neutral and
nonjudgmental attitude, ensuring that our personal opinions and values are
not apparent or stated. Poise, maintaining a calm demeanor, and appearing
to be in control are essential skills in crisis work (Belkin, 1984).

Stage 3

Identify the issues pertinent to the client and any precipitants to the client’s
crisis contact. Use open-ended questions in asking clients to explain and
describe their problem and to tell their story in their own words (Roberts,
2000). This provides the crisis worker with valuable insights into the nature
of the presenting problem. It is important for clients to feel that the worker
is truly interested in them and understands them; this also helps build rap-
port and trust. Also helpful during both Stage 2 and Stage 3 is using the
questions of solution-focused therapy (SFT) to identify clients’ strengths
and resources, which includes discerning their effective past coping skills
(Greene, Lee, Trask, & Rheinscheld, 2000; also see Yeager & Gregoire,
2000). Some of the SFT questions that would be helpful are:

e Exception question (identifying times when the problematic situation is
not present or is just a little bit better and what is different about those
times compared with the present crisis situation)

e Coping question

¢ Questions for identifying past success

Identifying client strengths and resources should also help in develop-
ing rapport and trust, as clients tend to develop comfort more quickly with

someone who is not focusing only on their shortcomings (deficits, dysfunc-
tion, and failures; Greene, Lee, Trask, & Rheinscheld, 2000).

Stage 4

Deal with feelings and emotions by effectively using active listening skills.
Show the client that you are listening to what he or she is saying by respond-
ing with encouraging phrases, such as “Uh-huh” and “Oh.” This type of
verbal feedback is especially important when providing telephone interven-
tion. Additional skills include reflection, paraphrasing, and emotion labeling
(Bolton, 1984). Reflection involves restating the words, feelings, and ideas of
the client; paraphrasing involves restating the meaning of the client’s words



The ACT Model 201

in the worker’s own language; and emotion labeling involves the worker
summarizing the emotions that seem to underlie the client’s message, for
example, “You sound very angry” (Eaton & Roberts, 2002, p. 73).

Stage 5

Generate and explore alternatives by identifying the client’s strengths and
previous successful coping mechanisms. Ideally, the ability of the worker
and the client to work collaboratively during this stage should yield the
widest array of potential resources and alternatives. According to Roberts
(2000), the person in crisis is viewed as resourceful and resilient

and having untapped resources or latent inner coping skills from which
to draw upon.. .. Integrating strengths and solution-focused approaches
involves jogging clients’ memories so they recall the last time everything
seemed to be going well, and they were in a good mood rather than
depressed and/or successfully dealt with a previous crisis in their lives.

(p-19)

Aguilera and Messick (1982) state that the ability to be creative and flexible,
adapting ideas to individual situations, is a key skill in effective workers.

Stage 6

Implement the action plan. The crisis worker should assist the client in the
least restrictive manner, enabling the client to feel empowered. Important
steps in this stage include identifying persons and referral sources to be
contacted and providing coping mechanisms (Roberts & Roberts, 2000).
Crisis workers at Community Integration, Inc. Crisis Services utilize carbon
forms to record the plan developed by worker and client. This is a useful
mechanism to provide clients with phone numbers and specifics of the plan
to follow, and it also provides the necessary documentation for other crisis
workers to know what to encourage and reinforce on subsequent contacts
with the client (Eaton & Ertl, 2000).

Stage 7

Establish a follow-up plan and agreement. Crisis workers should follow up
with the client after the initial intervention to ensure that the crisis has been
resolved and to determine the postcrisis status of the client and the situation.
This can be accomplished via telephone or face-to-face contact. In a team set-
ting, when someone other than the original crisis worker will be conducting
follow-ups, the utilization of a dry erase board can be a good organizational
tool. At a glance, all workers can view the list of cases needing follow-up,
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when follow-up was requested, and items to address during follow-up con-
tact. Of course, documentation in the client’s chart would be more detailed
and specific (Eaton & Roberts, 2002).

CRISIS VERSUS TRAUMA REACTIONS

For the most part, individuals function in their daily lives in a state of emo-
tional balance. Occasionally, intensely stressful life events will stretch a per-
son’s sense of well-being and equilibrium. However, even stressful life events
are frequently predictable within a person’s ordinary routines, and he or she
is able to mobilize effective coping methods to handle the stress. In sharp
contrast, traumatic events lift people out of their usual realm of equilibrium
and make it difficult to re-establish a sense of balance. Trauma reactions are
often precipitated by a sudden, random, and arbitrary traumatic event. The
most common types of trauma-inducing stressors are violent crimes, acts of
terrorism, and natural disasters (Young, 1995).

Trauma Assessment and Treatment

Traumatic events are overwhelming, unpredictable, and emotionally shock-
ing experiences. The potentially traumatizing event may be a large-scale
disaster, such as an earthquake, Hurricane Bonnie’s devastation in south-
ern Florida, or the bombing of the Oklahoma City Federal Office Building.
These were all disasters that occurred at one point in time. Traumas may
also build up from a series of traumatic events that may repeat themselves
many times over months and years, such as domestic violence, incest, and
war. The impact of the traumatic event(s) may be both physical and psycho-
logical. Nevertheless, it is important to note that the majority of individu-
als who are exposed to a traumatic event experience psychological trauma
symptoms but never develop PTSD.

Working with survivors and secondary victims of mass murders poses
special issues and problems for mental health professionals and requires spe-
cialized knowledge, skills, and training. For example, clients suffering from
PTSD may need emergency appointments with little notice, or they may
need to see their trauma therapist the morning after a night of intense night-
mares and flashbacks. As a result of upsetting memories and insomnia after
the nightmares, clients may have angry outbursts in the clinician’s office. In
addition, mental health practitioners working in outpatient and inpatient set-
tings need to recognize that for some survivors of disaster-induced trauma,
stress and grief reactions will last for 10 to 60 days and then totally sub-
side. For others, there may be delayed acute crisis reactions at the 1-month
and 1-year anniversaries of the disastrous event. Still others will develop
full-blown PTSD, evidenced by their chronic intrusive thoughts, avoidance
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behavior, flashbacks, nightmares, and hypervigilance, which may persist for
years. The traumatic memories keep intruding during the day and in the
middle of the night until they become unbearable.

Research has indicated that the effects of community disasters on lev-
els of psychological distress, transient stress reactions, acute stress disorder,
generalized anxiety disorder, death anxiety, and PTSD vary from one study
to the next (Blair, 2000; Chantarujikapong et al., 2001; Cheung-Chung,
Chung, & Easthope, 2000; Fukuda, Morimoto, Mure, & Maruyama,
2000; Hasanovic, Sinanovic, Selimbasic, Pajevic, & Avdibegovic, 2006;
Kohrt et al., 2008). PTSD and high levels of psychological distress seem
to be dependent factors such as: age, gender, personal resources and liv-
ing arrangements, and quality of life after the traumatic event. Lev-wiesel’s
(2000) retrospective study of 170 Holocaust survivors 55 years posttrauma
found that the most significant mediating factor in preventing PTSD was
the child survivor’s living arrangements at the end of the war. The study
findings indicate that the most traumatic stress and PTSD were experienced
by child survivors who had been placed in foster homes, and the lowest
traumatic stress was found in survivors who were sheltered by the partisans
and/or hid in the woods (Lev-wiesel, 2000). With regard to the influence of
age and gender on the severity of depressive symptoms among 1,015 adults
1 year after the Armenian earthquake, the following was found: “Persons
between the ages of 31-55 reported significantly higher depressive ratings
than individuals who were 17-30,” and women had much higher scores on
the Beck Depression Inventory than the men in the study (Toukmanian,
Jadaa, & Lawless, 2000, p. 296). Research demonstrates that resilience,
personal resources, and social supports are important variables in mediating
and mitigating the development of PTSD (Fukuda et al., 2000; Gold et al.,
2000; Lev-wiesel, 2000). In addition, although depressive symptomatology
seems to be comorbid with PTSD, in studies of prisoners of war, higher
educational levels and social support were associated with lower depres-
sive symptoms and trauma (Gold et al., 2000; Solomon, Mikulciner, &
Avitzur, 1989).

Several studies have examined whether there is an association between
trauma exposure during traumatic events and death anxiety after witness-
ing or experiencing life-threatening or near-death encounters associated
with a plane crash. For example, Cheung-Chung, Chung, and Easthope
(2000) found that in the aftermath of an airline crash in Coventry, England,
in which the plane crashed near 150 private homes (no residents were killed,
although multiple fires spread throughout the neighborhood as a result of
the crash), 40% of the witnesses had intrusive thoughts, 30% found that
other things kept making them think about the disaster, 36% had trouble
falling or staying asleep, and 33% had pictures of the disaster popping into
their minds. In sharp contrast, 70% reported that they either rarely or never
had any dreams about the crash. With regard to death anxiety or fear of
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death, close to one in three persons (29%) expressed fears or anxiety about
death. This study indicates the different responses of individuals who have
witnessed an aircraft disaster. Unfortunately, these types of studies rarely
conduct a psychiatric or biopsychosocial history to determine the relation-
ship between preexisting psychiatric disorders or physical illnesses and the
development of partial or full-blown PTSD.

Post-traumatic stress reactions are a pattern of conscious and subcon-
scious expressions of behavior and emotional responses related to handling
recollections of the environmental stressors of the traumatic or catastrophic
event and the immediate aftermath. First and foremost, public safety must
be maintained. In other words, police, firefighters, and emergency services
personnel should make sure that all survivors are transported to a safe place
and that there is no further danger at the disaster site. Only after all sur-
vivors are in a safe place should group grief counseling, and mental health
referrals begin. In the weeks and months after the disaster, mental health
professionals and crisis intervenors need to be ready to conduct crisis and
trauma assessments. Only mental health professionals experienced in cri-
sis and trauma work should conduct the assessments and interventions.
Rushed assessments by inexperienced professionals or volunteers and use
of standardized mental health intake rating forms have resulted in the false
labeling of clients with post-traumatic stress reactions as having personality
disorders.

In the months after a community disaster, trauma therapists should be
available and on call for follow-up work. Once the traumatized person is
referred to an experienced trauma therapist, the following should take place:

1. A comprehensive biopsychosocial, crisis, and trauma assessment
should be completed.

2. Specific treatment goals and a treatment plan should be developed.

3. An agreed number of sessions, specified in a formal or informal con-
tract, should be determined.

4. Both directive and nondirective counseling techniques should be uti-
lized, applying empirically tested and evidence-supported approaches
to trauma.

5. An open-door policy should be maintained so that clients can return
periodically for booster sessions or follow-up treatment when needed.

Acute Stress Management

The American Academy of Experts in Traumatic Stress is an interdisciplin-
ary network of professionals providing emergency responses and timely
intervention for survivors of traumatic events. Drs. Mark D. Lerner and
Raymond D. Shelton (2001) have written a monograph that includes their
detailed traumatic stress response protocol. The following is a summary of
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Lerner and Shelton’s 10 stages of acute stress management provides useful
guideposts for all first responders (i.e., emergency service personnel, crisis
response team members, and disaster mental health workers) in the direct
aftermath of a community disaster:

Assess for danger/safety for self and others.

. Consider the physical and perceptual mechanism of injury.

Evaluate the level of responsiveness.

Address medical needs.

Observe and identify each individual’s signs of traumatic stress.

. Introduce yourself, state your title and role, and begin to develop a
connection.

Ground the individual by allowing him or her to tell his or her story.
Provide support through active and empathic listening.

Normalize, validate, and educate.

Bring the person to the present, describe future events, and provide
referrals.

SRS

S o N

Eye Movement Desensitization and
Reprocessing

Another trauma treatment model that has had some degree of suc-
cess, although it is viewed as controversial by many practitioners, is eye
movement desensitization and reprocessing (EMDR). This time-limited
eight-stage treatment method is utilized after a therapeutic bond has been
established with the patient. A growing amount of evidence indicates that
EMDR is effective with patients who have had one specific traumatic expe-
rience when the treatment is implemented by an experienced therapist with
extensive formal training in EMDR. The EMDR protocol includes eight
phases, with specific steps in each phase (Shapiro, 1995). EMDR integrates
cognitive-behavioral strategies, such as desensitization, imaginal exposure,
and cognitive restructuring, and systematic bilateral stimulation and relax-
ation techniques. A number of studies, including a meta-analysis, have doc-
umented the efficacy of EMDR in treating PTSD. This approach has shown
significant positive effects when compared with other treatment modalities
or pharmacotherapy for PTSD and other trauma-induced problems (Rubin,
2002; Van Etten & Taylor, 1998). Rubin has reviewed controlled random-
ized studies that found positive effects, particularly with regard to reducing
trauma symptoms in children who were suffering from a single trauma and/
or loss of a loved one. (See the article by Karen Knox [2002] for a relevant
case application of EMDR with a young adult family member who lost a
loved one in the World Trade Center terrorist attack.) It should be noted
that the research has shown that EMDR has not been effective in reducing
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psychiatric sequelae of agoraphobia, social phobia, and generalized anxiety
disorder (Rubin, 2002).

Cognitive Processing Therapy

Cognitive processing therapy (CPT) is a time-limited therapy that has been
found to be effective for PTSD and other corollary symptoms after trau-
matic events (Monson et al., 2006; Resick et al., 2002). Although the origi-
nal research on CPT focused primarily on rape victims, CPT has since been
applied in a structured, sequenced approach to address the unique needs
of patients suffering from PTSD and/or depression. Specifically, CPT is a
short-term treatment that may work in as few as 12 treatment sessions. Of
course, treatment may be provided for longer periods depending on each
individual’s needs. Sessions address the following issues:

e Educating patients about PTSD and explaining the nature of their
symptoms

e Helping patients explore how traumatic events have affected their lives

¢ Learning about connections between trauma-related thoughts, feelings,
and behaviors

e Remembering the traumatic event and experiencing the emotions associ-
ated with it

¢ Increasing patients’ ability to challenge maladaptive thoughts about
the trauma

¢ Helping patients increase their understanding of unhelpful thinking pat-
terns and learn new, healthier ways of thinking

e Facilitating patients’ exploration of how each of five core themes has
been affected by their traumatic experiences.

CPT is like cognitive therapy in that it is based in the idea that PTSD
symptoms stem from a conflict between pretrauma beliefs about the self
and the world (e.g., the belief in the just-world concept, that is, if I work
hard and do things right, good things will happen to me) and posttrauma
information (e.g., the trauma as evidence that the world is not a safe place).
These conflicts are identified through therapy and are thought of as “stuck
points,” which are addressed through writing about the trauma. During
CPT, the patient is asked to write about his or her traumatic event in detail.
The patient is then instructed to read the story aloud repeatedly, both in and
outside of the session. The therapist helps the client identify and address
stuck points and errors in thinking via “cognitive restructuring.” Errors in
thinking may include thoughts such as “I am a bad person” or “I did some-
thing to deserve this.” The therapeutic process aids the patient in examining
and addressing these errors or stuck points by examining evidence for and
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against those thoughts and developing new thoughts to replace the errors in
thinking.

CPT is appropriate for patients who have experienced a traumatic event
and are suffering from PTSD and/or depression. It probably is not appropri-
ate for patients who are currently a danger to themselves or others, or who
are in imminent danger due to their involvement in an abusive relationship
(or due to being stalked). Also, if a patient is so dissociative or has such
severe panic attacks that he or she cannot discuss the trauma at all, then
other therapy may need to precede the onset of CPT.

Crisis Worker Self-Care

One cannot discuss working with populations affected by crisis and trauma
without discussing the crisis counselor or social worker as well. An over-
looked element of crisis work is the responsibility of the mental health
professional to engage in appropriate self-care. Crisis intervenors are not
immune to stress and stress responses. Each individual will respond differ-
ently to different situations depending on the severity of the crisis and the
meaning the crisis represents to the intervenor, family friends, or organiza-
tions, yet there are certain signs and symptoms that are associated with a
maladaptive stress response. Symptoms are more likely to be identified in
newer crisis intervenors than in seasoned professionals who have worked
many hours under stressful conditions and have developed and refined cop-
ing mechanisms to respond to stressful situations.

Factors associated with maladaptive stress response include the duration
and severity of the event. The intensity of the event experienced by the crisis
worker should be considered as a contributing factor to the development
of stress reactions. This factor is highly subjective because not all persons
will respond the same to any given event. Finally, in any situation that has
compromised the crisis worker’s ability to function within the home, work,
or social environment, intrusive thoughts related to a crisis may be reflec-
tive of an emerging anxiety disorder. Individuals reporting such symptoms
should be considered for mental health assistance and referral and respite
from direct crisis work until this issue is resolved. For a list of common
psychological, emotional, cognitive, behavioral, and physical responses
associated with maladaptive stress reactions, see Roberts and Yeager (2009,
pp. 189-192).

CONCLUSION

The attacks of September 11, 2001, resulted in huge personal, psychological,
and financial traumas. Such community disasters can overload our traditional
coping methods. Mental health professionals and emergency responders are
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always ready and eager to aid persons in crisis. However, prior to September
11, no one had anticipated that the United States would be victimized in
an assault of the magnitude that occurred; therefore, the health care and
mental health organizations were not prepared with an interagency coordi-
nated disaster mental health response. Since September 11, there have been
numerous human-initiated and natural disasters. Because of the threat of
terrorist activity in the future, both in the United States and throughout the
world, mental health educators and practitioners must develop the follow-
ing: training and certification programs for crisis intervenors and trauma
specialists; systematic and empirically tested procedures and protocols for
crisis response, crisis intervention, and trauma treatment in the event of a
future mass disaster or terrorist attack; and coordinated interagency disaster
mental health teams on call and ready for rapid deployment to community
disasters in their respective regions.

Behavioral clinicians, mental health counselors, and social workers are
increasingly being expected to respond quickly and efficiently to individ-
uals and groups who are in need of crisis intervention and time-limited,
trauma-focused treatment. This overview has presented the ACT conceptual
model to help communities respond to survivors of disasters and prepare for
the future. Concerns about the growing threat of violence in corporations,
manufacturing facilities, hospitals, and educational institutions are result-
ing in organizational pressure being placed on practitioners to be skilled in
effectively assessing risks and unmet needs and providing rapid intervention.
Roberts’s (1991, 2000) seven-stage crisis intervention model provides clini-
cians with a useful framework to follow. Lerner and Shelton’s (2001) 10-step
trauma assessment and intervention model also provides a useful framework
to facilitate the recovery of survivors of traumatic events. These conceptual
models will assist practitioners in facilitating effective crisis resolution and
trauma reduction.

A number of studies and a meta-analysis have demonstrated that cer-
tain population groups benefit from crisis intervention programs. Females
aged 15 to 24 and 55 to 64 benefited the most from suicide prevention and
crisis intervention programs (J. Corcoran & Roberts, 2000). The research
on the effectiveness of crisis intervention programs with people presenting
with psychiatric emergencies also shows positive outcomes; however, those
clients with preexisting severe personality disorders usually benefited from
crisis intervention only when it was augmented with short-term inpatient
treatment followed by twice-a-week outpatient treatment and medication
management (J. Corcoran & Roberts, 2000). The research on the effective-
ness of crisis intervention after the September 11 terrorist attacks has yet
to be completed. Therefore, it is recommended that future studies should
be strengthened by including standardized crisis assessments at pretest,
posttest, and follow-ups, along with determining preexisting psychiatric
conditions. In addition, whenever possible, matched naturally occurring
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comparison groups or quasi-control groups (no crisis intervention) should be
created. Most important, longitudinal follow-up studies, whether through
face-to-face or telephone contact, should be administered at uniform inter-
vals (e.g., 1 month, 3 months, 6 months, 12 months, 24 months, 36 months,
5 years, and 10 years after the initial crisis intervention). Independent evalu-
ators or researchers or university-based researchers should be hired or con-
tracted with by crisis intervention units of local community mental health
centers, victim assistance programs, and outpatient hospital clinics. The call
to action is clear, and the need is clearly defined. The task of addressing
the ever-changing face of crisis is a growing and daunting challenge that is
ever present. In this time of healthcare and mental health transformation, it
is important that legislators, first responders, care providers, and academi-
cians work together to determine effective approaches to crisis in a consoli-
dated effort to manage the ever-growing challenges of crisis intervention.
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Crisis Intervention and First
Responders to Events Involving
Terrorism and Weapons of
Mass Destruction

VINCENT E. HENRY

July Fourth was a beautiful day in Veterans Memorial Park, and Central City
police officers Pedro (Pete) Bernal and Dennis O’Loughlin were happy to be
assigned to the Park Car that day. The thousand-acre park was full of people
strolling, cycling, and rollerblading; a band was playing at the gazebo; and
families spread their picnic blankets on the lawns and barbecued at the small
beach at the edge of MacArthur Lake. “It doesn’t get much better than this,”
Officer Bernal said to his partner as they cruised slowly past the playground
filled with laughing children, “and it sure beats answering jobs all day in
Sector Charlie. It’s too bad every day can’t be as nice and relaxed as today.
A day like today makes you glad to be alive. Good country, America.”

“It sure is. What should we do for lunch?” O’Loughlin replied, savoring
the aromas of various ethnic foods emanating from all the pushcarts in the
park. “It’s almost one o’clock and I’'m starving.” After some discussion, they
settled on a Cuban sandwich for Dennis and two hot dogs with mustard, rel-
ish, onions, and sauerkraut for Pete. The call came just as they were getting
back in their cruiser.

“Park Car One on the air?”

“Park Car One. Go ahead, Central.”

“Park One, we have multiple aided calls in the vicinity of the gazebo on
the Great Lawn. Callers state several people are having seizures. An ambu-
lance is on the way. Please check and advise.”

214
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Dennis and Pete looked at each other. Both were experienced and
well-trained cops, and the implications of the call were readily apparent to
them. Just this week the precinct’s intelligence liaison officer, Lieutenant
Kennedy, had briefed the outgoing roll call to be especially on guard for
potential terrorist events during the holiday weekend. Based on information
received at the weekly regional Terrorstat meeting, Kennedy related that
credible but unspecified threats—“intelligence chatter”—had been received
by the FBI and passed on to local agencies. Although the information
was not specific, and although the nation and the city remained at Threat
Condition Yellow, officers should be especially attentive when responding
to unusual events.

“Ten-four, Central. Please try the callback numbers and determine the
number of victims and if there are any other symptoms. Have the ambulance
stand by at the south entrance to the park and have Park Two stand by near
the boathouse until we check and advise.”

Dennis and Pete regretfully put aside their food, started up their cruiser,
and headed slowly toward the Great Lawn. They had been partners for
almost 10 years and were experienced enough to know that they should not
rush in to a situation like this, but instead respond carefully and gather as
much information as possible on their way to the scene. A great many things
had changed in police work during their 10 years as partners, not the least
of which was the strategic and tactical approach they now took to calls that
might involve a terrorist act. The terrorist attacks on the World Trade Center
and the Pentagon in 2001, as well as the Boston Marathon bombing of 2013
and more than 60 foiled terrorist plots since the 9/11 attacks, required cops
across the nation to adopt a new and very different orientation to the way
they worked, and the possibility that even the most mundane and seemingly
ordinary call for service might have some terrorist connection was always
in the back of their minds. So far, Central City had escaped the realities of
terrorism, but Bernal and O’Loughlin and their entire department were well
prepared and well trained to handle terrorist incidents.

Perhaps because Bernal and O’Loughlin were so well trained and so well
prepared, they were also terribly frightened by the prospect of a terrorist
attack, especially one involving weapons of mass destruction (WMDs).
Everyone, it seems, was affected by the September 11 terrorist attacks, and
in that respect these police officers were no different: Like many others,
they had been riveted by media accounts of the attacks, and for days and
weeks afterward they followed the frightening and terrible events closely in
the news. As police officers, though, Bernal and O’Loughlin had a particu-
larly strong interest in the September 11 attacks. Because they were expe-
rienced cops, they could very easily relate to the challenges and struggles
faced by the police, fire, and other rescue personnel who responded to the
World Trade Center or the Pentagon, and they felt great empathy for them.
Similarly, they were affected by the Madrid train bombings of 2004; by the



216 Crisis Intervention: Disaster and Trauma

terrorist attacks on London’s Underground subway system and an iconic
London double-decker bus in 2005; by the multiple coordinated terrorist
attacks in Mumbai in November 2008; by the mass shootings at Fort Hood,
in Columbine and Aurora, Colorado, and at the Sandy Hook Elementary
school; and by various other bombings and mass shootings. They had great
empathy for the victims, as well as for the police who responded to these
attacks. These events resonated with O’Loughlin and Bernal, and as cops
are wont to do, they often proposed and discussed the types of scenarios
they might encounter and debated their own tactical response should they
ever encounter similar events. Today would prove that the time they spent
discussing and debating tactical responses had not been wasted.

As experienced cops, O’Loughlin and Bernal could well understand
the extent of the human tragedy resulting from these and other terrorist
attacks: the anguish of thousands of families torn apart, the sorrow of thou-
sands of friends of those who lost their lives, the pain and suffering of all
those who were injured, the economic impact on those who lost their jobs
and whose families lost a source of income. Bernal and O’Loughlin under-
stood all this, and because they understood it so well—and because they
were such good cops—they prepared themselves as thoroughly as they could
for the possibility that such an event might take place in their city. Their
department provided excellent training, but like many other cops, they
sought out additional knowledge and skills that might become important if
a terrorist attack occurred.

Bernal and O’Loughlin knew a great deal about terrorism and WMDs,
and what they knew frightened them. They were frightened now, but
they could not afford to let their fear become immobilizing: they had
a job to do and responsibilities to fulfill. The public needed protection,
and it was their role as police officers to provide that protection. Beyond
the cognitive knowledge and skills they had acquired, the two cops had
prepared themselves physically, emotionally, and psychologically for this
day. Later, they would both talk about how frightened they were, but
their overall preparation had steeled them emotionally and psychologi-
cally, and they were able to put their fear aside to fulfill both the public’s
expectations of them and their own profound and personal expectations
of themselves. Both would later say that although they were afraid, they
were also focused on the task required of them, and their fear had a some-
what distant or abstract quality. There was a job to do, and they refused
to permit the substantial fear they felt to prevent them from doing what
needed to be done.

Despite the warmth of the day, they rolled up the cruiser’s windows and
turned off the air conditioner; if the situation turned out the way they hoped
it wouldn’t, at least they would be partially protected from airborne con-
taminants that might be drawn in through the ventilation system. Pete rum-
maged in the gear bags on the cruiser’s back seat, pulling out two pairs of
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binoculars, a small radiation detector, and a copy of the department’s field
guide to hazardous materials and WMDs.

On the way to the scene, they carefully watched the holiday crowds for
anything unusual or out of the ordinary. No one they passed appeared to be
ill, and no one seemed to be in a particular hurry to leave the area. Dennis
stopped the cruiser at the edge of the woods surrounding the Great Lawn,
about a quarter mile from the gazebo.

Pete scanned the area with his binoculars, first looking at the commotion
near the gazebo and then scanning the trees at the edge of the lawn. Dennis
also scanned the scene with his binoculars. The band had stopped playing,
and highly excited people were milling around, trampling the picnic blan-
kets and turning over barbecue grills. Some civilians lay prone or rolled on
the ground as others tired to administer aid; others gathered their children
and tried to flee the chaotic scene. Some fell to the ground as they ran,
and others fell to their knees to vomit. Dennis and Pete could hear frenzied
shouting, and several civilians, spotting the cruiser, ran toward the cops.

“No birds. I don’t see any birds in the trees. And there’s a mist or cloud
hanging over the area. It could be barbecue smoke, but I don’t know. There’s
a dog having some kind of seizure, too. What have you got?” Dennis said to
his partner. “Rats. Look at the rats crossing the road. The rats are running
away. The wind is blowing toward the west, spreading the cloud. Move the
car up the hill to the east roadway, but don’t get any closer to the gazebo.
I think I see dead pigeons at the verge of the woods. I get nothing on the
radiation detector for now, but we may be too far away.”

The first civilian, a highly distraught man with a flushed face, streaming
tears, and vomit on his shirt, reached the cruiser and shouted frantically at
the cops to help. Pete and Dennis both knew that time, distance, and shield-
ing were the keys to their self-preservation, just as they both knew that they
would become liabilities rather than assets if they became contaminated or
affected by whatever substance was making these people sick. Time, dis-
tance, and shielding were the keys to their survival as well as the survival
of the victims. Pete used the loudspeaker to order the man to back off from
the police car: the civilian could potentially be a vector to spread whatever
chemical or biological agent was afflicting the crowd, and the two cops
would be of no help to anyone if they became affected by it. They would
later say that one of the hardest things about the situation was resisting the
urge to rush in to immediately render aid; it is, after all, the natural tendency
of cops and rescue workers to run toward trouble in order to help. But the
very fact that they lived to discuss the incident was evidence that they acted
wisely and according to the way they’d been trained.

Still, they would later be troubled by an amorphous sense of guilt—a
sense of guilt that was, they knew, quite irrational because the reality was
that they had performed superbly in every respect. The nagging thoughts
remained, though: Perhaps they could have done more. Perhaps more lives
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could have been saved if only they had done something differently. If only
they hadn’t stopped for lunch. If only they responded more quickly. If only. ..

The guilt was just one lasting outcome of their experience, however. The
horrible images and associations connected with their experiences on that day
and on the days and weeks that followed would stay with them, always near
the forefront of consciousness and seemingly ready to re-emerge at the slight-
est provocation. One of the most difficult things was that no one, other than
those who were also at the park that day, really seemed to understand how
different the world—their world—had become. No one seemed to under-
stand what they had seen and felt and smelled and touched, how it changed
their psychological world. They, along with the others who responded, were
lauded as heroes, a label that was at first intoxicating but which they quickly
came to resent. They, along with the others who responded, became the toast
of the town after the attack—everyone, it seemed, wanted to be seen with
these heroes and to bask in the reflected power of the horrible things they
had come to know. They became suspicious that the expressions of support,
encouragement, and thanks offered by others after the attack were hollow
and counterfeit. It made them angry that no one else seemed to understand
them, or that nothing would ever be the same.

Pete communicated with the man using the loudspeaker, learning more
about what had gone on near the gazebo as the first victims fell ill and tak-
ing notes about the symptoms. He learned there was a faint odor, like the
smell of newly cut grass, at the time the first people fell ill.

Dennis picked up the radio and spoke calmly:

Park Car One to Central. Be advised we have a likely mass chemical or
biological event on the Great Lawn. Numerous civilians down. There
is a crowd of several hundred people, and we’ll be moving them away
from the scene to the east side of the park near the boathouse. Notify
the Emergency Response Unit. Notify Midtown Hospital, Saint Mary’s,
and all the other hospitals to expect casualties. Notify the patrol supervi-
sor that we’ll set up a temporary emergency headquarters in the Parks
Department office north of the Lawn pending his arrival. Notify the chief
and the Fire Department. Have all available PD units respond to seal
the park entrances, exits, and perimeter, and have a unit respond to the
Broadway bus station to prevent further contamination from people leav-
ing the park. Have the ambulances respond to the boathouse area to set up
an aid station. Central, caution the responding units not to approach the
gazebo or the Great Lawn itself until we have further information about
the contaminant and its effects. Also, caution the responding units to be
aware of secondary devices or events. Here are the symptoms, Central. ..

The threat of terrorist events involving WMDs is real, and the futuristic
scenario described here is not at all far-fetched.
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The September 11, 2001, terrorist attacks on the World Trade Center
and the Pentagon changed the United States forever, ushering in a host of
new and unprecedented realities for the American people, for the intelli-
gence and national security communities, for medical personnel, for pri-
vate security entities, and perhaps especially for police, fire, and emergency
medical personnel. In particular, police, fire, and emergency medical service
personnel—the agencies and individuals most likely to be the first respond-
ers to possible terrorist attacks—faced compelling demands to develop and
adopt new strategies and tactics, to undertake new training, and to view
their roles and their work in an entirely different way. As first responders,
police, fire, and emergency medical service personnel are the first line of
defense in case of terrorist attack, but the enormity and complexity of the
challenges they face make it abundantly clear that they alone cannot bear
the responsibility for ensuring public safety. Although first responders play a
critical role in homeland security, emergency and disaster management, and
domestic preparedness, and although a great deal of attention and resources
have already been allocated to counter the terrorist threat, much more needs
to be done. As new threats, methods, and tactics of terrorist actions evolve,
so too must the strategies and tactics employed to counter them.

Perhaps most important, the realistic potential that American people,
towns, and cities may again come under attack from terrorists demands that
significant systemic changes continue to evolve across the broad spectrum
of public agencies and private entities charged with the responsibility for
ensuring public safety. We must develop and implement a broader, more
coordinated, more cohesive, and more focused approach to terrorism and to
WMDs, and that approach must necessarily entail new relationships among
all these public agencies and private entities.

The actions necessary to bring about these changes are extensive, and
they lie well beyond the scope of this chapter to fully describe or explore.
This chapter focuses more narrowly on the issue of WMDs in the hands of
terrorist groups, on the danger they pose to the American people and our
nation as a whole, and on the steps necessary to create a more viable system
to counter the threat. The importance of adequate preparation for potential
future terrorist acts involving WMDs is illuminated by the more than 60
terrorist plots foiled since 9/11 (Zuckerman, Bucci, & Carafano, 2013), by
the Boston Marathon and Fort Hood terrorist attacks, and by the consensus
among knowledgeable experts that additional future acts of terrorism are a
practical inevitability. It is not a matter of whether such incidents will occur,
but when they will occur (Shenon & Stout, 2002).

In the first section of this chapter, T define WMDs in general and pro-
vide an overview of specific types of WMDs as a way of understanding the
nature of the threat they pose. I then examine, in a general way, the type of
response protocols that police, fire, emergency medical service, and other
agencies have employed in relation to a mass terrorist attack, highlighting



220 Crisis Intervention: Disaster and Trauma

some of the problems and issues that are likely to emerge. I then explore
some of the psychological consequences that are likely to become manifest
among first responders to terrorist and WMD events, finally describing an
innovative and successful approach to providing first responders with the
type and quality of clinical services they may need.

Largely because I had a professional involvement as a first responder to
the World Trade Center attacks of September 11, 2001 and the rescue and
recovery activities that took place in the ensuing months, this chapter draws
many examples and insights from those experiences. The events surround-
ing the World Trade Center attacks serve as a useful model from which a
variety of guiding principles and insights can be distilled, including insights
into the range and quality of psychological consequences that are likely to
affect first responders to terrorist events.

By no means, however, does this chapter present or represent an exhaus-
tive exploration of the threats, the consequences, or the short- or long-term
outcomes of a terrorist attack involving WMDs.

WEAPONS OF MASS DESTRUCTION: AN
OVERVIEW

Weapons of mass destruction are devices, biological organisms, or chemical
substances that, when successfully detonated or dispersed, are readily capa-
ble of causing massive casualties. WMDs have been defined in various ways.
The Department of Defense (Henneberry, 2001), for example, defines them
as “weapons that are capable of a high order of destruction and/or of being
used in such a manner as to destroy large numbers of people.” The defini-
tion goes on to note that these can include nuclear, chemical, biological, and
radiological weapons. For legal purposes, Title 18 of the US Code (18 USC
113B) incorporates specific mention of various types of firearms and other
weapons in its definition of WMDs, but it goes on to include

any weapon designed or intended to cause death or serious bodily injury
through the release, dissemination, or impact of toxic or poisonous chemi-
cals, or their precursors; any weapon involving a disease organism; or
any weapon that is designed to release radiation or radioactivity at a level
dangerous to human life. (18 USC 113B)

The Federal Emergency Management Agency ([FEMA], 2002, p. 9)
defines WMDs as “any weapon that is designed or intended to cause
death or serious bodily injury through the release, dissemination, or
impact of toxic or poisonous chemicals; disease organisms; radiation
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or radioactivity; or explosion or fire.” The FEMA definition goes on to
point out that WMDs are distinguished from other types of terrorist tools
because they may not be immediately obvious, because it may be difficult
to determine when and where they have been released, and because of the
danger they pose to first responders and medical personnel. Although a
great deal of research has taken place on battlefield exposure to WMDs,
scientists have a more limited understanding of how such weapons might
affect civilian populations, particularly those in densely populated urban
environments.

