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Preface

When I first wrote this text, my intent was to create a student-friendly text
that would guide both new and more experienced counselors through specific
procedures when conducting brief, crisis intervention sessions with a variety of
client populations. Although I have included much research and theory
throughout the book, the focus has stayed the course–how to conduct inter-
views in a structured fashion.

In general, this book is written for college students and beginning mental
health professionals who might benefit from a step-by-step practical guide on
how to effectively work with clients in a variety of settings. There are many
case examples and practice opportunities woven throughout the text. This
text works great in courses in which students are given opportunities to prac-
tice what they are reading through role-plays with one another, or with actual
clients under the supervision of the instructor or other mental health counse-
lors. It has been useful for professionals such as police, firefighters, military
personnel as well as mental health counselors.

Organizing Features
I have included many real-world examples and sample scripts for students
throughout the text. Over the years, I have found that students benefit from
seeing what others actually say during counseling sessions. They can then
practice similar types of comments when they conduct role-play sessions.

I have also presented the major theory behind crises,and then how the the-
ory is utilized when conducting crisis intervention. Connecting theory with
practice helps students better understand both and systematically learn how
theoretical constructs are put into practice. Once theory is presented, students
are provided with a detailed description of the ABC model of crisis interven-
tion. In order to practice that model, students are then provided with seven
chapters that deal with specific client populations, their needs, and how to im-
plement the ABC model with that type of client.

xv
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Pedagogical Aids
Each chapter includes a brief pre-chapter quiz. Students will be able to assess
their knowledge of the material prior to reading the chapter and then again
after they have studied the material. These quizzes also introduce the students
to the chapter itself. At the end of each chapter is a chapter summary and key
terms for study. These both aid in preparing for exams.

Boxes have been inserted through the book to highlight interesting new
case examples and scripts. Tables, diagrams, and figures have also been in-
serted to keep students focused on essential theoretical and clinical material.

In chapters dealing with client populations, case vignettes to practice are
placed at the end of the chapter. Included with these are hints about how to
implement the ABC model when conducting role plays for those client cases.

New To this Edition
As I have revised the text over the years, I have included new information as
the world has changed, and as various traumas have been experienced by
many of us. For example, my second edition included the issues surrounding
the effects of 9/11, and the third edition included information about the Ka-
trina disaster. In this fourth edition, I have included data based on my own
research study related to the types of crisis experiences described by the re-
turning military personnel who were stationed in Iraq and Afghanistan. This
will be a group that more and more mental health counselors will be working
with in the coming decade.

Additionally, I have rewritten a section on the mental status exam for this
new edition. I give much thanks to the reviewers who implored me to consider
more information on various tests and measurement tools to help with assess-
ment. As a result, this new edition includes more information on how to assess
for suicide, depression, and other life-threatening behaviors. I have substan-
tially updated the section on suicide with new references and a more in-depth
look at the history of suicide.

I have also provided updated statistics in various chapters and have chan-
ged the chapter that had only included issues related to AIDS/HIV. Chapter
12 now includes issues related to AIDS and HIV, material related to dealing
with other terminal and serious illnesses, and the history of palliative care.
When the book was first written, it made more sense to have an entire chapter
on AIDS/HIV because we were just beginning to learn about that illness, and
the mental health community was in its infancy regarding how to best inter-
vene with those clients. Because of the increasing effectiveness of anti-HIV
medications,, people who become HIV positive or who suffer from AIDS can
now be seen as part of the whole group of clients with serious illnesses, not a
separate group with a life-threatening and socially debilitating disease as was
the case in the 1980s and 1990s.

xvi Preface

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



Ancillaries to Accompany the Text
There is an instructor’s manual which includes a section on how to teach the
course I have taught for 26 years, test items for instructors to use (both multi-
ple choice and essay style) and a description of the lectures for each chapter.

Also available is a PowerPoint slide presentation and quiz items for
students.

Acknowledgments
I so appreciate the energy and efforts of the many reviewers of this text over
the years. For this edition I would like to thank Sheri Goik-Kurn, Baker Col-
lege of Muskegon; Eric Anderson, North Central Technical College; Nathan
Blackledge, Tennessee Temple University; Stephany Ziegler Hewitt, Trident
Technical College; Yulanda Williams, Augusta State University; Donald Alsdurf,
Kansas City Kansas Community College.

Lastly, I give much appreciation to my students who have provided me
with invaluable feedback over the years about what aspects of the text help
and hinder them. I have tried to eliminate any hindering aspects and
strengthen the helping aspect.
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Chapter

1

What Is a Crisis?

At the beginning of each chapter, the reader is encouraged to respond to
10 or more quiz items that provide a brief introduction to the chapter. Place
a T if the item is true and an F if it is false. The correct responses are at the
end of the chapter following the chapter summaries.

_____ 1. The cognitive key refers to the emotions one deals with during a
crisis.

_____ 2. A stressor that triggers a crisis is often referred to as a precipitating
event.

_____ 3. There is no possible benefit when one goes through a crisis.
_____ 4. It is always best to stifle emotions during a crisis.
_____ 5. Some anxiety helps motivate people to work through a crisis.
_____ 6. Crisis is used synonymously with panic by mental health

professionals.
_____ 7. Ego strength refers to how vain someone is.
_____ 8. A major goal of crisis intervention is to increase functioning.
_____ 9. Stress is a natural occurance in most people’s lives.
_____ 10. Crisis prone people don’t tend to face their problems

realistically.

1
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Crisis Defined
The term crisis has been defined in many ways. The definition reflecting the
three essential parts of a crisis has been referred to as the trilogy definition
and is referred to throughout this book. The three parts of a crisis are these:
(1) a precipitating event; (2) a perception of the event that causes subjective
distress; and (3) the failure of a person’s usual coping methods, which causes
a person experiencing the precipitating event to function at a lower level than
before the event.

Other authors agree with this general definition. An example is Gilliland
and James, who define crisis as “a perception of an event or situation as
an intolerable difficulty that exceeds the resources and coping mechanisms of
the person” (Gilliland & James, 1988, p. 3). Gerald Caplan, often referred to
as the Father of Modern Crisis Intervention, describes a crisis as “an obstacle
that is, for a time, insurmountable by the use of customary methods of prob-
lem solving. A period of disorganization ensues, a period of upset, during
which many abortive attempts at a solution are made” (1961, p. 18). In its
simplest form, according to Caplan, “it is an upset in the steady state of the
individual” (1961, p. 18).

Janosik (1986, p. 4) sees the scope of crisis work as including “precipitating
events, behavioral response, failed efforts to cope, and disrupted equilibrium.”
She has found the following to occur in a crisis: “A precipitator in the form of a
hazardous event intrudes on the life of an individual or group, causing a state
of tension that is subjectively uncomfortable and the person experiencing the
hazardous event resorts to customary coping behaviors” (p. 7). If these behaviors
fail to relieve tension, a crisis occurs.

These three components of a crisis must be recognized and understood
because they are the elements the crisis counselor will be identifying and help-
ing the client to overcome. The perception of the event is by far the most cru-
cial part to identify, for it is the part that can be most easily and quickly
altered by the counselor. It is the focus in this trilogy definition, and the point
that differentiates crisis intervention from most other forms of counseling.

By keeping the trilogy definition in mind, the crisis worker can perform
the necessary services in a brief time. Whereas other forms of counseling may
focus on building self-esteem, personality modification, or even extinguishing
maladaptive behaviors, in crisis intervention the focus is on increasing the
client’s functioning. This is addressed in detail in Chapter 4; for now, two use-
ful formulas for the crisis interventionist are provided in Figures 1.1 and 1.2
below that incorporate the trilogy definition presented previously.

FIGURE 1.1 Formula for Understanding the Process of Crisis Formation

Precipitating
Event

Perception Subjective
Distress

Lowered Functioning
when Coping Fails

2 Chapter One
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Since the major goal of crisis work is to increase the client’s functioning,
the following formula aids the crisis worker in understanding the process for
leading a client out of a crisis.

Again, notice that the method involves changing the perception of the
precipitating event. Obviously, it is not possible to change the precipitating
event. The best one can do is work at changing or altering the client’s cogni-
tions and perceptions of the event, offer referrals to supportive agencies, and
suggest other coping strategies. These ideas are explored further in subsequent
chapters.

One additional thought about crises in general: Often the word crisis
conjures up images of panic, emergency, and feeling out of control. This is
not necessarily the case. Crises are a part of life and should not be considered
abnormal. Crises occur in the lives of normal, average individuals who are just
having difficulty coping with stress; therefore, they represent a state to which
most of us can relate.

Because of the universal nature of crises, a variety of clinicians and
researchers, relying on their own experience as well as knowledge of tradito-
nal counseling approaches, have created and implemented a specific approach
for working with crisis situations. They discovered that the more traditional,
long-term counseling approaches were not appropriate for dealing with
crises and found that short-term crisis intervention was much more effective.
Short-term and brief therapy models are discussed in Chapter 2.

Crisis as Both Danger and Opportunity
Some crisis states are seen by many as somewhat normal developments that
occur episodically during “the normal life span of individuals” (Janosik,
1986, p. 3). Whether the individual comes out of any crisis state productively
or unproductively depends on how he or she deals with it. In Chinese, crisis
means both danger and opportunity (see Figure 1.3). This dichotomous mean-
ing highlights the potentially beneficial as well as the potentially hazardous
aspects of a crisis state. A person might face the challenge of the precipitating
event adaptively, or he or she might respond with a neurotic disturbance,
psychotic illness, or even death.

According to Caplan (1961, p. 19), growth is preceded by a state of
imbalance or crisis that serves as the basis for future development. Without
crisis, development is not possible. As a person strives to achieve stability

FIGURE 1.2 Formula for Increasing Functioning

Change in perception of the
precipitating event and acquiring
new coping skills

Decrease in subjective
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during a crisis, the coping process itself can help him or her reach a qualitatively
different level of stability. This state may be either a higher or lower functioning
level than the person had before the crisis occurred (see Figure 1.4)

Crisis as Opportunity
Even if a person receives no outside intervention or help, the crisis state will
eventually cease, usually within 4 to 6 weeks. A crisis is by nature a time-
limited event because a person cannot tolerate extreme tension and psycholog-
ical disequilibrium for more than a few weeks (Caplan, 1964; Janosik, 1986,
p. 9; Roberts, 1990; Slaikeu, 1990, p. 21). Although a person’s character
influences how a person emerges from a crisis, that is, either stronger or
weaker, seeking and receiving focused help during the crisis state has a much
bigger impact on the person. In the midst of a crisis, a person is more receptive
to suggestions and help than he or she is in a steady state. A crisis worker
can gain significant leverage at this time because of greater client vulnerability.
Instead of stabilizing at a lowered level of functioning, an individual who re-
ceives help is likely to stabilize at a higher, more adaptive level of functioning.
Erratic behaviors and emotions are alleviated.

This scenario is especially common in cases of incest. It seems fairly obvi-
ous that a three-year-old girl brought in for counseling after being molested one
time will respond better than a thirty-year-old woman who was molested at age
three and has repressed acknowledgment of the molestation for 27 years.

FIGURE 1.3 Danger or Opportunity

DANGER

or

OPPORTUNITY
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An important aspect of client vulnerability during crises is the ethics and
integrity of the crisis worker. It would be easy for an unscrupulous worker to take
advantage of a client in crisis. There are many other ethical concerns that a crisis
worker may face besides client vulnerability, therefore Chapter 3 is devoted to a
multitude of ethical issues.