Another difficulty is that of attribution. The nature of many WMDs,
especially biological agents, is such that quickly or immediately determin-
ing the individual or group responsible for their use may not be possible. In
the absence of credible claims of responsibility, the attribution necessary to
focus the investigation, to apprehend those responsible, to interdict future
attacks, or to respond with military force or law enforcement action may be
greatly delayed.

Examples of WMDs include nuclear devices (ranging from nuclear
bombs to smaller and more easily constructed “dirty bombs” that spread
deadly radiation in a relatively small area), biological devices (such as
anthrax, smallpox, ricin, and other deadly toxins), and chemical agents
(such as nerve agents and gaseous poisons). These three categories of weap-
ons are often referred to collectively as nuclear, biological, and chemical
(NBC) weapons. It should also be recognized that the hijacked airliners
used in the September 11 terrorist attacks on the Pentagon and the World
Trade Center clearly conform to the FEMA definition of a WMD: They
were high-powered explosive devices loaded with highly flammable fuel
that caused a tremendous number of casualties, they were not immediately
obvious as weapons, and they posed an exceptionally high degree of danger
to first responders and medical personnel as well as to the general public.

The improvised explosive devices (IEDs) contained in pressure cookers
and concealed in backpacks that were used in the Boston Marathon bomb-
ing, like the IEDs used in the 2004 Madrid train bombings and the 2005
London bombings, could easily have been converted to “dirty bombs™ that
spread radiological materials by including a sufficient quantity of low-grade
nuclear materials found in X-ray machines and other medical equipment as
well as in many university research laboratories. Indeed, the acquisition in
July 2014 of nearly 90 pounds of reportedly “low-grade” uranium from a
Mosul University research laboratory by the terrorist group Islamic State in
Iraq and Syria (ISIS) alerted the United States Homeland Security commu-
nity to the potential threat of dirty bomb attacks here, despite statements by
International Atomic Energy Commission officials that the material was not
suitable for a nuclear device (Cowell, 2014).
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Biological and Chemical Agents in
Warfare and Terrorism

Chemical and biological agents have been used in warfare between
nations for many years, and they have been extremely effective weapons
in terms of causing casualties and death, as well as in spreading fear and
panic among an enemy’s soldiers. More recently, they have become highly
valued and sought-after weapons of choice for terrorists and extremist
groups for essentially the same reasons, as well as the fact that they are
rather easily manufactured and deployed. The first modern wartime use
of chemical weapons of war occurred during World War I, when German
forces used chlorine gas against Allied forces in April 1915 during the
Second Battle of Ypres. British forces retaliated in September of that year,
firing artillery shells containing chlorine gas against the German forces at
Loos. Poison gas was a fairly successful but nevertheless imperfect battle-
field weapon: French and Algerian troops fled in a panic when they con-
fronted chlorine gas at Ypres, but shifting winds during the British action
at Loos also caused numerous casualties among the British forces employ-
ing these weapons (Duffy, 2002). The fact that the spread and effect of
poison gases and of some biological agents can be so easily affected by
wind and other environmental factors makes them particularly unpredict-
able and especially dangerous to first responders, to rescue personnel, and
to civilians in densely populated urban areas.

Fear of contamination and concerns that toxic residue from these sub-
stances may remain in and around a location where they have been employed
or on objects within the area may result in public avoidance of the location
and its environs. Particularly if dispersal of a chemical or biological agent
takes place in a business or commercial district, a transportation facility, a
shopping mall, or another public space, the dispersal could have profound
economic consequences as well.

The development and use of poison gases continued throughout World
War I. Phosgene gas was used by both sides in the conflict; ironically, it was
seen as an improved weapon because it caused less choking and coughing
than chlorine gas and was therefore more likely to be inhaled. Phosgene also
had a delayed effect in which soldiers might suddenly die up to 48 hours
after their exposure. Mustard gas, an almost odorless chemical, was devel-
oped by Germany and first used against Russian troops at Riga in 1917. The
strategic advantages of mustard gas (also known as Yperite) included inflict-
ing painful blisters, the fact that it was more difficult to protect against than
chlorine or phosgene, and the fact that it could remain potent in the soil for
weeks, making it dangerous to recapture contaminated trenches or territory
lest additional casualties occur (Duffy, 2002). The use of chlorine, phos-
gene, and mustard gas continued throughout World War I, resulting in a ter-
rible casualty rate. According to one estimate, there were almost 1,240,000
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casualties from poison gas during World War I, including more than 90,000
deaths. Russia alone suffered nearly 420,000 gas casualties (Duffy, 2002).

The decades following World War I saw continued development of poison
gases as well as some use on the battlefield. During the 1920s, British forces
used chemical weapons against Kurdish rebels in Iraq; in the 1930s, Italy
used mustard gas in its campaign to conquer Ethiopia, and Japan made use
of chemical weapons in its invasion of China. The first nerve agent, tabun,
was developed in Germany in 1938.

In the United States and throughout the world, water supply systems
have proved to be a very attractive and frequently used vector for planned,
attempted, and successful biological attacks by terrorists upon civilian pop-
ulations. Gleik (2006) provides an extensive list of criminal and terrorist
attacks involving the water supply, an infrastructure sector that has been
exploited in attempts or plots by both domestic and international terror-
ist groups to disseminate toxic substances—including biological agents and
poisons—in the United States.

In 1970, for example, the Weathermen, a radical domestic terrorist group
whose members bombed police stations, courts, the Pentagon, and the US
Capitol, reportedly sought biological agents to introduce into civilian water
supplies in major American cities to protest the Vietnam War and American
foreign policy (Gleik, 2006). In 1972, members of a right-wing neo-Nazi
group known as the Order of the Rising Sun were arrested in possession
of up to 40 kilograms of typhoid bacteria they planned to spread through-
out the water supplies of several Midwestern American cities that included
Chicago and St. Louis (Gleik, 2006; Sachs, 2002, p. 3). In 1975, members
of the survivalist/fundamentalist group Covenant, Sword, and Arm of God
were charged with possessing 30 gallons of potassium cyanide that they
intended to introduce into the water supplies of New York City, Chicago,
and Washington, DC. The group reportedly sought to hasten the coming of
the Messiah by poisoning “sinners” in American cities, although, as Gleik
(2006) notes, the quantity of poison in their possession was insufficient
to achieve their goal. In 2003, al-Qaeda operatives in Saudi Arabia issued
generic threats against the water supply infrastructure of American cities
(Gleik, 2006, p. 482).

Indeed, it was in recognition of the significant threat that the introduc-
tion of biological and/or chemical agents into its water supply posed—as
well as the inherent vulnerability of an extensive and widely distributed sys-
tem of reservoirs, dams, and viaducts that had previously been virtually
unprotected from such threats—that New York City began to harden poten-
tial water supply infrastructure in the months following the 9/11 attacks.
The new policies and strategies included increased surveillance and patrols
of key watershed resources and, for the first time, attempts to effectively
limit or restrict public access to watershed areas: among other measures,
the City of New York began to require proof of identity before issuing
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hunting and fishing permits for reservoir and watershed lands. Another
bioterrorism event—one involving a more direct and low-tech distribution
vector—occurred in the United States in 1984, when members of a religious
cult known as Rajneeshee infected an estimated 751 people in Oregon with
salmonella bacteria (Torok et al., 1997). Cult members grew the bacteria
from cultures they purchased from a medical supply company and dissemi-
nated the bacteria by spraying it on restaurant salad bars. Their goal was
to influence the results of an upcoming local election by making a large
number of voters too sick to vote on election day (McDade & Franz, 1988;
Sachs, 2002, pp. 4-35). Investigators considered the possibility of bioterror-
ism when the outbreak occurred, but that was deemed unlikely; the source
of the contamination only became apparent when the FBI subsequently
investigated the cult for other criminal violations. This incident highlighted
the difficulties of distinguishing a bioterrorist attack from a naturally occur-
ring infectious disease outbreak (McDade & Franz, 1988).

The series of anthrax attacks that took place across the United States
in 2001 were a type of terrorist attack, spreading tremendous alarm and
fear throughout the population. In these incidents, anthrax spores were dis-
tributed, perhaps at random, through the US Postal Service to individuals,
corporations, and political figures, and at least 10 cases of anthrax infection
were documented by health officials (Jernigan et al., 2001; Traeger et al.,
2001). Despite an intensive and lengthy FBI investigation, the identity and
motivation of the person or persons responsible for these attacks have never
been completely determined and remain a matter of debate.

Former Iraqi dictator Saddam Hussein used both chemical weapons
(nerve agents) and biological weapons (anthrax) on Iranian forces during
the 1980-1988 war between Iran and Iraq, and he also used cyanide against
Iraqi Kurds in 1987 and 1988. In 1995, members of the Aum Shinrikyo (or
Supreme Truth) cult dispersed deadly sarin gas on the Tokyo subway system,
killing a dozen people and injuring more than 5,500 others (Lifton, 1999).

The Aum Shinrikyo subway attack in Tokyo, which represents the first
known successful use of poison gas or other WMD by terrorists, had a tre-
mendous impact on Japan’s government and on Japanese society because
it spread such fear and alarm among members of the public. The Japanese
people, like the rest of the world community, were not well prepared for
the possibility that a fairly small and relatively obscure religious cult would
carry out such an attack, nor were they prepared for the possibility that a
fairly small cult could carry out this type of attack. The fact that such a
small group marshaled the resources necessary to kill and injure large num-
bers of people and spread panic across an entire nation had repercussions
throughout the world, demonstrating just how easily terrorists or extremist
groups can manufacture and disseminate deadly WMDs.

Aum Shinrikyo was a doomsday cult centered around leader Shoko
Asahara’s apocalyptic philosophy and his twisted notion that only the
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true believers belonging to the cult would be saved when the world ended.
Asahara’s goal in undertaking the attack was to hasten the end of the world.
The cult, which accumulated immense wealth from its members, recruited
young scientists as members and put them to work producing biological and
chemical weapons. It also began to stockpile hundreds of tons of deadly
chemicals and acquired a helicopter to help distribute the gas over densely
populated Japanese cities (Kristof, 1995; Lifton, 1999).

Aum Shinrikyo’s terrorist attack was unusual to the extent that the plot
was successfully executed and that it used poison gas to cause a large num-
ber of deaths, but the apocalyptic philosophy and worldview the group
embraced are not all that rare. Rather, the notion of destroying the world or
a large part of the world’s population as the means to hasten an apocalyptic
event that would bring on a new world order—typically a purer world order
untainted by evil—is a common theme among fundamentalist religious
extremists (Lifton, 1999; Strozier, 2002).

Sarin, an exceptionally toxic nerve agent that is several hundred times
more toxic than cyanide, was first developed by Nazi scientists in the 1930s.
Also known as GB, sarin is a fairly complex chemical compound that can
take either liquid or gaseous form, and although its manufacture requires
a fairly high level of skill, training, and knowledge of chemistry, it is made
from common chemicals that are readily available to the public. Once Aum
Shinrikyo cult members manufactured a quantity of sarin, they employed a
rather simple and unobtrusive method to disseminate it: Liquid sarin was
sealed in paint cans and other containers that cult members carried into
subway stations in shopping bags. They simply put down the bags, casually
punctured the containers with the tips of their umbrellas, and walked away
while the liquid evaporated into a gas and spread through the area. Experts
concur that the 1995 subway attack was, like the cult’s lesser-known and less
deadly 1994 Matsumoto attack also carried out with sarin gas in Nagano
Prefecture, was simply a test, a dry run in anticipation of and preparation
for a much larger and much more deadly attack. Experts also concur that
many more lives would have been lost and many more people would have
been injured if Aum Shinrikyo had been able to manufacture a purer form
of sarin, had manufactured a larger quantity of it, or had distributed it more
effectively (Kristof, 1995; Lifton, 1999).

Perhaps one of the most frightening aspects of Aum Shinrikyo’s attack
on the Tokyo subway system was the relative ease with which the group
obtained the necessary precursor chemicals to manufacture large quanti-
ties of deadly sarin. Many other biological and chemical agents also are
relatively easy to obtain, manufacture, and disseminate, making them very
attractive to terrorist organizations. Depending on the particular chemi-
cal or biological agent involved, a relatively small and easily transportable
amount of the substance can spread throughout an area and contaminate or
infect people who come in contact with it. Especially when toxic biological
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substances with a prolonged incubation period are involved, signs of illness
may not be immediately apparent. Individuals infected with the toxic sub-
stance may then act as vectors, spreading the substance to others with whom
they have contact. Because days or even weeks might elapse before the first
infected individuals become noticeably ill, they can spread the infection to
literally hundreds or thousands of other people, many of whom will in turn
become vectors spreading the disease.

A chemical event, in contrast, is likely to immediately produce dozens of
victims, and first responders who lack adequate personal protection equip-
ment may also become victims. All exposed victims must be decontami-
nated before leaving the scene because hospital emergency rooms will not
accept the victims of a biological or chemical incident until they have been
properly decontaminated.

Chemical agents can enter the body in various ways. Some agents are dis-
seminated as aerosols or gases and enter the body through the respiratory
tract; others are disseminated in a liquid form and enter the body through
contact with the skin. Because the eyes and mucous membranes are par-
ticularly sensitive to many toxic agents, irritated eyes and nasal passages
often indicate exposure. Although other chemical agents can be ingested via
contaminated food or liquid, inhalation and skin contact are the primary
hazard for victims and emergency responders.

There are three basic categories of chemical agents: nerve agents, blister
or vesicant agents, and choking agents.

Nerve Agents

Nerve agents, which include the substances tabun (GA), soman (GD), sarin
(GB), and methylphosphonothioic acid (VX), are an especially toxic class
of chemical weapon that act on the body by interrupting the central ner-
vous system to prevent the transmission of nerve impulses. Exposure to
nerve agents initially results in twitches and spasms and ultimately leads
to the permanent impairment of the central nervous system or, with suffi-
cient exposure, to death. Other symptoms of exposure to nerve agents typi-
cally include dilation of pupils (pinpoint pupils), runny nose and lacrimation
(tearing of eyes), salivation (drooling), difficulty breathing, muscle twitches
and spasms, involuntary defecation or urination, and nausea and vomiting.

Depending on their purity, nerve agents generally take the form of col-
orless liquids, although some may have a slight yellowish tinge if impuri-
ties are present. Tabun and sarin may have a slightly fruity odor, soman
may have a slight odor of camphor, and methylphosphonothioic acid smells
like sulfur. Nerve agents evaporate fairly quickly and can be absorbed into
the body through either inhalation or absorption through the skin. Nerve
agents vary a bit in terms of their toxicity and the amount of exposure neces-
sary to bring on symptoms or cause death, but all are exceptionally deadly
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at exceptionally low dosages. Exposure to a fatal dose of a nerve agent, if
untreated, will typically cause death in a matter of minutes. The typical
treatment for nerve agents is an injection of atropine.

Blister or Vesicant Agents

Blister or vesicant agents act by producing burns or blisters on the skin
or any other body part they come in contact with, and they can be fatal.
They act quickly on the eyes, lungs, skin, and mucous membranes, inflicting
severe damage on the lungs and respiratory tract when inhaled and resulting
in vomiting and diarrhea when ingested.

Blister agents include mustard gas (also known as Yperite or sulfur
mustard), nitrogen mustard (HN), lewisite (L), and phosgene oxime (CX).
Mustard gas and lewisite are particularly dangerous because they produce
severe injuries for which there is no known antidote or therapy; a single
drop of liquid mustard on the skin can cause serious damage and itching in
only a few minutes, and exposure to even a slight amount of mustard in its
gaseous state can cause painful blistering, tearing, and lesions of the eyes.
Depending on weather conditions and on the extent and duration of expo-
sure, the effects of mustard gas can be delayed for up to a day. Several hours
after the exposure, respiratory effects become apparent in the form of severe
burning pain in the throat, trachea, and lungs. Although most mustard gas
victims survive, severe pulmonary edema or swelling of the lungs may result
in death. The only effective form of protection against mustard gas is the use
of a full-body protective suit (Level I protection) and the use of a gas mask
or respirator.

Although gas masks, respirators, and full-body protective suits may
be available to first responders, but they are not routinely carried by first
responders, and significant time may elapse before this equipment reaches
the scene of a chemical incident. This type of protective gear is not, however,
typically available to members of the public who may be in close proximity
to a chemical event. Safe response to a chemical incident presumes that first
responders have forewarning that an attack is imminent or underway, that
protective gear is readily available, and that first responders are sufficiently
trained and sufficiently informed about the indicators of a poison gas attack
to take the necessary protective steps before venturing into a location where
it is present.

Lewisite, which is typically colorless and odorless in its liquid state but as
a gas may emit a faint scent of geraniums, causes symptoms that are gener-
ally similar to those caused by mustard gas but that also include a decrease
in both blood pressure and body temperature. Inhalation of lewisite in high
concentrations can lead to death in a few minutes, and in order to be effec-
tive, the antidote (dimercaprol) for skin blistering must be applied before the
actual blistering begins to take place.



228 Crisis Intervention: Disaster and Trauma

Phosgene oxime, which has a sharp and penetrating odor, can exist as a
white powder or, when mixed with water or other solvents, in a liquid state.
Contact with this agent is extremely painful, and it quickly irritates the skin,
the respiratory system, and the eyes, leading to lesions of the eye, blind-
ness, and respiratory edema. Contact with the skin immediately produces an
area of white surrounded by reddened skin and swelling. Because phosgene
oxime is heavier than air, it can remain in low-lying areas for quite some
time, thus posing a particular danger for rescue workers.

Choking Agents

These agents enter the body via the respiratory tract and often cause severe
pulmonary edema. Because these agents are most effectively deployed as
gases, they are typically stored and transported in bottles or cylinders prior
to being disseminated into the air. As their name implies, choking agents
quickly attack and cause severe damage to the lungs and respiratory system,
and they can cause pulmonary edema and death. Choking agents include
phosgene (CG), diphosgene (DP), and chlorine (CL) in liquid or gaseous
form. It should be noted that although phosgene and phosgene oxime are
similarly named, they are chemically different substances that have differ-
ent properties and symptoms. Symptoms include severe coughing, choking,
nausea, lacrimation, difficulty breathing, and vomiting. The initial symp-
toms may subside for a period of up to a day, but the symptoms typically
return when pulmonary edema develops, and individuals exposed to chok-
ing agents may go into shock as their blood pressure and heart rate drop
precipitously.

Biological Agents

Biological agents share some characteristics with chemical agents, but
important differences distinguish this class of WMDs from chemical agents.
Although chemical agents typically produce symptoms relatively quickly,
biological agents may not produce symptoms during incubation periods that
may last up to several weeks. As a result, there may be no early warning
signs of a bioterrorist event, and first responders may not easily or immedi-
ately recognize that they have been exposed. In contrast to the three classes
of chemical agents, biological agents do not typically produce immediately
apparent symptoms on the skin or in the respiratory system. Many biologi-
cal agents are living organisms, and because these bacteria or viruses cannot
be detected by any of our senses, because exposure can take place without
warning, because symptoms may not be immediately apparent, and because
the scientific devices used to detect and identify them are complex and dif-
ficult to use, proper diagnosis and treatment may be delayed. Detection of a
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biological event generally occurs only after an incubation period has elapsed
and the infected person or persons become ill.

Biological agents, which include anthrax, tularemia, cholera, plague,
botulism, and smallpox, can be disseminated through a population in
several ways. Although some biotoxins (such as anthrax) may be spread
through contact with the skin (either through direct contact or through
cuts and lacerations), in terms of WMDs and the terrorist goals of caus-
ing widespread casualties, the most effective means of dissemination are to
aerosolize the biological agent into a fine mist or powder that is unknow-
ingly inhaled or to contaminate food or water that members of the public
will ingest.

The three classes of biological agents are bacteria, viruses, and toxins.
Bacteria and viruses are living organisms that require a host organism in
order to survive and reproduce. After entering the body (usually through
inhalation or ingestion), the organism establishes itself within the host,
begins to replicate, and produces toxins that cause severe and often fatal
illnesses.

The difficulties involved in detecting and diagnosing biological WMD
attacks can be especially pronounced when the biological agents result in
a slowly developing community health crisis or an epidemic of some sort,
or when the exposed population becomes geographically dispersed after
exposure. Because a prolonged incubation period often precedes the appear-
ance of symptoms, bioterrorist attacks may be difficult to trace back to their
source and may not be easily recognized as part of a terrorist act. The implicit
challenges of detecting, diagnosing, and tracing back an infected population
that has become geographically dispersed makes the threat scenario of a
mass biological exposure in a transportation facility or conveyance—such
as an international airport or an international airline flight—particularly
attractive to terrorists. The difficulties involved in detecting and diagnos-
ing cases of anthrax infection across the nation in the fall of 2001 provide
another example.

Although a more focused direct attack, such as the rapid release of a large
quantity of a fast-acting biological toxin in an office building or a mass
transportation center, would probably be recognized and dealt with more
quickly, both forms of attack can have a potent psychological impact on the
public as well as on first responders. Beyond the deaths and illnesses that
may occur, such attacks suit the needs and objectives of terrorists because
they can generate substantial fear and public alarm. Substantial economic
impact can also be achieved if the public begins to avoid the type of location
or facility—such as mass transit hubs—where such attacks are known to
have taken place. Transportation facilities, shopping malls, movie theaters,
and other facilities where the pubic congregates are particularly attractive
targets for terrorist attacks involving chemical or biological WMDs.
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Terrorism and the Use of Nuclear Material

Although the likelihood is small that a terrorist organization could obtain or
manufacture a high-grade nuclear device capable of destroying a large area,
much less transport it to the United States and detonate it, there is a much
greater potential for terrorists to construct an improvised nuclear device
(IND) or “dirty bomb.” Such an improvised weapon, while inflicting far less
property damage than a conventional nuclear device, would nevertheless
have a devastating physical and psychological impact by spreading radioac-
tive contamination throughout a densely populated urban area.

A dirty bomb is essentially a conventional explosive device surrounded
by radioactive materials that, on detonation, spreads radioactive material
within a relatively small fallout zone. Depending on the size of the device
and the type and amount of radioactive material involved, the immediate
area surrounding the detonation might be uninhabitable for a long time, and
those directly exposed to the radioactive fallout are likely to suffer radiation
sickness. The possibility also exists that exposed victims might eventually
develop cancer, leukemia, or other diseases related to radiation exposure.

The possibility that INDs or dirty bombs might be detonated in urban
areas is particularly alarming because the materials required for such devices
can be obtained fairly easily, because large amounts of radioactive material
are not required for an effective device, and because radiation cannot be
detected by human senses. A seemingly “ordinary” small explosion in or
near a large crowd of people could spread nuclear contaminants through
the crowd, with no immediately apparent symptoms. The low-grade nuclear
materials required to construct such a device are used, transported, and
stored in various locations, including hospitals and medical facilities,
research laboratories, and industrial manufacturing facilities across the
nation. Although these materials are more carefully guarded today than
they were in the past, it is probably not beyond the capacity of a determined
terrorist organization to obtain them.

As previously described, the acquisition of nearly 90 pounds of nuclear
material from an Iraqi university’s research laboratory by the (ISIS terror-
ist group illuminates the relative ease with which these materials can be
acquired, as well as this (and, likely, other) terrorist organization’s interest
in constructing and employing an IND.

FIRST RESPONDER SAFETY: TIME,
DISTANCE, AND SHIELDING

Generally speaking, the police, fire, and emergency workers who might be
called on to respond initially to a nuclear, biological, or chemical event are
not adequately trained to deal effectively with those events. This is not to
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say that most police and emergency workers lack any training in this area,
but that they lack the highly specific training and special expertise required
to recognize and deal with many of the complex and unique threats posed
by such events. As described here, it is an exceptionally complicated mat-
ter for first responders to identify the specific type of chemical or biologi-
cal agents used in a bombing, and the related challenge of developing an
immediate tactical response that accounts for all the complex variables at
play while ensuring a safe response is equally difficult. At present, many
first responders are not equipped with the special tools, gear, and protective
equipment these events may require, nor are they adequately trained to rec-
ognize and respond safely to chemical, biological, or nuclear events. Patrol
officers, firefighters, and emergency medical service personnel who initially
respond to an event involving WMDs should not be expected to undertake
the specific duties and responsibilities that are more properly performed by
well-equipped and more highly trained specialists. Rather, their primary
role should be to recognize the threat, to minimize additional exposure to
chemical or biological agents, to ensure the safety of victims, to safeguard
the scene, and to report their findings to those more competent to deal with
these issues.

Another primary responsibility of first responders is that of minimizing
their own contact with the chemical or biological agent and collecting and
communicating as much relevant information as possible to supervisory
authorities to ensure the safety and effectiveness of other responding units.
First responders who rush in to a WMD event not only risk death or seri-
ous injury from secondary devices that may have been placed at or near the
scene with the specific intent to disable or kill rescuers but also may become
a significant liability to other victims as well as to other responders if they
become contaminated themselves. The first responder who rushes in and
becomes a victim may exacerbate the overall problem, consuming precious
time and resources. The would-be rescuer who approaches or enters a con-
taminated scene too precipitously can easily become an additional casualty.

As Gordon M. Sachs (2002) points out, responders must make some
tough choices and difficult decisions:

The first instinct for emergency responders at any incident is always to
rush in and save as many people as possible; however, in a terrorist-related
incident there are many factors to consider. Can the victims be saved?
Will responders become targets? Was an agent of some type released? If it
was, will responders have the means to detect it? Will their gear provide
adequate protection? These are but a few of the questions that we must
become accustomed to asking when responding to terrorist-related inci-
dents. There is no reason to allow civilians to suffer needlessly; neither can
there be any reason to send responders haphazardly into unknown and
dangerous environments. (pp. vii-vii)
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Four types or levels of protective gear may be used by emergency work-
ers during WMD events. Level A protection is a chemical-resistant suit that
entirely encapsulates the emergency worker; it includes a self-contained
breathing apparatus (SCBA) or an independent air supply so that workers
are not exposed to fumes, biological agents, or other toxic substances that
may be present in the environment. This level of protection provides maxi-
mum respiratory and skin protection and is typically used when the situa-
tion involves a high potential for liquid splashes or vapor hazards or when
the chemical agent is unidentified. Generally speaking, this level of protec-
tion is used by highly trained specialists who enter the “hot zone,” or the
area closest to the WMD?’s point of dispersal.

Level B protection is a chemical-resistant suit, including gloves, that does
not entirely encapsulate the rescue worker, but it does include an SCBA or
an independent air supply. This type of gear provides a high level of respira-
tory protection but less protection against liquids and gases that may affect
the skin or be absorbed through the skin. This type of gear provides the
minimum amount of protection one should use in the “hot zone” and is not
recommended for prolonged exposure or use in that zone.

Level C protection is provided by hooded chemical-resistant clothing and
gloves and is equipped with an air-purifying respirator or gas mask. It is
generally utilized when there is minimal or no hazard posed by the potential
for liquid splashes or direct contact.

Level D protection is the type most police, fire, and emergency medi-
cal workers typically have available to them: their uniforms and clothing.
This type of protective gear provides minimal protection from chemical,
biological, or nuclear hazards and should not be worn in or near the pri-
mary contamination zone.

Perhaps the most important tools available to ensure the safety of first
responders, though, have nothing to do with equipment or gear. They are
the concepts of time, distance, and shielding, which, when properly applied,
can be the key to the first responders’ self-preservation. In terms of time,
emergency responders should keep the time they spend in the vicinity of the
incident to an absolute minimum. Minimizing the time spent in proximity to
a nuclear, biological, or chemical substance generally reduces one’s chance
of illness or injury by minimizing one’s exposure to the toxic substance. If
emergency workers absolutely need to approach the scene of a suspicious
detonation or dispersal to rescue someone or to inspect it more closely, they
should not remain there a moment longer than necessary. They should also
be aware that if they do approach the scene, they may inadvertently become
a vector to spread the substance, and they should take appropriate steps to
decontaminate as quickly as possible. First responders who come in prox-
imity to the scene should promptly notify their supervisors and medical
personnel to ensure a proper decontamination, and until decontamination
occurs, they should avoid contact with others.
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Preventive or prophylactic decontamination—typically involving a
“wash-down” with copious amounts of water—may be indicated until the
substance is identified. As a precautionary measure, and in recognition of
the fact that unknown contaminants might have been dispersed, many of
the first responders to the 9/11 attacks on the World Trade Center were
decontaminated, had their uniforms “bagged,” and were issued new cloth-
ing before they were permitted to enter police facilities or mix with person-
nel who had not been present at the scene (Henry, 2001, 2004a).

Similarly, emergency workers should maintain a safe and appropriate dis-
tance from the hazard, and they should try to move uphill from the source
if possible in order to avoid exposure to heavier-than-air gasses that might
collect in lower areas. In terms of distance, emergency responders must also
bear in mind that many substances can be spread by wind currents, and
they should consider the direction and velocity of the wind in determining
a safe location. Various charts and tables are available to first responders
to help them determine the proper interval of safety between them and a
particular type, source, and quantity of toxic substance, but the likelihood
that a responder will access, consult, and rely on these documents’ guidance
in the midst of an emergency response may be questionable. Police, fire, and
emergency workers should prepare themselves for the possibility of a WMD
attack by obtaining these tables, becoming generally familiar with the guid-
ance they provide, and consulting them again before approaching the scene.
For example, the North American Emergency Response Guide, developed
jointly by the US Department of Transportation, Transport Canada, and
the Secretariat of Communications and Transportation of Mexico for use
by first responders to transportation incidents involving hazardous materi-
als, permits users to quickly identify the type of substance involved in the
incident and to protect both themselves and the public during the initial
response phase. That guide is available to first responders in the form of a
smartphone or tablet computer “app.”

First responders should also bear in mind that these charts and tables pro-
vide general guidelines, and that qualified experts who subsequently arrive
at the scene are likely to evaluate the situation and adjust the distances of the
hot, warm, and cold zones. In establishing the initial zones, first responders
should remain flexible and, if necessary, should err on the side of safety to
extend the distance. In terms of distance, first responders must also bear in
mind that secondary devices or booby traps designed to injure and disable
rescuers may be in the area, and they should proceed cautiously. The sec-
ondary devices might be as powerful as or perhaps more powerful than the
primary device.

Shielding refers to any object that can be used to protect the first responder
from a specific hazard and can include buildings, vehicles, and any personal
protective equipment available. The type of shielding responders should
use is determined by a number of factors, including weather, the physical
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environment, the geography, and the topography of the area; buildings in
urban areas may, for example, provide shielding (as well as a better vantage
point) that is not available in a more rural area, where a hill or elevation
may fulfill the same functions. Simply rolling up the windows of a police
car, turning off the air conditioner, and putting on gloves can provide some
degree of safety and protection to police officers approaching the scene of a
potentially toxic event. If an officer’s department does not furnish personal
protective gear (as it should), he or she would be well advised to purchase an
inexpensive and lightweight Tyvek jumpsuit and make it a standard piece of
equipment in the responder’s gear bag.

The most critical concerns for first responders must be their own safety
and protection, and they must avoid the compelling urge to rush into a situ-
ation to render help. It can be exceptionally difficult for a dedicated police
officer, firefighter, or emergency medical worker to resist the impulse to ren-
der aid to someone in need because this impulse is often a key feature of the
responder’s professional and personal identity and has likely been reinforced
over the course of his or her career through training, experience, and inter-
nalization of the occupational culture’s norms and values. Nevertheless,
training and common sense must prevail. As noted throughout this chapter,
the rescuer who becomes a victim exacerbates and complicates the situation
that other responders must confront.

THE PRIVATE SECTOR’S ROLE

The problems associated with preventing, deterring, responding to, and
investigating terrorist attacks involving WMDs are enormously difficult
and complex, and they require solutions that are equally complex. We must
recognize that the threat posed by a terrorist WMD attack involves much
more than simply developing effective first-response capabilities and that
an actual attack will have resounding impacts and repercussions through-
out the local (and possibly the national) economy, the healthcare system,
the corporate and business communities, public utilities, and government
operations at every level. We must also recognize that depending on the
type, the quality, and the extent of a WMD attack, literally hundreds of
public agencies and private sector entities may be called on to participate
in the initial response, in rescue and recovery, and in ongoing rebuilding
efforts. We need look no further than the 9/11 World Trade Center attacks
in New York to realize that hundreds of organizations become involved in
the overall recovery effort. Although police, fire, and emergency medical
personnel handled most of the first-responder duties in the early minutes
and hours following the attack, they were very quickly joined at the scene by
personnel from a host of other organizations. These included the American
Red Cross and other relief organizations; the telecommunications, gas, and
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electric utilities operating in New York City; federal law enforcement agen-
cies (the FBI, BATF, Secret Service, and US Customs, to name a few); law
enforcement from other states and jurisdictions (the New York State Police,
the New Jersey State Police, and practically every local municipality in the
region immediately dispatched officers to the scene); FEMA; every branch of
the US military; the National Guard; and a raft of others. Personnel from all
these organizations quickly converged on the scene, and although they were
willing and to a large extent able to help out, the lack of central direction
and focus created enormous confusion and duplication of efforts. Without
for a moment reducing the commitment and bravery displayed by these indi-
viduals, the area that became known as Ground Zero quickly degenerated
to a state of near chaos as everyone tried to pitch in and help (Henry, 2004a,
2004b).

Immediately after the attack, hospital emergency rooms within a 100-mile
radius of New York City were mobilized and put on alert. Off-duty medi-
cal personnel were called in to hospitals and medical facilities, and medical
personnel in private practices showed up to volunteer at hospitals. Private
ambulance services were mobilized for the transport of casualties, and buses
from the city’s Transit Authority were commandeered to bring police and
other rescuers to the scene. Corporate facilities, office buildings, and college
campuses went into a high-security mode, often deploying their security
personnel to evacuate and lock down their facilities. The city’s transporta-
tion infrastructure—public transportation, subways and buses, bridges and
tunnels, roads and highways—quickly became overwhelmed by the effort to
evacuate tens of thousands of people from Lower Manhattan.

Communications systems were overwhelmed. Most cell phone service
throughout Lower Manhattan ended when the World Trade Center tow-
ers fell and cellular repeaters were destroyed, and a main switching station
for the city’s hard-wire telephone system flooded when water pipes burst,
interrupting most service in the area. There was little or no interoperability
between the police and fire radio communication systems to begin with, and
the loss of radio repeaters made radio communications even more difficult.

In the days after the attack, help poured in from across the nation in the
form of personnel, equipment, food, and medical supplies, and a complex
logistical system of depots and distribution points had to be established and
implemented. Within a few days, responders from as far away as California
were on the scene at Ground Zero. The work went on 24 hours a day for
months, and workers required food, medical attention, and places to rest
and recuperate between shifts. Heavy construction equipment was rushed
to New York to aid in the removal of debris, and thousands of construction
workers were deployed to make the area safe. The rescue and recovery phase
of operations continued for several weeks in the futile hope that additional
survivors would be located, and fires burned at the World Trade Center
site for 99 days. The fires and smoke, along with the airborne hazardous
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materials they contained, prompted public health officials to monitor air
quality throughout the Lower Manhattan area. As bodies and body parts
were recovered, they were removed to a medical examiner’s facility for DNA
testing in hopes of identifying the dead and bringing closure to surviving
family and friends. Canine rescue teams were brought in to aid in the search
for victims, and the animals required extensive and specialized veterinary
care. Psychologists, psychiatrists, and mental health workers arrived to pro-
vide crisis intervention and therapy for those traumatized by the event, and a
special center for family and friends of victims was established to help them
deal with their loss and with the legal, financial, and personal consequences.

Even before the rescue and recovery phase ended, the process of remov-
ing millions of tons of debris via truck and barge to a site on Staten Island
commenced. The debris would be sifted by hand by NYPD detectives and
other law enforcement officers to locate body parts as well as any personal
effects or crime scene evidence that might be recovered, and all recovered
items had to be logged, vouchered, and forwarded to the morgue or to tem-
porary storage facilities. Complicating the entire operation was the fact that
the World Trade Center site became the world’s largest and most difficult
crime scene, and all the precautions ordinarily undertaken to discover and
preserve evidence were put in place. Providing security for the site was a
monumental task.

The list of actions and activities that took place in the aftermath of this
horrific and devastating attack goes on and on, and without belaboring the
point, it should suffice to say that this was the largest and most complicated
enterprise ever undertaken as the result of a terrorist WMD attack. Tens of
thousands of individuals, hundreds of public agencies, and dozens of private
sector entities played a role in the initial response, in the rescue and recov-
ery, or in the removal operations phases.

THE TRAUMATIC IMPACT ON
FIRST RESPONDERS

The psychological repercussions of the September 11 terrorist attacks were
far-ranging and consequential, as individuals across the nation and around
the world felt the traumatic impact of the events and their aftermath.
Indeed, the consequences and repercussions of the terrorist attacks continue
to resonate in public discourse, in the political sphere, and in our individ-
ual and collective social and psychological worlds. Without minimizing the
traumatic impact the attacks had on any individual or group, it should be
pointed out that as individuals and as a group, first responders to the World
Trade Center, many of whom witnessed the devastation firsthand, encoun-
tered profound sensory images of death and destruction and were in close
proximity to the alien landscape of Ground Zero for a protracted period,
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were certainly among the most traumatized. These first responders are, in
Robert Jay Lifton’s (1980) definition, survivors: They have come in close
physical and psychological contact with death but remained alive, and their
postexposure lives and experiences can be understood in terms of Lifton’s
(1967, 1974, 1980, 1983) “psychology of survival” perspective. The psy-
chology of survival is a natural, adaptive, and universal human psychologi-
cal response to an entirely unnatural experience involving profound death
trauma, and as an adaptive and protective response it permits the individual
to physically and psychologically survive the traumatic experience.

First responders to the World Trade Center attacks clearly manifest
the five themes and features of Lifton’s psychology of survival, a psycho-
logical perspective that was developed from extensive studies of other
death-immersed groups. Among the groups Lifton studied were survivors
of the Hiroshima atomic bombing (1967, 1970) and of natural disasters
(Lifton & Olsen, 1976) and Vietnam veterans (1973). Lifton also developed
and refined this perspective in studies of Nazi doctors and the medicaliza-
tion of killing (1986), the psychology of genocide (1986, 1990), the threat of
nuclear extinction (1982, 1987, 1990), and the process of “thought reform”
in the development of cults (1963). Given the breadth and scope of Lifton’s
research on traumatized individuals and groups and the fact that it has been
successfully applied in the area of police psychology (Henry, 1995, 2001,
2004a, 2004b), his model seems particularly appropriate to understand
the experience of first responders to terrorist events. The post—September
11 lives of first responders are characterized by lasting features of psychic
numbing, death guilt, suspicion of various forms of nurturance they perceive
as counterfeit, a lasting death imprint or indelible psychic image of death
trauma, and a powerful quest to make coherent meaning of their absurd and
painful experience (Henry, 2001, 2004a, 2004b).

Many first responders, particularly the police officers, firefighters, and
emergency medical service personnel who were physically present during
the actual attack as well as those involved in the rescue and recovery efforts
following the World Trade Center’s collapse, were deeply traumatized by
their experience. In the days and weeks following the attacks, those who
worked at Ground Zero experienced a complete immersion in profound sen-
sory images of death and destruction, and many experienced a deep and
penetrating grief for lost friends, peers, and coworkers. Although each indi-
vidual experienced and interpreted the event differently, many or most first
responders were exposed to the traumatic sights and smells of death on a
massive and unprecedented scale. Many experienced the trauma of body han-
dling as they dug through the rubble in search of survivors and, ultimately,
victims. They experienced, probably to a far greater extent than the average
person physically distant from the site, an overarching sense of fear that a
subsequent attack would imperil their safety. They were exposed to choking
clouds of smoke rising from the rubble, and many understood or supposed
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that the noxious fumes they breathed contained all sorts of carcinogenic and
poisonous chemical compounds likely to affect their future health. Many
rescuers worked seemingly endless hours in and around the pile of rubble,
and along with the stress and the lack of sufficient sleep and food, their
physical exertion led quickly to an overall exhaustion. Many were physi-
cally and emotionally isolated from their families as they worked almost
continuously for weeks on end. Their depletion, isolation, and absence in
a time of great public fear often engendered resentment and anger among
family members—perhaps especially among children—who interpreted the
responder’s absence as evidence that the responder’s priorities placed pro-
fessional duties above family responsibilities. This introduced tremendous
(and often enduring) strains to their most intimate relationships—the very
relationships that are critical in providing the kind of ongoing sustenance
and support traumatized individuals require. The specific (and quite com-
plex) dimensions and features of the trauma experienced by first responders
have been described at length elsewhere, as have many of the social and psy-
chological outcomes and repercussions of that traumatic exposure (Henry,
2004a, 2004b).

It seems unnecessary to belabor the point further in the context of this
chapter. It should be pointed out, however, that in addition to manifest-
ing the features of survivor psychology, many first responders to the World
Trade Center attacks as well as to the attacks on the Pentagon and the crash
site in Shanksville, Pennsylvania can be expected to eventually manifest
the symptoms of post-traumatic stress disorder (PTSD) or other traumatic
syndromes. To a greater or lesser extent, all the first responders to these
events carry the psychological baggage of having been suddenly immersed
in this profound and unprecedented imagery of death and destruction in
social, psychological, and physical environments that served to compound
and magnify the traumatic impact of that imagery. Although many continue
to experience psychological difficulties, there remain few adequate sources
of available treatment. Where resources are available, many first respond-
ers generally are resistant to accessing and utilizing them. Seeking help and
acknowledging one’s own vulnerability or victimhood can be anathema to
the responder’s personal and professional identity.

Generally speaking, members of the police and firefighter occupational
cultures have traditionally been reluctant to seek assistance or treatment for
the psychological difficulties they may encounter as a result of their work.
Although this widely recognized dynamic is often simplistically attributed
to the “macho” features of their tight-knit and insular cultures—cultures
that are often characterized as suspicious of outsiders and that place great
value on ideals of personal courage and stoic self-sufficiency—it must be rec-
ognized that the reality of organizational life in police and fire agencies can
also operate synergistically with these cultural features to actively discour-
age members from acknowledging difficulties and seeking help for them.
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This seems especially true of police agencies, whose formal and informal
policies may in fact operate to effectively penalize officers who seek help. At
the very least, policies can easily create the perception that negative career
consequences will accrue to officers who come forward to admit they are
having psychological difficulties.

It must be recognized that although many police, fire, and emergency
medical service agencies provide employee assistance programs or other
counseling services to their members, the advent of these services is a rela-
tively recent phenomenon, and they are not central to the agencies’ larger
organizational goals. Perhaps especially in the context of police agencies,
a larger overriding organizational goal is that of liability abatement, and
this goal impacts the provision of psychological services in important ways.
Stated succinctly, officers who step forward to acknowledge their psycho-
logical difficulties pose a distinct problem for police agencies in terms of
liability: By acknowledging difficulties, they implicitly increase the agen-
cy’s potential liability if those officers subsequently become involved in, for
example, an incident involving physical or deadly physical force. The legal
issue of the officer’s fitness for duty will inevitably arise in these and other
cases, and the agency will have to prove that it performed due diligence
in evaluating the officer before he or she was returned to full enforcement
duties. Agencies that encourage members to come forward with their prob-
lems concomitantly increase their potential liability for the on- or off-duty
actions those members take or fail to take.

Perhaps especially in police agencies (where liability may be greater), mem-
bers who acknowledge difficulties may find themselves removed from active
duty, stripped of their weapons and enforcement powers, and relegated to
desk duty for a prolonged period pending treatment, fitness evaluation, and
administrative resolution of their case. Such reassignment becomes public
knowledge throughout the member’s workgroup and inevitably involves
both a stigma and a significant loss of privacy. Because such reassignment
involves an undoing of the officer’s professional identity and a loss of the
symbols of office, it may actually exacerbate his or her troubles. Further
compounding the problem is the fact that many police officers, firefighters,
and emergency medical service personnel have little trust in the abilities of
agency therapists or in their assurances of confidentiality. These therapists
are, after all, in the agency’s employ, and they represent the agency’s inter-
ests, so the inherent perception of a conflict of interest may be magnified in
the perspective of an already mistrustful officer. As members of tight-knit
and insular occupational cultures whose features are not well understood by
“outsiders,” they often have little faith in the capacity of civilian therapists
to understand the unique realities of their occupational and social worlds,
the depth and dimension of the trauma and human suffering they frequently
witness, the physical and emotional hazards they regularly face, or the par-
ticular worldview that sets them apart from the larger culture. Many police
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officers, firefighters, and emergency medical service personnel are under-
standably suspicious of the bureaucracies and distrustful of their agencies’
employee assistance policies, and many simply do not seek help for fear
they will be stigmatized, penalized, or misunderstood (see, generally, Henry,
2001, 2004a, 2004b).

An upshot of this complex dynamic is that although many police officers,
firefighters, and emergency medical service personnel who participated in
rescue and recovery efforts at Ground Zero, the Pentagon, and the crash site
in Shanksville were traumatized by their experience, they generally resist
any impulse to acknowledge and seek help for their troubles. The answer to
the empirical question of precisely how many first responders demonstrate
clinical symptoms of traumatic disorders remains uncertain and may not be
known for some time, but some early research indicates the number is sub-
stantial (Centers for Disease Control and Prevention, 2002a, 2002b, 2002c,
2002d; Galea et al., 2002; Goode, 2001; Schuster, 2001). Given their over-
all reluctance to seek help and the fact that stress-related symptoms often
emerge long after the traumatic exposure, the extent of traumatic syndromes
among rescue workers may not be known for years, if ever. But although a
clear causal link to the effects of trauma related to September 11 cannot be
entirely established, anecdotal evidence documents a dramatic increase in
the number and severity of drug- and alcohol-related incidents (both on and
off duty) among FDNY firefighters (see, e.g., Celona, 2004; Hu, 2004).

THE NEW YORK DISASTER
COUNSELING COALITION

Fortunately for first responders in New York City, there existed an organi-
zation that provided an array of necessary psychological services to police,
firefighters, emergency medical service personnel, and their families, an
organization whose structure, goals, and orientation offered a viable and
attractive alternative to agency-based resources and helped to overcome a
great deal of the traditional reluctance to seek assistance. The New York
Disaster Counseling Coalition (NYDCC) was founded on September 12,
2001, by a group of concerned clinicians and psychotherapists who rec-
ognized the traumatic impact the World Trade Center attacks would have
on first responders and their families. They also recognized and, in terms
of formulating NYDCC?’s structure, policies, and operational protocols,
accounted for many of the organizational and cultural impediments that
deter first responders from officially seeking help.

The NYDCC, chartered as a nonprofit organization, quickly grew into a
network of almost 300 fully licensed, fully insured, fully credentialed clini-
cians with terminal degrees in their respective fields. These clinicians, repre-
senting a broad array of specializations and treatment approaches, including
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psychologists, psychiatrists, and clinical social workers, committed to vol-
untarily provide a minimum of 1 hour of pro bono treatment services each
week to a first responder or his or her family member who was affected by
the September 11 attacks. Importantly, the commitment these mental health
professionals made to their first responder and family member clients was
open-ended and reflective of the motto of NYDCC: they agreed to provide
their services “for as long as it takes.” Depending on the individual cir-
cumstances of each referral, treatment for a first responder client or family
member might consist of a few sessions, or it might continue for years. At no
time, however, was the first responder or family member client charged a fee
of any kind. Consistent with the canons of ethical practice and availing law,
principles of client-clinician confidentiality applied, and clinicians did not
notify the client’s agency that he or she was receiving treatment.

The NYDCC model is unique in the nation, and its highly innovative and
effective approach clearly addresses the specific needs of the first responder
community. NYDCC’s operational protocols were designed to assure con-
fidentiality and privacy. Following a brief telephone intake interview (con-
ducted by a trained psychotherapist) aimed at evaluating the scope and
dimensions of the particular issues the client faced, he or she was provided
with names and contact information for three volunteer clinicians with
appropriate credentials or areas of specialization in the client’s local area of
residence. Almost 300 volunteer clinicians became members of the NYDCC
referral network, with offices that were widely distributed throughout the
New York metropolitan area and a region that included northern New
Jersey, southern Connecticut, and parts of Pennsylvania. Consistent with
NYDCC’s pledge of complete confidentiality, no personally identifying
data were recorded during the intake interview. The information retained
at NYDCC was collected solely for statistical purposes and consisted of the
caller’s agency, age, gender, and county of residence. The individual clini-
cians typically maintained their own confidential clinical treatment notes,
but they did not submit health insurance reimbursement claims, and there
was no paper trail the agency might trace back to the responder to indicate
he or she sought or received treatment.

As a nonprofit entity, the NYDCC was entirely supported by contribu-
tions and funding from philanthropic foundations. All the volunteer thera-
pists in the NYDCC referral network were thoroughly vetted and required to
submit proof of licensure and malpractice insurance as well as a curriculum
vita and two professional reference letters from colleagues who had known
them for a minimum of 2 years. NYDCC staff regularly updated records
proving continued licensure and valid malpractice insurance, and the volun-
teers had the opportunity to attend an array of ongoing training sessions to
help them understand and treat the unique constellation of difficulties first
responders confront. These sessions addressed such topics as understand-
ing the occupational cultures of police and firefighters, domestic violence



242 Crisis Intervention: Disaster and Trauma

in law enforcement families, the socialization and training of police, and
a number of other issues uniquely affecting members of the first responder
community and their families. Given the number of participating mental
health professionals who volunteered 1 hour each week and the number of
clients referred, NYDCC estimated it provided the equivalent of more than
$1.4 million in treatment services each year to first responders and their
families. The cost-effectiveness of the NYDCC model is clearly evident in
the fact that this figure represents approximately six times NYDCC’s total
operating costs, including rent, utilities, the salaries of two employees, and
all outreach expenses.

One of the supreme ironies affecting the provision of services to all of
those affected by the September 11 attacks is that federal, state, and private
philanthropic funding sources originally devoted to psychological treatment
were rather quickly depleted, and sufficient additional funds to maintain
NYDCC’s operations became unavailable. Without this funding, NYDCC
was forced to end its operations in 2005. One element of this irony arises
from the fact that the psychological features resulting from traumatic expo-
sure often do not begin to manifest themselves until years after the trau-
matic event, and this appears to be particularly true among first responders,
who may resist acknowledging or reporting their difficulties. Whether due
to delayed manifestation of symptoms, to resistance to seek treatment on
the part of first responders, or to some combination of both, NYDCC refer-
ral statistics revealed steadily increasing rates and numbers of referrals for
clinical services among first responders and their families with the passage
of time.

Another ironic element is the fact that NYDCC (and other not-for-profit
or volunteer entities that do not charge a fee for services) was ineligible
under current federal rules to receive funding under FEMA or other federal
agencies’ mental health counseling grant programs. If NYDCC clinicians
charged their full fees for treatment services and submitted health insurance
claims—that is, if they created the very paper trail that makes first respond-
ers reluctant to access those services—the organization would have been
eligible for federal support. Federal regulations, however, did not permit
volunteer organizations to receive funds to provide clinical services.

Beyond providing free, high-quality, and confidential mental health ser-
vices to first responders and their families, NYDCC also engaged in a range
of initiatives aimed at supporting police, firefighters, and emergency medical
service personnel (and their families) and remediating the stress resulting
from the physical and emotional dangers they deal with on a daily basis.
These initiatives included a series of seminars designed to educate retiring
first responders about their pension benefits, employment opportunities, and
life after retirement, and the success and demand for these seminars gave
rise to the Retirement Services Division within NYDCC. The Retirement
Services Division consisted of retired first responders who are available to
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confer with prospective retirees about these and other issues and to fulfill
an important peer support function. Privately sourced grant funding also
permitted NYDCC to conduct several weekend-long seminars to help nearly
200 first responders and their spouses or significant others to develop more
resilient relationships.

Another NYDCC initiative was the “DCC in a Box” Replication Project,
an effort to formally memorialize the experience of NYDCC and record the
lessons learned from developing a concept first conceived in the immediate
aftermath of September 11 into a fully functioning entity that provided free
and confidential clinical treatment services to hundreds of first responders
and their families. The goal of the Replication Project was to make these
nuts-and-bolts lessons available to other cities so that similar disaster coun-
seling coalitions can be created prior to a disaster, allowing cities to quickly
mobilize the necessary personnel and resources in the event of an attack
or disaster. Clearly, NYDCC represents a unique and viable model to pro-
vide first responders and their families with the broad range of clinical and
other services they require as the result of their traumatic exposures. The
model is based on an altruistic appreciation for the needs and concerns of
first responders, and it is an exceptionally cost-effective model that accounts
for and overcomes many of the factors that inhibit police officers, firefight-
ers, and emergency medical services personnel from going to their agencies
for help.

CONCLUSION

The new realities of terrorism and WMDs demand an entirely new set of
policies, practices, and relationships among a host of entities and institu-
tions charged with ensuring public safety. As illustrated by the experiences
and lessons of the September 11 attacks on the World Trade Center and the
Pentagon, police, fire, and emergency medical services face unprecedented
challenges in the future, and similar challenges confront virtually every
institution in the United States.

This chapter has outlined some of the issues, problems, and threats posed
by the specter of terrorism and terrorists’ use of WMDs and has identified
the compelling need for highly coordinated response and recovery planning
that integrates resources, skills, personnel, and capabilities of a range of
public sector agencies and private sector organizations. No plan can pretend
to be perfect; there are simply too many unforeseen issues and exigencies
that arise in specific events, and the planning must therefore be crafted for
flexibility and adaptability. This involves nothing less than a new mindset
that accepts, accounts for, and takes up the challenges posed by the realities
of our world.
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Recent history reveals the extent and dimension of the threat posed by
WMDs, their availability to terrorists and extremist groups, and the mas-
sive casualties they can inflict on public safety personnel and members of
the public. These threats are not likely to subside and in fact may increase as
terrorist groups continue to strengthen, grow, and expand their capabilities.
Concurrent with that expansion and the evolution of new terrorist tactics
and capabilities, the threat to the American homeland, to the American peo-
ple, and to the way of life we enjoy continues to grow and mature. There is a
compelling need for more and better training for the first responders to such
events so that they can recognize events involving WMDs and so that they
can operate safely to minimize deaths, injuries, and damage. Similarly, there
is a pressing need for more and better equipment to help first responders
achieve their goals. But here again we see the need for a new mindset among
emergency workers, a mindset of safety and preparedness that infiltrates all
their duties and activities. Beyond the essential role played by first respond-
ers, the issues of better training, better equipment, and better coordination
apply as well to the broad array of secondary responders and institutions
that will be called on once the immediate crisis has passed.

Terrorism and the use of WMDs pose a particularly significant threat
to first responders: the police officers, firefighters, and emergency medical
service personnel who are our first line of defense against such attacks and
are typically among the first individuals and groups to enter the sites where
attacks have taken place. By the nature of their work, first responders to
terrorist and WMD events are exposed to a range of traumatic experiences,
and many inevitably suffer the lasting physical, social, and psychological
consequences of that exposure.

For a variety of complex and interrelated reasons, first responders who
experience psychological difficulties are typically reluctant to seek help from
their agencies’ employee assistance programs. First responders are often dis-
trustful of their agencies’ motivations in offering help, they are often sus-
picious of an inherent conflict of interest they perceive among therapists
employed by their agency, and they often lack faith that their problems will
be treated with sensitivity and confidentiality. Many believe that by coming
forward to acknowledge a difficulty and to seek help for it they place their
reputation and their career in jeopardy. As a result, first responders as a
group are generally reluctant to seek the kind of help they often need.

The New York Disaster Counseling Coalition provided an innovative
model for treatment that overcame or minimized many or all of the factors
contributing to first responders’ resistance. Created in recognition of the fact
that many first responders to the World Trade Center attacks would suffer
lasting psychological consequences and cognizant of the factors that encour-
age resistance, the NYDCC’s referral and treatment protocols illuminated
the kind of organization first responders need. The NYDCC model, which
can easily be adapted and implemented in other venues in preparation for
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terrorist attacks or other forms of trauma-producing disasters, is a highly
cost-effective means of providing high-quality psychological services to first
responders and their families. The realities of our world are such that orga-
nizations like NYDCC and the crisis intervention and relief services they
provide must become part of an integrated and intelligent national response

to the threat of terrorism and WMDs.
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An Examination of the US Response to
Bioterrorism: Handling the Threat and
Aftermath Through Crisis Intervention

SOPHIA F. DZIEGIELEWSKI
JOSHUA KIRVEN

The world is changing rapidly as we become a global community. But as
we evolve, the question is, are we safer? The United States, which once may
have felt immune from these horrific acts, is repeatedly finding out it is just
as vulnerable as other nations throughout the world. The United States had
never seen terrorist attacks such as those experienced on September 11,
2001. Following those attacks, many individuals have struggled with how
to best address the vulnerabilities of American society relating to terrorist
activity, causing for many a sense of hyperalertness. It seems the America
that we knew has changed forever as we look at public health and criminal
justice, simultaneously (Potter & Rosky, 2013).

The United States, along with the rest of the world, was shocked and
stunned when the terrorist attacks of September 11, 2001, unfolded.
Following the attacks, debates relating to terrorist activity within the United
States and the vulnerabilities inherent in American society emerged. The
issues of extensive borders and the relative ease with which immigrants can
disappear into American society, and the global and open nature of lifestyles
Americans have come to depend on, leave the society susceptible to terrorist
threats and attacks. Furthermore, the threat of biological warfare and fears
of a new type of war abound.

This chapter identifies several issues that have affected the previous
open nature of the American lifestyle with impending threats of biological
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warfare. This turbulent environmental context has caused the American
people to experience a level of stress and fear they have never before known.

The purpose of this chapter is to present a brief overview of enhanced
US policy on terrorism, stressing the application of Roberts’s (1991)
seven-stage model of crisis intervention as one means to address the grow-
ing fears of the American public. All helping professionals, regardless of
whether they work directly with a crisis survivor, need to be aware of
basic crisis intervention techniques and how exposure to crisis impacts
public health. Application of this model is stressed as one way to provide
education in this area while highlighting how to best help individuals
cope when faced with the continual threat of a new type of war that is
often hard to detect. Recommendations for therapeutic content are made
within the current time-limited practice setting that require a proactive
joining of law enforcement, public health centers, government agencies,
community organizers, and professional practitioners to assess poten-
tial threats within the United States and to address the growing fears of
Americans in regard to safety and security.

TERRORISM AND THE UNITED STATES

Terrorism is defined by the Department of Defense as “the calculated use
of violence or the threat of violence to inoculate fear; intended to coerce
or to intimidate governments or societies in the pursuit of goals that are
generally political, religious or ideological” (Terrorism Research Center,
20035). Terrorism is a crime that targets innocent and unsuspecting vic-
tims, and its purpose is to heighten public anxiety, fear, and sense of being
unsafe. Although acts of terrorism may seem random, they are planned by
the perpetrators, whose main objective is to publicize their attacks. Acts
of terrorism and fear in the United States and its allied nations are becom-
ing more common (Graham, 2011). The growing threat of terrorism and
terrorist activity is expanding across the United States, and success in
combating it will require agencies to implement proactive approaches and
strategies (Terrorism Research Center, 2000, 2005). According to McVey
(1997):

It is time to recognize certain events that are currently occurring in society
as potential forewarning. Disregarding them may result in tragic conse-
quences. History clearly shows that those law enforcement agencies caught
behind the operational curve of [terrorist] campaigns have a harder time
controlling them and reducing their societal disruption than those that are
properly prepared. (p. 7)
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The Ultimate Price of Secrecy

The value of an individual life has been brought into question, and for some
the extremist views that disregard one’s own safety has become second to
fighting for a social or political cause. This wanton disregard for self-safety
in pursuing the destruction of others continues to gain increased attention
in modern terrorist activity. Threats are becoming more prevalent where
extremist devout followers are willing to complete suicide missions. These
new martyrs, as described by Bunker and Flaherty (2013), are known as
body cavity bombers and have developed a new culture of terror. The coun-
terterrorism strategy is further challenged by the threat of murderously
enhanced “mules” carrying secreted drugs in their bodies to escape detec-
tion by customs and police (Flaherty, 2008, 2012, 2014). Today’s terrorists
now have the capability to surgically implant explosives in body cavities,
thus becoming a new type of suicide bomber and security risk.

Terrorism Trends

The current trends in terrorism and terrorist activity make the need for a
proactive approach critical:

1. Terrorism is becoming an increasingly frequent war strategy, causing
present and future concern.

2. Terrorists are becoming more sophisticated and proficient at using
technology.

3. The targets of terrorists’ attacks will advance from buildings and air-
planes to chemical plants, citywide water systems and utility compa-
nies, economic systems, and countries.

4. Traditional weapons will become obsolete against technologically
advanced terrorists.

5. The United States will continue to be a target of terrorism (Bowman,
1994; Levy & Sidel, 2003; McCormick & Whitney, 2013).

6. More human beings will be using themselves as suicide bombers as
a form of sacrifice, commitment, and martyrdom (Flaherty, 2012;
Terrorism Research Center, 2005).

Since the 1980s, the United States has had a policy relating to counterter-
rorism; however, it is largely reactive in nature and lacks preemptive capa-
bilities. This four-pillar policy states that (a) the United States makes no
concessions to terrorists and strikes no deals; (b) the United States uses a
“full-court press” to isolate terrorists and to apply pressure on state spon-
sors of terrorism to force them to change their behavior; (c) rules of law are
followed to bring terrorists to justice; and (d) the United States seeks inter-
national support to increase counterterrorism capabilities (Badolata, 2001;
Nordin, Kasimow, Levitt, & Goodman, 2008).
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US VULNERABILITIES: OPEN
BOUNDARIES

Examining the vulnerabilities inherent in the United States further supports
the need for a preemptive approach to combating terrorists and terrorism.
First, the United States has extensive borders that are extremely easy to
penetrate. Millions of legal and illegal immigrants enter the country each
year. Second, the security measures at airports and other ports of entry are
weak, and resources are stretched thin; in most cases, undertrained and
ill-equipped personnel secure ports of entry. Third, the structure of law
enforcement in the United States can also be seen as a vulnerability because
communication between federal, state, and local agencies is often lack-
ing, and in cases where jurisdictions and charters overlap, friction between
the agencies often occurs. Fourth, inconsistencies and practices within the
Transportation Security Administration (TSA) rest in concerns such as air-
port size, time of year of travel, traffic volume of passengers, and work sat-
isfaction of TSA officers (Edwards, 2013; Ramsay, Cutrer, & Raffel, 2010).
Finally, the infrastructure of the United States has been centralized, allow-
ing for large concentrations of people to inhabit relatively small areas. These
large population areas capture the attention of terrorists because they allow
for more casualties and a more public arena for attacks (Terrorism Research
Center, 2000, 2005).

Since the September 11 terrorist attacks, government and law enforcement
agencies have begun to implement strategies to counter these vulnerabilities;
however, the openness of US borders, which is the most critical area in need
of change, is the most difficult vulnerability to effectively control. The cur-
rent influx of immigrants highlights the necessity of an effective system that
can scan and monitor individuals who are entering the United States.

Immigration Policies and Potential
for Exploitation

Knowledgeable Americans have come to understand that our welcoming
immigration policies are easily exploited by terrorists and that porous bor-
ders and lax immigration enforcement are no longer an option. With at
least 8 million illegal aliens living in the United States and nearly 1 million
new aliens arriving each year, the potential for terrorists entering the United
States undetected is high (Camarota, Beck, Kirkorian, & Wattenberg, 2007).

There are many reasons to examine the nation’s immigrant population.
First, the more than 50 million immigrants and their minor children now
constitute one sixth of US residents, so how they are faring is vitally impor-
tant to the United States. Moreover, understanding how immigrants are
doing is the best way to evaluate the effects of immigration policy. Absent
a change in policy, between 12 and 15 million new immigrants (legal and
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illegal) will likely settle in the United States in the next decade, and perhaps
30 million new immigrants will arrive in the next 20 years. Immigration
policy determines the number allowed in, the selection criteria used, and the
level of resources devoted to controlling illegal immigration. The future, of
course, is not set, and when decisions on immigration policy are made, it is
critically important to know what impact the immigration flow has had in
recent decades (Camarota, 2012).

Using the latest Census Bureau data from 2010 and 2011 provides a
detailed picture of the more than 50 million immigrants (legal and illegal)
and their US-born children (under 18) in the United States by country of
birth, state, and legal status. One of the most important findings is that
immigration has dramatically increased the size of the nation’s low-income
population; however, there is great variation among immigrants by send-
ing country and region. Moreover, many immigrants make significant
progress the longer they live in the country. But even with this progress,
immigrants who have been in the United States for 20 years are much
more likely to live in poverty, to lack health insurance, and to access the
welfare system than are native-born Americans. The large share of immi-
grants arriving as adults with relatively little education partly explains this
phenomenon.

Currently, the estimated number of illegal immigrants in the United
States is roughly 5 million, with an estimated increase of about 275,000
persons per year. Those who enter legally at various ports of entry and then
overstay their visas and disappear into society represent the bulk of illegal
immigrants. It is possible for illegal immigrants to disappear, move, or use
different names, making location and deportation extremely inefficient (see
Table 9.1).

BIOTERRORISM: THREATS OF ANTHRAX
AND SMALLPOX

Bioterrorism is defined as “the overt or covert dispensing of disease
pathogens by individuals, groups, or governments for the expressed pur-
pose of causing harm for ideological, political, or financial gain” (Texas
Department of Health, 2001). Further, biological weapons are defined as
“any infectious agent such as a bacteria or virus, when used intentionally
to inflict harm upon others” (Texas Department of Health, 2001). Since the
September 11 attacks, the fear of bioterrorism has escalated in the United
States. In addition, previous cases and the continued threat of anthrax
infections have exposed America’s vulnerabilities to biological agents,
highlighting the need for greater security measures to protect against bio-
terrorism attacks.
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Table 9.1 Key Facts

Does Immigration Have a Role to Play?

¢ The number of immigrants (legal and illegal) in the country hit a new record of 40 million
in 2010, a 28% increase over the total in 2000.

* Of top sending countries, the largest percentage increase in the last decade was for immi-
grants from Honduras (an increase of 85%), India (74%), Guatemala (73%), Peru (54%),
El Salvador (49%), Ecuador (48%), and China (43%).

* New immigration (legal and illegal) plus births to immigrants added 22.5 million residents
to the country over the last decade, equal to 80% of total US population growth.

¢ Recent immigration has had only a tiny impact on the nation’s age structure. If the nearly
14 million immigrants who arrived in 2000 or later are excluded from calculations,
the average age in the United States as of 2010 shows an increase from 37.4 years to
37.6 years—roughly 2 months (Camarota, 2012).

Bioterrorism Possibilities

According to the Centers for Disease Control and Prevention (CDC,
2014a), biological agents can create a risk to national security because
they are easily disseminated through air, water, or food. Furthermore,
bioterrorism can lead to high mortality, impacting public health systems
and causing panic and social disruption, leading to special action and
funding to increase public preparedness (Ellis, 2014). Bioterrorism mir-
rors conventional terrorism in that it is designed to affect a large number
of people, it can be implemented with little or no warning, and it instills
panic and fear in the population. However, several other aspects of bio-
terrorism must be examined. First, the vast number of methods that can
be used to spread biological agents into an environment are a concern.
Airborne dissemination, pharmaceutical contamination, food or drink
contamination, injection or direct contact, and water contamination can
all be used by terrorists attempting to unleash biological agents (Levy &
Sidel, 2003; Texas Department of State Health Services, 2013). Other
considerations include the vast number of biological agents that exist that
could be used in a bioterrorism attack, the ability of terrorists to acquire
such biological agents, and the massive casualties that could result if a
bioterrorism attack occurs.

Anthrax and Smallpox

The biological agent that has gained primary attention since the September
11 attacks is anthrax, which was spread through contaminated letters at
several US post offices to postal workers and the offices of two US sena-
tors (Ellis, 2014; Levy & Sidel, 2003). According to the CDC (2014b; see
also Ellis, 2014; Levy & Sidel, 2003), anthrax is an infectious disease that
is caused by the spore-forming bacterium Bacillus anthracis, also known



254 Crisis Intervention: Disaster and Trauma

as anthrax spores. Humans can contract anthrax through inhalation and
through breaks in the skin; it is not contagious. If anthrax is contracted
through inhalation, the incubation period is generally 2 to 5 days, and the
symptoms mirror those of the flu: fever, muscle aches, nausea, and cough.
More serious symptoms include difficulty breathing, high fever, and shock.
Inhalation anthrax is almost always fatal once symptoms appear. If the dis-
ease is contracted through the skin, the incubation period is generally 1 to
2 days. Symptoms of skin exposure to anthrax begin as a small, itchy bump
followed by a rash. Left untreated, the lesions fill with fluid and eventually
turn black as the tissue begins to die. About 20% of untreated cases of infec-
tion through the skin result in death (CDC, 2014b). Although potentially
fatal, anthrax can be treated effectively through antibiotics if treatment is
initiated early (CDC, 2014Db).

A second biological agent that has gained attention as a possible bioter-
rorism tool is smallpox. According to the American Medical Association
(CDC, 2014c¢), when used as a biological weapon, smallpox represents a
serious threat because of its fatality rate of 30% or more among unvac-
cinated persons. Smallpox has long been feared as the most devastating of
all infectious diseases, and its potential for devastation today is far greater
than at any previous time. Routine vaccination throughout the United States
ceased more than 25 years ago. In a now highly susceptible, mobile popula-
tion, smallpox would be able to spread widely and rapidly throughout this
country and the world (CDC, 2014c).

According to the CDC (2014c), the smallpox virus has an incubation
period of 12 days after exposure. Initial symptoms include high fever,
fatigue, headache, and backache, which are then followed by a rash on the
face, arms, and legs. The rash progresses into lesions that become filled with
pus, turn into scabs, and eventually fall off. Smallpox is highly contagious
and is spread by infected saliva droplets. Although many individuals with
smallpox recover, death occurs in up to 30% of cases. There is no proven
treatment for smallpox; however, a vaccine can lessen the severity of or pre-
vent illness if given within 4 days of exposure.

IS THE UNITED STATES PREPARED
FOR A BIOTERRORISM ATTACK?

On June 22-23, 2001, the Johns Hopkins Center for Civilian Biodefense
Studies, in conjunction with the Center for Strategic and International
Studies, the ANSER Institute for Homeland Security, and the Oklahoma
National Memorial Institute for the Prevention of Terrorism, held an
exercise at Andrews Air Force Base in Washington, DC, named “Dark
Winter.” The first such exercise of its kind, Dark Winter was constructed
as a series of mock National Security Council meetings in reaction to
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a fictional, covert smallpox attack in the United States (O’Toole &
Inglesby, 2001).

The result of the drill highlighted several areas of concern with regard
to governmental preparedness against bioterrorism attacks. First, there
was a basic lack of understanding by leaders on the subject of bioterrorism.
Second, early responses to the mock attack were slow to determine how
many persons were exposed and how many trained medical personal would
be needed. Also, the drill highlighted that the US health care system lacks the
ability to deal with mass casualties, and there is a shortage of necessary vac-
cines and medicines. Finally, the Dark Winter drill highlighted that conflicts
between different levels of federal and state government and uncertainty in
authority hampered responses (“Avoiding Dark Winter,” 2001, pp. 29-30).