Once a client has returned to a previous, or higher, level of functioning,
he or she may opt to continue with therapy. Brief therapy is a reasonably
cost-effective approach for dealing with aspects of life that have plagued a
person regularly but have not necessarily caused a crisis state. A counselor
may work with an individual for six to 20 sessions and obtain excellent
results in behavioral and emotional changes. Once people have benefited

Box 1.1 Example of Crisis as Danger

After having been raped, a woman might not seek help or even tell anyone about the trauma. About a
month after the violation, she may slip into a state of denial, with reduced contact with the world,
lowered trust levels, increased substance abuse, poor interpersonal relations, and a state of dissocia-
tion. However, she may continue to be able to work, go to school, put on a front with family and
friends, and appear to function normally. In reality, however, she is functioning at a lower level than
she did before the rape and will be somewhat impaired until she gets intervention. The longer she
waits to get help, the more resistant she will be to it because of the amount of energy she will have
invested in the denial process.

FIGURE 1.4 Crisis as Both Opportunity and Danger

Normal functioning interrupted by
 1.  Precipitating event
            (event perceived as threatening)
 2.  Subjective distress
 3.  Failure in coping

Drop in level of functioning
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from crisis intervention, they are often more open to continuing work on
additional in-depth personal issues because of increased trust in the therapeutic
process and the therapist. The choice to continue in postcrisis counseling will of
course depend on financial resources and time availability.

Crisis as Danger: Becoming a Crisis-Prone Person
Not everyone who experiences a stressor in life will succumb to a crisis state.
No one is certain why some people cope with stress easily whereas others
deteriorate into disequilibrium. Several explanations seem plausible. Figure 1.5
expands on Figure 1.4 to include the crisis-prone person. If a person does not
receive adequate crisis intervention during a crisis state but instead comes out
of the crisis by using ego defense mechanisms such as repression, denial,
or dissociation, the person is likely to function at a lower level than he or
she did before the stressing event. The ego, which has been hypothesized to
be the part of the mind that masters reality in order to function, must then
use its strength to maintain the denial of the anxiety or pain associated with

FIGURE 1.5 Crisis as Danger: The Development of the Crisis Prone Person
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the precipitating event. Such effort takes away the individual’s strength to deal
with future stressors, so that another crisis state may develop the next time
a stressor hits. This next crisis state may be resolved by more ego defense
mechanisms after several weeks, leading to an even lower level of functioning
if the person does not receive adequate crisis intervention.

This pattern may go on for many years until the person’s ego is completely
drained of its capacity to deal with reality. Such people often commit suicide,
harm others, or have psychotic breakdowns. These individuals are soemtimes
viewed as having personality disorders. People with personality disorders are
usually seen as suffering from emotional instability, an inability to master real-
ity, poor interpersonal and occupational functioning, and chronic depression.
Defense mechanisms and substance abuse are common behaviors people use
to overcome crisis states instead of seeking professional help. People who
receive help before resorting to defense mechanisms may avoid developing a
personality disorder.

Traditional psychotherapy has usually been the course of counseling
implemented with people suffering from personality disorders. In today’s
economy and with health maintenance organizations (HMOs) dictating men-
tal health treatment, clinicians often cannot take the traditional road with
crisis-prone people. Because short-term treatment is required in most settings,
it is essential to begin working with people as soon as possible after the crisis
state sets in to prevent a chronic cycle from developing.

Other Factors Determining Danger or Opportunity
Other factors may also determine whether a crisis presents a danger or an
opportunity. These factors are generally found in the client’s own environment.
In addition to receiving outside help, having access to (1) material resources,
(2) personal resources, and (3) social resources seems to determine the level an
individual reaches after a crisis.

Material Resources Material resources include things such as money,
shelter, food, transportation, and clothing. Money may not buy love, but it
does make life easier during a crisis. For example, a battered woman with
minimal material resources (money, food, housing, and transportation) may
suffer more in a crisis than a woman with her own income and transpor-
tation. A woman with material resources has the choice of staying at a hotel
or moving into her own apartment. She can drive to work, to counseling
sessions, and to court. The woman with no material resources will struggle
to travel to sessions and will have to be dependent on others. Her freedom
to choose wherever and whenever she goes will be largely decided by those
on whom she depends. According to Maslow’s (1970) hierarchy of needs,
material needs must be met before the other needs of personal integration
and social contact can receive attention. Not until she is housed, fed, and
safe can the battered woman begin to resolve the psychological aspect of
the crisis.
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It is important to remember that despite financial and other material
resources, battered women and other people struggling through a crisis will
inevitably suffer. People with material resources sometimes suffer more than
those with fewer resources because of psychological and social factors or the
duration and severity of the victimization or other precipitating event.

Personal Resources After her material needs are met, the woman can begin
to work through the crisis. Her personal resources, such as ego strength,
previous history of coping with stressful situations, absence of personality pro-
blems, and physical well-being will help determine how well she copes on her
own and how she accepts and implements intervention.

Ego strength is the ability to understand the world realistically and act
on that understanding to get one’s needs and wishes met. Many times a crisis
worker will be called on to temporarily be the client’s ego strength (as when a
person is psychotic or severely depressed) until the client can take over for
himself or herself. These clients can neither see reality clearly nor put into
action realistic coping behaviors. They need someone to structure their behav-
ior until the crisis is managed successfully, often with medication, family inter-
vention, and individual counseling. When someone has coped successfully in
the past with various stressors, then usually his or her ego strength is high.
However, when someone does not cope successfully with stressors, the person’s
ego strength is lowered (see Figure 1.5). A crisis worker must “tune into” a
client’s level of mastering reality in order to set up realistic goals and problem-
solving strategies.

Certain personality traits may interfere with coping and also with accept-
ing intervention. Some people have problems accepting help or being strong.
Others are paranoid or avoid conflict. These people present challenges to
counselors, in contrast to clients who are open and trusting.

Clients’ physical well-being also affects how well they deal with crises.
Healthy people have more energy and greater ability to use personal and so-
cial resources. The ability to move about and exercise is essential in coping
with stress. Disabled and sick clients must constantly cope with these condi-
tions, and so when stress occurs, they simply do not have as much psycholog-
ical energy to deal with it as physically healthy individuals.

A person’s level of intelligence and education also affects the outcome of a
crisis state. Well-educated people are better able to use cognitive reframes and
logical arguments to help them integrate traumas psychologically. People with
lower IQs have more difficulty understanding events and their reactions to
events, and may be less flexible when solving problems.

Social Resources A person’s social resources also affect the outcome of a
crisis. A person with strong support from family, friends, church, work, and
school has natural help available, providing these support systems are healthy.
A lone individual struggles more during a crisis and tends to depend on out-
side support systems such as professional counselors, hot lines, emergency
rooms, and physicians. Part of the crisis worker’s responsibility is to link clients
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with their natural support systems so their dependency on mental health
workers is reduced. Knowledge of support groups such as twelve-step self-
help groups is vital to a counselor’s effective intervention. Clients without
much natural support can participate in these groups indefinitely, and the
twelve-step group may become a natural support resource. The use of
twelve-step groups will be explored in Chapter 4.

Precipitating Events
Personal crises have identifiable beginnings or precipitating events. These can
be new adjustments in the family, loss of a loved one, loss of one’s health,
contradictions and stresses involved in acculturation, normal psychosocial
stages of development, or unexpected situational stressors. Perhaps the most
important aspect of any crisis is how the person perceives the situation. The
meaning given to the event or adjustment determines whether the person can
cope with the added stress. This meaning has been termed the cognitive key
(Slaikeu, 1990, p. 18). It is the key with which the counselor unlocks the
door to understanding the nature of the client’s crisis. Once the helper identi-
fies the cognitive meanings the client ascribes to the precipitating events, the
helper can work actively to reframe these cognitions. This new way of perceiv-
ing the event aids the client in reducing subjective distress and increasing coping
abilities.

The way the precipitating event interacts with the person’s life view is
what makes a situation critical. If people cannot cope with new situations by
using their usual mechanisms, a state of disequilibrium will occur. However, if
their cognitive perspective of a potential hazard or precipitating event allows
people to relieve the stress effectively and resolve the problem, the crisis will
not occur in the first place.

Stress is different from crisis, though the two terms are often confused.
When a person experiences a negative precipitating event, suffers from nega-
tive emotions, but does not experience impairment in functioning due to being
able to cope with it, he or she is probably suffering from daily or normal
stress. Stress is part of modern life; in fact, it is part of daily life. This does
not mean that crises are part of daily life, however, because people typically
cope with stress without falling apart emotionally. Even if people undergoing
stress experience some subjective distress, if they have the coping skills to
master the stress, their functioning level will not be impaired, and hence a crisis
state will not ensue.

Developmental Crises
For conceptual purposes, we can describe two types of crises: developmental
and situational. Developmental crises are normal, transitional phases that are
expected as people move from one stage of life to another. They take years to
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develop and require adjustments from the family as members take on new
roles. Two types of developmental crises will be explored in Chapter 7. Clients
often seek counseling because of their inability to cope with the evolving needs
of one or more family members. Effective crisis workers are sensitive to the
special issues surrounding this type of precipitating event.

Situational Crises
Situational crises emerge when uncommon and extraordinary events occur that
an individual has no way of forecasting or controlling (Gilliland & James, 1988,
p. 15). Some examples of situational crises are crime, rape, death, divorce,
illness, and community disaster. The chief characteristics that differentiate
these from developmental crises are their (1) sudden onset, (2) unexpectedness,
(3) emergency quality, and (4) potential impact on the community (Slaikeu,
1990, pp. 64–65). Situational crises are discussed in detail in the second half of
this book.

Subjective Distress
A rise in anxiety is a typical reaction to the initial impact of a hazardous
event. A person may experience shock, disbelief, distress, and panic (e.g.,
Stage I of Rape Trauma Syndrome). If this initial anxiety is not resolved, the
person may experience a period of disorganization (e.g., Stage II of Rape
Trauma Syndrome). During this phase, the person often experiences feelings
of guilt, anger, helplessness, hopelessness, dissociation, confusion, and fatigue,
leaving her in a vulnerable state. She is unable to function at her previous level
at work, school, or home. Ironically, in certain circumstances anxiety has the
power to generate energy and increase coping abilities, as when a child is in
danger and a parent has a surge of adrenaline that helps him rescue the child,
or when a natural disaster hits and people have the increased physical strength
and endurance to carry bodies and sandbags.

Anxiety, however, seems to fit the curvilinear model (see Figure 1.6) in that
too much or too little leaves a person in a state of inertia or with undirected
and disintegrative energy (Janosik, 1986, p. 30).

FIGURE 1.6 Curvilinear Model of Anxiety as Motivator for Change
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When the anxiety level is moderate and manageable, the crisis worker can
use it to help motivate the client to make changes. In sum, anxiety is not
always a bad thing; it is considered necessary, at moderate levels, to spur people
to make changes in their lives.

Anxiety is an internal experience; therefore, interventions might first be
aimed at alleviating the internal component of stress. This action makes sense
because the external component of a crisis often cannot be undone. The only
remedy for distress is to change the internal experience.