Due to the results of the drill and the September 11 attacks, lawmakers
are trying to increase funding for various agencies to counter bioterrorism
and its effects. In an effort to increase support, the fiscal 2002 spending bill
for the Departments of Labor, Health and Human Services, and Education
(HR 3061-H Rept 107-229) included $393 million for measures to defend
against biological or chemical attacks, an increase of $100 million in this
area. Furthermore, the 2002 Senate bill (S 1536-S Rept 107-84) allocated
$338 million, and the House and Senate Armed Services Committees also
greatly expanded biological defense and research efforts. The House’s fiscal
2002 defense authorization bill (HR 2586-H Rept 107-194) funded chemi-
cal and biological defense procurement at $361.7 million. The House bill cut
the administration’s request for chemical and biological weapons research
and development by $5 million, to $502.7 million, but it increased spend-
ing for the Defense Advanced Research Projects Agency’s biological war-
fare defense program by $10 million, to $150 million. The Senate’s defense
authorization bill (S 1416-S Rept 107-62) included similar increases for
chemical and biological weapons programs as part of an overall boost of
more than $600 million to deal with “nontraditional threats” such as terror-
ism and cyberattacks. The Senate bill also directed the Defense Department
to build a new facility to produce vaccines against anthrax and other bio-
logical agents (McCutcheon, 2001).

Psychological Implications of Terrorism

A central aspect of terrorism that should be examined is the psychologi-
cal effect on the American people caused by acts of terrorism. Research on
natural and human-caused disasters suggests that psychological reactions to
terrorism are more intense and more prolonged than psychological reactions
following natural types of disaster (Myers & Oaks, 2001). Terrorist attacks,
by their very nature, are designed to instill fear, anxiety, and uncertainty in
a population.
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Several characteristics of terrorism can increase the magnitude and sever-
ity of psychological effects. First, terrorist attacks occur without warning,
which produces a disruption to society and people’s way of life. A lack
of warning also prevents individuals from taking protective action, both
physical and psychological. Terrorist attacks become more horrifying for
individuals because there is usually a sudden change in reality and surround-
ings. For example, the New York City skyline changed in a matter of hours
when the World Trade Center buildings collapsed and only a pile of smoking
debris was left. Another psychological effect of terrorism is the threat to per-
sonal safety and security for both citizens and responders. Individuals need
to feel safe and secure in their surroundings while building safe relation-
ships (Goelitz & Stewart-Kahn, 2013). Areas that were previously believed
to be safe suddenly become unsafe, and this feeling of insecurity can be
maintained in an individual for an extended period. Acts of terrorism can
also be traumatic in the scope of their destruction: the exposure by citizens,
survivors, and responders to gruesome situations; the anger caused by the
intentional human causalities; and the degree of uncertainty, lack of control,
and social disruption that a society is exposed to (Myers & Oaks, 2001).

The September 11 attacks were different from other terrorist acts because
of the magnitude and suddenness of the tragedy; the vast loss of life on
American soil; the ability of citizens to follow the events of the attack
through extensive media coverage; and the method of using airplanes, con-
sidered to be a common and safe mode of transportation, as a means of
destruction (Dyer, 2001).

Although every person who experiences a traumatic event responds to that
event in a unique way, there are many feelings and reactions that are com-
mon in the aftermath of a tragedy. These include sadness, anger, rage, fear,
numbness, stress, feelings of helplessness, feeling jumpy or jittery, moodi-
ness or irritability, change in appetite, difficulty sleeping, nightmares, avoid-
ance of situations that are reminders of the trauma, inability to concentrate,
and guilt because of survival or lack of harm during the event (Dyer, 2001).
These reactions are especially pronounced for a parent in the aftermath of a
child’s death (Feigelman, Jordan, McIntosh, & Feigelman, 2012).

According to the National Center for Post-Traumatic Stress Disorder
(2001), there are several steps that individuals can take in the wake of a
disaster to reduce symptoms of stress and readjust to some sense of nor-
malcy. First, following a tragedy, an individual should find a quiet place
to relax and attempt to sleep at least briefly. Next, individuals need to
re-establish priorities so that a sense of purpose and hope can be regained.
Using the natural support of others such as friends, family, coworkers,
and other survivors is necessary to establish a sense of togetherness and
to help reduce stress. Individuals should also try to engage in positive
activities that can serve as a distraction from traumatic memories of or
reactions to the event. Finally, a person should seek out the advice of
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a doctor or counselor for help in treating symptoms of depression or
post-traumatic stress disorder (PTSD; National Center for Post-Traumatic
Stress Disorder, 2001).

Studies of the psychological implications of terrorist attacks in the
United States (Canetti-Nism, Halperin, Sharvit, & Hobfoll, 2009; Schuster
et al. 2001; Silver, Holman, McIntosh, Poulin, Gil-Rivas, 2002), Spain
(Miguel-Tobal et al., 2006), and Israel (Bleich, Gelkopf, & Solomon 2003;
Shalev and Freedman 2005) have pointed to PTSD as one of the most prom-
inent and prevalent expressions of psychological distress following such
severe attacks. This condition develops in response to witnessing or experi-
encing a threatening or harmful event that elicits fear, helplessness, or hor-
ror. Other than exposure to a traumatic event, the criteria for diagnosis of
PTSD include persistent re-experiencing of the trauma (e.g., intrusive mem-
ories and nightmares), active avoidance of reminders of the trauma and gen-
eral numbing, and symptoms of hyperarousal (e.g., anger, sleep disturbance,
hypervigilance). Furthermore, at least six symptoms must be present for at
least 1 month and cause clinically significant distress or impairment in func-
tioning (American Psychiatric Association, 2013). Because of the multiple
criteria for diagnosis, many individuals may not be diagnosed as suffering
PTSD yet still display related symptoms and experience considerable psy-
chological distress. According to the American Psychological Association
(1994), individuals who have experienced or witnessed a terrorist attack
develop a state of acute stress reaction and may exhibit one or all of these
symptoms:

e Recurring thoughts of the incident

¢ Becoming afraid of everything, not leaving the house, or isolating oneself

¢ Stopping usual functioning, no longer maintaining daily routines

¢ Experiencing survivor guilt (thinking, “Why did I survive?” or I should
have done something more”)

e Feeling a tremendous sense of loss

¢ Being reluctant to express feelings, losing a sense of control over one’s life

APPLICATION OF ROBERTS’S SEVEN-STAGE
CRISIS INTERVENTION MODEL AS AN
ACUTE POST-TRAUMATIC INTERVENTION

Effective intervention with survivors of trauma precipitated by a crisis of
this nature requires a careful assessment of individual, family, and envi-
ronmental factors. According to Roberts (1991), a crisis is by definition
short-term and overwhelming, and the response will involve an emotionally
taxing change. In a terrorist attack, the crisis event has caused a senseless
disruption in the individual’s normal and stable state. It makes sense that the
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individual’s usual methods of coping will not work, and a quiet place must
be established to allow the individual to think and regroup.

According to Roberts (1991), there are seven stages of working through
crisis:

Assessing lethality and safety needs
Establishing rapport and communication
Identifying the major problems

Dealing with feelings and providing support
Exploring possible alternatives

Formulating an action plan

Providing follow-up

S

This model and support for development of the subsequent stages of adjust-
ment can help the individual begin to prepare for the long journey of recov-
ery to follow. Assisting the individual in crisis as early as possible to begin
this process can help create a better, healthier adjustment for all involved.
In addition, it is important for helping professionals to remember that both
pleasure and pain remain a necessary part of growth, change, and adaption.
Individuals who have suffered a crisis need to be allowed to experience both
pleasure and pain and to realize that both emotions can coexist as well as
wax and wane throughout the healing process.

In applying this model, the following assumptions are made: (a) All strat-
egy will follow a “here and now” orientation utilizing a strengths-based per-
spective (Jones-Smith, 2014); (b) most of the interventions provided should
be given as close to the actual crisis event as possible (Raphael & Dobson,
2001; Simon, 1999); (c) the intervention period will be both intensive and
time limited (typically 6 to 12 meetings; Roberts, 1991); (d) the adult survi-
vor’s behavior is viewed as an understandable (rather than a pathological)
reaction to stress (Roberts & Dziegielewski, 1995); (e) the crisis counselor
will assume an active and directive role in assisting the survivor in the adjust-
ment process (Parsons & Zhang, 2014); and (f) all intervention efforts are
designed to increase the survivor’s remobilization and return to the previous
level of functioning.

Stage 1: Assessing Lethality

The unpredictability of terrorist attacks and the fear of further attacks make
recovery from this type of acute trauma particularly problematic. Also,
other events that happen in the environment are more likely to be emo-
tionally linked to terrorist activity, regardless of actual cause, making it
even more difficult for the survivor to progress past the active danger phase
toward assuring safety. Listed here are some of the hazardous events or
circumstances that can be linked to the recognition or reliving of terrorist
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traumatic events. Again, these events, although they may be unrelated to ter-
rorist activity, can still trigger anxious responses from individuals:

1. Growing public awareness of the prevalence of the traumatic event
or similar traumatic events (i.e., an accidental plane crash with sub-
sequent loss of human life or incidents related to bioterrorism in the
environment)

2. Acknowledgment by a loved one or someone else that the client respects
that he or she has also been a victim (often termed a survivor)

3. A seemingly unrelated act of violence against the individual or a loved
one, such as rape or sexual assault

4. The changing of family or relationship support issues

5. The sights, sounds, or smells that trigger events from the client’s past
(these can be highly specific to individuals and the trauma experienced)

Thus, when dealing with trauma, the sensitivity thresholds and the memo-
ries associated with the individual’s interpretation process can vary (Wilson,
Freidman, & Lindy, 2001).

Immediate Danger

With the seriousness and unpredictability related to terrorist acts, any inter-
vention efforts will require careful assessment of suicidal ideation. In addi-
tion, initial and subsequent hospitalization and medication may be required
to help deal with serious episodes of anxious or depressed feelings surround-
ing the crisis event. Although no individual wants to experience pain, some
professionals believe that some degree of pain is needed to facilitate the
healing process. Therefore, medications should be used only by individuals
with the most severe cases or as adjuncts to intervention, rather than as a
crutch to simply avoid dealing with uncomfortable feelings (Dziegielewski,
2013a, 2013b).

When addressing the potential for suicidal behavior, questions to elicit
signs and symptoms of suicidal ideation or intent should be direct in nature.
The client should be asked about feelings of depression, anxiety, difficulties
in eating or sleeping, psychological numbing, self-mutilation, flashbacks,
panic attacks or panic-like feelings, and increased substance use. After care-
fully identifying the degree of loss experienced by the individual and based
on the age and the circumstances of the trauma experienced, the individual’s
living situation needs to be assessed. Helping the client to identify members
of his or her support system not only will help to assure that the client is not
still in danger but also will remind the client of the level and types of support
that remain immediately accessible.

The first few contacts the crisis worker has with the individual in cri-
sis should be individualized, structured, and goal oriented to help the
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individual move past the traumatic event. It is critical for the crisis coun-
selor to help the individual to generate understanding that what happened
in regard to the traumatic event was beyond his or her personal control.
A dialogue needs to be created in which the individual is free to share his or
her experiences and in response the counselor responds in a nonjudgmental
way (Derezotes, 2014).

In these initial meetings (meetings 1-3), the goal of the therapeutic
intervention is to recognize the hazardous event and help the survivor to
acknowledge what has actually happened. In addition, when dealing spe-
cifically with terrorism, the individual needs to be made aware that other,
seemingly unrelated events may also trigger a similar panic-like response.
Once the individual is aware that panic symptoms may reoccur, specific
preparation needs to be made to handle these occurrences and the feelings
they elicit. Because the survivor of trauma is currently being subjected to
periods of stress that disturb his or her sense of equilibrium, counselors
should attempt to restore homeostatic balance.

Individuals should also be made aware that a crisis situation can be so
overwhelming that the survivor may choose to focus on events other than
the crisis event. For crisis counselors, it is essential to help the survivor get
to the root of the problem (i.e., the event that precipitated the crisis or the
reason for the visit). During these initial meetings, the survivor becomes
aware of and acknowledges the fact that the crisis or trauma has occurred.
Once this is realized, the survivor enters into a vulnerable state (Roberts &
Dziegielewski, 1995). The impact of the traumatic event is so horrific
that it disturbs the survivor and his or her ability to utilize traditional
problem-solving and coping methods. When these usual methods are found
to be ineffective, tension and anxiety continue to rise, and the individual
becomes unable to function effectively.

In the initial meetings, the assessment of the survivor’s past and pres-
ent coping behaviors is important; however, the focus of intervention must
remain on the here and now. The crisis counselor must make every effort to
stay away from past or unresolved issues unless they relate directly to the
handling of the traumatic event.

Stage 2: Establishing Rapport and
Communication

Many times, the devastating events that surround the immediate and
unforeseeable loss of a loved one leave survivors feeling as though fam-
ily and friends have abandoned them, or that they are being punished for
something they did. Crisis counselors need to be prepared for the possibil-
ity that these types of unrealistic interpretations may result in the survivor
having feelings of overwhelming guilt. Feelings of self-blame may impair
the individual’s capacity for trust, and this may be reflected in a negative
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self-image and poor self-esteem. A low self-image and poor self-esteem may
increase the individual’s fear of further victimization. Many times, survivors
of trauma question their own vulnerability and know that revictimization
remains a possibility. Regardless of the type of therapy, this makes the role
of the counselor in establishing rapport with the client essential (Parsons &
Zhang, 2014).

When possible, the crisis counselor should progress slowly and try to let
the survivor set the pace for all attempts at intervention because the survivor
may have a history of being coerced, and forcing a confrontation on issues
may not be helpful. Allowing the survivor to determine the pace creates a
trusting atmosphere that gives the message “The event has ended, you have
survived, and you will not be hurt here.” Survivors often need to be reminded
that their symptoms are a healthy response to an unhealthy environment
(Vazquez & Rosa, 2011). They need to recognize that they have survived
heinous circumstances and continue to live and cope. Trauma victims may
require a positive future orientation, looking toward aspirations and dreams
based on living on in honor of the loved one and building happy, satisfac-
tory tomorrows (Call, Pfefferbaum, Jenuwine, & Flynn, 2012). Restoring a
feeling of hope that change can occur is crucial to the survivor’s well-being.

Perhaps more than anything else, throughout each of the meetings, these
survivors need unconditional support and positive regard. These factors are
especially crucial to the working relationship because a history of lack of
support, blaming, and breaches of loyalty is common. The therapeutic rela-
tionship is a vehicle for continued growth and development of coping skills
and the ability to move beyond the traumatic event (Call et al., 2012).

Stage 3: Identify the Major Problems

Terrorist attacks can be multifaceted, and once the major problems rele-
vant to the particular event are identified and addressed, determining how
to best provide support becomes essential. Once a survivor has been given
individual attention, he or she may be ready for group participation. In cri-
sis work, emphasis always needs to be placed on teaching relaxation tech-
niques, encouraging physical exercise, and creating an atmosphere in which
the survivor gains an understanding that self-care is at the root of all heal-
ing, providing the basis for future coping and stabilizing efforts.

In these next few meetings (meetings 4-6), the crisis counselor needs to
assume a very active role. First, the major problems to be dealt with and
addressed must be identified. These problems must be related directly to
how responses and actions will affect the present situation. Awareness
through education regarding the effects and consequences of terrorism is
discussed. Discussing the event can be very painful for the individual; sim-
ply re-acknowledging what happened can push the individual into a state
of active crisis marked by disequilibrium, disorganization, and immobility
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(e.g., the last straw). Although this process may be painful, once the survivor
enters full acknowledgment, new energy for problem solving will be gener-
ated. This challenge stimulates a moderate degree of anxiety plus a kindling
of hope and expectation. The actual state of disequilibrium can vary, but it
is not uncommon for individuals who have suffered severe trauma to remain
in this state for 4 to 8 weeks or until some type of adaptive or maladaptive
solution is found.

Stage 4: Dealing With Feelings and
Providing Support

The energy generated from the survivor’s personal feelings, experiences, and
perceptions drives the therapeutic process (Kira, 2010). It is critical that
the counselor demonstrate empathy and an anchored understanding of the
survivor’s worldview that moves from fear and pathology to resiliency and
strength. One effective practice method for a survivor of loss or trauma is
being able to reflect and narrate happy memories. Another practice strategy
can be continuing a loved one’s legacy through goal setting and spiritual
connection creating an optimal frame of reference that is based on internal
strengths and inner validation (Kirven, 2014). The symptoms the survivor
is experiencing are to be viewed as functional and as a means of avoiding
further pain. Even severe symptoms such as dissociative reactions should be
viewed as a constructive method of removing oneself from a harmful situ-
ation and exploring alternative coping mechanisms. Survivors’ experiences
should be normalized so that they can recognize that being a victim is not
their fault. Reframing symptoms are coping techniques that can be helpful.
In this stage (meetings 7—8), the survivor begins to reintegrate and gradually
becomes ready to reach a new state of equilibrium. Each particular crisis
situation (type and duration of incest, rape, etc.) may follow a sequence
of stages, which can generally be predicted and mapped out. One positive
result from generating the crisis state in Stage 3 is that in treatment, after
reaching active crisis, survivors seem particularly amenable to help. They
can be most free to share their concerns and create a dialogue when they feel
that they are being understood (Derezotes, 2014).

Once the crisis situation has been acknowledged, distorted ideas and per-
ceptions regarding what has happened need to be corrected and information
updated so that clients can better understand what they have experienced.
Survivors eventually need to confront their pain and anger so that they
can develop better strategies for coping. Furthermore, normal responses
can include contradictory feelings that fluctuate between anger and love or
fear and rage, all of which are considered a normal part of the response.
Focusing on a strengths-based approach, throughout the counseling process
there must be recognition of the client’s continued courage in facing and
dealing with these issues (Jones-Smith, 2014).
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With the increasing diversity of the US population, there is a growing
demand for practitioners to provide culturally appropriate assessment,
treatment, and preventive services (Paniagua, 2014; Vazquez & Rosa,
2011). Practitioners need to be attuned to recognizing the role that culture
can play in both expectations and actions. This is especially important in
assessing and treating sexual dysfunction because culture can influence not
only cognition and individual experiences but also the behavior that results
(Dziegielewski, 2015). In addition, media images and a lack of education
can produce unrealistic expectations of performance and prowess that may
clearly affect not only the relationship but also what the client is willing
to share.

Stage 5: Exploring Possihle Alternatives

Moving forward requires traveling through a mourning process (generally in
meetings 9-10). Sadness and grief at one’s loss need to be experienced. Grief
expressions surrounding betrayal and lack of protection permit the victim
to open to an entire spectrum of feelings that have been numbed. Now,
acceptance, letting go, and making peace with the past begins (Vazquez &
Rosa, 2011).

Stage 6: Formulating an Action Plan

Here the crisis worker must be very active in helping the survivor to establish
how the goals of the therapeutic intervention will be completed. Practice,
modeling, and other techniques such as behavioral rehearsal, role-play, and
writing down one’s feelings and an action plan become essential in address-
ing intervention planning (Dziegielewski, 2013a). Often, survivors have
realized that they are not at fault or to blame. What their role was and
what part they played become more clear, and self-blame becomes less pro-
nounced. Survivors begin to acknowledge that they did not have the power
to help themselves or to change things. Often, however, these realizations
are coupled with anger at the helplessness they feel at not being able to
control what has happened to them. The role of the mental health profes-
sional becomes essential here in helping clients to look at the long-range
consequences of acting on their anger and in planning an appropriate course
of action. The main goal of these last few sessions (meetings 11-12) is to
help individuals reintegrate the information learned and processed into a
homeostatic balance that allows them to function adequately once again.
Referrals for additional therapy should be considered and discussed at this
time (i.e., additional individual therapy, group therapy, couples therapy,
family therapy).
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Table 9.2 Adoption of ALICE

ALERT. Use Plain and Specific Language. Avoid Code Words.

The purpose of the ALERT is to inform as many people as possible within the danger zone that
a potentially life-threatening situation exists. Communication is essential and can be facili-
tated via many different methods (PA, text, e-mail, personal senses). No matter the method
of delivery, the objective should be a conveyance of information, not telling a person what
must be done or issuing a command.

The use of plain language, delivered through as many delivery channels as possible, is the best
way to ensure awareness within the danger zone. It will empower as many as possible with
the ability to make an informed decision as to their best option that will maximize survival
chances.

ALICE, along with the Department of Homeland Security (DHS) and the Federal Emergency
Management Agency (FEMA), recommends plain and specific language. ALICE training
discusses methods for clearly conveying warnings and the ways various communication
technologies can facilitate those messages.

LOCKDOWN. Barricade the Room. Silence Mobile Devices. Prepare to EVACUATE or
COUNTER If Needed.

Lockdown is an important response in the event of an active shooter or violent intruder, but
there has to be a semi-secure starting point from which survival decisions should be made.

The ALICE training program explains scenarios where lockdown is the preferable option and
dispels myths about traditional lockdown procedures. Relying on lockdown alone will sig-
nificantly endanger occupants in a violent intruder situation. Traditional lockdown creates
readily identifiable targets and makes a shooter’s mission easier, whether in a hospital, a
school, a church, or a business.

ALICE trainers instruct on practical techniques for how to better barricade a room, what to
do with mobile and electronic devices, how and when to communicate with police, and how
to use your time in lockdown to prepare to use other strategies (i.e., Counter or Evacuate)
that might come into play should the active shooter gain entrance.

INFORM. Communicate the Shooter’s Location in Real Time.

Inform is a continuation of Alert and uses any means necessary to pass on real-time informa-
tion. Video surveillance, 911 calls, and PA announcements are just a few of the channels
that may be used by school employees, safety officers, and other personnel.

An emergency response plan should have clear methods outlined for informing school employ-
ees, hospital workers, or any other employees of the whereabouts of a violent intruder. No
one wants to have to deploy such methods, but in the horrible event that an armed intruder
would enter a facility, emergency preparedness training could take over.

Information should always be clear and direct. As much as possible, communicate the where-
abouts of the intruder. Effective information can keep the shooter off balance, giving people
in the school more time to further lock down or evacuate to safety.

Active shooters work alone 98% of the time. If the shooter is known to be in an isolated sec-
tion of a building, occupants in other wards can safely evacuate while those in direct danger
can lockdown and prepare to counter. Knowledge is the key to survival.

COUNTER. Create Noise, Movement, Distance, and Distraction With the Intent of Reducing
the Shooter’s Ability to Shoot Accurately.

ALICE training does not believe that actively confronting a violent intruder is the best method
for ensuring the safety of all involved, whether in a school, a hospital, a business, or a church.

(continued)
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Table 9.2 (Continued)

Counter focuses on actions that create noise, movement, distance, and distraction with the
intent of reducing the shooter’s ability to shoot accurately. Creating a dynamic environment
decreases the shooter’s chance of hitting a target and can provide the precious seconds
needed in order to evacuate.

ALICE does not endorse civilians fighting an active shooter unless confronted directly in a
life-and-death situation. Counter is a last-ditch and worst-case scenario option.

If an active shooter makes his or her way into a school, hospital, church, or business, there are
steps that can be taken as an effort to survive an attack. With workplace violence as a ris-
ing trend across the United States, this method is not limited to preventing a school shoot-
ing. The ALICE training program provides examples for real, effective ways to counter an
active shooter, when there is no other option left.

Counter is about survival, the last barrier between a shooter and a potential victim, and any-
thing a person can to do to gain control is acceptable. It’s the opposite of being a sitting
duck, and every action taken is a step toward survival.

EVACUATE. When Safe to Do So, Remove Yourself From the Danger Zone.

Our human instinct in the face of danger is to remove ourselves from that threat. ALICE train-
ing provides techniques for safer and more strategic evacuations.

An active shooter in a building presents a situation like no other. Evacuating to a safe area
takes people out of harm’s way and hopefully prevents civilians from having to come into
any contact with the shooter. By evacuating, citizens can avoid having to employ the tech-
niques learned in ALICE training for how best to counter an active shooter.

Did you know that you should break a window from the top corner as opposed to the center?
Many useful techniques that civilians do not know exist and can save your life. ALICE train-
ers teach strategies for evacuating through windows, from higher floors, and under extreme
duress.

ALICE trainers also give instructions on what to do at rally points, including communicating
with law enforcement and administering first aid. Evacuation is the number one goal.

Hopefully, evacuating a school, workplace, or church is always an option in the event of an
active shooter. The ALICE Training Program provides lessons and information for all fac-
ets of a violent intruder gaining access to a building. Safety is our primary focus for this
program, and we do not endorse risking lives of students or employees (ALICE Training
Institute, 2014).

Stage 7: Follow-Up Measures

Follow-up is very important for intervention in general, but it is almost
always neglected. In the successful therapeutic exchange, significant changes
have been made in the survivor in regard to his or her previous level of
functioning and coping. Measures to determine whether these results have
remained consistent are essential. Often, follow-up can be as simple as a
phone call to discuss how things are going. Follow-up within 1 month of
termination of the sessions is important. It may also be helpful to suggest
debriefing or intervention to help the survivor reach a higher level of adjust-
ment (Raphael & Dobson, 2001). It is important not to push individuals
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before they are ready; sometimes a survivor needs time to self-recover, and
once this is done, he or she will open up to further intervention.

Other measures of follow-up are available but require more advanced
planning. A pretest-posttest design can be added, as outlined in Chapter 27,
can be used by simply using a standardized scale at the beginning of treat-
ment and again at the end. Scales to measure the signs and symptoms of psy-
chological trauma are readily available. See Fischer and Corcoran (2007a,
2007b) for a thorough listing of measurement scales that can be used in the
behavioral sciences.

Finally, it is important to realize that when dealing with this type of
stress reaction, the determination of the course and type of intervention
will always rest with the survivor. At follow-up, many survivors may need
additional therapeutic help yet be unable to express the request for a debrief-
ing session, whereas others, after having initially adapted to the crisis and
learned to function and cope, may find that they want more. After all, sup-
porting the survivor as he or she progresses through the crisis period remains
the ultimate goal of any helping intervention. Whether or not the survivor
requests additional services, the crisis counselor should be prepared to help
the client become aware of the options available for continued therapy and
emotional growth. If additional intervention is requested, referrals for group
therapy with other survivors of similar trauma, individual growth-directed
therapy, couples therapy to include a significant other, and family therapy
should be considered.

One model that has attracted interest as a plan for addressing and prepar-
ing for a terrorist threat is referred to as ALICE (with the letters representing
steps designated as “alert,” “lock down,” “inform,” “counter,” and “evacu-
ate”). See Table 9.2 for a description of the steps involved in utilizing this
model (ALICE Training Institute, 2014). The basic purpose in implementing
ALICE is to use every available technology to alert as many individuals as
possible that they could be either in or close to a danger zone and to suggest
ways to diminish the threat and bring the individuals to safety. This aware-
ness is designed to empower individuals to move forward and take responsi-
bility for the self as well as helping others to seek safety.

»

CULTURAL SENSITIVITY

As outlined in the application of Roberts’s seven-stage model, addressing
cultural sensitivity needs to be enhanced at every stage of the intervention.
As a result of the growing population of immigrants and misperceptions
related to the potential for terrorism, the need for cultural sensitivity has
never been greater. It should come as no surprise that with the increasing
diversity of the US population, there is a greater demand for practitioners
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to provide culturally appropriate assessment, treatment, and preventive ser-
vices (Dziegielewski, 2014; Paniagua, 2014).

FUTURE DIRECTIONS

The tragic events of September 11, 2001, are often viewed as having forever
changed the way we look at terrorism in the United States. Terrorism in its
various forms has exposed, on a national scale, the need for tighter security
at the nation’s borders, as well as continued efforts to ensure protection from
biological warfare (Levy & Sidel, 2003). Questions remain, such as: How
were the hijackers of September 11 able to get past airport security even
though many of them were on an FBI watch list (McGeary & Van Biema,
2001, p. 29)? And, with threats of terrorism against the United States on
the rise, how can Americans once again feel safe? Whether directly exposed
to terrorist activity or not, everyone can be affected by the fear of terror-
ism, and addressing these fears has led to heightened security and changes
especially at our airports that will never return to earlier, more lax policies.
One only has to take a trip to the local airport and engage in domestic or
international travel to see the most basic effects this tragic event has had on
our society.

With so many people being directly affected by terrorism and many more
suffering the byproducts of living in an unpredictable environment, the issue
of crisis counseling to address stress and coping has gained significant atten-
tion. This increased attention has led to a rapid increase in many theoretical,
empirical, and applied studies and provides much of the impetus for this
updated text. Recent events have led some researchers to claim that cop-
ing with trauma and stress has become a sociocultural phenomenon, which
might result in higher self-reported stress levels due to the proliferation of
information about stress in the popular culture.

Historically, three types of stress have been identified: systemic or physio-
logical, psychological, and social (Levy & Sidel, 2003). However, the recent
experiences of terrorism and the ways for coping with the resulting trauma
and stress remain diverse. The levels of stress that these survivors experi-
ence, the sources of stress, stress related to self-esteem and self-perception,
stress and coping skills, and how to best handle stressful situations are just
a few of the many issues that need to be researched further.

The violence caused by the recent turn of events starting with the attacks
of September 11, 2001 was unprecedented in US history. The American
people have traditionally been expected to adjust to new social environ-
ments, maintain good personal and occupational standing, and face pres-
sures related to supporting friends and family. In treatment, what cannot
be underestimated is the need to be sure that the people being served
are not made to feel disenfranchised, worthless, invisible, betrayed, and
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marginalized. When this happens, they can fall into a negative mental status
of anger and hopelessness, where an impulse to do harm to others or coun-
try can increase. Therefore, it is important that as practitioners we keep in
mind the following, which can be thought of as the “three V’s” (referring to
“value,” “validate,” and “visible”):

e Value: Help all individuals feel that they have value and are able to make
a contribution to their community and country.

o Validate: Despite individuals’ current status or appearance, validate them
and their experience from their perspective. Be nonjudgmental and atten-
tive in promoting an optimal worldview and hope for the future.

e Visible: Never disregard or ignore anyone! Acknowledge all people
with dignity regardless of their current status or appearance. Use eye
contact, small talk, kind words, friendly gestures, and positive hand
movements, and take a few seconds out of your day to validate their
existence.

In the future, practitioners who are assessing individuals related to ter-
rorism need to be aware of vulnerable populations such as the homeless,
the mentally disabled, re-entry ex-offenders, trauma survivors, estranged
parents from their children, and people who have recently lost their job.
All of these characteristics and situations can result in severe stress for
individuals, and listening and being sensitive to the concerns they voice
may assist greatly to reduce frustration and prevent traumatic-level
retaliation.

In addition, the survivors of trauma need to continue to develop new
roles and modify old ones in response to the developmental tasks they
face. When an individual is pressured by these multiple demands, he or she
can experience role strain, role overload, and role ambiguity, which often
result in intense feelings of stress. More attention needs to be given to
understanding crisis and the responses that will occur initially and those
that will continue to resurface after the initial phase of the trauma has
passed. The threats of terrorist attacks can have considerable psychologi-
cal effects, from immediate responses to those that are more prolonged or
delayed (DiGiovanni, 1999). Also, more information is needed regarding
the most effective time to address a stressful event (Raphael & Dobson,
2001). Coping and stress management techniques can help individuals
return to a previous level of functioning, where healthy individuals who
have been exposed to extreme trauma can receive the health and support
needed.
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Crisis Intervention Teams: Police-Based

First Response for Individuals in
Mental Health Crisis

DAVID P. KASICK
CHRISTOPHER D. BOWLING

Case Example

Shortly after sunset on a cool fall evening, a young woman calls 911 to report
that her boyfriend may be suicidal. She describes to the police dispatcher that
he has become increasingly despondent over the past month since his mother
died 2 months ago after being diagnosed earlier that spring with terminal
cancer. She describes that he has had ongoing struggles with unemployment
since his recent graduation from college, a recent diagnosis of depression from
his family doctor, and a prescription for an antidepressant medication that
she does not believe he is taking. She describes a recent increase in alcohol
consumption and an increase in verbal conflict about trivial matters. Earlier
that evening, she reports, he left their apartment after an argument about a
cable television bill. He made a provocative comment about being dead the
next time she saw him, and he has not been responding to phone calls or text
messages for more than an hour. She is frightened, and is concerned that he
could have access to a firearm. She provides a description of the vehicle he
was driving to the police dispatcher.

Within 30 minutes, patrol officers from the police department’s crisis
intervention team (CIT) located the man sitting at a picnic table next to his
car in a secluded area of a local park. He was sitting still and was noted to
be despondent and tearful. Although he was found to be unarmed, he was
initially irritable and terse with the officers. They observed him looking
through a childhood photo album of pictures of his mother and engaged
him in a discussion about how he had been coping recently. The officers
asked about his girlfriend’s concerns and took careful note of his description
of a decline in functioning, as they recognized multiple signs and symptoms
of depression they had learned about during their CIT training. Over the
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course of their discussion, the officers listened intently and noted an emerg-
ing sense of relief and calmness, with the man later disclosing that he had
purchased a bottle of an over-the-counter pain medication shortly before
their arrival, with thoughts of overdosing in the park. He recounted some of
his struggles and losses to the officers and described the argument with his
girlfriend from earlier in the evening. Recognizing the signs and symptoms
of a decompensated mental illness, the officers discussed going to the local
mental health crisis facility with the man and encouraged him to make use of
their crisis services to pursue further mental health evaluation and interven-
tion. He was agreeable to being transported there by police. Upon arrival
at the crisis facility, officers conveyed the incident details as well as their
observations of the man’s behavior to the crisis workers. Following further
triage care at the crisis facility, he was admitted to a psychiatric hospital for
ongoing inpatient care.

INTRODUCTION

The CIT model has grown over the past 25 years to become known as a best
practice framework for developing and guiding law enforcement response to
individuals experiencing a mental health crisis. Forged from a collaborative
partnership of community and professional partners, active CIT programs
train and maintain a cadre of front-line patrol officers within a law enforce-
ment agency who have received additional training in identifying, assessing,
de-escalating, and resolving situations in which law enforcement officers
encounter an at-risk individual with a mental illness. CIT-trained officers
are selected to respond when calls to law enforcement/public safety agency
dispatchers are thought to involve a person experiencing a mental health
crisis. These first responders become both generalists and specialists in that
they continue to perform general policing duties but are also sent as polic-
ing specialists to service calls involving persons in a mental health crisis.
Linking officers who have the most training and expertise in working with
at-risk consumers was designed to have a positive impact on the safety and
outcomes of such encounters.
Contactwithlawenforcementisoftenaninevitablereality for manyindivid-
uals with an acute or chronic mental illness in the post-deinstitutionalization
era. By training officers to better understand the behavioral manifestations
of mental illness and their potential impact on law enforcement encounters,
CIT aims to simultaneously improve attention to the needs of the mentally
ill, without compromising the goals of public safety (Morrissey, Fagan, &
Cocozza, 2009). Through improving integration of roles and relationships
between the criminal justice and mental health communities, law enforce-
ment officers are able to more effectively and safely intervene through their
role as de facto gatekeepers at the front doors of both the mental health and
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the criminal justice system. CIT programs aim to improve the safety of the
officer and subject, reduce use of force, and increase referral of individuals
to mental health services while diverting them from the criminal justice sys-
tem when appropriate to do so (Compton et al., 2014a, 2014b).

After initial conceptualization and success of CIT in Memphis, Tennessee,
the “Memphis model” has since been repeatedly adapted and replicated by
individual communities, leading to a national and international network
of CIT programs. The opportunity for local communities to organize CIT
programs, develop training sessions, and maintain active program coordi-
nation strengthens partnerships between law enforcement and several key
community stakeholders. The platform of CIT provides a forum for law
enforcement officers, mental health consumers and families, mental health
advocacy groups, and local mental health treatment providers to learn about
each other’s culture, viewpoints, and needs from a better-informed perspec-
tive, diminishing some of the mistrust or misinformation that may have
overshadowed past interactions between these groups. As a joint stakeholder
model, CIT provides an opportunity to impact individual outcomes follow-
ing law enforcement contact as well as a way to better organize commu-
nity resources around coordination of mental health crisis treatment. This
mutually beneficial transcendence of the traditional boundaries between
the criminal justice and mental health communities impacts individual out-
comes as well as improves system-wide communication as local communi-
ties work to maintain effective coordination of community mental health
crisis treatment.

CIT is now regarded as a law enforcement best practice and is building an
academic evidence base to support the benefits perceived by early stakehold-
ers (Watson & Fulambarker, 2012; Thompson & Borum, 2006). Beyond
the perceived benefits noted by early program adopters, further academic
study in the era of evidence-based practice has revealed an emerging evi-
dence base which supports that CIT has contributed to improving mutually
safe and effective outcomes for individuals in crisis and the law enforcement
officers encountering them. New opportunities for maintaining and grow-
ing the grass-roots network of CIT programs may lie in the landscape of
social media and electronic educational and research technology.

The Evolution and Spread of CIT

The law enforcement crisis intervention team model traces its roots to the
first program developed by the Memphis, Tennessee, Police Department in
1988. In September 1987, Memphis police officers were involved in the fatal
shooting of a mentally ill individual who, after cutting himself with a knife
while possibly suicidal, was threatening officers and did not comply with
their instructions. Although review of the incident did not find the officers
guilty of any criminal wrongdoing, public outcry drove the formation of a
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community task force comprising law enforcement, mental health providers,
and mental health advocates to analyze the factors surrounding the incident
and develop a better model of training and response. From their collabora-
tive efforts, the framework for the first CIT program emerged.

Law enforcement agencies have long recognized the likelihood that their
personnel will find themselves in situations involving individuals display-
ing aberrant behaviors driven by active, severe mental illnesses (Bittner,
1967). In 1996, a survey of larger urban police departments suggested that
the proportion of police contacts and investigations thought to involve an
individual with a mental illness was approximately 7% (Deane, Steadman,
Borum, Veysey, & Morrissey, 1999). At that time, fewer than half of the
survey respondents indicated that their department had any type of spe-
cialized mental health response for such situations. These situations com-
monly require the officer to exercise significant discretion in deciding how to
resolve the encounter, balancing the need to protect the welfare of the larger
community with the need to protect citizens with mental illness who cannot
care for themselves (Lamb Weinberger, & DeCuir, 2002).

Prior to the late 1980s and the development of the CIT model, standard
basic academy training for law enforcement officers to interact with indi-
viduals with mental illness was highly variable and often sparse. Academy
classroom hours were generally devoted to core topics such as response to
and management of criminal activity and disorder, police professionalism,
understanding and application of criminal and traffic laws, legal issues, use
of weapons, driving skills, and defensive tactics. These core elements often
overshadowed more in-depth exploration of understanding individuals with
characteristics that could lead to a wide range of behaviors potentially war-
ranting the assistance or attention of law enforcement officers in the commu-
nity. For example, in 2006, the minimum standard in the state of Ohio for
training peace officers was 16 hours of training (out of 582 total hours) for
dealing with “special populations,” which included individuals with men-
tal illness, developmental and physical disabilities, and physical handicaps.
Beyond these minimum requirements for training at the basic academy level,
the growth of the CIT model has thus provided a continuing educational
framework for additional peace officer training and skill development.

The population of individuals with serious mental illness in the United
States has both grown and shifted from residential hospital to outpatient
community settings over the past 40 years, followed by subsequent funding
and service shortfalls, the closure of inpatient psychiatric treatment beds,
and circumstances in which many mentally ill individuals are receiving
significantly less support than in previous decades (Lamb & Weinberger,
2005). Instead of being treated in asylums or hospitals as was the case a
generation earlier, growing numbers of seriously mentally ill individuals are
being housed and treated in jails and other correctional settings. When cou-
pled with the added vulnerabilities of homelessness and addictive disorders,
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the opportunity for mentally ill individuals to have street-level contact with
law enforcement increased, leading to law enforcement officers becoming a
primary referral source for psychiatric emergency facilities (Borum, Deane,
Steadman, & Morrisey, 1998). As the growing, unintended consequences of
the deinstitutionalization movement took shape, and individuals with seri-
ous behavioral pathology transitioned from the protection of the inpatient
mental health treatment system to the street and more frequent interactions
with the criminal justice system, law enforcement officers increasingly rec-
ognized the complexities of calls involving people with mental illnesses.
Noting the diverse and changing needs of the population, officers found that
they needed to work in partnership with mental health specialists and other
social agencies to transition the law enforcement response from makeshift
interventions to comprehensive policies reflecting professional systemic col-
laboration (Chappell & O’Brien, 2014). Not surprisingly, the CIT model has
flourished in an era of growing community-oriented policing approaches.

Similarly, as communities recognize the overrepresentation of individu-
als with mental illnesses in correctional environments, interest in CIT as a
mechanism for facilitating jail diversion has also grown. In many instances,
law enforcement officers have a significant amount of discretion about how
to resolve calls with individuals in crisis. Outcomes of such encounters could
include criminal arrest, often on misdemeanor charges stemming from
behaviors driven by undertreated mental illness. For situations where treat-
ment is more appropriate than further criminalization of individuals with
behaviors driven by active mental illness, CIT has been conceptualized as a
pre-arrest diversion program, and as one of a series of sequential intercept
interventions that can prevent further penetration of the individual deeper
into the legal system (Munetz & Griffin, 2006). De-escalation, a core train-
ing element in the CIT model, may also be critical to jail diversion because it
may help diminish impulsive or emotionally charged responses to perceived
police provocation (Compton et al., 2014a). Heightened officer awareness of
local mental health referral and treatment options for individuals in crisis
may help diminish the need for “mercy booking” during instances where
officers believe that some subjects would receive better mental health ser-
vices in jail than if left on their own in the community.

In addition to widespread growth across the United States, the CIT
model has been adapted internationally, including programs across Canada
and abroad in Australia (Chapell & O’Brien, 2014). The need for such a
specialized police mental health response in Australia arose from similar
officer-involved shooting situations as transpired previously in Memphis,
with similar subsequent identification of the need for further officer train-
ing. Modifications in Australia have been made to adapt the core CIT con-
cepts to large, state-run agencies that serve both urban and vast rural areas.
Building on current models like the Memphis CIT model, the Canadian
Mental Health Commission has proposed the TEMPO model to serve as
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a national-level, multilevel learning strategy for Canadian police person-
nel, adding additional emphasis to lifelong learning and variable adult
learning methods beyond didactic instruction (Coleman & Cotton, 2014).
Mclean and Marshall (2010) report that police officers in Scotland, who
lack a model for mental health crisis response similar to CIT, have reported
ongoing frustrations in the face of inefficiency, poor access to mental health
crisis services and the lack of a collaborative care model to improve crisis
outcomes.

CIT CURRICULAR MODELS AND
BEST PRACTICES

Following the success of the initial crisis intervention team in Memphis,
other communities and law enforcement agencies across the country began
developing their own versions of crisis intervention teams. Many of these
programs were founded on grass-roots efforts at the local level to capture
the unique needs of the local law enforcement agency, the local mental
health system, and the specific population of the community being served.
Conversely, other agencies participated as members of statewide programs
(in the state of Georgia, for example) driven by a centralized, top-down
approach with a common curriculum and administrative structure (Oliva &
Compton, 2008).

As the various curricula were adapted to meet the goals of the stake-
holders, many agencies continue to refer to the elements and structure first
conceptualized in Memphis, leading to the concept of the “Memphis model”
(Dupont, Cochran, & Pillsbury, 2007). The goals of this model emphasize
CIT programs as being “more than just training,” with a focus on improv-
ing officer and consumer safety and redirecting mentally ill individuals from
the criminal justice system to the healthcare system (Dupont et al., 2007).
Individual programs continue to pragmatically weave the core ongoing,
operational, and sustaining elements suggested by the Memphis model into
their programs to meet the unique and dynamic needs of their communities.

Ongoing program elements emphasized in the Memphis model include
active partnerships between leadership of law enforcement agencies—for
example, police departments and sheriff’s offices, members of the judiciary,
and corrections agencies—with members of the advocacy community and
mental health professionals. Coordinators from each group are identified and
act as liaisons to each of the other key stakeholder groups. Joining the indi-
viduals who interact on the front lines through encountering, de-escalating,
transport and disposition, risk assessment, and care provision, with advo-
cates who are able to humanize and promote the interests of consumers is
considered critical in the planning and implementation of policies guiding



Crisis Intervention Teams 279

the development of local CIT programs. The mutual benefits of education,
training, and shared community ownership in crisis situations are diffi-
cult to capitalize upon without the existence of such partnerships (Dupont
et al., 2007).

Operational elements set forth in the Memphis model center around poli-
cies and procedures within law enforcement and mental health agencies con-
sidered necessary to effectively handle each crisis situation (Dupont et al.,
2007). Adequate numbers of law enforcement officers assigned to the patrol
function, ideally 20% to 25% of a department’s patrol officers, should be
trained to have around-the-clock availability. Accordingly, all law enforce-
ment/public safety dispatchers should also be trained to properly identify a
mental health crisis and route the nearest CIT officer to the scene. Ideally,
a range of inpatient and outpatient referral options should be available to
officers, with specific policies in place to facilitate easily accessible, immedi-
ate mental health care when necessary. Turnaround time for CIT officers
transporting an individual to mental health care settings should be minimal
and not exceed the time needed to process a criminal arrest, so as to remove
the potential for jail booking to be preferred as a less time-intensive option.

Patrol officer CIT training under the Memphis model focuses on building
crisis de-escalation skills through experience, ideas, and information from
a variety of individuals from the mental health, law enforcement, and advo-
cacy communities (Dupont et al., 2007). Volunteer officers apply for train-
ing and are selected for a 40-hour course.

Based on a review of training schedules for programs around the United
States, CIT core curricula typically consist of the following major catego-
ries: mental illnesses and their treatments, co-occurring disorders such as
substance use disorders and personality disorders, interaction with family
members and consumers, legal issues, the local community mental health
system, and de-escalation skills.

Program curricula vary in the organization of content; for example,
mental illness diagnostic terminology or psychotropic medications and
their effects may be presented in an aggregate fashion or be broken into
blocks corresponding to major diagnostic categories. Some programs
include specific blocks on suicide risk assessment and child/adolescent men-
tal health issues. Substance use disorders are the most commonly presented
co-occurring disorder. Programs may also provide training and education
on those who have either independent or co-occurring mental illnesses and
developmental disabilities, helping law enforcement officers understand the
differences between these conditions and the entities that provide services
to these persons.

CIT core training curricula provide methods for law enforcement offi-
cers to interact with family members of those who have a mental illness
and with consumers of mental health services. These methods include panel
discussions, facility visits, and riding in the field with mental health case
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managers. Panel discussions are held in the classroom, and consumers and
family members have distinct times to present their information to the law
enforcement officers in the class. When resources permit, law enforcement
officers ride in the community with case managers from mental health
service—providing agencies or engage in site visits with agencies that pro-
vide mental health services. The goal for riding with case managers is to
let law enforcement officers observe case manager interaction with clients
to provide a context for the de-escalation skills to be taught and to allow
law enforcement officers to observe persons with mental illnesses when they
are not in crisis. Interacting with persons with a mental illness who are not
in crisis provides an additional perspective to law enforcement officers, as
officers are typically called when a crisis state exists. Officers learn about
effective communication skills by listening to consumer perspectives and by
observing the communication and interaction methods that case managers
use with clients.

The legal aspects of local civil commitment laws are part of the core
training curriculum. Topical matter includes a review of the state’s statutes
and methods for taking a person into emergency custody to have him or her
evaluated by a medical professional, any procedures that have been codified
by the state to take a person into emergency custody, and client rights. Law
enforcement officers learn how to write effective probable cause statements
and how to take a person into custody and deliver that person to a place of
care and safety. During this part of the curriculum officers also learn about
court decisions at the local, state, and federal levels that regulate when and
how they can take a person into custody and how any force used to take a
person into custody will be evaluated.

The final large block of training consists of training officers in the use of
de-escalation skills and then having the officers demonstrate those skills in
a practicum. Verbal de-escalation patterns and communication methodolo-
gies are provided during core training sessions and are taught either as part
of an action-response framework or independently. Additional framing can
be used to help law enforcement officers tailor their responses based on
their observations of the subject’s mood, thoughts, anxiety, and personal-
ity at the scene of a call for service. Once law enforcement officers receive
the designed de-escalation training, a practicum is often utilized to allow
them to apply the newly learned skills in a practical setting. The practi-
cum method most often used is role-play. Role-play scenarios are built with
guidelines and rule sets for role-players so that law enforcement officers
experience success when they use the taught de-escalation skills. CIT pro-
grams use a variety of role-players, to include mental health professionals,
medical actors, experienced CIT officers, family members, or consumers.
The role-plays differ from program to program and in design. Some sce-
narios are designed to allow a specified team of law enforcement officers to
complete a single role-play scenario; others allow multiple teams of officers
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to complete a single scenario, switching when the allotted time has expired.
When the role-play is completed, debriefing of the scenario takes place and
permits direct learning for participants and vicarious learning for those who
were observing the role-play.

Reciprocal training for the course faculty is also recommended under the
Memphis model, including a patrol ride-along “in order to fully understand
the complexities and differences that exist between mental health care and
law enforcement” (Dupont et al., 2007). Graduating officers from many
programs receive a special CIT uniform pin, which elevates awareness of
the CIT program and signifies their CIT training status to fellow officers,
consumers, and the general public.

CURRENT STATE OF CIT PROGRAMS

The rapid spread of CIT programs has been profound, with estimates of 400
law enforcement agencies with active CIT programs across the United States
in 2006 to as many as 2,700 active programs by 2013 (Watson, Morabito,
Draine, & Ottati, 2008; Compton et al., 2014a). Although the common
goals of improving safety, outcomes, and jail diversion may exist across
agencies, the specific policies, needs, and challenges surrounding sustain-
ing individual CIT programs may vary widely. CIT programs exist in small
rural sheriff’s offices, large urban metropolitan police departments, subur-
ban police departments, and university and airport police departments. Each
setting brings significant variation in the diversity of population, the com-
munity resources available, and the number and density of officers working
in a given area at any given time. Accordingly, providing adequate train-
ing to the number of officers and dispatchers required to provide 24/7 CIT
availability can present hardships in small departments needing to provide
coverage for staff attending 40 hours of training (Compton et al., 2010).
Implementation in areas without access to a psychiatric emergency receiving
facility with a “no refusal” policy, or in rural areas with limited proximal
mental health resources, can lead to challenges in sustaining functional CIT
programs (Compton et al., 2010).

However, CIT implementation and training have been successfully
adapted to meet the needs of unique patrol settings, emphasizing special
problems and overcoming implementation obstacles in rural areas. Focus
group research conducted by McGriff and colleagues (2010) reviewed
unique needs for CIT officers operating in a large international airport
setting. Compared with other urban or suburban patrol settings, airport
officers face numerous unique challenges, including a high concentration of
homeless and transient individuals using the airport for shelter or as a place
to obtain food or perform self-care activities; the need to assess psychiatric
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symptoms among travelers who are tense, anxious, and frustrated by air-
port delays; the need for careful and efficient de-escalation given ubiquitous
video surveillance; and the density of public onlookers surrounding encoun-
ters with individuals they contact.

Skubby and colleagues (2013) recently analyzed focus group interviews
of law enforcement officers and mental health professionals who have over-
come implementation obstacles in rural Ohio communities. In rural areas,
similar to urban implementation, stakeholders acknowledged different
ways of thinking about the mentally ill and had misperceptions about each
other’s professional culture and duties; this changed significantly following
CIT development, which facilitated communication and greater coopera-
tion derived from a sense of shared collaboration that came from working
together. Some rural areas with small departments decided to train all offi-
cers in order to maintain continuous CIT officer availability, despite the
hardship of covering patrol duties for officers attending week-long train-
ing or the need for part-time officers to use vacation days from their other
jobs to attend training. Diminished resources in rural areas, including the
closure of state hospitals and the lack of a consistently available drop-off
mental health evaluation site, continue to challenge program sustainability.
Training grants from the National Alliance on Mental Illness (NAMI) and
increased community support have been helpful in facilitating training ses-
sions. Methods for further data collection, program evaluation, effective-
ness targets, and academic collaborations are still evolving in rural areas.

Other examples of collaborative response to mental health crises exist out-
side of the CIT police-based, police officer response model. Non-sworn law
enforcement—based mental health employees have been used in some locales
to provide on-scene and telephone consultations to sworn law enforcement
officers, as have mobile mental health crisis teams deployed independently
through the local community health system (Borum et al., 1998). Despite
the growing popularity of the CIT model, more study is needed to clarify the
precise advantages or disadvantages it may confer in comparison to other
modes of crisis response.

CITINFLUENCE AND OUTCOMES

CIT programs appear to have the potential to positively impact community
mental health work and facilitate boundary-spanning partnerships among
program stakeholders, and they are beginning to demonstrate supporting
data around officer-level outcomes, now regarded by some as a law enforce-
ment best practice (Compton et al., 2014a; Watson & Fulambarker, 2012).
Over the past 10 years, the academic community has begun to accumulate
an evidence base that supports the benefits of CIT, lends support to the
justification for establishing and maintaining CIT programs, and further
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delineates aspects of CIT program organization and training that hold
potential for being evidence-based practices. Research partnerships between
local police departments in Memphis, Tennessee; Akron, Ohio; Chicago,
Illinois; as well as at the state level in Georgia and Florida, in concert with
respective local university faculty, have led to the collection and examina-
tion of data that more precisely illustrate the impact and promising value of
CIT training. Initial reports and anecdotal perceptions of program success
in Memphis and among other early CIT adopters are now being investigated
more rigorously, with attempts at replication in departments in urban and
rural settings. The expanding deployment of CIT continues to occur as a
beneficent response to community needs and as a model with supporting
evidence that is worthy of sustaining financial support.

Programs and their stakeholders have organized at the national and inter-
national levels, with yearly conferences since 2005 that have disseminated
innovations in teaching techniques and tactical practices. Further study of
CIT program outcomes related to training differences, community differ-
ences, disposition of interactions, costs, and benefits of law enforcement
and community safety all appear to be viable avenues of outcomes-oriented
research (Morrissey et al., 2009). Similarly, the CIT stakeholder interface
appears to represent an opportunity for collaborative research between
community- and university-based mental health professionals.

Compton and colleagues (2008) conducted a systematic review of the
available research on CIT, noting that in spite of the enthusiasm surround-
ing the opportunity for collaboration between stakeholders, as well as
the resources being devoted to CIT training, relatively limited outcomes
research is available. Much of the current research has been done by authors
from mental health backgrounds rather than by criminologists or social
scientists. Of the available studies, Compton suggests that CIT may have
positive effects ranging from officers’ attitudes and training, to jail diversion
and improved consumer outcomes. Among the current studies, officer-level
and system-level outcomes such as dispositions of police calls eliciting a
CIT response and prebooking jail diversion are better represented than
patient-level outcomes. Officer-level outcomes continue to be a focus of cur-
rent research, suggesting complexities of capturing data among consumers
and system-level providers.

Critics of the rapid spread of the CIT concept across the United States
have cited a lack of rigorous outcomes data beyond descriptive evidence, as
well as the lack of universal access to adequate receiving facilities serving
as a transport destination for officers considering jail alternatives, which
is thought to be a key to the initial success in Memphis (Geller 2008).
Follow-up studies regarding long-term utility, more diverse and controlled
study samples, the impact of proactive, continuous contact from specialized
teams, specific research examining the precise amount and type of special-
ized training needed, and the generalizability of the original Memphis model



284 Crisis Intervention: Disaster and Trauma

remain areas of ongoing research need (Tucker, Van Hesselt, & Russell,
2008). More specific measures of the strength of collaborations between
stakeholder groups may help to better understand factors that contribute to
program success.

More research is also needed into how CIT may affect the operation of
local mental health systems. For example, officers may be aware that they
are interacting with a mentally ill individual but may perceive barriers that
lead to the belief that criminal arrest is a more reliable disposition. Such
barriers could include long waits to access mental health emergency services,
more rigid mental health criteria for holding individuals, and problems with
information exchange between officers and mental health crisis workers that
could lead to quick release (Lamb et al., 2002). Through uniting and facili-
tating regular communication among stakeholders, CIT could plausibly
impact the coordination of solutions for these and other common problems
officers report when accessing local emergency mental health resources.

CIT OFFICER-LEVEL OUTCOMES

The unofficial role of law enforcement officers as “street corner psychia-
trists” has long been recognized, derived from an era with fewer organized
law enforcement responses to persons with mental illnesses (Teplin &
Pruett, 1992). Now, CIT training has led to improvements in training and
resources to address the challenges law enforcement officers face in manag-
ing situations with individuals in crisis. Having exposure to CIT training
led Memphis officers to perceive that they were more effective at meeting
the needs of mentally ill individuals in crisis, keeping the mentally ill out
of jail, and minimizing the amount of officer downtime while dealing with
mental health crisis calls, all while maintaining community safety (Borum
et al., 1998). The Memphis CIT program had low arrest rates, high officer
availability and rapid response time, and frequent referrals and transport
for mental health evaluation in comparison to other police-based diversion
models (Steadman, Deane, Borum, & Morrissey 2000). The strength of
community partnerships and the availability of a psychiatric triage center
were considered key factors in the success of the Memphis model.

Law enforcement officers have several options for how to resolve dis-
patched calls or triage encounters with individuals possibly experiencing
the effects of a mental illness, including leaving the individual at the scene,
transporting them to a hospital or treatment facility, or transporting them
to jail. At times, legal obligations do not preclude officer discretion (e.g.,
“must arrest” situations). Ritter, Teller, Marcussen, Munetz, and Teasdale
(2011) examined the role that both dispatcher call coding and CIT train-
ing appeared to have in Akron, Ohio, on the disposition of each encounter,
finding that both dispatch codes and officers’ on-scene assessments had an
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impact on transport decisions. Specifically, calls dispatched as a “suspected
suicide” or “mental disturbance” were more likely to result in transport
to treatment than were calls dispatched as “needing assistance,” “distur-
bance,” “suspicious person,” “assault,” “suspicion of a crime,” and “meet
a citizen.” Ritter and colleagues also found that CIT officer recognition of
specific signs and symptoms of mental or physical illness emphasized in CIT
training, or other issues such as substance abuse and nonadherence to medi-
cation, led to increased rates of transport to treatment, regardless of how the
call was dispatched. Their study underscored the importance of dispatcher
training as a component of CIT training, as well as support for the concept
that CIT officers are more likely to consider treatment options over other
potential outcomes.

Other studies have similarly concluded that CIT has led to improvement
in officers’ beliefs about and understanding of specific mental illnesses, and
has led to increased referrals to psychiatric services (Broussard, McGriff,
Demir Neubert, D’Orio, & Compton, 2010; Compton, Esterberg, McGee,
Kotwicki, & Oliva, 2006; Demir, Broussard, Goulding, & Compton, 2009,
Dupont & Cochran, 2000). CIT training is also thought to have increased
the safety of both officers and individuals through a reduction of officer
injuries, and it may lead to a reduction in the use of force between offi-
cers and individuals with mental illness (Compton et al., 2011; Dupont &
Cochran, 2000).

Georgia CIT-trained officers have suggested that their training curriculum
enhances the self-efficacy of police officers in interacting with, interview-
ing, de-escalating, and referring individuals with depression, schizophrenia,
and alcohol and cocaine dependence (Bahora, Hanafi, Chien, & Compton,
2008). Similarly, this study also revealed a correlation between CIT train-
ing and a reduction of the need for social distance, for example, living near,
working with, or being friends with an individual with mental illness. The
extent to which these changes in perceived confidence or stigma would affect
interactions or officer decision-making was not evaluated.

Further research by Compton and colleagues (2014) of a large cohort of
Georgia officers with and without CIT training (586 total officers) dem-
onstrated that officers with CIT training performed better on measures of
knowledge about mental illnesses, diverse attitudes about mental illnesses
and their treatments, self-efficacy, social distance stigma, de-escalation
skills, and referral decisions. Among the officers studied, a median of
22 months had elapsed between training and research assessment, support-
ing that earlier reports of improvements of officer knowledge, attitudes,
stigma, and self-efficacy persist beyond the immediate effects of training.
This suggestion that the intended impact on the training audience is sizable
and persisting is an important development, supporting the concept that
CIT may lead to important transformational change in officers’ ability to
effectively manage encounters with mentally ill people. Potential limitations

» » >
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to this and many officer-level studies include the validity of the officers’
self-reported perceptions and whether responses to posttraining interpre-
tations of vignette-based assessments consistently translate to behavioral
changes in the field.

CIT also appears to have benefits that can be replicated in large, urban
police departments. CIT training in the Chicago Police Department has been
successfully implemented, as evidenced by application of skills from train-
ing to actual cases, police collaboration with community service provid-
ers, diversion to mental health services, voluntary officer response to mental
health calls, and community requests for CIT-trained officers (Canada,
Angell, & Watson, 2010). Watson and colleagues (2010) also found that
CIT training in Chicago appeared to have a more substantial impact on the
decision-making of officers who had a personal familiarity with mental ill-
ness or who had positive perceptions of mental health services in their area.
However, in Chicago, CIT training has shown less clear benefit in reducing
injury during encounters (Kerr, Morabito, & Watson, 2010).

Further research by Bonfine, Ritter, and Munetz (2014) about how CIT
impacts individual officers in Ohio found that CIT training was perceived
to positively impact perceptions of officer, community, and individual safety
and additionally led to improvements in officer confidence, abilities, and pre-
paredness of response during calls to individuals in crisis. Further improve-
ments in perceptions of the effectiveness of their police department were
also noted by CIT officers, which also were associated with improved levels
of perceived confidence in non-CIT officers, suggesting a possible diffusion
effect of CIT concepts through police departments. Attitudes about safety
and departmental effectiveness also increased with more frequent personal
contact with individuals with mental illnesses. Perceived helpfulness of the
mental health system also improved the officers’ perception of police depart-
ment effectiveness.

CIT IMPACT ON THE MENTAL
HEALTH SYSTEM

CIT has provided an opportunity for mental health care providers to
strengthen alliances with the law enforcement community through serving
as a mechanism for fostering stakeholder interaction. While these two pro-
fessional cultures have presumably had past interactions, as well as curiosity
about each other through the common ground of assisting consumers in
crisis, misperceptions and unrealistic expectations may have more readily
persisted prior to such a partnership. In comparison to officer-level out-
comes, less has been written to date examining the impact of CIT training
on the attitudes and perceptions of mental health professionals, although
their beliefs and attitudes toward the role of law enforcement officers are
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important to consider. The accessibility, responsiveness, and perceived help-
fulness of mental health emergency services appeared to have an impact on
the perceptions of officers and could have an impact on the disposition of
police interventions (Borum et al., 1998). Accordingly, the attitudes toward,
beliefs about, and understanding of law enforcement culture by mental
health workers are likely to play a substantive role in shaping these relation-
ships and spanning previous boundaries.

Further study could investigate how the collaboration necessary to
develop and implement CIT programs may lead to improved communica-
tion, reduction of systemic friction, and more appropriate understanding
of the limitations of each side of the intervention continuum. Aside from
the opportunity to develop academic research, clinicians may find involve-
ment in the implementation and teaching of CIT programs to be an impor-
tant conduit for community involvement and helpful in reducing burnout;
perhaps it could even improve a sense of workplace safety though officer
presence at crisis facilities. The opportunity to collaborate with other profes-
sional agencies through involvement with CIT programs could also appeal
to students considering a career as mental health professionals. Exposure to
and involvement with CIT training programs may also be an important tool
for elevating the awareness of trainees (physicians, nurses, social workers,
counselors) to the network of community resources as well as challenges
facing consumers and providers outside of traditional treatment settings.

CITIMPACT ON CONSUMERS, FAMILIES,
AND ADVOCATES

From a consumer advocacy perspective, CIT programs provide an opportu-
nity to achieve positive outcomes for individuals with mental illness follow-
ing contact with law enforcement officers. Among these advocacy-oriented
goals, the ability to facilitate treatment for consumers in crisis, when indi-
cated, in lieu of incarceration or no intervention, is key. However, perhaps
even more important is the ability to be understood by an empathic respond-
ing officer, who may have a better understanding and appreciation of com-
mon problems facing consumers derived from ongoing work as a CIT officer.
While much of the current CIT research focuses on officer-level outcomes,
data supporting the outcomes of CIT as it impacts consumers are emerging.

The appropriateness of CIT referrals to psychiatric emergency services
has been examined by two studies that reviewed patient-focused outcomes.
Broussard et al. (2010) examined whether CIT training leads to exces-
sive or inappropriate referrals by examining the characteristics of patients
brought to treatment settings by CIT-trained officers in comparison with
those brought by non-CIT-trained officers or family members. Their find-
ings suggested that patient characteristics of CIT-trained officer referrals
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are similar to the characteristics of patients referred by nontrained officers.
This suggests that CIT training does not lead to a narrower (referring only
severely ill individuals) or broader (referring individuals not needing emer-
gency services) view of patients needing emergency services based on sever-
ity of illness.

An earlier study by Strauss et al. (2005) in Louisville, Kentucky, revealed
similar findings and concluded that CIT officers were able to adequately
identify patients requiring emergency care, although a higher proportion of
patients with schizophrenia were referred by CIT-trained officers. Strauss
and colleagues suggest that CIT programs may reduce psychiatric morbid-
ity by referring severely ill individuals to the appropriate level of treatment
earlier than might occur otherwise.

Consumers in crisis appear to have been positively impacted by the devel-
opment of the CIT model through increased linkage to treatment. In data
collected from the Akron, Ohio, Police Department, CIT-trained officers
appear to transport individuals experiencing mental health crises to treat-
ment at a higher rate than do non-CIT-trained officers (Teller, Munetz,
Gil, & Ritter, 2006). Additionally, a greater proportion of individuals were
transported to treatment voluntarily for both CIT-trained and nontrained
officers, possibly due to a diffusion of training techniques or the referral of
more challenging situations to CIT officers. Since the inception of the Akron
program, the number and proportion of calls to police dispatch involving
the possibly mentally ill have increased. Teller and colleagues theorized that
this could be related both to increased dispatcher assessment and awareness
of mental health emergencies, and possibly to increased consumer comfort
in calling police to identify mental health crises due to awareness of the pro-
gram. This study did not find a reduction in the arrest rate between trained
and nontrained officers, perhaps attributable to a referral bias of more dif-
ficult cases or CIT officer awareness of the Akron Mental Health Court
post-arrest diversion program (Teller et al., 2006).

Similarly, data from the Chicago Police Department suggest that the
department’s CIT officers have a higher likelihood of directing persons with
mental illness to the mental health system (Watson et al., 2010). In examin-
ing the effects of CIT training, this study revealed that direction of individu-
als to the mental health system and reduction in “contact only” encounters
were most robust among officers who had a positive view of mental health
resource availability and among officers with prior familiarity with men-
tal illness. As in Akron, the Chicago study did not demonstrate a reduc-
tion in arrests, although the Memphis program has reported low rates of
arrests (Teller et al., 2006; Watson et al., 2010; Dupont & Cochran, 2000;
Steadman, Deane, Borum, & Morrisey, 2000). Among the limitations noted
in studying the effects of CIT were a lack of pretraining controls, nonran-
domization of officers to CIT, lack of independent verification of mental
illness in subjects encountered by trained and nontrained officers, and a
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possible lack of recognition or documentation of mental illness in subjects
encountered by non-CIT-trained officers (Watson et al., 2010).

Compton and colleagues (2014) have continued to demonstrate
consumer-level benefits, reiterating the potential impact for CIT to shift dis-
positional decisions in situations when arrest is not mandatory. Among a
group of CIT and non-CIT officers in Georgia, CIT-trained officers had a
decreased likelihood of arresting an individual they believed to be suffer-
ing from a behavioral disorder, including a serious mental illness, a drug
or alcohol problem, or a developmental disability. In this study, there was
no overall difference in use of force attributed to CIT training, although
CIT officers were less likely to use force as behavior became more resistant.
A higher percentage of CIT officers used verbal engagement or negotiation
as their highest level of force, in comparison to non-CIT officers, suggesting
the enhanced use of verbal de-escalation skills that may be strengthened by
CIT training. Similar to other studies, transport to a treatment facility was
significantly more likely than by nontrained officers, including when CIT
officers reverted to using force.

Among the benefits of CIT in rural areas noted by Skubby and colleagues
(2013), support from families who recognize the benefit of more organized
and effective de-escalation responses has been demonstrated by being more
willing to proactively call law enforcement to prevent escalation of a fam-
ily member in crisis. Quieter and more private de-escalation with proactive
hospital transport was viewed by focus group members to be much more
beneficial for families and consumers than the broad community awareness
in rural areas when large numbers of officers are called out for escalat-
ing crises. The advocacy reach of NAMI in rural areas where there was
diminished availability of well-resourced or academic stakeholders was also
viewed as critical in helping to facilitate program organization and training.

FUTURE OPPORTUNITIES AND
CHALLENGES FACING CIT

Succession Planning

As CIT programs are organized, established, and evolve within individual
communities, many factors are critical in maintaining and sustaining the
success of local programs. CIT programs continually rely on the energy of
dedicated officers, professional volunteers, advocates, consumers, and coor-
dinators who continue to value the benefits of collaborative work. The first
generation of program organizers and coordinators, who developed rela-
tionships in the context of building programs, have witnessed the trans-
formational impact that such a program can have on a community. CIT
officers are promoted, transfer out of patrol assignments, and retire, just
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as mental health professionals follow career path changes. More than a job
title or assigned responsibility by virtue of position or rank, thoughtful lead-
ership and coordinator succession planning are key in ensuring that the lines
of communication, collaborative spirit, and shared sense of purpose that
united and propelled the founding stakeholders are carried forward as pro-
gram leadership changes hands. Mental health CIT program coordinators
require dedication, the ability to understand their own systems’ strengths
and weaknesses, and constant pursuit of the resources to perpetuate CIT
programs. Law enforcement CIT program coordinators require similar
enthusiasm and commitment and ideally have volunteered after previous
CIT officer core training and experience as a CIT officer. While the law
enforcement chain of command can be set up to support CIT, the coordi-
nator has to be involved and willing to take on the various issues that law
enforcement faces in working with mental health service providers, as well
as with advocates and consumers.

Structured Support Interventions for
Individuals in Frequent Crisis

Some individuals in the community are frequent utilizers of crisis services
or calls for CIT officers and would benefit from additional proactive or
follow-up interventions beyond repeated calls to emergency dispatchers. The
Houston, Texas, Police Department created a Mental Health Division that
coordinates the activities of the CIT with other behind-the-scenes supportele-
ments (http:/www.houstoncit.org). One program is the Crisis Intervention
Response Team (CIRT), which pairs a CIT officer and a licensed profes-
sional clinician from the county service board. They are removed from tak-
ing calls for service and instead respond to help out on the most serious calls
along with conducting proactive and follow-up CIT investigations. Other
CIT support functions include teams of mental health professionals and
sworn officers who perform homeless outreach, sworn officers who inspect
boarding houses, and case manager/sworn officer teams that are dedicated
to the care needs of chronic consumers.

Fostering Growth Into Current Unserved
Areas of Need

CIT officers find the demand for their specialized skills to be growing
as the complex behavioral needs of the population are increasingly rec-
ognized, a role consistent with law enforcement expectations of the US
Department of Justice and the Americans With Disabilities Act. Because
CITs often have personnel who are known to be receptive to working with
populations with diverse behavioral needs, officers now find themselves
expanding their role with individuals with intellectual and developmental
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disabilities, military veterans, persons with traumatic brain injuries, and
persons with primary substance addiction issues such as opiate addic-
tions to avoid overdoses and other forms of premature death. In addition,
stakeholder groups representing those with autism spectrum disorders
and dementia syndromes are reaching out to law enforcement to ensure
that officer training reflects the specialized needs unique to these indi-
viduals. Understanding the experiences of local CIT officers may also be
especially helpful in attempting to analyze the root causes of commu-
nity behavioral needs and could help stakeholders prioritize community
behavioral services and resources.

Advanced Training

Ongoing training for experienced CIT officers is needed as medical practice
and legal standards evolve, communities change, and policies and proce-
dures are modified. However, the content, means, and facilitators of such
training have not been consistently defined or applied. Identifying individual
CIT officer needs, in the context of their experiences in their local commu-
nity, may help inform advanced training curriculum development curricula
as officers self-identify their weaknesses in certain areas.