Changing the internal experience as a remedy for distress can be done in
several ways. One would be to medicate the person (e.g., give an injection of a
tranquilizer) to relieve the anxiety or grief. The benefit of this intervention is
immediate reduction in subjective distress. Sometimes clients cannot benefit
from cognitive crisis intervention because their anxiety or grief is too great;
in these cases, medication can provide temporary relief until their cognitions
can be altered. Crisis workers often work jointly with psychiatrists when med-
ication is necessary. The crisis worker might call a psychiatrist or physician
that he or she has worked with in the past to create a bridge for the client
with the psychiatrist. At other times, the crisis worker might consult over
the phone with a physician and set up a relationship in which the psychia-
trist and crisis worker feel comfortable having ongoing communication while
both are working with the client. Some agencies employ both counselors and
psychiatrists. In these cases, it is rather simple for the crisis worker to work
jointly with the psychiatrist because both workers generally get together
during regularly scheduled staff meetings. It is not uncommon for colleagues
at agencies to “pop” into each others’ offices from time to time to engage in
“informal” communication about the progress of mutual clients. No matter
which way crisis workers choose to engage with a psychiatrist or a client’s
primary care physician, it is wise to be knowledgeable about the medications
being prescribed and to let the physician take the lead in medication
management.

Unfortunately, some of the medications given for distress do not take
effect for 10 days to 3 weeks (ie. antidepressants). Expecting a “magical”
cure from medication must be discouraged, although if clients believe medica-
tion will eventually help, they may have increased hope, which in itself may
lower the emotional distress.

The crisis worker, however, would not want to rid clients of all subjective
distress too soon without helping them change their perception of the precipi-
tating event or without encouraging coping behaviors. Without discomfort,
clients are not as motivated to change. The crisis counselor depends on clients
to be in a state of disequilibrium and vulnerability if cognitive change and
behavioral change are to occur. Clients with good ego strength and no history
of mental illness can often work through a crisis without any medication.
Some people, though, absolutely need medication, and knowing when the
situation calls for more than just talk therapy is a helpful skill for crisis workers.
Chapter 5 discusses how the Mental Status Exam can be used to determine if
someone is likely in need of a physician referral.
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The decision of whether medication is needed is up to a psychiatrist or
another physician. The crisis worker can discuss his or her treatment plan
with the psychiatrist and how medication fits into it. Often, the psychiatrist
will have suggestions for the counselor and can be a valuable resource for
clients. Keeping an open mind about medication can benefit your clients.

For clients who do not seem to need medication to relieve subjective
distress, the internal experience is best changed through cognitive restructuring,
discussed in subsequent chapters. Some clients may also be able to implement
recommended behavioral changes, which can be done in a number of ways.

The essential idea to remember is to keep the focus not on changing pre-
cipitating events but rather the way in which clients experience them. Changing
perceptions will lower clients’ subjective distress and increase their functioning
levels. Offering coping strategies also aids in lowering subjective distress and
increases functioning as well.

Failure of Coping Methods
When people in crisis are experiencing feelings of bewilderment, confusion,
and conflict, they are in a vulnerable position. They are lacking skills to
improve their situation. According to Caplan (1964, p. 18), there are seven
characteristics of effective coping behavior (see Table 1.1). Crisis workers
assess clients’ current behaviors and guide them toward the areas not being
demonstrated.

When a person is unable to use these coping behaviors and is faced with
stress, a crisis state will generally evolve. Often the subjective distress, such
as anxiety or grief, overwhelms the individual, preventing the person from cop-
ing and therefore from functioning in a variety of areas. When such individuals
realize they can no longer function at work, at home, in social situations, or
emotionally, they may seek mental health treatment. During treatment they

TABLE 1.1 Caplan’s Seven Characteristics of Effective Coping Behavior

1. Actively exploring reality issues and searching for information
2. Freely expressing both positive and negative feelings and tolerating frustration

3. Actively invoking help from others

4. Breaking problems into manageable bits and working through them one at
a time

5. Being aware of fatigue and pacing coping efforts while maintaining control in
as many areas of functioning as possible

6. Mastering feelings where possible; being flexible and willing to change

7. Trusting in oneself and others and having a basic optimism about the outcome

Source: Caplan, 1964.
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will slowly begin to function again by reducing their subjective distress and
increasing their coping behaviors.

Once a client’s subjective distress has been lowered to a manageable level,
the crisis worker may offer coping strategies. These range from referrals
to agencies, groups, doctors, and lawyers to reading books, journaling, and
exercising. Caplan’s seven characteristics of effective coping behavior can
guide the counselor in creatively constructing a treatment plan that changes
cognitions, lowers subjective distress, and increases functioning.

Chapter Review
A crisis can be defined as a state in which a person is faced with a stressful
event that precipitates emotional distress. The way in which a person perceives
the event dictates whether negative emotons will be experienced. If the person
cannot cope with the emotions and the thoughts about the event, impairment
in daily functioning occurs. This is a crisis state. The goal of crisis intervention
is to increase the functioning level back to its normal level or higher, usually
by helping the client perceive things differently and by offering the client
coping skills. If a client doesn’t seek help during a crisis state, there is a danger
that he or she will come out of the crisis state and function at a lower level
than before and is at risk for becoming crisis prone, suicidal, homicidal, or
psychotic. When help is sought, the client often comes out of the crisis with
increased coping skills and is often better prepared to cope with future stres-
sors. Gerald Caplan is referred to as the Father of Modern Crisis Intervention
and identified seven characteristics of effective coping behavior that crisis
workers use to guide them in understanding people in crisis.

Correct Answers to Pre-Chapter Quiz
1. F 2. T 3. F 4. F 5. T 6. F 7. F 8. T 9. T 10. T

Key Terms for Study
Caplan’s seven characteristics of effective coping behavior: Behaviors pro-
posed by Gerald Caplan (1964) as essential for getting through a crisis state.
They can be learned through formal crisis intervention, through experience, or
while growing up. In any case, the crisis worker needs to acknowledge these
characteristics and to transmit them to clients when possible.

cognitive key: The perception a person has of the precipitating events that led
to subjective distress. The crisis worker must identify the perception if he or
she is to help the client change it and thereby increase functioning.
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coping methods: The behaviors, thinking, and emotional processes that a
person uses to handle stress and continue to function.

crisis: A state of disequilibrium that occurs after a stressor (precipitating
event). The person then is unable to function in one or more areas of his or
her life because customary coping mechanisms have failed.

crisis prone: The condition that persists when people fail to grow from a crisis
experience and instead deal with the crisis state by using ego defense mechan-
isms. They will be crisis prone because their ego strength will be weakened,
leaving them unable to cope with future stresses.

curvilinear model of anxiety: Model showing that anxiety has the potential to
be either a positive or a negative influence for someone in crisis. Too much
anxiety may overwhelm the person and lead to lowered functioning. How-
ever, moderate anxiety may offer an opportunity for growth and transition
from one stage of life to another or may motivate the person to grow from
the experience of trauma. People who have no anxiety tend not to be moti-
vated to make any changes at all.

danger and opportunity: Dichotomy associated with a crisis. A crisis can be
an opportunity when the person grows by developing new coping skills and
altering perceptions. It can be a danger when the person does not seek help
and instead copes with the crisis state by using defense mechanisms, resulting
in a lowered functioning level and possibly psychosis or even death.

developmental crises: Normal transitional stages that often trigger crisis
states, which all people pass through while growing through the life span.

ego strength: The degree to which people can see reality clearly and meet
their needs realistically. People with strong egos usually cope with stress better
than people with weaker egos.

father of modern crisis intervention: Title given to Gerald Caplan.

functioning level: The way a person behaves socially, occupationally, academ-
ically, and emotionally. The functioning level is impaired when a person is in
a crisis. The goal of crisis intervention is to increase functioning to precrisis
levels or higher.

material resources: Tangible things such as money, transportation, clothes,
and food. They constitute one determinant of how well a person is able to
deal with a crisis.

personal resources: Determinants of how well a person will deal with a crisis.
They include intelligence, ego strength, and physical health.

precipitating event: An actual event in a person’s life that triggers a crisis
state that can be either situational or developmental.

situational crises: Unexpected traumas having a sudden onset that impair
one’s functioning level.

social resources: A person’s friends, family, and coworkers. The more resources
one has, the better one will weather a crisis.
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stress: A natural, though trying, part of life. A reaction to difficult events usu-
ally involving feelings of anxiety. Stressful events do not become crises if a
person can cope with them and functioning is not impaired.

subjective distress: Painful and uncomfortable feelings experienced by a
person in crisis.

trilogy definition: The three-part approach to understanding what a crisis is,
including the precipitating event, subjective distress (caused by cognitions),
and, usually, failure to cope, which leads to lowered functioning.
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Chapter

2

The History of Crisis

Intervention

_____ 1. Crisis intervention began during the HMO movement of the
1980s.

_____ 2. The deinstitutionalization of the mentally ill led to the need for
community mental health centers.

_____ 3. A variety of traditional counseling theories have influenced crisis
intervention.

_____ 4. Eric Lindemann studied the reactions of survivors of a night
club fire.

_____ 5. Nonprofessionals were used to implement crisis intervention at
the Wellesley project.

_____ 6. Crisis intervention has long been considered an inferior form of
treatment by county mental health centers.

_____ 7. Cognitive-behavioral models have contributed much to the
practice of crisis intervention.

_____ 8. Brief therapy is synonymous with crisis intervention.
_____ 9. Humanistic models have very little impact on the practice of

crisis intervention.
_____ 10. The Short-Doyle Act created mandatory licensure for all crisis

workers.
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The Development of Crisis Intervention
Eric Lindemann (1944) introduced the first major community mental health
program that focused on crisis intervention. He studied the grief reactions
experienced by relatives of victims injured or killed in the Coconut Grove
fire in Boston on November 28, 1942. On that night, 493 people perished as
the Coconut Grove Nightclub burned. It was the single largest building fire in
U.S. history. As Lindemann joined others from Massachusetts General Hospi-
tal to help survivors who had lost loved ones, he came to believe that clergy
and other community caretakers could help people with grief work. Before
this time, only psychiatrists had provided services for those with anxiety and
depression, symptoms that were thought to stem from personality disorders or
biochemical illnesses.

After his study, Lindemann worked with Gerald Caplan to establish a
communitywide mental health program in Cambridge, Massachusetts that
became known as the Wellesley Project. They worked at first with individuals
who had suffered such traumatic events as sudden bereavement or the birth of
a premature child. This focus on working with women dealing with the grief
of either the death of an infant or the birth of an infant with abnormalities
was most likely influenced by the baby boom which began during the late
1940s, after World War II had ended. Millions of women were pregnant,
and some had complications of pregnancy. Physicians were experimenting
with a new drug, thalidomide, that prevented morning sickness. Unfortu-
nately, the drug also led to birth defects and other complications. Women
who had taken the drug and whose babies had birth defects needed a way to
deal with their trauma.

Caplan’s focus on preventive psychiatry, in which early intervention was
provided to promote positive growth and minimize the chance of psychologi-
cal impairment, led to an emphasis on mental health consultation (Slaikeu,
1990, p. 7). It may seem hard to believe that the term crisis intervention
hadn’t even been thought of at that time in history. This approach began a
trend toward short-term, directive, and focused crisis intervention. Interestingly,
much of current-day crisis intervention theory has come from the Wellesley
Project.

In the early 1960s, the crisis intervention trend gave rise to the suicide
prevention movement. This movement grew rapidly, and many community
centers offered 24-hour hotlines. These centers developed out of the social
activist mentality of the 1960s and Caplan’s theory. They relied on nonpro-
fessional volunteers for their telephone counseling programs. Caplan’s focus
on critical life crises attracted nontraditionalists, who were dissatisfied with
medical-model and psychoanalytic treatments. Many nonprofit organizations
specializing in the treatment of certain personal crises evolved from such
grass-roots programs as free clinics for abortion of unwanted pregnancies,
battered women’s shelters, rape centers, and AIDS centers.