Potential CIT Educational and Training
Innovations in the Digital Era

Since the Memphis CIT core curricular concepts were conceptualized more
than 25 years ago, online and blended learning models have gained promi-
nence in the world of business and secondary education. Although the
Memphis model emphasizes the experiential and empathy-building value of
a live 40-hour training course, the optimal techniques for facilitating teach-
ing for a new generation of officers have not been studied. Younger offi-
cers may arrive to CIT training with very different educational and learning
experiences than preceding generations, favoring active learning methods
over a traditional didactic classroom format (Freeman et al., 2014).
Participating in online learning before attending a CIT course could
address didactic lecture content and would shorten the time necessary for
the remainder of the core training course. Self-paced learning in an online
format could replace some of the core training courses for CIT or could
be a preferred model for advanced training for experienced CIT officers.
Experiential training and application would still be conducted face to face
following an initial module review. Such a blended model could reduce the
burden of law enforcement agencies needing to release their personnel for an
entire week and reduce time demands for instructors, who could be avail-
able as subject matter experts to address pre-reviewed material. Online test-
ing and program data collection could also be facilitated, and larger training
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consortiums could share the expense of developing and maintaining online
learning and software platforms. Reduced costs of classroom training could
help extend elements of online training to agencies that may not otherwise
be able to support CIT training.

Social media also have the potential to facilitate content learning and
retention, data collection, and continuing CIT education for a younger gen-
eration of officers who are adept at using these methods. Social media could
be used for CIT information exchange provided that users would feel free
to engage in synchronous or asynchronous conversations within a preestab-
lished framework, being mindful that not all speech of a public servant is
appreciated or protected.

Use of personal devices could also help to create maximum performance
for CIT. Because of their accessibility during routine patrol functions, such
devices can facilitate communication with CIT instructors and classmates,
as well as augment retention of content. Mobile or tablet applications, dedi-
cated web-based wikis, or a CIT officer virtual community of practice site
with question-and-answer message forums could all improve dissemination
of CIT knowledge and skills. Virtual classroom training focused on spe-
cific informational needs could be especially useful for advanced skill train-
ing and to facilitate interaction between students and CIT subject matter
experts.

An electronic performance support system (EPSS) could also facili-
tate active learning, curriculum outcomes research, and program feed-
back through capturing the behavior changes and degree of knowledge
application from what has been learned by officers once they are back
on the streets. Additional testing could be conducted at time intervals to
gauge the level of retention by those who have completed a core course
or advanced CIT training courses; this could also more easily facilitate
surveys of trained versus nontrained officers. EPSS platforms could be
created to be accessible from mobile devices to help officers remember
de-escalation frameworks, to provide information on medications and
their uses, and to provide a listing of available services. Some of this mate-
rial could be quickly reviewed by responding officers on the scene when
the situation is stabilized and assessment and outcome decisions must be
made. Risk assessment instruments could also be part of this EPSS and
could serve as digitized versions of pocket flip books carried by various
professionals.

Adjusting to a Changing Healthcare
Environment

Mental health work in modern communities requires an understanding of
the goals and needs of multiple stakeholders and subcultures, and of the
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dynamic availability and delivery of mental health services. Law enforce-
ment officer adjustment to the accountability, flexibility, and communi-
cation skills taught in CIT training has been positive and supported by
research, although less is known about the impact of the rapid proliferation
of CIT programs on fixed mental health services or their ability to manage
the potential influx of referrals. The availably of a central drop-off location
with minimal officer turnaround time has been thought to have been a key
component of the initial success in Memphis. Locales with less centralized
or continuously available mental health services, or with a more complex or
decentralized system of triaging individuals with complex medical or addic-
tion presentations, or officer drop-off of individuals who lack treatment ben-
efits may complicate the efficiency or fidelity of the model. Similarly, wider
access to mental health insurance benefits through the Affordable Care Act
of 2013 could increase the demand for mental health crisis services. Larger
numbers of individuals seeking crisis services could impact CIT officer expe-
riences in ways that are not yet known, but have the potential to strain
crisis center capacity or impact CIT officer availability or turnaround time.
Optimistically, CIT programs have already facilitated important partner-
ships and professional networks across local systems that will afford the
opportunity to more efficiently assess and process the system-level impact of
these important healthcare delivery changes.

SUMMARY

Modern law enforcement response to persons in mental health crisis has
evolved through the influence of the CIT model. Aligning the needs and
goals of law enforcement agencies, mental health treatment providers, and
individual consumers to produce organized, safe, and effective policies and
practices for crisis responses has been both popular and successful in the
United States and is now growing abroad. Over the past 25 years, CIT
programs have been instrumental in facilitating stakeholder communica-
tion and opportunities for learning and development, and they serve as a
forum for continuous improvement. The resources and methods needed to
sustain and optimize CIT programs in an era of economic efficiency and
evidence-based practice will be further informed and optimized by ongo-
ing research dedicated to understanding the impact of the key program
elements. Opportunities to use educational technologies and social media
may also support the first responders who bridge the gap between the street
and the front door of the mental health care system. The multidisciplinary
boundary-spanning professional partnerships that have been established to
support CIT programs are well positioned to continue to strengthen com-
munities and need to be carefully maintained.
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Child and Adolescent Psychiatric
Emergencies: Mobile Crisis Response

JONATHAN B. SINGER

This chapter describes the application of Roberts’s (2005) seven-stage crisis
intervention model (R-SSCIM) and Myer’s (2001) triage assessment model
to youth experiencing a psychiatric crisis, defined as a suicidal, homicidal,
or actively psychotic episode. Although most children have their first contact
with mental health services during a crisis (Burns, Hoagwood, & Mrazek,
1999), there is relatively little research on crisis intervention, and almost
nothing written on mobile crisis response for children and adolescents
(Singer, 2006). This chapter is an effort to bridge that gap by presenting three
case studies of youth experiencing suicidal, homicidal, or psychosis-driven
crises. This chapter provides a realistic description of crisis intervention over
the phone, in schools, at home, in the hospital, and in a youth homeless shel-
ter. The chapter includes a review diagnostic criteria from the Diagnostic
and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric
Association, 2013) for three disorders that are commonly found in youth
experiencing psychiatric crises: depression, bipolar, and schizophrenia spec-
trum disorders. Throughout the chapter, dialogue is used to illustrate crisis
assessment and behavioral and solution-focused intervention techniques.

CASE STUDIES

Nikki: Suicidal Youth with Bipolar Disorder

On Tuesday morning, Mr. Anderson, a school counselor at a local elemen-
tary school, called the Child and Adolescent Psychiatric Emergency (CAPE)
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team to request a suicide assessment. Nikki, an 8-year-old female, had drawn
a picture of herself with knives cutting large pieces out of her body; blood
was spurting everywhere, and a man was standing to the side, laughing.
The counselor reported that Nikki was well known in the principal’s office
because of her frequent outbursts and fights with other children. According
to Mr. Anderson, there were two previous incidents that caused concern for
Nikki’s well-being.

The first crisis occurred 3 months earlier. Mr. Anderson reports that dur-
ing recess, Nikki was screaming at her classmates and stomping on the ground
and refused to comply with the teacher’s requests. Nikki reportedly picked up
a rock and threw it at one of her classmates, grazing the student’s shoulder.
The school responded as follows: Nikki was restrained by school adminis-
trators and removed from the playground. Her classmates were taken back
to the classroom, and the wounded student received first aid. The parents
of both Nikki and the wounded classmate were called. School administra-
tors had separate conversations with both parents. The school counselor was
brought into the classroom to debrief the students. The zero-tolerance policy
at Nikki’s school required her to be temporarily expelled to the alternative
elementary school. Although by law the school is not allowed to recommend
mental health services to the parents, the school counselor mentioned that
many children with anger problems benefit from counseling and provided the
phone number for some local service providers. After a disruptive first week
at the alternative school, Nikki’s behavior improved somewhat due to indi-
vidualized attention, structured classes, a no-talking policy, and weekly visits
with the on-campus psychologist. Upon Nikki’s return to her home school,
the counselor again visited the classroom and provided a presentation to the
students on what it means to be a friend. Nikki’s behavior was somewhat dif-
ficult that first day, but the remainder of the week was without incident.

The second crisis occurred 2 weeks prior to the current crisis. Nikki
reportedly refused to come in after recess. Her behavior escalated rapidly,
going from arguing, to yelling, to stomping her feet on the ground, to biting
her arm. At the first sign of self-injurious behavior, Nikki’s teacher called
for backup and restrained Nikki. During the restraint, Nikki smashed the
back of her head into her teacher’s face, bruising the teacher’s jaw and enrag-
ing Nikki even more. Nikki was in restraints for approximately 10 minutes
before her mother arrived. According to Mr. Anderson, Nikki’s mother was
“furious” with Nikki and screamed at her to “quit actin’ a fool.” Nikki’s
behavior de-escalated rapidly. She was suspended for 2 days and taken
home. The school followed a similar protocol for dealing with Nikki’s class-
mates: The school counselor provided an in-service presentation, the teacher
discussed the importance of listening to teachers, and Nikki’s mother was
again reminded that some children receive therapy services for this type of
behavior.

Today’s crisis appeared to be different from the previous two in that Nikki
was not acting inappropriately. After confirming that Nikki’s parent had
been contacted and was on the way, a crisis worker drove out to the school to
do a crisis and suicide assessment.
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Later in the chapter I will describe an application of Roberts’s seven-stage
model of crisis intervention, including issues of building rapport, compli-
ance with medication, relapse, and developmental issues.

Rolando: Actively Psychotic and Homicidal Youth

At 8:55 p.m. the phone rang in the offices of the CAPE team. “Don’t answer
it,” I said to my coworker, Kim. “The on-call shift starts in 5 minutes. If you
pick up, we might be here for hours. Let the on-call person take it.” Kim
reminded me that she was the on-call worker for the night. I agreed to stick
around and help out if needed. Kim had done the same for me many times;
that was part of the deal when working as a team. The call was from Lupe,
a mother who was well known to the CAPE team staff. Her 16-year-old son,
Rolando, had been diagnosed with schizophrenia after his first hospitaliza-
tion 2 years earlier. Tonight would begin the family’s third involvement with
mobile crisis services.

The two previous hospitalizations were very similar to each other. Prior
to each hospitalization, Rolando stopped taking his medication, decompen-
sated, threatened to kill his brother, and was brought to the hospital by the
mental health deputies from the sheriff’s department. Because of funding
restrictions, Rolando stayed 6 days for his first hospitalization and 4 days for
the second. Both times he was admitted to the adolescent unit, placed in an
observation room for 24 hours, and screened for suicide every 15 minutes.
After 24 hours without indicating harm to himself or others, he was placed
in a private room with 15-minute checks. He participated in group therapy
on the fourth, fifth, and sixth days.

According to hospital records, Rolando described an increase in auditory
and tactile hallucinations starting at age 13. He reported that they started to
bother him when he was 14, but he knew they were not real, and therefore
he did not mention them to anyone. His tactile hallucinations were relatively
infrequent, but when present, they consisted of feeling small insects trapped
under his skin. The voices (outside of his head, unrecognizable, and neither
male nor female) told him to kill his brother. Occasionally he would hear
people laughing at him. He reported difficulty concentrating in class, getting
into fights with classmates, and being easily overwhelmed. After the sixth
day at the hospital, despite continued reports of hearing voices, he was dis-
charged to the CAPE team and the care of the agency’s psychiatrist.

Tonight Lupe reported that Rolando and his 13-year-old brother were
arguing and pushing each other. Lupe was afraid that the violence might
escalate. For the past 2 days, Rolando has been tormented by command hal-
lucinations telling him to kill his brother. Rolando and Hector got into a fist-
fight on the previous night. Today Rolando stayed home from school. Lupe
threatened to call the police if Rolando did not return to school tomorrow.
Rolando trashed his room and told Lupe that he hoped she died. Soon after
that, Hector threw a pillow at Rolando and told him to shut up. According
to the client record, two to three times a year Rolando becomes actively
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psychotic and attempts to kill his brother. It sounded like tonight was turn-
ing into another one of those nights, but potentially worse. According to
Lupe, Rolando was accusing everyone in the house of trying to kill him.
Lupe reported that she did not remember Rolando ever being convinced of
his paranoia before.

Rolando’s case provides an opportunity to illustrate Roberts’s seven-stage
model of crisis intervention (2006) and Myer’s triage assessment model
(2001). The case study will illustrate and discuss treatment in a hospital set-
ting and in the home. The case will also address challenges and rewards of
working with highly conflictual families. Solution-focused techniques will
be integrated with family-centered treatment. Finally, cultural issues will be
presented and integrated into the case study.

Brandon: Runaway Youth With Depression

On Sunday afternoon, the 24-hour crisis hotline received a call from staff at
the local youth shelter. A 15-year-old male named Brandon had checked in
to the shelter that morning after a 4-day, 30-hour bus ride from California.
He told the staff that if they called the police, he would run away and did
not care if he lived or died. The shelter supervisor stated that homeless youth
were allowed to stay 24 hours before the police were called, unless parental
consent could be obtained. Based on Brandon’s statements, the supervisor
requested a suicide assessment.

Although this was the first time Brandon had run away from home,
he and his mother were homeless until he was 11 years old. During those
years, his mother would find temporary housing with men whom she would
befriend. Some of these men physically and/or sexually abused Brandon.
Brandon attended 40 schools before dropping out in the eighth grade. He
was often popular in school but never sustained friendships as a result of
frequent moves.

The CAPE team and the youth shelter had a symbiotic relationship. The
CAPE team would provide crisis assessments for youth at the shelter who
were suicidal or psychotic. In return, the shelter provided respite for youth
who presented at the CAPE team in crisis primarily due to conflict in the
home. If the child was between the ages of 14 and 17, a low risk for suicide
outside of the home but high risk for suicide in the home, the shelter would
agree to provide temporary respite (up to a week) with signed parental con-
sent. The shelter accessed CAPE services approximately twice a month, and
CAPE used the shelter three to four times a year. The collaboration between
the two agencies created a safety net for adolescents who were not appropri-
ate for hospitalization but whose families lacked the coping skills to prevent
an escalation of violence. The respite enabled the CAPE team to provide
crisis intervention to the family and adolescent in the shelter.
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The case example of Brandon illustrates the complexity of working with
a runaway adolescent. According to 1800runaway.org (National Runaway
Safeline, 2014), on any given night there are 1.3 million runaway or home-
less youth in the United States. Like Brandon, nearly 1 in 6 homeless youth
report a history of sexual assault prior to leaving home, and 75% of home-
less youth have dropped out or will drop out of school (National Runaway
Safeline, 2014). The case application will highlight challenges to building
rapport with youth who are in crisis in part because they have poor relation-
ships with adults. This case study will also highlight the role of technology
and social media in crisis work.

Although the details of Brandon’s crisis differ from Rolando’s and
Nikki’s, all three of these cases illustrate how R-SSCIM (Roberts & Ottens,
2005) can help the crisis worker provide effective and timely crisis interven-
tion. For the youth in the case studies, failure to provide timely crisis inter-
vention could result in death. Spoiler alert: Because this is a textbook, no one
dies. But not all youth in crisis are fortunate enough to be case examples in
a crisis intervention handbook. Before they were cases in a textbook, Nikki,
Rolando, and Brandon were youth on the author’s caseload. The interven-
tions and techniques are drawn from the author’s experiences. Rationales
for what to do and why, as well as illustrative dialogue, are provided.

Roberts (2005) defines crisis as “a period of psychological disequilib-
rium, experienced as a result of a hazardous event or situation that consti-
tutes a significant problem that cannot be remedied by using familiar coping
strategies” (p. 11). The role of a mobile crisis unit is to provide crisis assess-
ment and intervention to people out in the community. The goal of a crisis
assessment is to identify the event or situation that precipitated or triggered
the crisis. The goal of crisis intervention is to restore clients (either individ-
ual or family) to their precrisis state of functioning. Some have argued that
effective crisis resolution can have as its goal to leave the client in a better
place than prior to the onset of the crisis (see Chapter 3 in this volume). But
what if precrisis functioning was barely functioning at all? What if, prior to
the precipitating event, the client experienced hallucinations, delusions of
grandeur, chronic low-risk suicidal ideation, or homicidal ideation? In these
situations, crisis intervention needs to first resolve the immediate crisis and
then plan for ongoing treatment of the underlying psychopathology (Singer,
2006). The presence of a serious mental illness can make crisis intervention
more complicated. An effective crisis worker should be familiar with the
symptoms and typical presentation of psychiatric disorders that can increase
vulnerability to crisis, such as depressive, bipolar, and schizophrenia spec-
trum disorders (American Psychiatric Association, 2013). These diagnoses
are briefly reviewed so that the crisis worker can have a superficial under-
standing of the symptoms and be aware of what factors must be considered
when making referrals for postcrisis treatment.



304 Children, Adolescents, and Young Adults

In this chapter, T look at mobile crisis intervention with the 20% of youth
who have a serious mental illness, defined as any emotional, behavioral, or
mental disorder that severely disrupts the youth’s daily functioning at home,
at school, or in the community (Merikangas et al., 2010). The chapter moves
from an overview of the structure of mobile crisis intervention and agency
considerations, to a review of youth psychopathology and the state of the lit-
erature on outpatient crisis intervention services for youth. Following a brief
explanation of R-SSCIM and Myer’s (2001) triage assessment model, three
case studies are used to illustrate the application of the models.

AGENCY CONSIDERATIONS

Although various model programs exist (e.g., Eaton & Ertl, 2000), the orga-
nization and structure of mobile crisis services will change depending on
state and local requirements. In Austin, Texas, mobile crisis services were
provided through the local community mental health agency, where the
author was employed between 1996 and 2002. From 1996 to 1999, the
author provided mobile crisis response services to approximately 250 chil-
dren and families per year and averaged five crisis assessments per week.
Children were eligible for services if they were under the age of 18 and either
had no insurance or received Medicaid or coverage under the Children’s
Health Insurance Plan (CHIP) and were in crisis. A child was said to be in
crisis if he or she was suicidal, homicidal, or actively psychotic. Children
covered under private insurance were triaged over the phone and then
referred to their insurance provider or told to call 911 if risk was emergent.

Mobile crisis intervention is one of a number of services that make up
the social service safety net. Services range in intensity from least restric-
tive (outpatient specialty mental health services such as those discussed in
this chapter) to most restrictive (inpatient hospitals and residential treatment
centers; (Schoenwald, Ward, Henggeler, & Rowland, 2000; Wilmshurst,
2002). Table 11.1 provides an example of the continuum of care that was
available to children and families in Austin, Texas, when the youth described
in this chapter were receiving services. If the purpose of crisis intervention is
to restore functioning, then there must be services beyond crisis intervention
to maintain that functioning. For children and families in crisis, a single
session or episode of crisis intervention will not result in long-term change.
Longer-term services are needed to address the dynamics that produced the
crisis. Unfortunately, in 2010, fewer than half (45%) of youth who met cri-
teria for a DSM-IV disorder in the past year used mental health services
(Green et al., 2013), and surprisingly, youth with more severe symptoms
were not more likely to use services (Merikangas et al., 2010). According to
the Substance Abuse and Mental Health Services Administration (2010), in
2009, 2.9 million (12%) youth aged 12 to 17 received specialty mental health



Table 11.1  Continuum of Care at Children’s Mental Health Services in Austin, Texas

Program

Population

Services

Duration

CAPE Team
(Child and Adolescent
Psychiatric Emergency)

FPP
(Family Preservation
Program)

DPRS Program
(Department of Protective and
Regulatory Services)

DayGlo
Zilker Park Program

Intake

Service Coordination

Medication Services

Children who were suicidal, homi-
cidal, or actively psychotic

Children who were engaged in
activities that put them at risk
for removal from their home or
school

Children with open cases with the
DPRS due to confirmed cases of
parental neglect or abuse

Children with DSM-IV diagnoses

Children with DSM-IV diagnoses

Children under 18, except for those
presenting in crisis

Children and families participating
in the DPRS, DayGlo, or Zilker
Park program. CAPE and FPP
provide service coordination

All children with biologically based
diagnoses

Crisis intervention, IT*, FT**, ser-
vice coordination; office- and
community-based

Crisis intervention, IT, FT, service coor-
dination; community-based

Provided traditional office-based ther-
apy and skills training to children; pro-
tective parenting classes to parents;
made recommendations for or against
reunification

IT, FT, GT***. Office-based

Outdoor, experiential therapy program
for children aged 7-11

Intake assessment, diagnosis, referral to
appropriate program

Coordinate medication checks, psy-
chiatric evaluations, connect with
community resources, including rent
assistance, utilities, food

Viedication checks, psychiatric
evaluations

As many hours per day as
needed, up to 30 days

6—-8 hours per week, up to
120 days

1-2 two hours per week, up to
2 years

1 hour per week, up to 3 years

4 hours per week, 6 months to
3 years

Up to 2 hours

1-2 hours per month for the
duration of services

As long as needed

Most Intensive

Least Intensive

*IT: Individual treatment.
**FT: Family treatment.
***GT: Group treatment.
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treatment or counseling for emotional or behavioral problems. The most
likely reason for receiving services in the past year was feeling depressed
(46.0%), followed by having problems with home or family (27.8%), break-
ing rules and “acting out” (26.1%), and thinking about or attempting sui-
cide (20.7%). Additionally, 2.9 million (12%) youth received mental health
services in an education setting, as did 603,000 youth (2.5%) in a general
medical setting and 109,000 youth (0.4%) in a juvenile justice setting.

Within the author’s agency, the two programs that worked most closely
together were the CAPE team and the Family Preservation Program (FPP).
After the CAPE team provided intensive crisis stabilization services, FPP
would provide slightly less intensive community-based family-centered ser-
vices. FPP workers would provide services wherever the client and family
would most benefit: homes, schools, juvenile detention facilities, or hos-
pitals. Evans et al. (2003) report success using an intensive in-home cri-
sis service similar to the FPP. They report that more than 75% of children
enrolled in their programs were maintained in the community. This is sig-
nificant because, by definition, children entering FPP programs are at risk
for removal from the home. Because the purpose of the mobile crisis unit
was to provide crisis intervention with the intention of keeping children out
of the hospital and in their homes, the availability of a local FPP provided a
logical referral along the continuum of care.

The continuum of care extended to programs outside of the agency.
Mobile crisis workers for children and adolescents had regular contact with
a number of agencies. Some agencies were service recipients, others were
services providers, and some were both recipients and providers. Recipient
agencies included the local homeless shelter for youth, the school system,
and the juvenile detention facility. Provider agencies were law enforcement
and emergency medical assistance. Developing a working relationship with
law enforcement is mandatory whenever involuntary hospitalizations are
part of the job. Both the Austin Police Department and the Travis County
Sheriff’s Department had mental health units staffed by officers who were
specifically trained in mental health issues. Hospitals both received and pro-
vided services: They provided most-restrictive environments for clients who
were unable to be safe in the community, and they received services through
a special agreement. In the latter, agency workers would provide co-therapy
with the hospital staff, attend discharge staffings, and coordinate services
between the hospital and the client’s family.

PSYCHIATRIC DISORDERS

One of the cornerstones of crisis theory is that crisis is universal; anyone
can be in a situation that overwhelms his or her usual coping strategy
(Lindemann, 1944). Although the experience of crisis might be universal,
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the diathesis-stress model suggests that people who start out with fewer cop-
ing strategies (because of emotional or behavioral problems, for example)
are more likely to have a poorer response to stressful situations and are
therefore more vulnerable to going into crisis (Coyne & Downey, 1991).
Crisis workers need to evaluate the precrisis mental health of the youth
so that appropriate modifications to the crisis intervention can be made.
Familiarity with the most common psychiatric disorders will better prepare
crisis workers to meet the needs of children and adolescents with a preexist-
ing psychiatric disorder. We briefly review depressive, bipolar, and schizo-
phrenia spectrum disorders, three disorders that play a part in the lives of
the children in the case studies. The reader should note that although our
review is based on DSM-5 criteria, the youth in this chapter were diagnosed
under the previous edition of the DSM (APA, 2000). For a more thorough
discussion of these disorders, the reader is encouraged to consult the cur-
rent version of the Diagnostic and Statistical Manual of Mental Disorders
(American Psychiatric Association, 2013) or a current abnormal psychology
textbook (e.g. Barlow & Durand, 2014).

Depressive Disorders

Mood disorders are present in 80% of adolescents who attempt suicide and
in 60% of adolescents who die by suicide (Brent, Poling, & Goldstein, 2011).
Approximately 11% of adolescents will experience persistent depressive dis-
order (dysthymia; [DSM-5 code: 300.4]) or a major depressive episode before
adulthood, with girls reporting depressive symptoms nearly three times as
often as boys (12.4% vs. 4.3%; Merikangas et al., 2010). Rates of major
depressive disorder [DSM-5 code: 296.xx]| increase significantly between
the ages of 13 and 16, from 4% to 11.6%, respectively (Substance Abuse
and Mental Health Services Administration, 2010). Youth with significant
depressive symptomology are more likely to engage in self-harming behav-
iors such as cutting and burning (also called nonsuicidal self-injury), have
difficulty developing and maintaining prosocial interpersonal relationships,
are more likely to perform poorly in academic and work settings, and are
more likely to abuse illicit substances. Approximately 40% of youth meet
criteria for more than one class of disorder (i.e., anxiety, behavior, mood, or
substance use disorder; Merikangas et al., 2010). Comorbid depression and
substance use increase risk for high-lethality suicide attempts among youth
both with (Jenkins, Singer, Conner, Calhoun, & Diamond, 2014) and with-
out (O’Brien & Berzin, 2012) a history of nonsuicidal self-injury.

Bipolar Disorder

Prior to DSM-S$, bipolar disorder was considered a type of depressive dis-
order. However, bipolar disorder is a stand-alone category in DSM-§
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(American Psychiatric Association, 2013), in part due to research that found
that the presence of manic symptoms among people with depression is not
always synonymous with bipolar disorder. This is particularly true among
children, for whom rapid mood swings and extremely high levels of energy
can be attributed to causes other than mania. Bipolar disorder is character-
ized by episodes of both mania and depression. Bipolar I disorder [(DSM-5
code: 296.xx) requires a major depressive episode and a manic episode
with elation/euphoric or irritable mood and persistently increased activ-
ity or energy levels. Bipolar II disorder (DSM-5 code: 296.89) requires a
major depressive episode and a less severe form of mania called hypomania.
Although bipolar IT was originally thought of as a less severe form of bipolar
disorder, people now recognize that the presence of longer-term mild mania
with depression causes a similar degree of functional impairment as bipolar
I. Furthermore, a recent study suggested that the new DSM-5 criteria will
result in rates of diagnosis for bipolar II that are similar to those for bipolar
I (Phillips & Kupfer, 2013).

Approximately 3% of youth meet criteria for lifetime prevalence of
bipolar I or II disorder (Merikangas et al., 2010). Rates more than double
between age 13 (1.9%) and 17 (4.3%). Females are slightly more likely
to meet criteria (3.3%) than males (2.6%). Risk for developing bipolar
disorder is primarily genetic. Youth with a parent or sibling who has bipo-
lar disorder are up to six times as likely to develop the disorder as are
youth with no family history of bipolar disorder (Nurnberger & Foroud,
2000). Half of all cases of bipolar disorder start before age 25 (Kessler
et al., 2005).

Schizophrenia Spectrum Disorder

Approximately 1% of people worldwide meet criteria for schizophre-
nia (DSM-§ code: 295.90), but rates for schizophrenia in youth have not
been established (McClellan, Stock, & American Academy of Child and
Adolescent Psychiatry [AACAP] Committee on Quality Issues [CQI]), 2013).
The first psychotic episode for most males is in their early- to mid-20s, and for
females in their late 20s (APA, 2013). According to the American Academy
of Child and Adolescent Psychiatry (McClellan et al., 2013) practice param-
eters, providers should use DSM-5 adult criteria to diagnose and guide treat-
ment for youth who meet criteria for schizophrenia. Structured diagnostic
interviews are recommended. When interviewing children younger than
12, providers should assess for psychotic symptoms within a developmen-
tal context. Specifically, providers should clarify that “bizarre thinking” or
accounts of seeing or hearing things that others do not see or hear are dif-
ferent from developmentally appropriate fantasy or difficulty distinguish-
ing inner voices from distressing hallucinations. Individuals experiencing
true psychosis typically report symptoms as confusing, distressing, and
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beyond their control. Criterion A symptoms are the same in DSM-IV-TR
as in DSM-IV (delusions, hallucinations, disorganized speech, grossly dis-
organized or catatonic behavior, and negative symptoms). In DSM-5, how-
ever, at least two of the five symptoms must be present for at least 1 month
(rather than just one in DSM-IV-TR), and one of the two must be delusions,
hallucinations, or disorganized speech (APA, 2013). Youth-specific criteria
include a rule out of autism spectrum disorder and the acknowledgment
that youth might never have achieved an age-appropriate level of function-
ing prior to onset of symptoms. Treatment of schizophrenia requires a mul-
timodal approach, including case management, crisis intervention, skills
training, antipsychotic medication, educational support, social support,
and family therapy (McClellan, Stock, & American Academy of Child and
Adolescent Psychiatry Committee on Quality Issues, 2013; Roth & Fonagy,
2005; Schimmelmann, Schmidt, Carbon, & Correll, 2013). In this chapter,
the acute psychotic episode is synonymous with a crisis state (although the
reverse is not true). The necessity for medication as a primary means of crisis
stabilization differentiates an acute psychotic episode from the traditional
definition of a crisis state.

The authors of DSM-5 rightly point out that people with schizophre-
nia are more frequently victimized than individuals in the general popula-
tion. That said, crisis workers often come into contact with people with
schizophrenia when there is risk of violence (toward self or others). The case
study of Rolando presented in this chapter is an example of risk for vio-
lence. People with schizophrenia disorders are at high risk for suicide, with
the suicide rate among people with schizophrenia being approximately 44.5
times the national suicide rate (579 vs. 13 per 100,000; Hor & Taylor, 2010;
Drapeau & Mclntosh, 2014). To place this number in context, the leading
cause of death in the United States is heart disease, with a rate of 191 per
100,000 (Drapeau & Mclntosh, 2014). Bennett and colleagues (2011) found
that people with schizophrenia “are significantly more likely than those in
the general community to commit homicide offences” (p. 226). A recent
meta-analysis found that 38.5% of all homicides committed by people with
psychosis were committed by people in their first episode, prior to treatment
(Nielssen & Large, 2010). Researchers have consistently found that when
people with schizophrenia disorders commit homicide offenses, the most
likely victim is a family member, specifically a family member who lives in
the home (Estroff, Swanson, Lachicotte, Swartz, & Bolduc, 1998; Joyal,
Putkonen, Paavola, & Tiihonen, 2004; Nordstrom & Kullgren, 2003).
Family members are at particular risk of violence because they are the pri-
mary caregivers of people with serious mental illness, including schizophre-
nia disorders (Solomon, Cavanaugh, & Gelles, 2005). Furthermore, “A
[family’s] lack of knowledge and ability to manage violent behaviors may
exacerbate aggressive incidents, putting the safety of the entire family unit
at risk” (Solomon et al., 2005, p. 41). In sum, people with schizophrenia
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spectrum disorders are more likely to be violent during a first episode of
psychosis and are more likely to kill a family member than anyone else.
Consequently, mobile crisis workers have an ethical and professional obli-
gation to assess for both suicide and homicide risk and to provide family
members with safety plans and referrals whenever symptoms of schizophre-
nia are present, even when there person in crisis does not display enough
symptoms to meet criteria for diagnosis.

RESILIENCE AND PROTECTIVE
FACTORS

Although it is necessary for crisis workers to be aware of the symptoms and
presentation of psychopathology, any successful psychosocial intervention
identifies and builds on client strengths and resources. This is particularly
true of crisis intervention. Crisis episodes are by definition time limited.
The support that a crisis worker provides is temporary, but the strengths
and resources that clients bring to the table become the building blocks for
regaining precrisis functioning. Although anyone can experience a crisis,
people who move out of crisis states quickly can be thought of as resil-
ient. Resilience was originally conceptualized as something internal to the
individual. Masten, Best, and Garmezy (1990) give an “individual” defini-
tion of resilience as “the process of, capacity for, or outcome of successful
adaptation despite challenging or threatening circumstances” (p. 425). They
identify three circumstances that can demonstrate resilience: (a) overcoming
the odds, (b) sustained competence under adversity, and (c) recovery from
trauma. More recently, resilience has been understood as resulting from
both internal/individual and environmental factors. Michael Ungar (2012)
defines resilience as “a set of behaviors over time that reflect the interactions
between individuals and their environments, in particular the opportunities
for personal growth that are available and accessible” (p. 14). Behaviors
that reduce risk for harm are considered protective factors (King, Foster, &
Rogalski, 2013).

Technology, Psychiatric Assessment, and
Crisis Intervention

Accurate identification of psychiatric disorders in youth typically requires
a clinical interview, observation, and information from family members
and collateral contacts such as teachers and probation officers to provide
data on symptoms and functional impairment. Self-report measures, and
screening and diagnostic tools are helpful but not sufficient to accurately
identify psychiatric disorders (Eack, Singer, & Greeno, 2008). Given
that noncrisis outpatient mental health providers rarely have the time or
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training to assess for and identify the variety of psychiatric disorders that
are present in people who access community mental health, it is unrea-
sonable to expect mobile crisis workers to conduct a thorough diagnostic
assessment while simultaneously providing crisis response. And yet, know-
ing if a person has a history of emotional or behavioral disorders can help
a crisis worker figure out if temporary deficits in coping skills are due to
the current crisis or are a function of prior long-term deficits. There are
several technology solutions that can improve data collection for mobile
crisis workers.

Web-based applications and mobile devices such as smartphones, tab-
lets, and laptops make it possible for mobile crisis workers to travel with
advanced diagnostic tools in a way that was impossible only a few years
ago. One example of a web-based self-report screening tool for youth
that holds promise for mobile crisis response is the Behavioral Health
Screen (BHS; G. Diamond et al., 2010). The BHS identifies current and
past-year symptoms of several disorders, including trauma, anxiety,
depression, and substance use, as well as behaviors such as suicidal ide-
ation and attempt and nonsuicidal self-injury. The database automati-
cally generates a report for the provider of significant symptoms and
areas of concern. There are several versions of the tool, but the one that
is most relevant for crisis workers was developed for emergency depart-
ments (BHS-ED; Fein et al., 2010). When the feasibility and effects of
the BHS-ED were evaluated in a busy urban emergency department,
researchers found that youth completed the BHS-ED in approximately
10 minutes and that identification of psychiatric problems increased sig-
nificantly (Fein et al., 2010).

Technologies such as computerized assessments and mobile applications
(apps), widely available secure high-speed Internet connections, and afford-
able hardware have started to change the delivery and use of healthcare ser-
vices (Barak & Grohol, 2011; Singer & Sage, 2015). The use of technology
can be unintentional, such as texting clients or using online maps to identify
local resources (Mishna, Bogo, Root, Sawyer, & Khoury-Kassabri, 2012).
There are also intentional telehealth and mHealth initiatives, such as remote
supervision and consultation and use of mobile apps to track psychiatric
symptoms, and self-guided computerized therapy to reduce depressive and
anxiety symptoms and improve mental health at a population level (Elias,
Fogger, McGuinness, & D’Alessandro, 2014; Okuboyejo & Eyesan, 2014;
Powell et al., 2013).

As the availability and use of mobile technology increase, so will the
possibilities for more comprehensive crisis assessment and intervention. For
example, although not designed for mobile crisis workers, the BHS, described
earlier, could be used in the following way: A crisis worker could travel with
a tablet, connect to the BHS online through a secure data connection, have
the youth fill out the BHS online, and then read the report. The data could



312 Children, Adolescents, and Young Adults

then be used as part of the crisis assessment and intervention, or as part of
the planning process for postcrisis discharge and referrals. In addition to
standardized assessments, the crisis worker could use a suicide prevention
app like MY3 (my3app.org) to identify and mobilize a suicidal youth’s sup-
port network or could help clients address trauma symptoms using the US
government’s prolonged exposure therapy app (PE-Coach; www.t2.health.
mil/apps/pe-coach; Aguirre, McCoy, & Roan, 2013; Elias et al., 2014). As
discussed later in the chapter, technology use is widespread even among
runaway and homeless youth (Rice, Kurzban, & Ray, 2012; Wenzel et al.,
2012). A study conducted in 2010 found that 62% of homeless youth owned
a cell phone, and 41% used their phones to communicate with friends and
family weekly (Rice et al., 2012). Mobile crisis workers can use the technol-
ogy that most youth have in their pockets—the mobile phone—to encour-
age texting, accessing healthy social networks, and connection with others.
Youth who use online social networks to connect with friends and family
at home are significantly less depressed and anxious than youth whose pri-
mary social connections are with other homeless and runaway youth (Rice
et al., 2012). For a more detailed review of technology and social services,
see Singer and Sage (2015) and Barak and Grohol (2011).

CLINICAL PRESENTATION: ISSUES,
CONTROVERSIES, ROLES, AND SKILLS

Although mobile crisis intervention provides essential therapeutic ser-
vices to suicidal, homicidal, or psychotic youth (Evans, Boothroyd, &
Armstrong, 1997; Greenfield, Hechtman, & Tremblay, 1995; Gutstein,
Rudd, Graham, & Rayha, 1988; Henggeler et al., 1999) and has demon-
strated significant financial savings by diverting youth from in-patient set-
tings (Evans et al., 2001; Evans et al., 2003; Schoenwald et al., 2000),
there is surprisingly little research on what works and what does not work
in youth psychiatric emergency services. Research on pediatric mental
health has increasingly focused on the integration of mental and physical
healthcare services and on the influence of parental psychopathology on
youth mental health (Hoagwood et al., 2012). Research on how to best
work with youth in a suicidal crisis has focused primarily on interven-
tions in an emergency department (Ginnis, White, Ross, & Wharff, 2013;
Sobolewski, Richey, Kowatch, & Grupp-Phelan, 2013) or a clinical lab
setting (G. S. Diamond et al., 2010; Esposito-Smythers, Spirito, Kahler,
Hunt, & Monti, 2011). Outpatient research has focused almost entirely
on adults (Salkever, Gibbons, & Ran, 2014) or on youth with substance
use problems (Dembo, Gulledge, Robinson, & Winters, 2011). As a result,
the recommendations in this chapter derive from the author’s experience,
unless otherwise cited.
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Roherts’s Seven-Stage Model

R-SSCIM provides an excellent framework for organizing information gath-
ered during a crisis assessment. Four benefits to using Roberts’s model are
(a) it provides a structure within which to organize data; (b) it reminds the
practitioner which important areas to cover; (c) it allows practitioners to
spend their time and energy making decisions about techniques, strategies,
and skills they will use; and (4) it can be validated and critiqued for efficacy.
When crisis workers follow clear, defined protocols, there is less room for
individual error and greater continuity of services over time (e.g., during a
shift change or with the use of relief workers).

Myer’s Triage Assessment Model

Myer’s (2001; Myer, Williams, Ottens, & Schmidt, 1992) triage assessment
model is a useful framework for rapid assessment of three domains of func-
tioning: affective (emotional), cognitive (thinking), and behavioral (actions).
Each domain is assessed and rated on a 10-point scale, where 1 = no impair-
ment and 10 = severe impairment. The three scores are added together to
provide an overall severity rating. The higher the rating, the more impaired
the client. In the affective domain, the crisis worker assesses the client’s
emotional reaction to the crisis based on three pairs of emotions: anger/
hostility, anxiety/fear, and sadness/melancholy. If more than one pair of
emotions is present, the crisis worker rates the emotions as primary, sec-
ondary, or tertiary. Accurate assessment of the primary emotion and the
severity of impairment is invaluable in successful application of Roberts’s
fourth stage: dealing with feelings and providing support. For the cognitive
domain, the crisis worker assesses the client’s perception of how the crisis
has affected, is affecting, or will affect his or her physical, psychological,
social, and moral/spiritual life. For the behavioral domain, the crisis worker
assesses the client’s behavioral reaction to the crisis. Myer (2001) asserts
that clients will use one of three behaviors: approach, avoidance, or immo-
bility. Each can move the client toward or away from successful crisis reso-
lution. According to Meyer (2001), “Approach behaviors are either overt or
covert attempts to resolve the crisis. Avoidance behaviors ignore, evade, or
escape the crisis event. Immobility refers to behaviors that are nonproduc-
tive, disorganized, or self-defeating attempts to cope with the crisis” (p. 30).

CASE STUDY 1: NIKKI
Stage 1: Assessing Lethality

When assessing for lethality, a crisis worker gathers data to determine
whether the person in crisis is at risk for harm. Failure to assess for lethality
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is both a legal liability and a failure to provide a professional service
(Bongar & Sullivan, 2013). Accurate assessment of lethality provides the
crisis worker with a solid base from which to move forward with the cri-
sis intervention. A professional assessment instills a sense of confidence
in the client. There are three parts of the lethality assessment, although
they are not sequential and, depending on the situation, are not equally
weighted. The assessment of self-harm is also known as a suicide assess-
ment. The crisis worker must determine if there is ideation (thoughts about
killing oneself), intent (desire to kill oneself), and plan (when and how
to kill oneself, including access to the means). During the assessment of
self-harm, the crisis worker must be careful to avoid mentioning “harm”
and “hurt” when assessing for suicide. The difference between “I want to
hurt myself” and “I want to kill myself” is important. One suggests the
infliction of pain to a sustained life; the other suggests the infliction of
pain to end a life. The crisis worker who asks, “Have you had thoughts of
hurting yourself?” might elicit the verbalized “no” and the nonverbalized
“I have no intention of hurting any more than I already do. I want to end
my pain and I plan on ending it by killing myself.” The crisis worker could
instead ask, “During all that has happened in the past 24 hours, have you
found yourself thinking that you would be better off dead?” In situations
where rapport would be lost with the immediate questioning of suicide
(e.g., assessment of grief), it is appropriate to ease into the suicide assess-
ment. The following brief example demonstrates one way of moving from
“harm” to “kill”:

Crisis Worker: Have you had thoughts of hurting yourself?

Client: No.

Crisis Worker: Have you thought of dying?
Client: Yes.

Crisis Worker: Have you thought of killing yourself?
Client: Yes.

Crisis Worker: When?
Client: This morning.

Precise questions result in accurate data. Determining suicide risk is possible
only with accurate data (Shea, 2002).

In many parts of the United States, mobile crisis units provide assess-
ment and intervention services to youth in schools, but most school mental
health professionals report feeling ill-equipped to handle youth experienc-
ing psychiatric crises (Allen et al., 2002; Erbacher, Singer, & Poland, 2015;
Slovak & Singer, 2011). Because schools are the most important service
site for the identification, referral, and provision of mental health services
to school-age youth in the United States (Green et al., 2013), mobile crisis
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units can ensure that youth get the clinical attention they need, regardless of
school personnel training or resources.

Working with children requires the crisis worker to use simple language
and concepts, as in this example:

Crisis Worker: Hi, Nikki, my name is Jonathan. You know what I do
all day? I talk with kids who say they are thinking of
killing themselves. Some kids want to hurt or kill some-
one else. Others kids hear or see things that nobody else
can hear or see.

Nikki: Tain’t crazy like that.

Crisis Worker:  Oh. So maybe I’m in the wrong place. How embarrass-

ing (smile). Why do you think I’'m here, then?
Nikki: (smiles) Because I drew that picture.

Crisis Worker:  You know, Nikki, I think you’re absolutely right about
that. Before you tell me about the picture, I want to let
you know that you can tell me almost anything and
I won’t tell anyone else. They will be just between you
and me. There are some things I have to tell your mom,
or Mr. Anderson. Can you guess what they are?

The caseworker’s tone is playful, but the content is serious. By turning the
review of confidentiality (“There are some things I have to tell your mom”)
into a game, the caseworker demonstrates to Nikki that he is speaking her
language, the language of play (Gil, 1991). Because play is the main form of
treatment for children under the age of 12, a bag of art supplies (large sheets
of paper, markers, crayons, colored pencils) is an invaluable tool for the
mobile crisis worker. The caseworker takes out some sheets of construction
paper and markers. Nikki and the caseworker draw pictures as they talk.

Nikki reported that she had thoughts of killing herself while drawing the
picture in the classroom but did not have them at that moment. Her plan was
to stab herself to death with a knife from her kitchen, as she had depicted in
the drawing. She was unclear when she might kill herself: “Maybe I'll do it
after Shante’s birthday party [next month].” Although suicidal ideation must
be taken seriously, Nikki’s time frame (next month) provided an important
window of opportunity for intervention. She denied homicidal ideation and
stated that she did not hear voices or see things that were not there.

The assessment of lethality in a family requires the assessment of both the
parent and the child. Rudd, Joiner, and Rajab (2001) recommend evaluating
the parent’s ability to fulfill essential functions (e.g., provision of resources,
maintenance of a safe and nonabusive home) and parenting functions (e.g.,
limit setting, healthy communication, and positive role modeling). The over-
all suicide risk will go up or down depending on how well the parent can
fulfill essential and parenting functions. Based on Nikki’s reports of ideation
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without plan or intent, she was at low risk for suicide. Interviewing Nikki’s
mom, Mrs. D, would provide important information about her ability to
fulfill her essential and parenting functions. The lethality assessment with
Mrs. D. is described in Stage 2 in order to reinforce the idea that “it is criti-
cally important to establish rapport while assessing lethality and determin-
ing the precipitating events/situations” (Roberts & Ottens, 2005, p. 331).

Stage 2: Establishing Rapport and
Communication

Rapport is a short way of saying that the practitioner and the client are
comfortable with each other (Kanel, 2013). Developing rapport might have
started during Stage 1, as the client began to feel safer in his or her exter-
nal environment. Rapport building continues throughout the intervention
process as the worker develops a deeper understanding of what will best
help the client to resolve the crisis. During the initial rapport-building stage,
the crisis worker assures the client that he or she made the right decision
by seeking help and that the crisis worker will provide some assistance to
the problem. Kanel (2013, p. 60) identifies five basic attending skills that
are used in developing rapport in crisis situations: attending behavior (eye
contact, warmth, body posture, vocal style, verbal following, and overall
empathy); questioning (open- and closed-ended); paraphrasing (restatement,
clarifying); reflection of feelings (painful, positive, ambivalent, nonverbal);
and summarization (tying together the precipitating event, the subjective
distress, and other cognitive elements). These attending skills can be used
throughout the crisis intervention process. The following is the beginning of
a 30-minute interview:

Crisis Worker:  Mrs. D., 'm glad you could come to the school so
quickly.

Mrs. D:  (frowning) Uh, yeah. That’s all right.

Crisis Worker: It sounds like you are not surprised that you were called
to the school.

Mrs. D:  (angry) Do I look surprised? The office people don’t
even have to look up my phone number. It is like I’'m on
speed dial with a prerecorded message that says, “We’re
afraid Nikki might hurt herself.”

Crisis Worker: What usually happens once you get up here?

Mrs. D: Do you have kids?

Crisis Worker: No, I don’t.

Mrs. D: Well, if you did, you wouldn’t be asking foolish
questions.

Crisis Worker: Sometimes we have to ask questions that seem foolish,
Mrs. D. What usually happens when you get here?
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Mrs. D:  The principal gets all up in my face about teaching her
manners.
Crisis Worker:  And when you get home?
Mrs. D:  (smiling) Nothing. It is all over by then. 'm not going
to let her behavior ruin my day.

This brief interaction suggested that Mrs. D. did not believe that Nikki’s
suicidal statements were legitimate. This reaction is common among par-
ents whose children have repeated or chronic suicidal ideation (Slovak &
Singer, 2012). The interview with Mrs. D. suggested a number of things.
First, rapport building will be crucial in engaging her in treatment. Second,
as per Rudd, Joiner, and Rajab (2001), she was partially fulfilling essential
functions of providing basic needs such as shelter and transportation but not
parenting functions such as nurturing and emotional validation; specifically,
she had been aware of Nikki’s suicidal ideation for a couple of years but had
never pursued treatment. She reported that “limit setting doesn’t work.” At
the end of the interview, the caseworker had doubts about Mrs. D’s ability
to keep Nikki safe or to provide an environment that was relatively free of
emotional triggers. In any situation where lethality is an issue, consulta-
tion with a supervisor is advised. Because the mother’s evaluation raised the
risk of lethality, the caseworker contacted his supervisor, who recommended
that the family come in for an emergency evaluation with the psychiatrist.
Mrs. D reluctantly agreed to travel with the caseworker back to the offices.

Stage 3: Identifying Major Problems

Nikki and her mother met the caseworker in the CAPE team office to
complete a more thorough psychosocial assessment in preparation for the
appointment with the psychiatrist. A useful technique in family assess-
ment is to speak with each member separately and then together as a fam-
ily (G. S. Diamond, Diamond, & Levy, 2013). This can be challenging for
office-based providers whose agency policies prohibit at-risk youth from
being alone in the waiting room (Singer & Greeno, 2013), and in this situa-
tion another CAPE team worker stayed with Nikki while the caseworker and
Mrs. D identified the major problems in their family. Mrs. D reported that
she receives psychotherapy and medication for bipolar disorder. According
to her, Nikki’s rage and anger were the biggest problem. As a result of her
ongoing tantrums, their landlord had served them an eviction notice before
they left for school today.

Mrs. D:  Right in front of Nikki he says that she has 30 days
to stop breaking things and disturbing the neighbors
or else she’s going to have to find a new place to sleep.
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I was so angry with her. I told her she’d better get her
act together and not get us kicked out.

Crisis Worker: It sounds like both you and the landlord were angry
with Nikki. When you said that she’d better get her act
together, did you let her know what exactly you meant
by that and what her consequences would be if she
didn’t?

Mrs. D:  (suspiciously) Well, you know, she knows that I just
mean not to be so loud and bothering the neighbors.
I don’t really give consequences.

Thirty minutes into the interview, it was clear that Mrs. D. was angry
at Nikki and felt that her daughter’s behavior put an undue burden on her.
Nikki, for her part, internalized her mother’s harsh and critical response.
Youth suicidal behavior can serve a variety of functions within a family.
One function is to express behaviorally what cannot be communicated ver-
bally. When Nikki was overwhelmed by her mother’s anger, she acted out
because it was unsafe to tell her mother how she felt. Another function of
a suicidal crisis is to force a parent who is emotionally unstable to “get her
act together” and care for the child. More assessment and contact with
the family was needed to determine if either dynamic was at play. These
dynamics are examples of bidirectional family influence.

Mrs. D also shared information about Nikki’s behavior at home, indicat-
ing that Nikki would go through rapid cycles of feeling happy and being
violent and rageful (like this morning). Mrs. D stated that she did not think
Nikki was bipolar because Nikki’s behavior was very different from her
own experience of bipolar disorder.

The caseworker met with Nikki and determined that the precipitating
event was the landlord’s signing the eviction notice. When a precipitating
event is so specific, it is valuable to spend time in Stage 4: dealing with
feelings and processing the thoughts and feelings that were triggered by
the event. To continue identifying problems, the family agreed to speak
with the psychiatrist about Nikki’s anger and her suicidal ideation. The
psychiatrist reviewed the intake assessment and determined that Nikki met
criteria for bipolar disorder. She did not believe that Nikki posed a threat to
herself at that time and therefore did not meet criteria for hospitalization.
A safety plan was written down, and a copy was given to Mrs. D. The fam-
ily was instructed to contact 911 in case of an imminent threat to safety,
or the 24-hour hotline if Nikki felt suicidal. The caseworker agreed to call
the family that night to check in. The psychiatrist prescribed a mood sta-
bilizer and twice-weekly therapy with a CAPE team caseworker. Because
Mrs. D takes the bus to work, the caseworker agreed to meet after school
at their house.
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Stage 4: Dealing With Feelings and
Providing Support

The plan was to discuss Nikki’s suicidal ideation, explore feelings, and pro-
vide psychoeducation about bipolar disorder. Regular assessment of suicidal
ideation is vital during a suicidal crisis. The caseworker is advised to ask the
basic questions at every session, such as: “Have you had thoughts of killing
yourself today? If so, how and when? How important is it that you succeed?”
Proper documentation of this routine assessment will provide excellent con-
tinuity of care when the case is transferred, and it will reduce the risk of a
lawsuit in the event of a completed suicide (see Bongar & Sullivan, 2013).

There is a simple yet elegant tool for helping individuals and families
better identify emotions. The “How Are You Feeling Today?” chart illus-
trates dozens of common emotions. A laminated version can be used for
circling emotions with a dry-erase marker and for playing checkers. In a
game of “Feelings” checkers, checkers are placed on images of faces that
represent specific feelings. As players move their checkers to a new feeling,
they (a) identify the emotion, (b) talk about a time when they had that emo-
tion, or (c) discuss a situation in which they think they might have that emo-
tion. With children of Nikki’s age, a popular variation of the game requires
players to imitate the feeling face they land on.

During school visits, Nikki and the caseworker discussed bipolar disorder
and explored emotions. For the first 2 weeks of services, however, Mrs. D
refused to allow the caseworker to come into the house for the prearranged
appointments. She also declined the caseworker’s offer to meet at the school.

By the end of the 2nd week, there was no indication that either Mrs. D
or Nikki was taking her medication. Mrs. D refused to sign a release of
information so that Nikki’s caseworker could coordinate services with Mrs.
D’s caseworker. In a more traditional therapy model, it is standard practice
to ultimately refuse to provide services if the client is legally preventing the
therapist from adequately doing his or her job. Services to crisis clients pre-
clude the option of refusing services.

Stage 5: Exploring Possihle Alternatives

During a typical Stage 5, clients explore alternative solutions to the prob-
lem. Because Mrs. D was refusing to participate in services, the caseworker
decided to explore possible solutions for engaging the family. There is one
reframe that, on occasion, has been successful in developing a therapeutic
alliance with nonparticipating parents. The following dialogue illustrates
the concept of “It’s not you, it’s them”:

Crisis Worker: I’'m wondering if you’ve noticed a change in Nikki’s
behavior.
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Mrs. D: I wish, but no.

Crisis Worker: T’ve been thinking about this a lot. My job is to help
you two develop some new coping skills, and I’m failing
you. As far as I can tell, things are as bad now as they
were when I first met you.

Mrs. D:  (skeptical) Mmm hmm.

Crisis Worker:  Tell me if this is true: Your parenting style would work
really well with a different kid.

Mrs. D: My 10-year-old nephew listens to me; I don’t see why
she don’t.

Crisis Worker: Exactly. So here’s my thought. Your parenting is not the
problem. The problem is that Nikki’s behavior requires
a different approach to parenting.

Mrs. D: Well, ain’t that the truth.

Crisis Worker: I’'m wondering if you can remember a time when you
did something different that made a difference in the
way you got along?

Mrs. D: One night I was so tired, instead of yellin’ at her to
sit down, I just let her run around the apartment. We
didn’t fight once that night.

There are a number of components that make this a successful inter-
vention. The first is the caseworker’s taking responsibility for the family’s
problems. It is as if he is temporarily holding a heavy bag that the family has
lugged around for years. The second component is externalizing the prob-
lem: “It’s not you, it’s them.” The third component is the use of the excep-
tion question. This helped Mrs. D to step back into the role of successful
mother, even if for but a minute.

After this dialogue, Mrs. D opened her door to treatment again. Nikki
started taking her meds regularly, and the caseworker brought over the
“Feelings” checkerboard. The school reported that Nikki’s behavior became
more stable in the classroom. Due to the family’s progress, the caseworker
discussed transferring them to FPP for home-based services.

Four weeks after the initial call, the weekend on-call worker was paged to
Mrs. D’s house. Nikki had cut herself with a dull knife. She was transported
to the emergency room and later was released with the recommendation that
she “get some sleep.” After consulting with the agency’s on-call psychiatrist,
the recommendation was made that she remain in the city, but that she live
temporarily with her grandmother, with whom she has a close and loving
relationship.

The caseworker implemented Stages 1 and 2 again. In Stage 3, he and
Nikki explored the precipitating event for the recent suicide attempt.
According to Nikki, on the day she tried to kill herself, she had seen the
landlord put a piece of paper under her mother’s door. She assumed it was
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the eviction notice they had been threatened with 4 weeks earlier. It is very
important to be aware of anniversary or trigger dates. The caseworker
missed it, but Nikki remembered.

Because Nikki was temporarily living with her grandmother, the case-
worker had an opportunity to gather new information about the family,
including confirmation of Mrs. D’s drug addiction and history of prostitu-
tion. With the new information, the caseworker invited Mrs. D to join the
discussion about family problems, possible solutions, and the formulation
of a new action plan.

Stage 6: Formulating an Action Plan

The action plan for the family after the second round of the seven-stage
model included the following:

1. Weekly house meetings to discuss family issues and watch a movie
together

. Taking medication regularly as directed

Regular appointments for Mrs. D with her psychiatrist

Regular attendance at Narcotics Anonymous meetings

Transition to the Family Preservation Program

Rl

Stage 7: Follow-Up

The traditional term for the end of services with a client is termination
(Hepworth, Rooney, Rooney, & Strom-Gottfried, 2013). Because of the
brief but intense nature of crisis intervention, which almost always results
in the client’s moving on to another service, the term ¢ransition is a better fit
(Singer, 2005). At the end of the 2nd month, the caseworker met the family
and their new FPP therapist for a transition session. The family discussed
what they had learned during the course of the services. The caseworker
shared his impressions of the family’s strengths. Nikki had made no suicidal
statements since the second crisis, and she was no longer considered a risk to
herself or others. The family was told that they could always contact crisis
services in the future if they needed to. The complexities of this case were
easier to navigate through the application of Roberts’s framework.

CASE STUDY 2: ROLANDO

Another type of crisis encountered by mobile crisis responders is the psy-
chotic or homicidal client. The following case study presents the use of
R-SSCIM with a 16-year-old Latino male, diagnosed with schizophrenia,
who is in a homicidal crisis. This case study illustrates phone-based triage,
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services in the home and hospital, and the use of pharmacotherapy and fam-
ily therapy in the resolution of the crisis. The use of Spanish words through-
out the case study emphasizes the importance of linguistic competency and
culturally relevant services.

Stage 1: Assessing Lethality

Assessment of harm to self was illustrated in the first case example. The
second area of lethality, addressed in this case example, is the assessment
of harm to others: What is the likelihood that the client will hurt someone
(including the crisis worker)? Whereas the suicidal client might turn on him-
or herself to deal with overwhelming hurt, anger, fear, and frustration, the
homicidal client turns on others. As with the suicide assessment, the crisis
worker should assess for ideation, intent, and plan to harm others. Except
for the rare occasion when the client clearly verbalizes homicidal ideation,
the crisis worker needs to do an explicit lethality assessment. Some areas to
assess include the following:

1. Does the person have a history of violence against others? (If law
enforcement knows the person by name, there is a good chance that
there is a history of violence.)

2. Is the person taking responsibility for his or her actions, or is he or she
blaming others for the current situation?

3. Is he or she talking about “getting back” at someone for what has
happened?

4. Are there lethal weapons in the immediate area? The crisis worker
should check the surroundings for weapons (knives or guns) or pos-
sible weapons (heavy ashtrays, broken bottles, scraps of wood).

Once the crisis worker has enough information to assess the client’s response,
he or she needs to ask specific questions about whether or not the client has
thoughts of, an intention of, or a plan for harming others.

According to Roberts (2005), most initial contact in a crisis happens over
the phone. As a crisis worker, the author found a number of specific benefits
to providing crisis intervention over the phone:

1. Reading from a risk assessment checklist without fear of breaking eye
contact

2. Being able to write notes during the assessment

Communicating with other crisis team members during the phone call

4. Coordinating services with other agencies, such as supervisors, psy-
chiatrists, and law enforcement.

»

The assessment of lethality is urgent in Rolando’s situation. Lupe’s stated
reason for contacting the CAPE team was that she was fearful that Rolando
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would harm his brother. His medical records indicate a history of violence.
For maximum safety of everyone involved (crisis workers included), we
continued our intervention over the phone. In the following dialogue, Kim
uses strengths-based language, open- and closed-ended questions to gather
descriptions and specific information, and reflection of feeling to maintain
rapport.

Crisis Worker: Lupe, what are you doing to keep yourself safe
right now?

Lupe: (voice trembling) I took the phone into the bathroom.

Crisis Worker: I’'m glad you’re safe. Where are Rolando and his brother
right now?

Lupe: Yellin’ at each other in the other room.

Crisis Worker: Does Rolando have access to any knives or other
weapons?

Lupe: The knives have been locked up since the last time.

I don’t think there is anything else in the house.

Crisis Worker: I’m glad to hear that. You take your family’s safety seri-
ously. What started all of this?

Lupe: Idon’t know. I think Hector was teasing Rolando. I'm
kinda worried; Rolando’s been acting real funny today,
though.

Crisis Worker:  You’re worried about the way Rolando has been acting.
Has he been taking his medication? Can you check his
bottle? You’re in the bathroom, right?

Lupe: Ay no! Kim, it looks like he hasn’t taken his meds in at
least a week. ¢Que vamos a hacer [What are we going
to do]? ’m afraid to leave the bathroom.

Crisis Worker:  No te preocupas [Don’t worry]. I hear the fear in your
voice. You’ve been doing great so far tonight. I see no
reason why that will change.

One of the challenges of crisis intervention is that, at any given time, the
intervention can go in a number of directions. Without Roberts’s framework
to remind us that we have not finished our assessment of lethality, we might
focus on Lupe’s escalating anxiety and proceed with exploring emotions and
providing support (Stage 4). Rather than ignore Lupe’s experience, we use
it to further our assessment of lethality. Lupe’s statements provide us with
valuable data about her own assessment of safety and her parental author-
ity in the situation. As noted earlier, crisis workers should assess both the
youth’s level of risk and the parent’s capacity and ability to protect (Rudd,
Joiner, & Rajab, 2001).

Myer’s (2001) triage assessment model assists in assessing Lupe’s capacity
to function. Lower scores on affect, behavior, and cognition suggest higher
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functioning. When the crisis worker assessed Lupe, her primary emotion
was anxiety or fear, based on her use of the word fear. Given the potential
for violence in the situation, her affect is appropriate to the situation, with a
brief escalation of emotions. On the affective severity scale, she rates a 3 out
of 10. Her cognitive domain is future oriented and focused on safety: “What
are we going to do?” She believes something terrible will happen because
Rolando is not taking his medications. She demonstrates some difficulties
with problem solving and making decisions. Her fears about the future are
not without basis. On the cognitive severity scale, she rates a 5 out of 10.
Behaviorally she is immobile: She is unable to leave the bathroom to address
the situation. Her behavior is exacerbating the situation; the longer she stays
in the bathroom, the more chance there is that violence could occur. On the
behavioral severity scale, she rates an 8 out of 10. Myer’s model helps us to
interpret the data. By identifying the most severely impaired domain, we can
prioritize our interventions. Based on our assessment, we determine that
Lupe cannot be considered a protective factor in the current crisis.

Rapid response is a hallmark of crisis intervention. Like Kim, crisis work-
ers need to be able to think on their feet. Recognizing Lupe’s crisis state,
Kim writes a note to me: “Should we call the police?” I write, “Ask Lupe if
she’s comfortable with the police coming. If so, tell her I’d like to speak with
Rolando.” Involving Lupe in the decision to call the police addressed her
cognitive domain: we affirmed her authority as a parent and provided her
the opportunity to make a decision. Asking her to leave the bathroom and
hand the phone to Rolando addresses her immobility. There are three pur-
poses in talking to Rolando. The first is to remove him from the offending
environment (his brother and the living room). The second is to gather more
information about his mental state, to involve him in the intervention, and
to determine if he can contract for safety. Third, if Rolando is assessed to be
a danger to others, he will not be in the living room when the police arrive.

I assessed Rolando’s current functioning and mental status. He con-
firmed that he had stopped taking his meds, had been sleeping poorly, and
had no appetite. He denied use of alcohol or other drugs. He reported that
he had no thoughts of killing himself and stated that he would only hurt his
brother, not kill him. He refused to contract for safety. The dialogue that
follows indicated that the situation was not safe, and it was appropriate for
Kim to call the police.

Rolando: Hector won’t stop talking about me. All the time, yo.
He and his friends are always saying things about me
behind my back. He needs to stop, dawg.
Crisis Worker: How do you know they are talking about you?
Rolando: I know. What, you don’t believe me? (laughs, then
becomes angry) I know what you’re thinking. I know
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what they’re all thinking. Even when they don’t speak
out loud, I hear them.

Crisis Worker: 1 can understand how you’d be angry if you thought
your brother and his friends were talking about you. If
you’re willing, ’'m going to help you so that he doesn’t
talk about you anymore. Are we cool?

Rolando presents with delusions of reference, thought broadcasting,
and paranoia, all clear indications of psychosis. The extent to which his
paranoia is based on actual events or delusional thinking is unclear; medi-
cal records note that Hector takes pleasure in teasing Rolando for being
“crazy.” Rolando’s presentation of psychosis, his stated intention to harm
his brother, and his prior history of violence when not taking medication
place him at a high potential for lethality. Using the Community Integration,
Inc. Intervention Priority Scale (Roberts, 2002), we rate the call a Priority
I because of the threat of imminent violence. Priority I requires the mobiliza-
tion of emergency services to stabilize the situation. I write a note to Kim to
page the on-call psychiatrist for a consultation and call the police. The psy-
chiatrist confirms that children will start to decompensate after a week or
two of being off their meds. The psychiatrist recommends hospitalization to
stabilize Rolando on his medications, stating that the last time he was hos-
pitalized, it took approximately a week for the antipsychotics to reduce both
negative and positive symptoms associated with his psychosis. The police
agree to meet us at the house. Police involvement was crucial for three rea-
sons: (a) Police involvement increases the safety for the family and the crisis
workers. (b) At age 16, Rolando was old enough to sign himself in and out
of treatment in the state of Texas. The only way to comply with the psychia-
trist’s recommendations was to have a police officer sign an emergency psy-
chiatric commitment order. If this crisis had occurred in September 2003,
rather than 1999, Rolando’s mother would have been able to sign him into
the hospital because by that time the age of consent had been raised to 18.
(c) The police officer could safely transport Rolando to the hospital.

Rolando stays on the phone with us as we travel to his house. With the
police present, he agrees to be transported to the hospital. The psychiatrist
on call admits him to the adolescent unit and starts him on his meds. At
Rolando’s request and with the permission of the hospital, I agree to return
for visits.

Stage 2: Establishing Rapport and
Communication

The second stage in Roberts’s seven-stage model is establishing rapport and
communication. CAPE team workers had established rapport with Rolando



326 Children, Adolescents, and Young Adults

and his family over the course of their involvement with the team 2 years
earlier, after Rolando’s first hospitalization. During the first meeting at the
hospital since Rolando has been stabilized on his meds, the family shared
with the caseworkers some of the elements that facilitated rapport building.
The first two comments speak to the value of language and the importance
of cultural competence in developing a working relationship (Clark, 2002;
Fernandez et al., 2004):

Rolando: Man, you know what’s cool? You [addressing the CAPE
team caseworker| speak Spanish with my mom. None
of the staff at the hospital can do that.

Lupe: Yeah, that’s really nice. ¢Sabes que [Do you know
what]? I also like that you have personalismo [a warm
and familiar way of relating to people].

Rolando: The best thing, dawg, is that you don’t mind
when I talk about some of the crazy thoughts I have.

I know my world ain’t like yours, but you cool
with that.

Crisis Worker: I appreciate you saying all of those things. What’s true
is that one of your strengths as individuals and a family
is that you have a great capacity to trust others.

Rolando’s reference to his “world” is a common way for people with
psychotic disorders to identify their experience (Roth & Fonagy, 2005).
The caseworker’s willingness to discuss Rolando’s “crazy thoughts” is more
important in developing and maintaining rapport than it is in providing
relief from his auditory hallucinations.

The caseworker continued to provide co-therapy with the hospital staff
for another week, at which time Rolando was discharged back to the com-
munity. He was no longer suffering from hallucinations or delusions. His
focus was improved, and he appeared more relaxed. Because his psychotic
symptomology was managed, Rolando was able to address the psychody-
namic issues that preceded the crisis.

Stages 3 and 4: Identifying Major Probhlems
and Dealing With Feelings

The higher the level of family conflict, the more important it is to deal
with feelings while identifying major problems. The identification of the
precipitating event can bring up feelings as family members try to blame
each other for the crisis. The crisis worker can use strengths-based tech-
niques to normalize feelings and reconceptualize individual blame as
group responsibility.
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The following dialogue illustrates the use of strengths-based language as
the crisis worker facilitates a conversation among the three family members:

Crisis Worker:  Who would like to share their thoughts as to what

kicked off this last round of stress?
Lupe: If Rolando would just take his medicine, this wouldn’t
keep happening.
Rolando: Mom, you say it like this was all my fault. What about
Hector?
Hector: What about me? I didn’t do anything.

Crisis Worker:  One of the amazing things about families is that everyone
can be in the same room, see and hear the same things,
and have completely different memories of it. None of
them are wrong, they are just different. Rather than talk
about what happened before Lupe called the office last
week, perhaps we can talk about what the family has
been doing to keep things going well these past 7 months.

Hoff, Hallisey, and Hoff (2009) caution crisis workers to avoid identify-
ing one family member as the problem. She recommends identifying the
entire family as the client. In this case, the client is no longer Rolando, and
the problem is no longer Rolando’s schizophrenia. It is now a systemic issue
with the whole family. This does not mean that Rolando’s contribution to
the family crisis should not be ignored. Indeed, Rolando’s psychotic episode
(which is synonymous with an acute crisis state), likely precipitated the fam-
ily crisis (Hoff, Hallisey, & Hoff, 2009). The discussion of major problems
allowed each member of the family to take responsibility for his or her role
in the crisis. The caseworker’s responsibility was to ensure that people felt
safe. A safe environment is an environment where family members acknowl-
edge each other’s share, take responsibility in front of others, praise each
other, and agree to work toward solutions.

Mediating conflict is important in maintaining a safe environment. When
working with people with a diagnosis of schizophrenia, maintaining a calm
and emotionally safe environment is crucial. People with schizophrenia
often have deficits in their ability to understand and manage their own and
others’ emotions (Eack, 2012). Some treatments, such as cognitive enhance-
ment therapy (Eack, Hogarty, Greenwald, Hogarty, & Keshavan, 2007),
explicitly address these deficits, and others, such as art therapy, create
low-stimulation environments and encourage nonverbal expressions. Family
art therapy is an expressive therapy that is well suited for families with a
youth who has schizophrenia (Kwiatkowska, 2001). The components of art
therapy (focused kinesthetic work expressing ideas) address the treatment
goals of schizophrenia: developing social skills to reduce family conflict and
increasing client participation in family activities. For a person with schizo-
phrenia, creative or representational drawing can be a normalizing activity.
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The caseworker asked family members to draw a picture of (a) the family,
(b) how they are feeling right now, (c) how they were feeling the night of the
crisis, and (d) how they would like to feel. The caseworker set up ground
rules for discussing the activity. According to Lupe, this was the first time
in months that the family had laughed together; drawing is one of the few
activities where criticism is seen as laughable (e.g., “Dude, you call that a
sun? It looks Mom’s barbacoa.”). While Rolando had a much more diffi-
cult time creating a recognizable picture of the family, his drawings of feel-
ings were remarkable. His brother and mother had difficulty representing
abstract concepts as well as he did. Rolando’s pride in his accomplishments
was a steppingstone to increased self-confidence.