Parallel to the suicide prevention movement was the community mental
health movement in the United States. In 1957, the Short-Doyle Act provided
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funding for mental health clinics in each county throughout the United States.
This act was the impetus for the monumental deinstitutionalization of patients
from federally funded state mental hospitals. Patients had often stayed in these
hospitals for an indefinite period of time—sometimes to fade away, forgotten.
With the introduction and widespread use of psychiatric medications such as
thorazine and lithium, chronically ill mental patients could be managed on an
outpatient basis. Six years later, Congress established the Joint Commission
on Mental Illness and Health and, with the support of the Kennedy adminis-
tration, passed the Community Mental Health Centers Act of 1963.

When mental health service centers were built in the community, they
became places of specialty for psychiatry. The Community Mental Health
Centers Act was originally intended to serve chronically ill mental patients,
but soon mental health workers began seeing healthier, less dysfunctional
patients suffering from emotional disorders that had typically been treated in
private psychologists’ offices. As a result, the chronically mentally ill were
receiving less care than intended. The Lanterman Petris Short Act, passed
in 1968, established more specific requirements for the provision of mental
health services in the community. The focus was on short-term crisis interven-
tion for clients who were not chronically mentally ill. The legislation also
provided for long-term case management and conservatorship of chronically
mentally ill people in order to prevent them from harming the general public
or from committing crimes. The Lanterman Petris Short Act also addressed
involuntary treatment, including the civil rights of individuals for whom invol-
untary treatment might mean confinement in psychiatric facilities. The issue of
involuntary commitment is still controversial in some states. For example, in
California, legislation is currently pending that deals with this issue (AB1800
Thomson and Perata). Although the assembly has passed the bill, it remains
buried in a senate committee from which it has never emerged. (http://.www.
psychlaws.org/State_Activity/California/AboutCTAC.htm, 10-27-2005).

Currently pending in Congress are two pieces of legislation, AB 1800
Thomson and Perata and AB 2798 Thomson. If passed, this bill would “lengthen
the period of time a person may be committed to a psychiatric hospital, broaden
the criteria for involuntary treatment and institute a new involuntary outpatient
treatment program” and “establish protocols for involuntarily treating judicially
committed forensic patients with antipsychotic medication” (U.S. Government,
2000, p. 1).

A major part of the community effort was 24-hour emergency service,
which became known as Psychiatric Emergency Treatment (PET) services.
Most community mental health services are still based on this act. Procedures
for dealing with psychotic, suicidal, and homicidal crises and the ways such
crises relate to community mental health are discussed in Chapter 5.

In the late 1960s and early 1970s, journals such as Crisis Intervention and
Journal of Life-Threatening Behavior, which dealt specifically with crisis
topics, were published. Crisis intervention became more valued in the 1970s
as economic conditions led to greater use of community resources (Slaiku,
1990, p. 8).
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During this time, the country also saw an increase in university and
college programs in which curricula focused on psychology and counseling.
Many paraprofessionals who had previously staffed community mental health
centers went to college to become professional therapists. Soon, the profession
of licensed therapy was big business. Insurance companies paid for counseling
services offered by individuals with masters degrees; this led to a rise in the
number of people seeking mental health counseling as well as to complaints
by insurance companies about the financial burden. The complaints resulted
in managed care by indemnity insurance companies. Insurance companies no
longer paid for patients to stay in therapy as long as clinicians felt necessary.

The short-term crisis intervention model is by far the most cost effective
and, thus, the approach sought by most health maintenance organizations
(HMOs), preferred provider organizations (PPOs), and other insurance carriers
in today’s mental health treatment community. Community mental health and
nonprofit organizations also use the brief therapy model. Utilization review
committees often limit treatment to four to six professional sessions and encour-
age the completion of therapy in such community resources as twelve-step pro-
grams and other support groups. The brief therapy method fits in well with
the crisis intervention approach for both professional therapists and parapro-
fessional counselors working in community agencies. Table 2.1 summarizes
important dates in the development of crisis intervention as it exists today.

One controversy in the field of crisis intervention centers on parapro-
fessionals. Some licensed professionals believe that these workers, who have
traditionally provided crisis intervention, do not have enough training to
do intervention. Some professionals have proposed that only those with at
least a masters degree should be allowed to provide services to those in crisis.

TABLE 2.1 Time Line in the Development of Crisis Intervention

Time Frame Development

1942 Coconut Grove Nightclub fire; use of nonprofessionals to provide counseling

1946–1964 Baby boom; increase in stillbirths, birth defects, and miscarriages (thalidomide)

1950s Psychotropic medications introduced; deinstitutionalization of mentally ill people

1957 Short-Doyle Act

1963 Community Mental Health Centers Act

1960s Publication of professional journals related to suicide prevention and crisis intervention;
increase in professional studies in psychology and counseling

1960s–1970s Civil rights; grass-roots movements; nonprofit agencies; use of paraprofessionals

1970s–1980s Increase in college programs; professionalization of mental health; proliferation of licensed
counselors; movement away from crisis intervention and toward traditional longer-term
mental health counseling

1980s–1990s Managed care takeover of medical field, including mental health; return to crisis intervention
in private industry and in community mental health
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Such a move could have a negative impact on poorer communities that cannot
afford the costs of this level of expertise, however. Volunteer workers seem
vital, especially during times of economic downturn. Understandably, politics
and perhaps professional jealousy and fear play a part in the opposition
to paraprofessional counseling. No doubt, many clients in need would go
untreated if these workers were prohibited from practicing crisis intervention.

Many professional therapists are not aware of the historical foundations
of crisis intervention, which was based on paraprofessional services during the
Wellesley Project period. Although crisis intervention is used in most mental
health offices, not all mental health workers have received specific training in
the field. It is often included in other courses in graduate schools and other
counseling preparatory colleges. Hence, students must provide crisis interven-
tion based on their interpretation of how to shorten the traditional therapy
process. Because crisis intervention is not often emphasized in traditional
counseling and psychology graduate schools, many nonprofit agencies provide
specific training in crisis intervention to ensure that nonprofessional volunteers
can work effectively with clients.

One cannot say that traditional models have had no influence on crisis
work. In fact, each traditional counseling approach has contributed to the field
of crisis intervention. This seems reasonable considering that the founders of
crisis intervention were trained in these models themselves.

Contributions from Other Theoretical
Modalities
No single discipline or school of thought can claim crisis theory as its own, for
this theory has been derived from a variety of sources. The result, therefore,
is an eclectic mixture drawn from psychoanalytic, existential, humanistic,
cognitive-behavioral, and familysystems theories.

Psychoanalytic Theory
Psychoanalytic theory has contributed to the treatment of people in crisis.
Sigmund Freud postulated an idea that is applicable to crisis intervention and
crisis theory in his assumption that psychic energy is finite, and that only a
limited amount exists for each person. This assumption helps explain the dis-
equilibrium that develops when customary coping skills fail and a person’s
psychological energy is depleted. It also helps explain why people with person-
ality disorders, neuroses, and psychoses react poorly in a crisis: Much of their
psychic energy is being used to maintain their disorder; they do not have the
“spare” energy to combat unforeseen emergencies (Brenner, 1974, pp. 31–80).

In crisis theory, probably more than in any other psychological theory,
the counselor is advised to assess the client’s ego strength and at times take
over the function of the ego. The concept of ego strength is directly related
to psychic energy. People with personality disorders or psychotic disorders
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usually cannot cope effectively with precipitating events because their psychic
energy is being used to deal with previous stressors, losses, and traumas.

Existential Theory
Existential theory has contributed to crisis treatment. Although true existential
psychotherapy is a long-term therapy with the goal of basic revision of life
perspective (Bugental, 1978, p. 13), some ideas are also useful in a short-term
adjustment model. Certainly, the existential thought that anxiety is a normal
part of existence and can help self-development is useful to the crisis worker.
This idea coincides with the Chinese idea of danger and opportunity. Without
anxieties caused by new life situations, people would never grow. Therefore,
anxiety as a motivator for risk taking and growth is a key concept from existen-
tial theory that has contributed to crisis theory. The belief that all people will
suffer in life at one time or another and that suffering can strengthen people
can be used to reframe a crisis for the person experiencing it.

Another useful concept from existential theory relates to the acceptance
of personal responsibility and realization that many problems are self-caused.
Choice then becomes a major focus for the person in crisis. Empowering
clients with choices and encouraging them to accept responsibility are useful
strategies in many crisis situations. A person who has recently been confronted
about her cocaine abuse can be helped to accept responsibility for her addiction.
The worker can offer alternative choices and be supportive while the client
struggles with the anxiety of withdrawing from the cocaine habit.

Humanistic Approach
The humanistic approach and person-centered therapies have much to offer
crisis intervention. This style of helping stresses the importance of trusting
clients to realize their potential in the context of a therapeutic relationship.
Optimism and hope that clients will recognize and overcome blocks to growth
are the foundations for trying to help someone work through a difficult situa-
tion (Bugental, 1978, pp. 35–36). If the crisis interventionist does not truly
believe that his clients can work through their problems, why would he waste
his efforts on them? True, clients may not resolve their difficulties his way, or
in his time frame exactly, but he needs to respect clients at their level and
work from there. As long as they grow and develop, he can feel that he has
contributed to the resolution of their crises.

Carl Rogers, the founder of person-centered counseling (considered a
humanistic therapy), has contributed to the field of crisis intervention by his
focus on reflective and empathetic techniques. These techniques, shown to be
effective in treatment outcome, help clients acknowledge and freely express
their emotions (Corsisni & Wedding, 1989, pp. 175–179). In addition to these
outcomes, humanistic techniques create an environment that is special.

Practitioners of person-centered counseling believe that people can grow
in a beneficial direction if they can experience a relationship of true accep-
tance, genuineness, and empathetic understanding. Crises are seen as blocks
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to growth and the potential for growth. By their presence, counselors help
clients begin to accept themselves, trust in themselves, and make new choices
based on this self-acceptance and trust.

Cognitive-Behavioral Theories
Every crisis model is based on the behavioral problem-solving model.

1. Define the problem
2. Review ways that you have already tried to correct the problem
3. Decide what you want when the problem is solved
4. Brainstorm alternatives
5. Select alternatives and commit to following through with them
6. Follow up

The cognitive approaches that blossomed in the 1970s and 1980s are also
important in crisis work. As mentioned in Chapter 1, a person’s cognitions,
meanings, and perspectives about the precipitating event are important in the
counselor’s determining the key to the crisis state. Cognitive approaches are
largely based on Albert Ellis’s rational-emotive therapy (Ellis, 1994), Beck’s
cognitive therapy (Beck, 1976), and Meichenbaum’s self-instructional training
and stress inoculation (Meichenbaum, 1985). These approaches are concerned
with understanding the person’s cognitive view of the problem and then
restructuring and reframing any maladaptive cognitions (Peake, Borduin, &
Archer, 1988, pp. 69–71). Cognitive approaches stress homework assignments
and follow-up.

Family Systems Theory
Family systems theory is particularly useful when working withdevelopmental
crises and crises related to cultural issues.

General systems theory is based on Newton’s third law of physics, which
states that for every action there is an equal and opposite reaction. Terms
like self-regulating mechanism, feedback, counteraction, and calibration can
be used to describe an interpersonal system as well as a mechanical system.
Family systems theory utilizes these ideas to understand how families undergo
crises and how they cope with them.