Stage 5: Exploring Possible Alternatives

The family identified one precipitating factor and three main problems that
they would like to work on. The precipitating factor was Rolando’s yelling
at his mom to say that Hector had hidden his medication. When the fam-
ily processed the precipitating factor, they were able to see the part that
each played in the crisis. As an alternative to blaming, arguing, and esca-
lating emotions, the family stated they would like to improve relationships
between family members, reduce conflict between the brothers, and reduce
the stimulation in the house. Korkeila et al. (2004) report a positive correla-
tion between optimism in adulthood and reports of positive parent-child
relationships. The clinical importance of working with families to develop
positive parent-child relationships cannot be overemphasized. The develop-
ment of optimism begins with a strong parent-child relationship. In addi-
tion to the family’s suggestions, the caseworker recommended a fourth goal.
Although this is not typical in traditional outpatient therapy, taking an
active approach is appropriate in crisis intervention. The goal was to elimi-
nate threats to family members. The caseworker explained that there could
be no progress on the other goals until the family believed that they would
all be safe. The family agreed to the goals.

The caseworker met with Rolando individually. The purpose was not to
single him out as a problem but to provide extra support given that he was
transitioning from a most restrictive to a least restrictive environment. He
discussed his frustration at having no close friends. Rather than having a
long discussion about the issue, which can be challenging for people who
have difficulty processing information, the caseworker helped Rolando draw
a sociogram. The sociogram is a genogram (McGoldrick, Gerson, & Petry,
2008) that represents a person’s social rather than familial world. Through
this exercise, Rolando was able to identify friends with whom he could spend
more time. Addressing social concerns is significant for people with schizo-
phrenia. Youth with serious mental illness often need concentrated efforts to
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help them participate in social activities that are crucial for their psychosocial
development.

Stage 6: Formulating an Action Plan

One challenge to crisis work with families is the programmatic limitation
of 30 days per family. One of the goals of this family was to strengthen
relationships. The caseworker recognized that to support that goal, the fam-
ily would benefit most from longer-term services. The solution came in the
form of a referral to the FPP. Similar to the crisis unit, FPP is mobile and
provides services in people’s homes. The difference is that the FPP services
are somewhat less intensive (twice a week instead of daily), but they are
more long term. FPP provided individual and family therapy to address the
ongoing concerns of the family.

Solution-focused therapy is well suited for Stage 6. One of the classic
solution-focused techniques for setting goals is the miracle question (Berg &
Miller, 1992):

Suppose that after our meeting today you... go to bed. While you are
sleeping a miracle happens and your problem is solved, like magic. The
problem is gone. Because you were sleeping, you don’t know that a miracle
happened, but when you wake up tomorrow morning, you will be differ-
ent. How will you know a miracle has happened? What will be the first
small sign that tells you that a miracle has happened and that the problem
is resolved? (p. 359)

The responses were as follows:

Lupe: I wouldn’t have to yell, “Mijo, get out of bed. You’re
going to be late to school.”
Rolando: Hector and I wouldn’t yell at each other.
Crisis Worker: Instead of yelling, what do imagine doing differently?
Rolando: I don’t know. Say nothing?
Hector: Rolando would be nice to me like he used to be.

The miracle question proves the crisis worker with some concrete behav-
ioral indicators of what might be different when the current problem is no
longer a problem. This idea would be incorporated into longer term treat-
ment, rather than crisis intervention. The final step in the action plan was to
have Lupe join the local chapter of the National Alliance on Mental Illness
(NAMI), an organization that provides social support and has an educa-
tional function that can reduce stress and increase knowledge of disorders.



330 Children, Adolescents, and Young Adults

Stage 7: Follow-Up

The final stage of Roberts’s model is follow-up. The final two sessions were
very important in bringing closure to the crisis. The penultimate session
reviewed the progress made by the family. The following dialogue illustrates
termination work with the family:

Crisis Worker: What was one of the most important things you
learned about yourself and the family as a result of this
experience?

Lupe: My house is much more calm if I am calm. I never knew
how important I was. I know that sounds silly, but it
is true.
Rolando: I’'m the most important person in the family! Nah, just

kidding, dawg. For real, my brother is a nice guy.

Hector: When Rolando takes his meds and Mom goes to her
meetings, [ don’t get so mad. I don’t know why, but
I just don’t.

Crisis Worker: It sounds like all of you have learned a great deal in the
last 4 weeks. I have one more question for you: Let’s
say you met a family that was going through the same
things as you were going through when you first started
CAPE services. What advice would have for them?

Rolando: I would tell them to take their meds. That’s real
important.
Lupe: I would tell the mom to do whatever she could to have
the family involved with crisis services.
Hector: I’d tell them not to get in this situation in the first place.
(everyone laughs)

The family was successful at meeting their goals and the goals of the
program. There were no incidents of violence for the duration of the ser-
vices. Lupe was able to build a new support network. Rolando stabilized
on his meds and successfully increased his social circle. Hector demon-
strated improved functioning both at school and at home. When we met
with the FPP, the goal was to maintain Rolando in the community by
engaging the family in communication skills training and cognitive behav-
ioral therapy. Hector’s vision of Rolando being nice to him would form the
basis of a goal the family could get on board with and work toward. The
crisis that had been so powerful and vivid 4 weeks earlier was a foundation
on which the family had built a new way of interacting and being together
as a family.
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CASE STUDY 3: BRANDON

Stages 1 and 2: Assessing Lethality and
Establishing Rapport

The third area of lethality is the assessment of whether the client is in danger
of being harmed by those around him or her. The crisis worker can think
about the connection between Stages 1 and 2 in the following way: In Stage
1, the crisis worker helps clients believe that their external world is safe (safe
from harm to self or others or harm by others); in Stage 2, a feeling of safety
is established between the crisis worker and the client. Once both exter-
nal safety and interpersonal safety have been established, the crisis worker
and client can work through the remaining stages to re-establish the client’s
internal safety. As with all of Roberts’s stages, the assessment of lethality
should be revisited if the crisis worker believes that the client’s initial reports
have changed or were not accurate to begin with.

Traveling to the shelter, the crisis worker wondered what threats to harm
might be present with Brandon. The most recent statistics suggest that
between 16% and 50% of homeless youth have attempted suicide (Votta &
Manion, 2004; Walls & Bell, 2011). The mortality rate for street-involved
youth is estimated at 921 per 100,000, which is approximately 20 times
greater than the rate for youth in the general population (50 per 100,000;
Murphy, Xu, & Kochanek, 2013; Roy et al., 2004). Rates of sexual and
physical abuse range from 35% to 45% (Votta & Manion, 2004), and
between 10% and 28% of street youth have reported exchanging sex for
shelter, food, drugs, or other subsistence needs (survival sex; Walls & Bell,
2011). Violence toward homeless youth is also greater than for nonhomeless
youth (Kidd, 2003). Any psychosocial assessment of street-involved youth
should cover these mentioned areas, and a referral for a full medical evalu-
ation should be made (Elliott & Canadian Paediatric Society, Adolescent
Health Committee, 2013). A simple way for crisis workers to assess basic
information about history of abuse, survival sex, and so forth is to create
a checklist that youth can fill out, giving them an opportunity to disclose
information without having to talk about it. The tone of the items on the
checklist should be respectful and nonblaming. The following is an example
of possible wording for the introduction to such a checklist:

Youth who are no longer living at home sometimes find themselves think-
ing, feeling, or doing things they would never had thought, felt, or done
before leaving home. Youth often report a history of abuse, current sub-
stance use, survival sex, suicidal and homicidal ideation, etc.
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Then the young person completing the checklist would have the option to
respond to questions on a scale of 1 to 5, where 1 = none of the time and
5 = nearly all of the time. Examples of questions include: “Have you ever
exchanged sex for food, clothing, shelter, or drugs? Have you had thoughts
of killing yourself in the past week?” The case worker can review the check-
list and follow up with any concerning items.

Assessing these sensitive topics is impossible without establishing rapport.
However, because most runaway youth leave home because of a problem with
the adult caretaker, there is a built-in distrust of adults and authority. Lambie
(2004) suggests that adolescents’ distrust of adults is often expressed by dis-
plays of defiance and hostility when first meeting counselors. A strengths
perspective reframes their defiance as a protective factor: Living on the street
requires a healthy skepticism. Rapport building with adolescents is simplified
when the crisis worker is familiar with adolescent culture (movies, music,
stars, hobbies, etc.). Humor is similarly important. The crisis worker consid-
ered all of these factors as he drove to the shelter.

The following are some basic rules for working with adolescents in crisis
and traditional counseling:

Let them know you are willing to listen, without interruption, to their story.
Reflect and restate more than question.

Empathize with their situation.

Provide them opportunities to take responsibility in the session and in
their life.

5. Be honest when you think they are telling you what they think you
want to hear. (Peterson, 1995)

B

In this initial meeting’s dialogue, the crisis worker is careful to let the
client know he is not going to be biased against him for being a teenager:

Crisis Worker: Hey, Brandon, my name is Jonathan. I work with kids
who want to kill themselves, kill other people, or who
are actively psychotic. Am I in the right place? (smile)

Brandon: (not smiling) I didn’t ask you to come.

Crisis Worker:  Yeah, the shelter supervisor called and said you threat-
ened to run if the police were called and that you didn’t
care if you lived or died.

Brandon: (visibly agitated) Man, I hate it when adults talk for me!

Crisis Worker:  You and me both. Tell me if this sounds about
right: Adults think they have to be in charge, so they
are always telling teenagers how to live. People like me
have to listen to adults talk about how kids don’t act
right, when the adults were the ones who told the kids
how to act in the first place.
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Brandon: (holding back a smile).
Crisis Worker: I’d much rather hear your side of the story. Since 'm
here, why don’t you tell what’s going on.

In this dialogue, the crisis worker anticipates and addresses objections
before they arise. In this situation, the objection would be “Why should
I talk to you? You’re an adult and you just don’t understand.”

After using basic attentive skills and explaining confidentiality, the crisis
worker conducted a suicide assessment. Brandon expressed morbid nonsui-
cidal ideation: “Life would be so much better if I woke up dead.” He had
no thoughts of ending his own life, even though he thought about death,
and he had no intent and no plan. He did have dozens of old scars on his
arms and legs. When asked about them, he said that he used to cut in order
to deal with his feelings of anger and frustration, but not with the inten-
tion of ending his life. Such self-injury without suicidal intent, or nonsui-
cidal self-injury (NSSI), was rare 30 years ago, but today as many as 20% of
youth report having engaged in at least one episode of NSSI (Muehlenkamp,
Claes, Havertape, & Plener, 2012). Reasons for engaging in NSSI include the
desire to manage intolerable emotions, to relieve stress or pressure, to deal
with frustration or anger, and to feel something (Muehlenkamp, Brausch,
Quigley, & Whitlock, 2013; Singer, 2012). Only a small percentage of youth
who engage in NSSI are also at risk for suicidal ideation or attempts. Risk
factors for suicidal behavior among youth who engage in NSSI include mul-
tiple, repeated self-injury over a period of time, self-injury to punish others,
and moderate to high depression and substance use (Jenkins et al., 2014;
Whitlock et al., 2013). Through the lethality assessment, the crisis worker
was learning that Brandon was not at risk for suicide and had a history of,
but not current, NSSI.

The next part of the lethality assessment was to assess the risk of Brandon
harming someone else:

Crisis Worker: s there anyone you are planning on harming?
Brandon: Not here.
Crisis Worker:  Tell me more.

Brandon explains that he would “do anything” to make his mom’s boy-
friend suffer. He reports that he left California because of ongoing abuse and
humiliation at the hands of his mother’s boyfriend. Even though Brandon’s
reports suggested risk of harm to others, the fact that he was in Austin
and the potential victim was in California meant that the risk was low.
If Brandon stated that he had a plan to return to California and hurt the
boyfriend, then risk would be moderate to high. In most states, the case-
worker would have a duty to warn the boyfriend of the potential for harm.
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However, at the time of the assessment Brandon was considered at low risk
for suicide and violence toward others.

Stage 3: Identifying Major Problems

The crisis worker is interested in finding the precipitating event, or the straw
that broke the camel’s back. Stage 3 is all about exploring what has happened
in the past couple of days that precipitated the current crisis. With Brandon,
identifying the precipitating event required a careful review of recent events
in his life. Because homeless youth experience so many challenges to their
basic functioning (physical and sexual abuse, survival sex, substance use,
street violence, hunger, etc.), the crisis worker has to be careful not to assume
that one of those areas was the precipitating event. Brandon was reluctant to
talk about the events leading up to his leaving California. The crisis worker
uses the “I don’t know” technique (G. Maddox, personal communication,
April 4, 1997) to maintain rapport and encourage Brandon to share:

Crisis Worker: What happened that made you want to leave?
Brandon: Dunno.

Crisis Worker: Is it that you really don’t know, or you just don’t want
to tell me? If you don’t know, I can help you figure it
out. On the other hand, if you don’t want to tell me, let
me know. I respect you and wouldn’t ask you to tell me
anything you are not comfortable with. I just ask that
you respect me by being honest.

Brandon: Okay. I don’t want to tell you.

This dialogue makes it clear that Brandon knew what happened. It was
not necessary that the case worker knew. We explored the severity of the
event using negative scaling questions (Selekman, 2002). This variation of
the solution-focused technique of scaling questions is useful when discuss-
ing something horrible. In the author’s experience, teenagers respond well
to these questions.

Crisis Worker:  On a scale from -1 to =10, with -1 being bad to -10
being the worst ever, what would you rate the event?
Brandon: -7.
Crisis Worker:  Wow. What would be a -10?
Brandon: If he kills my mom.
Crisis Worker: (lengthy silence, looking at Brandon) That would be a
-10, wouldn’t it?
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When asked, Brandon said he did not think his mother was in danger, nor
did he think her safety depended on him being at home. For many homeless
youth, returning to their home places them in greater danger than if they
remain on the street (Kidd, 2003). One example of Brandon’s resilience is
his decision to leave a dangerous situation. Many street kids can be seen as
survivors who took their future into their own hands.

Exploration of the precipitating event led to a discussion of current prob-
lems. These primarily involved meeting his basic needs: food, shelter, and
clothing. Now that problems had been identified and rapport was firmly
established, we were in a good position to begin addressing feelings.

Stage 4: Dealing With Feelings and
Providing Support

People in crisis tend to experience things in extremes: They feel too little or
too much; they are overly focused on a single idea, or they are overwhelmed
by a constant barrage of ideas; they are incapable of action, or they can-
not control their behaviors. Youth in crisis often feel either detached and
numb or constantly emotionally overwhelmed. The simple acts of labeling
feelings and validating the person’s emotional state help the person feel less
overwhelmed and more in control, opening the door to problem-solving.
Adolescents, especially those with highly conflictual parent-child relation-
ships, are not used to adults acknowledging and understanding their feel-
ings. Doing so improves rapport and the adolescent’s sense that he or she is
with a safe adult.

Roberts’s model does not contain a stage for dealing with cognitive and
behavioral elements of a crisis. Myer’s (2001) triage assessment model is
a useful framework for assessing cognitive and behavioral domains. The
following dialogue provides insight into how the caseworker assessed
Brandon’s affective, behavioral, and cognitive functioning, and he validated
Brandon’s experience:

Crisis Worker: Brandon, I've been asking you a lot of question for the
past 2 hours. Here you are, in a homeless shelter, thou-
sands of miles away from your mother, and uncertain
of your future. How are you feeling? Are you happy,
scared, angry, sad, or something in between?

Brandon: (clenched fists, tight jaw, furrowed brow) I'll tell you
how I feel. I feel like I can’t go home anymore. My mom
is probably disowning me because her boyfriend is con-
vincing her that ’'m no good. I don’t have any friends.
Not that it matters. ’'m outta here soon.
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Brandon’s nonverbal cues suggested that he was feeling anger and frus-
tration. The fact that he followed the phrase “I feel like...” with cogni-
tive rather than affective content (the belief that he can no longer go home,
rather than expressions of sadness, anger, or frustration) suggested that
either he lacked the words to express his emotions or that he was uncom-
fortable being vulnerable in front of the crisis worker.

Crisis Worker: Brandon, I can totally understand why the thought of
your mom’s boyfriend turning her against you would
make you so angry.

Brandon: (softer) Damn right.

The crisis worker suggests an emotion (anger) and validates Brandon’s
rationale for his feelings. Note that the crisis worker did not say Brandon
was right. It is possible that Brandon is completely wrong about his mother
and her boyfriend. Validating feelings simply means acknowledging how the
person feels and the reason the person might feel that way.

Brandon’s statement “I’'m outta here soon” provided insight into his behav-
ioral functioning. Myer (2001) suggested that in crisis situations behaviors
can be thought of as either approach (i.e., action—fight or flight) or avoid-
ance (i.e., no action—freeze). Brandon’s behavioral response to the current
crisis is best described as approach: He left California, he threatened to leave
the shelter if it called the cops, and he just told the crisis worker that he was
“outta here.” The crisis worker needs to determine if the approach behaviors
will intensify the crisis or if they will help to resolve them. If Brandon stated
that he was traveling back to California to resolve issues with his mother and
her boyfriend, then those approach behaviors could be seen as crisis resolv-
ing. Leaving the shelter with no safe destination and no plan for finding
stable housing is an example of crisis perpetuating approach behaviors. In the
problem-solving stage, the crisis worker could include an exploration of what
might happen if Brandon left and what options exist for crisis resolution.

Brandon’s statements about loss provided a great deal of information
about his cognitive state. He believes that he lost his home when he left
(past). He believes that he will lose his relationship with his mom (future).
He has no friends (present). The goal for the crisis worker would be to help
Brandon think more expansively and less rigidly about his present and
future. Basic cognitive therapy techniques would be effective here.

In the following dialogue, the caseworker validates and supports Brandon.
In doing so, he opens the door to exploring possible alternatives (Roberts’s
Stage 5):

Crisis Worker:  One of the things I’'m really impressed by, Brandon, is
your approach to solving problems: You got yourself
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out of a bad situation in California. You found the shel-
ter in Austin. You agreed to talk with me. All of those
things are real strengths.

Brandon: (silent, eyes moving around nervously)

Crisis Worker: (recognizing Brandon’s discomfort with praise,
reframes the silence) I also appreciate you letting me say
some of these things without interruption. That’s a skill
that not many people have.

Brandon: Thanks.

Crisis Worker: I also know that you are concerned about having
to leave the shelter. I have the same questions you
do: Where will T go? Will I be safe? How will I survive?
If you are willing, I’d be happy to talk about some pos-
sible solutions to these problems.

Brandon: Okay.

Stage 5: Exploring Possible Alternatives

Most adults know how to problem-solve even if they cannot name the steps.
Many youth have not yet learned these steps. People in crisis have diffi-
culty remembering and focusing. I found that writing the problem-solving
steps on a piece of paper provided a structured activity during the session
and increased the likelihood that the steps would be followed. Additionally,
using the solution-focused technique of identifying past successes was very
helpful during the brainstorming step.

Crisis Worker: Now that we have identified the problem as “I don’t
have a place to live,” we brainstorm solutions. Tell
me whatever comes to mind, as strange as they might
sound, and we’ll write them down. When we’re done,
we’ll go back and evaluate which alternative would be
the best solution.

Brandon: You could give me a thousand dollars. My mom could
get rid of her boyfriend and come get me. The shelter
could let me stay. I could hitchhike to the next town
and stay in their shelter until they kick me out. . ..

I can’t think of any others.

Crisis Worker: I'm impressed with how quickly you came up with that
list. You mentioned that you and your mom were home-
less when you were a kid. Did you ever stay with some-
one that was safe and protected you?

Brandon: A couple of times Mom and I went and stayed at her
cousin’s house.

Crisis Worker:  Great! So another alternative is to contact your relatives
and see if you could stay with them.
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Brandon’s behavioral coping style, approach, is reflected by his choice of
possibilities. If a client is sufficiently cognitively impaired, the crisis worker
will have to be more active in providing alternatives. Stage 5 can be an
exciting and rewarding stage if the previous stages have been adequately
addressed. If the crisis worker has difficulty engaging the client in exploring
alternatives, it will be necessary to either re-examine the problem or address
affect, cognitions, or behaviors that get in the way of looking forward. In
addition to housing, Brandon identified problems with his cell phone, feel-
ing disconnected from his friends at home, and dislike of the other kids in
the shelter. During the action plan stage, we focused on his housing and
cell phone.

Stage 6: Formulating an Action Plan

The creation of an action plan based on the alternatives generated in Stage
5 is a two-part process. First, support the client to develop specific actions
based on the alternatives. Second, ensure that the steps are realistic and
measurable and have built-in support. The question “How will you know
when you have achieved your goal?” is useful in evaluating the action steps.
The following is Brandon’s action plan:

1. Problem: 1 have nowhere to live.
Solution: Call Aunt Emerson in North Carolina and ask if I can stay
with her.
Support: The caseworker will text tonight to see if I have gotten in
touch with my aunt.
2. Problem: 1 don’t know what is going on with my mom. I can’t text her
because my phone is out of juice.
Solution: Charge the phone, text mom.
Support: Shelter staff will lend me a charger and agree to keep my
phone in the office so that it can charge safely.
3. Strength: 1 am good at solving my problems.
Plan: When I get stuck, I will sit down with a pen and paper and write
out all the possible alternatives to my problem.
Support: If 'm on the street, I'll call the National Runaway Safeline
(1800runaway.org) or use their chat line over my phone or at a com-
puter in the library (Singer, 2011).

Stage 7: Follow-Up

The last stage of Roberts’s model is follow-up. In all clinical relationships,
closure is important. It is a time when the crisis worker can provide final
feedback about progress and the client can provide feedback about what has
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changed in his or her life. For many clients, closure is one of the few times
when a close relationship has had a formal ending. The process of getting
closure allows the client to look forward without regret or a sense of loss.
The experience is just as valid a therapeutic tool as any implemented in the
previous six stages.

Brandon’s text to the crisis worker said that the aunt was happy to have
him come to North Carolina. She bought a train ticket for him online. The
shelter staff agreed to let Brandon print out the ticket in their office. The next
day the crisis worker met Brandon at the train station and gave him a phone
charger that had been left at the office. The crisis worker bought Brandon
an ice cream cone at McDonald’s, and they talked Brandon’s experiences
in services and what his plan was for the next 24 hours. The crisis worker
stated that he would check in with Brandon, and Brandon agreed that he
would call or text the crisis worker when he arrived in North Carolina or if
there were any issues after he arrived.

SUMMARY AND CONCLUSION

The information presented in this chapter was intended to provide a practi-
cal view of pediatric mobile crisis intervention. The assessment techniques
and interventions were based more in practice wisdom than empirical
knowledge. This is in part because almost nothing has been written about
outpatient crisis intervention for youth. As if to highlight this gap in the
knowledge base, crisis intervention as a treatment modality was omitted in
a recent comprehensive review of outpatient mental health services for youth
(Garland et al., 2013).

The empirical literature is not the only place where information on cri-
sis intervention is missing. Graduate students routinely report having little
or no training in working with people experiencing psychiatric emergen-
cies (Debski, Spadafore, Jacob, Poole, & Hixson, 2007; Singer & Slovak,
2011). Even if graduate education were available, it is difficult to acquire
the skills and knowledge necessary to be an effective crisis intervention
worker without having field experience. If you find yourself overwhelmed
by the amount of information presented, I encourage you to take a deep
breath. Part of learning how to deal with crises involves increasing your
own coping skills as a professional (Singer & Dewane, 2010): Be yourself;
stay current with the literature; seek supervision whenever possible; listen
to episodes of the Social Work Podcast (www.socialworkpodcast.com); and
allow yourself to take in the amazing gift of watching persons in crisis
rediscover themselves.


www.socialworkpodcast.com

340 Children, Adolescents, and Young Adults

REFERENCES

Aguirre, R. T. P., McCoy, M. K., &
Roan, M. (2013). Development
guidelines from a study of suicide
prevention mobile applications
(apps). Journal of Technology in
Human Services, 31, 269-293. doi
:10.1080/15228835.2013.814750

Allen, M., Burt, K., Bryan, E.,
Carter, D., Orsi, R., & Durkan,
L. (2002). School counselors’
preparation for and participation
in crisis intervention. Professional
School Counseling, 6, 96-102.

American Psychiatric Association.
(2000). Diagnostic and statistical
manual of mental disorders, text
revision: DSM-IV-TR (4th ed.).
Washington, DC: Author.

American Psychiatric Association.
(2013). Diagnostic and statistical
manual of mental disorders (5th
ed.). Washington, DC: Author.

Barak, A., & Grohol, J. M. (2011).
Current and future trends in
Internet-supported mental
health interventions. Journal of
Technology in Human Services,
29, 155-196. doi:10.1080/152288
35.2011.616939

Barlow, D. H., & Durand, V. M.
(2014). Abnormal psychology: An
integrative approach (7th ed.).
Belmont, CA: Cengage Learning.

Bennett, D. J., Ogloff, J. R. P.,
Mullen, P. E., Thomas, S. D. M.,
Wallace, C., & Short, T. (2011).
Schizophrenia disorders, substance
abuse and prior offending in a
sequential series of 435 homicides.
Acta Psychiatrica Scandinavica,
124,226-233. doi:10.1111/
j.1600-0447.2011.01731.x

Berg, 1. K., & Miller, S. D. (1992).
Working with the problem
drinker: A solution-focused
approach. New York: Norton.

Bongar, B. M., & Sullivan, G. (2013).
The suicidal patient: Clinical

and legal standards of care (3rd
ed.). Washington, DC: American
Psychological Association.

Brent, D. A., Poling, K. D., &
Goldstein, T. R. (2011). Treating
depressed and suicidal ado-
lescents: A clinician’s guide.
New York: Guilford Press.

Burns, B., Hoagwood, K., & Mrazek,
P. (1999). Effective treatment for
mental disorders in children and
adolescents. Clinical Child and
Family Psychology Review, 2,
199-252.

Clark, L. (2002). Mexican-origin
mothers. Western Journal of
Nursing Research, 24, 159-180.

Coyne, J. C., & Downey, G. A.
(1991). Social factors and psy-
chopathology: Stress, social
support, and coping processes.
Annual Review of Psychology, 42,
401-425. doi:10.1146/annurev.
ps.42.020191.002153

Debski, J., Spadafore, C. D., Jacob,
S., Poole, D. A., & Hixson,

M. D. (2007). Suicide interven-
tion: Training, roles, and knowl-
edge of school psychologists.
Psychology in the Schools, 44,
157-170. d0i:10.1002/pits.20213

Dembo, R., Gulledge, L., Robinson,
R. B., & Winters, K. C.

(2011). Enrolling and engaging
high-risk youths and families in
community-based, brief interven-
tion services. Journal of Child
and Adolescent Substance Abuse,
20, 330-350. doi:10.1080/10678
28X.2011.598837

Diamond, G. S., Diamond,

G. M., & Levy, S. A. (2013).
Attachment-based family ther-
apy for depressed adolescents.
Washington, DC: American
Psychological Association.

Diamond, G., Levy, S., Bevans, K. B.,
Fein, J. A., Wintersteen, M. B.,



Child and Adolescent Psychiatric Emergencies 341

Tien, A., & Creed, T. (2010).
Development, validation, and util-
ity of Internet-based, behavioral
health screen for adolescents.
Pediatrics, 126(1), e163-170.
doi:10.1542/peds.2009-3272

Diamond, G. S., Wintersteen, M. B.,

Brown, G. K., Diamond, G. M.,
Gallop, R., Shelef, K., & Levy, S.
(2010). Attachment-based fam-
ily therapy for adolescents with
suicidal ideation: A randomized
controlled trial. Journal of the
American Academy of Child
and Adolescent Psychiatry, 49,
122-131.

Drapeau, C. W., & MclIntosh, J. L.

(2014). U.S.A. suicide: 2012
official final data. Washington,
DC: American Association of
Suicidology. Retrieved from http://
www.suicidology.org

Eack, S. M. (2012). Cognitive reme-

diation: A new generation of psy-
chosocial interventions for people
with schizophrenia. Social Work,
57,235-246.

Eack, S. M., Hogarty, G. E.,

Greenwald, D. P., Hogarty,

S. S., & Keshavan, M. S.
(2007). Cognitive enhancement
therapy improves emotional
intelligence in early course
schizophrenia: Preliminary
effects. Schizophrenia Research,
89, 308-311. doi:10.1016/j.
schres.2006.08.018

Eack, S. M., Singer, J. B., & Greeno,

C. G. (2008). Screening for
anxiety and depression in com-
munity mental health: The

Beck Anxiety and Depression
Inventories. Community Mental
Health Journal, 44, 465-474.
d0i:10.1007/s10597-008-9150-y

Eaton, Y. M., & Ertl, B. (2000).

The comprehensive crisis inter-
vention model of Community
Integration, Inc. Crisis Services.
In A. R. Roberts (Ed.), Crisis

intervention handbook (pp.
31-55). New York: Oxford
University Press.

Elias, B. L., Fogger, S. A.,
McGuinness, T. M., &
D’Alessandro, K. R. (2014).
Mobile apps for psychiatric nurses.
Journal of Psychosocial Nursing
and Mental Health Services, 52(4),
42-47. doi:10.

3928/02793695-20131126-07

Elliott, A. S., & Canadian Paediatric
Society, Adolescent Health
Committee. (2013). Meeting the
health care needs of street-involved
youth. Paediatrics and Child
Health, 18(6), 317-326.

Erbacher, T. A., Singer, J. B., &
Poland, S. (2015). Suicide in
schools: A practitioner’s guide
to multi-level prevention, assess-
ment, intervention, and postven-
tion. New York: Routledge.

Esposito-Smythers, C., Spirito,

A., Kahler, C. W., Hunt, J., &
Monti, P. (2011). Treatment of
co-occurring substance abuse

and suicidality among ado-
lescents: A randomized trial.
Journal of Consulting and
Clinical Psychology, 79, 728-739.
doi:10.1037/20026074

Estroff, S. E., Swanson, J. W.,
Lachicotte, W. S., Swartz, M., &
Bolduc, M. (1998). Risk recon-
sidered: Targets of violence in the
social networks of people with
serious psychiatric disorders.
Social Psychiatry and Psychiatric
Epidemiology, 33(suppl. 1),
$95-5101.

Evans, M. E., Boothroyd, R. A.,; &
Armstrong, M. . (1997).
Development and implementa-
tion of an experimental study
of the effectiveness of intensive
in-home crisis services for chil-
dren and their families. Journal
of Emotional and Bebavioral
Disorders, 5(2), 93-105.


http://www.suicidology.org
http://www.suicidology.org

342

Evans, M. E., Boothroyd, R. A.,
Greenbaum, P. E., Brown, E. C.,
Armstrong, M. 1., & Kuppinger,
A. D. (2001). Outcomes associated
with clinical profiles of children
in psychiatric crisis enrolled in
intensive, in-home interventions.
Mental Health Services Research,
3(1), 35-44.

Evans, M. E., Boothroyd, R. A.,
Armstrong, M. 1., Greenbaum, P. E.,
Brown, E. C., & Kuppinger, A. D.
(2003). An experimental study of
the effectiveness of intensive in-home
crisis services for children and their
families: Program outcomes. Journal
of Emotional and Behavioral
Disorders, 11(2), 92-102, 121.

Fein, J. A., Pailler, M. E., Barg, F. K.,
Wintersteen, M. B., Hayes, K.,
Tien, A. Y., & Diamond, G. S.
(2010). Feasibility and effects of a
Web-based adolescent psychiatric
assessment administered by clini-
cal staff in the pediatric emergency
department. Archives of Pediatrics
and Adolescent Medicine,

164, 1112-1117. d0i:10.1001/
archpediatrics.2010.213

Fernandez, A., Schillinger D.,
Grumbach K., Rosenthal, A.,
Stewart, A. L., Wang, F., &
Pérez-Stable, E. J. (2004).
Physician language ability and cul-
tural competence: An exploratory
study of communication with
Spanish-speaking patients. Journal
of General Internal Medicine, 19,
167-174.

Garland, A. F., Haine-Schlagel,

R., Brookman-Frazee, L.,
Baker-Ericzen, M., Trask, E., &
Fawley-King, K. (2013). Improving
community-based mental health
care for children: Translating
knowledge into action.
Administration and Policy in
Mental Health and Mental Health
Services Research, 40(1), 6-22.
d0i:10.1007/s10488-012-0450-8

Children, Adolescents, and Young Adults

Gil, E. (1991). The healing power of
play: Working with abused chil-
dren. New York: Guilford Press.

Ginnis, K. B., White, E. M., Ross,
A. M., & Wharff, E. A. (2013).
Family-based crisis intervention in
the emergency department: A new
model of care. Journal of Child
and Family Studies. d0i:10.1007/
$10826-013-9823-1

Green, J. G., McLaughlin, K. A.,
Alegria, M., Costello, E. J.,
Gruber, M. J., Hoagwood, K., . ..
Kessler, R. C. (2013). School men-
tal health resources and adolescent
mental health service use. Journal
of the American Academy of
Child and Adolescent Psychiatry,
52, 501-510. doi:10.1016/j.
jaac.2013.03.002

Greene, G., Lee, M., Trask, R., &
Rheinscheld, J. (2005). How to
work with clients’ strengths in cri-
sis intervention: A solution-focused
approach. In A. R. Roberts
(Ed.), Crisis intervention
handbook: Assessment, treat-
ment, and research (3rd ed.,
pp. 64-89). New York: Oxford
University Press.

Greenfield, B., Hechtman, L., &
Tremblay, C. (1995). Short-term
efficacy of interventions by a youth
crisis team. Canadian Journal of
Psychiatry, 40, 320-324.

Gutstein, S. E., Rudd, M. D.,
Graham, J. C., & Rayha, L. L.
(1988). Systemic crisis interven-
tion as a response to adolescent
crisis: An outcome study. Family
Process, 27,201-211.

Henggeler, S. W., Rowland, M. D.,
Randall, J., Ward, D. M., Pickrel,
S. G., Cunningham, P. B, . ..
Santos, A. B. (1999). Home-based
multisystemic therapy as an alter-
native to the hospitalization of
youths in psychiatric crisis: clini-
cal outcomes. Journal of the
American Academy of Child



Child and Adolescent Psychiatric Emergencies

and Adolescent Psychiatry, 38,
1331-1339.

Hepworth, D. H., Rooney,

R. H., Rooney, G. D., &
Strom-Gottfried, K. (Eds.).
(2013). Direct social work prac-
tice: Theory and skills (9th ed.).
Belmont, CA: Brooks/Cole,
Cengage Learning.

Hoagwood, K. E., Jensen, P. S., Acri,
M. C., Olin, S. S., Lewandowski,
R. E., & Herman, R. J. (2012).
Outcome domains in child mental
health research since 1996: Have
they changed and why does it
matter? Journal of the American
Academy of Child and Adolescent
Psychiatry, 51, 1241-1260.e2.
doi:10.1016/j.jaac.2012.09.004

Hoff, L. A., Hallisey, B. J., & Hoff,
M. (2009). People in crisis: clini-
cal and diversity perspectives (6th
ed.). New York: Routledge.

Hor, K., & Taylor, M. (2010). Suicide
and schizophrenia: A systematic
review of rates and risk factors.
Journal of Psychopharmacology,
24(4 suppl.), 81-90.
doi:10.1177/1359786810385490

Jenkins, A. L., Singer, J. B., Conner,

B. T., Calhoun, S., & Diamond, G.

(2014). Risk for suicidal ideation
and attempt among a primary care
sample of adolescents engaging

in nonsuicidal self-injury. Suicide
and Life-Threatening Behavior,
n/a-n/a. doi:10.1111/sltb.12094

Joyal, C. C., Putkonen, A., Paavola,
P., & Tiihonen, J. (2004).
Characteristics and circumstances
of homicidal acts committed by
offenders with schizophrenia.
Psychological Medicine, 34,
433-442.

Kanel, K. (2013). A Guide to crisis
intervention (5th Ed.). Belmont,
CA: Cengage Learning.

Kessler, R. C., Berglund, P., Demler,
0., Jin, R., Merikangas, K. R., &
Walters, E. E. (2005). Lifetime

343

prevalence and age-of-onset dis-
tributions of DSM-1V disorders
in the National Comorbidity
Survey Replication. Archives of
General 