The idea is that if a member in a family unit changes her or his behavior
in a major way, others in the family will behave in ways to prevent the change
from happening. This reaction is most likely due to fear of change which
happens at a subconscious level. Change often makes people feel anxious.
Counteractive behaviors lessen anxiety. Family members often do not realize
what they are doing. Therapists point out these processes and make clients
conscious of them. Counselors help contain a client’s anxiety, ensure that the
client is supported, and try to reframe the client’s perceptions. Typical coun-
teractive behaviors used by family members include shaming, threatening,
excluding, or punishing the target person. The one who is behaving outside
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the family’s calibrated (acceptable) range of behaviors may continue a behavior
that is acceptable to the family even if it is pathological, rather than endure
counteraction from the family. Family systems theory helps explain why patho-
logic interactions are so common in families and why change takes a long time
to occur. People tend to prefer stability (homeostasis), even if the consequence
is retention of painful symptoms.

Runaways Runaway is the term used in the family systems model to describe
a true family crisis. This term has a particular meaning in family systems the-
ory. A runaway exists when the counteractive-negative feedback mechanisms
fail to bring the situation back into calibration, that is, family members cannot
create homeostasis with their normal coping mechanisms. The runaway state
often causes a family to seek family counseling.

Family therapy models have usually focused on brief interventions, much
in keeping with the crisis model. Reframing and assigning positive connota-
tions are two major intervention strategies in family systems approaches,
particularly the strategic models. Both of these techniques aim at changing
the internal cognitive experience of family members.

Just as a maintenance worker resets a thermostat if its mechanisms do not
maintain temperature stability, a family worker resets the calibration of family
rules after a runaway to help the family return to homeostasis, albeit a new
stability. Crisis intervention often makes use of systems theory by employing
techniques from structural and strategic problem-solving therapies (Peake
et al., 1988, pp. 90–95).

Structural Family Therapy Some families may inadvertently maintain a cri-
sis state in a family member because they resist allowing the person to pass
through a critical developmental stage. Structural family therapy attempts to
help everyone in the family move through new developmental stages at
the same time by learning new, more adaptive roles. The range of allowable
behaviors is recalibrated, reducing counteractions (resistance). New bound-
aries are established that allow for age-appropriate independence and nur-
turance. Minuchin (1974) points out that these are the two main functions
of a family: to provide support and nurturance and to create individuals
who can function in society independent of the family of origin. Crisis
workers keep this in mind when assessing the nature of a client’s crisis,
which could involve problems of closeness and support or distance and
independence.

Certain terms may be helpful in identifying healthy versus unhealthy
structures in families. They also shed light on why certain problems exist.
These words describe boundaries, which may need expansion or restriction.
The crisis counselor often tries to create clearer boundaries that allow evolving
needs to be met in family members.

Enmeshment: In an enmeshed situation, everyone in the family inter-
feres and is overly involved in everyone else’s decisions, feelings, wishes, and
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behaviors. Children may know too much about their parents, and vice
versa. One sees a lack of independence of thought and feeling in family
members. These families typically see themselves as very close or too close.
A child may grow up feeling no sense of separateness and may have pro-
blems making decisions and functioning in other adult situations (Bowen,
1985). A crisis state may occur when someone attempts to break out of
the enmeshment. Others may react by subtly punishing the individual, per-
haps with the “silent treatment” or exclusion from family affairs. A healthy
balance between closeness and separateness is the goal of counseling in
these circumstances.

Diffusion: A family is diffuse when members are not clear about who is
to do what. Roles are not well defined or are inconsistent. For example, when
a 16-year-old girl raises a baby in her parents’ home, the baby may be con-
fused about the role of his mother, who is receiving parenting at the same
time that she is parenting him.

A pathologic variation of diffusion is cross-generational coalition, where
one parent and a child team up against the other parent, thereby crossing the
parent-child boundary. Incest is one of the most harmful examples of cross-
generational coalition. It results in moderate to severe disturbances of the
victim throughout his or her life. Clear age-appropriate boundaries are essen-
tial for healthy emotional functioning.

Disengagement: In a disengaged family, distance is the pattern. The rule
in these families is not to get too close emotionally or socially. The relation-
ship between parents and children and between spouses tends to be more func-
tional than in some other troubled families. Independence is encouraged.
However, children may feel unsupported and unloved in families where dis-
engagement is strong. This feeling may lead to gang involvement, substance
abuse, or teen pregnancy because children seek love and support outside the
family or attempt not to feel anything (substance abuse). Crisis workers can
intervene by helping families learn how to show support for one another to in-
crease a sense of belonging.

Rigidity: In families with rigid boundaries, spouses and children are
treated only one way. There is no crossing over between generations: Children
are to be seen and not heard. Wives clean; husbands work; children obey.
Father disciplines; mother takes care of children. These rules are typical and
can lead to rigid personality structures in children. Counselors need consider-
able skill to be able to reframe and educate parents with rigid boundaries.
They carefully respect cultural factors. The following vignette shows a family
with a problem. The approach used here combines structural family therapy
with the family systems model.

In the strategic family therapy model, the goal is to shift family rules to
bring about a new homeostasis that does not include pathologic behaviors.
Insight into why the family behaves the way it does is not necessary. Short-
term homeostatic systems therapy may require fewer than 10 sessions. It
includes the following six stages:
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1. Introduction to treatment
2. Definition of the problem
3. Estimation of the behaviors maintaining the problem
4. Setting goals for treatment
5. Selecting and making interventions
6. Termination of treatment

Reframing a developmental crisis as a family or marital problem or a
simple matter of adjustment is a common intervention. Prescribing a symptom
is one technique (albeit a sophisticated one) for alleviating crisis states (Haley,
1976). The counselor suggests that the client or family members engage in the
problematic behavior but with a slight modification. For example, clients who
are very depressed might be told that they need to let themselves really feel the
depression. To do this, they should close all the windows and curtains and sit
in the dark. They are to focus on their sad feelings and cry for one hour. This
episode allows clients to experience their symptoms in a new way. Usually, it
results in alleviation of the symptoms. A counselor must take great care with
this technique and be well trained or receive expert supervision in using it. It is
not recommended for suicidal clients.

Brief Therapy
Brief therapy can be useful with individual clients as well as with families. In
this approach, clients explore past patterns of behavior and how the patterns
have prevented them from succeeding in life in the way they have wanted to
succeed. They may explore interpersonal relationships, self-concept, and fam-
ily patterns. The focus is on creative change and incorporating new styles of
relating to the world. Sometimes the precipitating event is the best thing that
could happen to a person because it leads him or her to a counselor’s office,

Box 2.1 Case Example of the Use of Family Systems
Approach

A family seeks help to straighten out the thirteen-year-old daughter’s behav-
ior. She likes to be in her room alone, talks back to her parents, prefers
her friends over her family, and is interested in boys. Her parents have
been restricting her out-of-house activities, but that hasn’t helped. A crisis
interventionist might restructure and reframe the whole system. Instead of
two adults and a child, the family consists of two adults and a maturing ado-
lescent, who is behaving normally. The rules of behavior need to be changed
to accommodate the change in structure, thereby lessening negative feedback.
This less restrictive atmosphere encourages the thirteen-year-old to communi-
cate more with her parents. The parents must be made aware of the family’s
enmeshment. They must see that their teenager needs a sense of independence
to learn to function in the adult world she will soon be entering.
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where some chronic debilitating patterns can be identified. If past ineffective
patterns can be recognized, they can be eliminated; the client can learn more
effective behaviors for dealing with current as well as future stressors.

Brief therapy seems to be as effective as long-term therapy. According
to Garfield (1980, p. 282), “the evidence to date suggests that time-limited
marital family therapy is not inferior to open-ended treatment.” The average
length reported in his research was seven sessions, a number that certainly fits
with crisis intervention philosophy.

Critical Incident Debriefing
Community disasters have been dealt with throughout the nation by a process
referred to as critical incident debriefing. The Red Cross and state and county
departments of mental health usually work in tandem to aid victims of
unexpected trauma. Many of the coping strategies involved in this process
are similar to the ABC model of crisis intervention. The issues and interven-
tions used in critical incident debriefing are presented in detail in Chapter 9,
which deals with posttraumatic stress disorder in victims of natural disasters
and other traumatic stressors.

The ABC Model of Crisis Intervention
The ABC model of crisis intervention is useful in most nonprofit agencies,
county agencies, hospitals, and HMOs and with most insurance plans. It is
a convenient crisis interviewing technique that can be used either in person
or on the phone. It can be completed in a ten-minute phone conversation, in
one session, or over six sessions.

The ABC model, developed by the author, is loosely based on Jones’s
(1968) ABC method of crisis management as well as on lecture notes from,
and discussions with, Mary Moline at California State University, Fullerton, in
the 1980s. A brief outline of the model is presented here. Chapter 4 explores in
detail the different aspects of the model. In general, the crisis intervention model
is an action-oriented effort between a helper and a person immobilized by an
emergency situation; the purpose is to provide temporary, but immediate, relief.
This treatment differs from psychotherapy, which is usually a more intensive,
introspective analysis between a professional therapist and a client; its goal is
to provide self-understanding and reconstruction of long-standing personality
traits and behavior (Cormier, Cormier, & Weisser, 1986, p. 19).

The focus of the ABC model is to identify the precipitating event, the cli-
ent’s cognitions about the precipitating event, subjective distress, failed coping
mechanisms, and impaired function. Remember that these are the aspects of a
crisis. The goal is to help the client integrate the precipitating event into his or
her daily functioning and return to precrisis levels of emotional, occupational,
and interpersonal functioning.

Developing and maintaining contact (A) is the first phase of the crisis
intervention interview. Building rapport with basic attending skills is the foun-
dation of the therapeutic encounter. Without establishing contact with the
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counselor, whom the client perceives as empathic, present, nonjudgmental,
and genuine, the client will not move into phases B and C of the model.
Students new to crisis intervention are often told that before they give advice,
they should make sure clients trust both them and themselves to follow
through with it.

Identifying the problem and therapeutic interaction (B), the second phase,
focuses on delineating the problem. Because crisis intervention is brief and
time limited, the interventionist needs to zoom in quickly on why the client is
seeking help at this particular time. A sharp focus on the problem will prevent
distracting issues from confusing the crisis and depleting the client’s needed
coping energy. The B phase is most important. Identifying perspective, subjec-
tive distress, and current and previous functioning takes up most of the middle
part of the model. Using the basic attending skills of phase A, the crisis worker
collects the necessary information to understand the nature of the crisis and
then provide new ways for the client to think about, perceive, and cognitively
process the situation.

Coping (C) is the last phase of the model. Once the crisis interventionist
achieves contact with the client and identifies the crisis, they explore new cop-
ing methods together. The worker encourages the client to examine ways of
coping and then presents his or her own suggestions. Last, the counselor does a
follow-up of some type.

Table 2.2 suggests how traditional counseling models have contributed to
the ABC model of crisis intervention.

Chapter Review
Modern day crisis intervention has its roots in the preventive psychiatry work
developed by gerald Caplan and Eric Lindemann after the Coconut Grove
Nightclub fire in the 1940s. They focused on the grief reactions of survivors

TABLE 2.2 Contributions from Counseling Models to the ABC Model of Crisis

Intervention

Theoretical Model Contribution

Psychoanalytic Finite psychic energy and ego strength

Existential Responsibility; empowerment; choices; crisis as danger and
opportunity for growth; nxiety as motivation

Humanistic Rapport; safe climate; hope and optimism; basic attending skills

Cognitive-
Behavioral

Focus on perceptions; reframing; goal setting; problem solving;
follow-up

Family Systems Runaways in families; developmental crises; counteraction;
reframing
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and developed a model for brief, focused intervention using nonprofessionals
at their Wellesley Project. In the 1950s, the Short-Doyle Act set the stage for
community mental health centers, which allowed for the deinstitutionalization
of the mentally ill who could now be maintained on a variety of anti-psychotic
and antidepressant medications. The focus in these centers was case manage-
ment and suicide prevention using crisis intervention models. During the
1960s and 1970s, the nation saw a proliferation of professional counseling
programs and a tremendous increase in professional counselors staffing these
mental health centers and setting up private offices to conduct more tradi-
tional, long-term therapies. Insurance companies and government agencies put
a halt to this practice and insisted on a return to short-term, crisis-oriented
therapy in both private and public mental health agencies. Crisis intervention
has been influenced by the more traditional approaches to counseling such as
the psychoanalytic, existential, humanistic, cognitive-behavioral, and family
systems models.

Correct Answers to Pre-Chapter Quiz
1. F 2. T 3. T 4. T 5. T 6. F 7. T 8. F 9. F 10. F

Key Terms for Study
ABC model of crisis intervention: One way to structure crisis intervention that
includes (A) developing and maintaining contact, (B) identifying the problem,
and (C) coping.

behavioral problem-solving model: Approach focusing on goal setting, prob-
lem solving, and brainstorming alternatives.

brief therapy May be confused with crisis intervention, but focuses on
changing longer-standing behavior patterns rather than on only the current
precipitating event.

Caplan, Gerald: Known as the Father of Crisis Intervention. Worked with Eric
Lindemann on the Wellesley Project after the Coconut Grove Fire.

Coconut Grove fire: Nightclub fire in 1942 in which over 400 people died,
leaving many survivors in crisis; considered one of the major events lead-
ing to the development of crisis intervention as a form of mental health
treatment.

cognitive approaches: Approaches focusing on a person’s perceptions and
thinking processes and how these lead to crisis states.

Community Mental Health Centers Act of 1963: Legislation enacted during
the Kennedy administration directing all states to provide mental health treat-
ment for people in crisis.
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critical incident debriefing: A process of helping victims of natural disasters
and other unexpected trauma deal with loss and stress reactions.

existential theory: Theory from which crisis intervention took the ideas of
choice and anxiety. The crisis worker believes that anxiety can be a motivator
for change and encourages the client to master anxiety realistically by making
choices and accepting responsibility for the choices.

grass-roots efforts: Upward movement from local groups that led to the crea-
tion in the 1960s and 1970s of many agencies to meet the needs of various
populations not being helped by traditional governmental agencies.

grief work: Crisis intervention largely based on working with survivors
and family members of victims of the Coconut Grove fire. It was with this
population that Caplan and Lindemann learned how to conduct short-term
interventions.

health maintenance organizations (HMOs): The current trend in health in-
surance. These organizations focus on maintaining health rather than curing
illness. The orientation of mental health care under this style of management
is definitely crisis intervention.

humanistic approach: Model using a person-centered approach in develop-
ing rapport with clients; counselor uses basic attending skills to focus on
the inherent growth potential in the client.

Lindemann, Eric: Worked with Gerald Caplan on the Wellesley Project and
helped create crisis intervention as it is known today; recognized for his con-
tributions to grief work.

paraprofessionals: Originally community volunteers. Because of the tremen-
dous number of clients needing help at the same time after the Coconut Grove
fire, it was necessary to employ community volunteers who were not profes-
sionally trained to conduct crisis intervention sessions. These paraprofessionals
became part of many agencies in later decades.

Preventive psychiatry: The term Caplan originally used to describe his work
with the survivors of the cocnut Grove fire and others going through crises.

Psychiatric emergency team (PET): the professional designated by a county/
hospital to assess whether someone should be involuntarily hospitalized due
to a mental disorder

psychoanalytic theory: An approach considered the opposite of crisis inter-
vention but with certain ideas useful for the crisis worker. The notion that
we have only a certain amount of psychic energy to deal with life stressors
leads us to keep our clients proceeding at a slow pace so they don’t deplete
this energy. Also, ego strength is a useful concept, as shown in Chapter 1.

Rogers, Carl: Founder of Person-Centered Therapy and welll known contribu-
tor to the Humanistic approaches to counseling.

Runaway: A term used in family systems theory to describe a crisis state in a
family unit.
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strategic family therapy: An approach for treating the entire family when a
crisis affects any or all members. It is brief and oriented toward solving pro-
blems and reaching goals. It is largely based on systems theory.

structural family therapy: Focuses on the boundaries and roles of family
members and the crises that arise when families must adjust to changing roles
because of normal evolution.

systems theory: Useful in understanding families in crisis. The idea is that a
family is a self-regulating system and that when any member behaves outside
the norms, other members cope with counteraction. When counteraction
(coping) fails, a runaway develops in the family dynamics. This runaway is
a crisis and often requires the intervention of a family counselor.

Wellesley Project: Developed by Caplan and Lindemann, the first organized
attempt at introducing crisis intervention into a community.
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Chapter

3

Ethical and Professional Issues
_____ 1. Professional ethics are based in each state’s penal code.
_____ 2. Dual relationships are considered unethical in the counseling

profession.
_____ 3. Crisis workers should not engage in a social or business

relationship with clients.
_____ 4. Crisis workers may be prone to secondary traumatization.
_____ 5. Crisis workers may suffer burnout due to being emotionally

exhausted.
_____ 6. Compassion fatigue occurs when an emergency worker fails to

truly care about clients.
_____ 7. Counselors should continuously monitor their countertransference

reactions.
_____ 8. Crisis workers must report suicidal ideation to the police.
_____ 9. Confidentiality must be broken if a client is a danger to others.
_____ 10. Continuing education is usually optional for licensed therapists.

The Need for Ethics
Strong ethical practice is especially important in the field of crisis intervention,
because clients in crisis come to a counselor in a vulnerable state of disequilib-
rium and instability. To take advantage of someone in such an unsteady state
would be easy. At the outset of counseling, clients often feel hopeless and
scared. They may view a counselor who reaches out with empathy with seem-
ingly all the answers as a hero or savior of some type. Crisis interventionists
adhere to strong ethical behaviors to help clients see them and their abilities in
a realistic light.

31

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



Use of Paraprofessionals
As was mentioned prior, some mental health professionals may thinkthat cri-
sis intervention should only be provided by counselors with at least a master’s
degree or a license. However, as discussed in Chapter 2, crisis intervention
began with the use of community workers, sometimes referred to as nonpro-
fessionals or paraprofessionals. These workers often functioned in multidisci-
plinary team settings such as county agencies and grassroots nonprofit
organizations. Effective crisis intervention can be conducted by undergraduate
student trainees or community volunteers as well as by graduate-level students
and professional counselors if their training is appropriate, and they are prop-
erly supervised.

The use of paraprofessional crisis workers has continued to be especially
important as the world has moved into the twenty-first century. The economic
recession of the early 1990s plus a decided shift in governmental policies during
the beginning of the twenty-first century has led to cutbacks in government
spending on human services programs, which has meant less money or no
money to pay mental health workers. Under these circumstances, the use of
volunteers and paraprofessionals makes excellent economic sense because most
professional therapists will not provide crisis intervention consistently for the
lowered fees often paid to many paraprofessionals. Also, many situations—
including the wars in Iraq and Afghanistan, terrorism, continuing experiences
of family deterioration, child and spousal abuse, and loss—ensure that crises
will be plentiful and intervention desired. When immediate low-cost help is
needed, using paraprofessionals makes the community stronger by ensuring
that its population is functioning and coping with stress.

Self-Awareness and Countertransference
Therapeutic self-awareness means being conscious of one’s own emotions,
values, opinions, and behavior. Understanding one’s own psychological pro-
cesses and dynamics can help one guide others through their processes (Corey,
Corey, & Callanan, 2010). Students can learn therapeutic self-awareness in
crisis intervention classes; such training can help students take an honest,
in-depth look at themselves in relation to the crisis of interest. It can be a valu-
able learning experience, enhancing the crisis worker’s skills in helping clients.
If workers learn to deal with all the issues surrounding death, for example,
they have a better chance of helping a client deal with them.

Countertransference, an issue that must often be addressed in the helping
professions, is defined as an “unconsciously determined attitudinal set held by
the therapist which interferes with his work” (Singer, 1970, p. 290). Counter-
transference can be worked through effectively with personal therapy, lab
sessions, and active self-exploration. Students new to crisis intervention have
often experienced one or more of the situational crises practiced in coaching
sessions. If students have not worked through the crisis completely, their feelings
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may interfere with their ability to remain calm, objective, and client-focused.
However, once students’ unresolved issues are discovered and processed, both
in their own counseling and in lab group, they often are able to work quite
effectively with clients going through that same type of crisis. Countertransfer-
ence is not restricted to students in training. In actuality, this concept was first
developed by Carl Jung in his training of analysts. Even the highly trained pro-
fessional is liable to experience countertransference from time to time. This is
the primary reason that personal analysis has been encouraged for psychoana-
lysts from the very beginning of the discipline.

Dual Relationships
Another ethical issue involves dual relationships—that is, a counselor’s having
more than one kind of relationship with a client. When counselors are provid-
ing crisis intervention to a client, they are prohibited from being involved with
that client on a personal level of any kind. This includes prohibition of any
relationship—sexual, social, employment, or financial—that is not directly
related to the provision of crisis intervention. Such a separation is necessary
because a person in crisis is often in a vulnerable state and could be taken
advantage of quite easily by a counselor (who is viewed as an expert). Another
reason to avoid a dual relationship is because of the possible emotional dam-
age clients may sustain if they experience the counselor in a different role and
then are disillusioned or disappointed. Also, the power differential between
counselor and client is enormous. The counselor knows quite a bit about the
client, and this knowledge can be a source of awkwardness for the client when
he or she is out of the therapeutic situation. The most potent word on the
subject is this: Don’t make friends or lovers of your clients. It is unethical
and in some cases illegal.

Confidentiality
Confidentiality is one of the hallmarks of any trusting relationship. It is also
an important part of the ethical code for mental health providers. A broad
concept that refers to safeguarding clients from unauthorized disclosures of
information made in the therapeutic relationship, confidentiality is an explicit
promise by the counselor to reveal nothing unless the client has agreed to it.
Privileged communication, which is sometimes confused with confidentiality,
is the statutary right that protects clients from having their confidences revealed
publicly (Corey, Corey, & Callanan, 2010).

However, some exceptions to privilege and confidentiality do exist, as
they relate to crisis intervention. Privilege is waived if the client signs a docu-
ment giving the helper permission to disclose the communications between the
client and the counselor. Clients may be asked to waive privilege to ensure
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continuity of care among mental health professionals, to provide for appropri-
ate supervision when access to records is needed for court testimony, and
when information is needed for submitting health insurance claims. Confi-
dentiality must be broken in cases of child abuse or elder abuse, when clients
are a danger to others, and it may be broken when clients are a danger to
themselves or are gravely disabled. Sometimes, a client’s mental condition
will be the focus of a lawsuit, and in some of those cases confidentiality can
be ethically and legally broken. For example, a client who sues a therapist for
malpractice and claims to have suffered emotional damage because of the
therapist’s incompetence gives up privileged communications from the therapy
sessions. The therapist may use case notes to defend against the malpractice
charge. A similar example in which a client would forfeit the protection of
privilege is a case in which the client is attempting to prove emotional injury
in a workers’ compensation lawsuit.

In order to remember these exceptions to confidentiality, the following
philosophy offered by Justice Mathew O. Tobriner of the California Supreme
Court, after the court heard Tarasoff v Regents of the University and created
the duty to warn mandate, is often applied: “Privileged communication ends
where public peril begins.” (Buckner & Firestone, 2000). This includes peril to
clients if they endanger themselves because of a mental disorder. If clients are
considered suicidal or gravely disabled and unable to care for themselves,
helpers may breach confidentiality to protect them. The spirit of this allow-
ance is that sharing information is meant to be among professionals, family,
and friends, and not for frivolous purposes. Gravely disabled clients are those
who, because of a mental disorder, cannot take care of their daily needs for
food, shelter, medical care, clothing, and so on. Clearly, it is more important
to break confidentiality to save someone with Alzheimer’s disease from starv-
ing because he is delusional about having food in the house than it is to main-
tain confidentiality.

The other situations in which privileged communications should be bro-
ken involve trying to prevent clients from harming others. These conditions
include elder abuse, child abuse, and the possibility that clients might cause
different kinds of danger to others. Specifics of mandatory reporting are pre-
sented next.

Elder Abuse Reporting Act
The department of social services in some states has an adult protective ser-
vices program that responds to reports of abuse of the elderly (i.e., adults
over 65 years old). Elder abuse refers to any of the following acts inflicted
by other than accidental means on an elder by another person: physical
abuse, fiduciary abuse (involves trust and money), and neglect or abandon-
ment. In many states, knowledge of such abuse must be reported to social
services, the police, or a nursing home ombudsman (governmental investiga-
tor). Some agencies have also begun taking reports of abuse of the disabled
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adult population. This could cover any adult who suffers from a mental or
physical disability such as mental retardation or blindness.

Child Abuse Reporting Act
Since passage by Congress of the National Child Abuse Prevention and Treat-
ment Act in 1974, many states have enacted laws requiring professionals to
report child abuse. This act provided federal funding to states in support of
prevention, assessment, investigation, prosecution, and treatment activities. It
was amended several times and was most recently amended and reauthorized
in 2003 by the Keeping Children and Families Safe Act (P.L. 108-36) (U.S.
Department of Health and Human Services, 2010). States differ on the indica-
tors for reporting and whether sanctions will be imposed on individuals for
not reporting. Child abuse reporting includes suspicions of physical abuse,
sexual abuse, general neglect, and emotional abuse.

In many states, child abuse must be reported within 36 hours of its discov-
ery to the department of social services or the police. The child protective ser-
vices program will then investigate the suspicion. Remember that there is no
requirement to have evidence of abuse before it can be reported; suspicion alone
is enough evidence. If abuse is suspected that is later proved, and it is not re-
ported, there may be fines by the state. On the other hand, more and more
states are ensuring immunity from suit for false reports. Each crisis worker is
encouraged to know the requirements of reporting in his or her state.

The Tarasoff Case The consequences of failing to warn an individual of pos-
sible danger to her or him by another are dramatically illustrated in the Taras-
off case. In 1969, Prosenjit Poddar was seeing a therapist at the campus
counseling center of the University of California, Berkeley. Poddar confided
to the therapist that he intended to kill Tatiana Tarasoff when she returned
from Brazil. The therapist considered Poddar dangerous and called campus
police, requesting that Poddar be confined. He was not confined. To compli-
cate matters, the therapist’s supervisor ordered that all case notes be de-
stroyed. Tarasoff was later killed by Poddar, and her parents filed suit
against the California Board of Regents. The decision from this case requires
a therapist to notify the police and the intended victim when possible if the
therapist has reasonable belief that a client is dangerous toward others (duty
to warn) (California State Case Law, 2010).

Informed consent is a way of providing clients with information they need
to become active participants in the therapeutic relationship (Corey, Corey, &
Callanan, 2010). Although no specific rules exist governing how much infor-
mation a therapist is to provide, three legal elements to informed consent do
exist. First, clinicians must make sure clients have the ability to make rational
decisions and, if not, must ensure that a parent or guardian takes responsibil-
ity for giving consent. Second, therapists must give clients information in a
clear way and check their understanding of the risks and benefits of treatment
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and alternate procedures available. Third, clients must consent freely to treat-
ment. The exceptions to these elements occur when clients are dangerous to
themselves and others or are gravely disabled. Electroconvulsive shock treat-
ments and psychosurgery (lobotomies) cannot be done without consent; how-
ever, there are times when medication is given without client consent.

Supervision and Training
The ethical code requiring counselors to receive appropriate supervision and
training must be followed for both the benefit of the client and the clinician’s
growth and confidence. Unless paraprofessionals are supervised by a licensed
professional, most agencies—county, state, and nonprofit—do not let them
provide crisis intervention and counseling. Even seasoned therapists often con-
sult with colleagues about cases for which they have minimal training or expe-
rience. Referring a client to another helper is sometimes done by crisis
workers, because the worker’s duties mainly involve assessment and brokering
out clients—tasks requiring a sound knowledge of community resources for a
variety of problems.

Being able to make an assessment for organic illnesses and severe mental
illness is especially important when a helper is conducting a crisis interview.
Some cases require a multidisciplinary team approach with medical doctor in-
volvement; any serious mental illness or neurological impairmentmust be iden-
tified if the patient is to receive the total help needed. Even though making
technical diagnoses is not usually considered appropriate for paraprofes-
sionals, knowledge of the Diagnostic and Statistical Manual of Mental Disor-
ders IV-TR (American Psychiatric Association, 2000) is helpful in ensuring
that clients receive services from the type of professional appropriate to their
needs. This manual provides information about very serious mental disorders
that require intervention by physicians. Crisis workers should review this
manual when possible to gain a beginning understanding of the types of pre-
senting complaints that usually necessitate physician involvement. Chapter 5
describes how to use the Mental Status Exam to determine whether a client
suffers from serious mental health conditions and therefore would need to be
referred to a physician.

Box 3.1 Example of an Organic Illness Necessitating Physician Intervention

Suppose that a 45-year-old woman comes to a community center because her 70-year-old mother has
been behaving strangely, does not recognize her family members, and leaves the gas stove burners on
all day. Knowing that these symptoms are indicative of Alzheimer’s disease or other organic brain
disorders helps the crisis worker develop treatment strategies. Most important is having the mother
examined neurologically to rule out any medical cause for her unusual behavior.
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Multicultural Competence
The idea that counselors should be sensitive to various cultural norms and be-
haviors when helping clients work through crises is nearly universally ac-
cepted. Crisis workers are encouraged to be open and knowledgable towards
subgroups that may differ from mainstream culture. Counselors must not im-
pose personal values on clients, but instead listen to how their values may be a
part of the problems that exist. Of course, one can’t help but sometimes ex-
pose one’s values to others, but it is considered unethical to assume that every-
one should believe and act the way counselors think they should.

This notion of multicultural competence is considered so important that
an entire chapter is devoted to multicultural issues and interventions (see
Chapter 6).

Burnout and Secondary Posttraumatic
Stress Disorder
People who regularly work with individuals in crisis situations may be prone to
develop symptoms of burnout, or what can be referred to as secondary post-
traumatic stress disorder (PTSD), which will be covered in detail in Chapter 9.

Burnout has been studied by many and has been seen in a variety of
workers throughout the nation. Crisis workers should be informed about the
possible symptoms and causes of burnout to be able to identify this state in
themselves. The causes, definitions, and prevention of burnout are discussed.
Secondary PTSD, or secondary traumatization, is then discussed in the context
of a research study conducted by the author with 67 community workers who
deal with crisis situations daily.

Definitions of Burnout
Maslach and Jackson (1986) have proposed three dimensions of burnout.
Lack of personal accomplishment, emotional exhaustion, as well as deperson-
alization and deindividuation of clients are often the reactions of workers to
chronic stress. Burnout can be thought of as a “syndrome of physical and
emotional exhaustion involving the development of negative self-concept, neg-
ative job attitudes, and a loss of concern and feelings for clients” (Pines &
Maslach, 1978, p. 224). When these reactions occur, individuals in the help-
ing professions who are particularly susceptible to burnout may develop nega-
tive and cynical attitudes and feelings toward clients and may not be as
supportive as needed (Vettor & Kosinski, 2000, p. 1).

Symptoms of Burnout
Researchers have described a variety of physical and emotional symptoms in-
dicative of burnout. In the 1980s, hundreds of workers at an aircraft
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manufacturing facility developed symptoms of burnout that were referred to
as aerospace syndrome. Most suffered from dizziness, nausea, headaches, fa-
tigue, palpitations, shortness of breath, and cognitive impairment. Three-
fourths of them also showed symptoms of major depression and panic disor-
der (Sparks et al., 1990).

Other common symptoms of burnout include psychosomatic illness, social
withdrawal, substance abuse, and deterioration of family and social relation-
ships (Freudenberger, 1975; Maslach & Jackson, 1986).

Causes of Burnout
Negative emotional and behavioral reactions on the job occur in many profes-
sions. Human service workers may be more prone to burnout as a result of
conflicts between an idealistic “professional mystique” and the harsh realities
of working in human services (Leiter, 1991). In addition, human services
workers may find it emotionally taxing when consumers resent them, when
they must work with consumers with limited capabilities to help themselves,
when they must deal with tedious bureaucratic exercises daily, and when
they receive little positive feedback from authority figures (Gomez & Michae-
lis, 1995). Lack of company support, poor relations among staff, lack of com-
petence, and a perception that success is unlikely on the job are other general
causes of burnout (Clarke, 2000).

In helping professions in which the professionals such as emergency medi-
cal technicians (EMTs) must deal with intense emotional arousal, depersonali-
zation is used to minimize this arousal. Burnout may be seen as a coping
strategy to ensure that performance is not affected in these crisis situations.
Burnout may also occur as part of a tendency for helping professionals to eval-
uate themselves negatively when assessing their work with patients (Vettor &
Kosinski, 2000). EMTs may be more susceptible to burnout because they are
faced with human tragedies such as as injury, mutilation, and death on a daily
basis. Services are often delivered in a hostile world of darkness, poor weather
conditions, difficult terrain, and unpredictable dangers (Vettor & Kosinski,
2000). The technicians are at risk for developing secondary PTSD from expo-
sure to critical incidents. (Effects of exposure to critical incidents are discussed
in detail in Chapter 9.)

Negative emotional and behavioral reactions have also been observed in
professionals who are not considered to be in the helping professions but
who deal with crisis situations. Aerospace syndrome was determined to be
caused by several psychosocial aspects in the workplace. Fear of chemicals,
labeling of aerospace syndrome, fear of AIDS, mass hysteria crisis building,
work intensity, mental strain, increased production pressure, tense labor-
management relations, inadequate attention to safety, and reinforcement of
fear by media and coworkers were all found to be causes of high work-stress
burnout among aerospace workers (Vettor & Kosinski, 2000). The mass hys-
teria was so extreme that only 14 of the hundreds of workers observed
showed no symptoms!
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Several conditions may help prevent burnout and increase positive emo-
tional reactions among workers. Kruger, Bernstein, and Botman (1995) sug-
gest that having fun with team members, work discussions, peer cohesion,
and social support, in which assistance is directed toward helping the worker
cope with stressful circumstances, combine to reduce symptoms of burnout.

Human services workers who spend more time in direct contact with con-
sumers and less time processing paperwork had higher scores on personal ac-
complishment assessments (Gomez & Michaelis, 1995). Reduced feelings of
personal accomplishment have been associated with burnout, so it appears
that one way to reduce burnout would be to spend more time with clients.
However, because paperwork is often required in human services occupations,
management would be wise to ensure that workers have enough client con-
tact, as this seems to buffer workers against the worst effects of stress and is
a valuable source of reward among staff. Other factors that may reduce burn-
out include workers feeling that they have some control over their time at
work, some control over their workload, and an ability to organize their
own work. Recognition of quality of care is also helpful in reducing burnout,
as is clarity over one’s role at work.

Secondary Traumatic Stress
A particular type of burnout might be thought of as secondary trauma stress
or compassion fatigue (Collins & Long, 2003) and is sometimes referred to as
secondary traumatic stress disorder (Figley, 1995). Too much exposure to se-
rious illness or crisis states might create feelings of depression and learned
helplessness in a helper. Demanding case loads and long hours might precipi-
tate these feelings. When a crisis worker deals with trauma daily, they might
experience vicarious stress or trauma (Bride, 2004), that is, absorbing the
trauma from the victims that they help.This leads us to accept that “mental
health workers are vulnerable to physical and psychological consequences
when dealing with the traumatic life event of others (Marcus & Dubi, 2006,
p. 223). Figley (1995) suggests that this vulnerability is a natural consequence
that results from listening to others speak about traumatizing events, and that
the level of distress experienced by the mental health worker depends on the
characteristics of the helper and of the the client population.

These characteristics of the mental health worker were studied by Marcus
and Dubi (2006). They were interested in whether a counselor’s personal
trauma history, particularly from their childhood, was a significant risk factor
in that counselors developed secondary trauma syndrome. They used several
instruments such as the Compassion Satisfaction and Fatigue Test, the Trauma
Recovery Scale, Burns Anxiety Inventory, and Burns Depression Checklist to
assess compassion satisfaction, burnout, and compassion fatigue among 197
professional counselors, graduate counseling students, and other mental health
workers. Their findings indicate no significant relationship between compassion
fatigue and prior personal trauma.
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Another Study of Community Crisis Workers as Related
to Secondary PTSD and Burnout

Sixty-seven community workers were surveyed in 2001 by the author with the
assistance of several of her students who collected data by personally distrib-
uting questionnaires to various community workers experiencing frequent
work with crisis situations. These workers responded to questions regarding
their emotional and behavioral reactions to working with people in crisis.
Emergency room physicians and nurses, ambulance drivers, mental health
workers, rape crisis counselors, firefighters, and police were included. The
types of crisis situations they commonly work with were also identified.

Of the 67 workers surveyed, 21 identified themselves as counselors or
therapists, 12 as police officers, 3 as physicians, 11 as nurses, 5 as emergency
response workers, 7 as firefighters, and 8 as “other.”

Table 3.1 shows the types of crises dealt with according to occupation.

TABLE 3.1 Types of Crises Dealt with by Occupation

Type of Crisis
Situation Counselor Police Physician Nurse

Emergency
Response
Worker Firefighter Other

N 21 N 12 N 3 N 11 N 5 N 7 N 8

Medical 4 12 3 11 4 3 0

Sexual assault 12 7 1 8 3 5 6

Spousal abuse 17 8 2 7 2 6 7

Child abuse 19 7 1 7 2 6 4

Victim of robbery or burglary 1 3 0 7 1 5 1

Victim of physical assault 14 7 2 10 4 6 5

Significant other of a murder
victim

1 3 0 4 1 5 0

Victim of a natural disaster 1 2 0 7 3 4 0

Victim of a shooting spree 1 3 1 7 3 3 0

Substance abuse crisis 6 11 3 9 3 5 3

Sexually transmitted disease,
HIV, AIDS crisis

5 6 2 9 2 3 1

Teen runaway, pregnancy,
disobedience

16 4 2 2 1 4 6

Disability crisis 5 9 2 8 3 2 2

Illness crisis 8 11 3 9 4 2 2
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The participants were asked several questions about their reactions to
working with people in crisis. When asked if they felt anxiety when a
client reports being suicidal, 23 (34%) of the crisis workers said yes.
Only 12 (17%) reported being depressed after working with a person in
crisis. However, when asked if there had ever been times when the
worker was unable to stop thinking about clients in crisis, 41 (64%)
said yes. These problems do not seem to prevent workers from going to
work, though, as only 1% of all counselors said they had missed work
as a result of working with people in crisis. There was little increase in
drug or alcohol use reported as a result of working with crises. Only five
people stated that their use increased. This low number does not mean
that the workers do not feel stress. In response to the question about
feeling powerless after working with people in crisis, 23 (34%) answered
that they did. This same percentage stated that they felt grouchy or agi-
tated after dealing with people in crisis.

One common response of workers who deal with crises seems to be anger
at the system. Thirty (45%) stated feeling angry at the system when working
with someone in crisis. It is no wonder then that 35 (52%) of the workers
stated that they think of quitting their job one to five times a month.

As to what these workers do when feeling emotionally stressed after
working with people in crisis, the vast majority (80%) stated they talk with
coworkers. Only 13 (19%) stated that they seek professional mental health
services when feeling emotionally stressed.

The results of this study and previously discussed studies indicate that
workers have many emotional, psychological, and behavioral reactions to
stressful working conditions. In the case of crisis workers, many of the symp-
toms reported in this study are similar to the types of symptoms found in peo-
ple going through a crisis. Symptoms of posttraumatic stress disorder included
the inability to stop thinking about the client in crisis, agitation, irritability,
anxiety, depression, and thoughts of wanting to quit the job. Because these
symptoms are a result of working with people going through a crisis and not
the result of the workers’ own personal crises, it can be thought of as second-
ary PTSD or secondary traumatization.

The fact that these symptoms were reported to exist by so many of the
surveyed crisis workers indicates a need for a strategy to reduce these symp-
toms. As was shown in many of the studies presented earlier, as well as in the
responses of this current study, maintaining ongoing communication with
coworkers is essential in managing the symptoms. It is hoped that this will
allow crisis workers to stay on the job at peak effectiveness.

A very recent case (November, 2009) of extreme burnout and secondary
traumatization occurred when a military psychiatrist shot and killed over 10
people at Fort Hood. As of the writing of this text, officials are still trying to
determine whether he committed these killings due to religious/terrorist rea-
sons or as a result of listening to soldiers describe their experiences in Iraq
and Afghanistan, with the possibility that he too would soon be deployed
to Iraq.
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Chapter Review
Ethics are guidelines of acceptable behaviors within a profession, usually de-
termined by those in the profession themselves. The counseling profession has
very specific standards regarding confidentiality, dual relationships, manda-
tory reporting of abuse, informed consent, and counselor training and super-
vision. Because clients are thought to be vulnerable, counselors adhere to these
standards to protect clients from being exploited. Part of being in a helping
profession is to monitor ones own emotional well-being. Crisis workers may
be prone to developing burnout and secondary traumatization because of their
daily contact with people suffering trauma. Crisis counselors can deal with
these issues by engaging in ongoing dialogues with colleagues and by seeking
their own counseling when necessary.

Correct Answers to Pre-Chapter Quiz
F 2. T 3. T 4. T 5. T 6. F 7. T 8. F 9. T 10. F

Key Terms for Study
burnout: Feelings and behaviors that often result when a crisis worker feels
powerless to help people in crisis. Symptoms of burnout include absenteeism,
agitation, depression, anxiety, and anger.

child abuse reporting: Reporting required of anyone working with children as
a counselor, doctor, teacher, or any other capacity since passage of the 1974
Child Abuse Prevention and Treatment Act by Congress. These people must
report any suspicions of child abuse to the child protective services agency in
their state. The requirement is mandatory and in many states overrides the
client’s right to confidentiality.

confidentiality: An ethical standard providing the client with the right for all
disclosures in counseling to be kept private.

countertransference: A situation in a counseling relationship that arises from
unresolved feelings experienced by a counselor in a session with a client.
These feelings come out of the counselor’s personal life and cause him or her
to act out these feelings with a client, behavior that may cause emotional harm
to the client.

danger to others: Condition in which a client is deemed to be a threat to
others. At this time, the counselor must breach confidentiality and report his
or her concerns to the police or the intended victim, or both. This is called the
“duty to warn.”
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dual relationship: A relationship that a counselor engages in with the client
outside the professional one—for example, a social, sexual, or business
relationship.

elder abuse: Physical abuse, fiduciary abuse, neglect, or abandonment of
someone 65 years old or older. In many states, anyone working with clients
over 65 years of age must report suspected cases of elder abuse to the state’s
adult protective services agency. This reporting is often mandatory and
grounds for breaching confidentiality.

exceptions to privilege and confidentiality: Situations in which communica-
tions between therapist and client can be legally and ethically shared with
others. In the case of confidentiality, these include elder abuse and child abuse;
when the client is gravely disabled; and when the client is a danger to self or
others. In the case of privilege, these include voluntary waivers given by the
client for information to be shared in a limited forum as well as some involun-
tary disclosure, as in certain court cases.

gravely disabled: Condition in which clients are psychotic or suffering from a
severe organic brain disorder. People with such disorders are often incapable
of meeting basic needs, such as obtaining food or shelter and managing
finances. Being gravely disabled is often a reason for involuntary hospitaliza-
tion of a person.

informed consent: Permission for treatment given by a client to a therapist
after the client has been thoroughly informed about all aspects of the treat-
ment. Anyone entering a counseling relationship has the right to understand
the nature of therapy, give his or her consent for it, understand that it is vol-
untary, and be told the limits of confidentiality.

Mental Status Exam: An examination used to rule out severe forms of mental
illness and organic disorders. As part of their ethical responsibility, crisis inter-
ventionists must know when to refer a client to a physician. Use of this exam
can help in making those determinations.

Privileged communication: The legal counterpart of confidentiality. Clients
may waive the right to privilege if they wish the counselor to share certain
information in court or other limited venues.

Secondary PTSD/Traumatization: When a crisis worker suffers emotional and
behaviorally after working with clients in crisis.
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Chapter

4

The ABC Model of Crisis
Intervention

_____ 1. Basic attending skills help develop and maintain contact.
_____ 2. Reflection of feelings is contraindicated for clients in crisis.
_____ 3. It is usually best to ask a series of close-ended questions during

crisis intervention.
_____ 4. The ABC model of crisis intervention tends to have more struc-

ture than long term therapy.
_____ 5. Educational statements provide clients with information about

their situation.
_____ 6. Crisis workers try to identify the precipiating event, perceptions,

and impairments in functioning.
_____ 7. Validation statements let clients know that the counselor ap-

proves of their decisions.
_____ 8. In the coping phase, the counselor tells the client what to do.
_____ 9. Twelve-step groups are a great resource because they are readily

available and free.
_____ 10. Clients in crisis should not be expected to come up with ideas

about how to improve their situation.
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Introduction
The ABC model of crisis intervention is a method for conducting very brief
mental health interviews with clients whose functioning level has decreased
following a psychosocial stressor. This model follows the formula presented in
Chapter 1 regarding the process of crisis formation. It is a problem-focused
approach and is most effectively applied within four to six weeks of the stressor.
Identifying the cognitions of the client as they relate to the precipitating event
and then altering them to help decrease unmanageable feelings is the central
focus of the method. In addition, providing community referrals and other
resources such as reading material is also essential in applying this model.

Caplan and Lindemann first conceptualized the crisis intervention ap-
proach in the 1940s (Caplan, 1964; Lindemann, 1944) while others have
since developed models that use the principles and techniques of these
founders. The ABC model of crisis intervention presented in this text has
its origins in a variety of sources. It is loosely based on Jones’s (1968)
A-B-C method of crisis management, with its three-stage process: A, achieving
contact; B, boiling the problem down to basics; and C, coping. Moline
(1986), a former professor at California State University, Fullerton, devel-
oped a course called Crisis Intervention, in which she used a modified ver-
sion of Jones’s model. From her lecture notes and from discussions with her
about how she organized the course, the author developed, as noted in
Chapter 2, the ABC model of crisis intervention discussed in this book.
Over a period of 24 years, the author has expanded and revised the ABC
model. Revisions are based on current information from experts in the
community who provide crisis intervention for a variety of populations,
the author’s experiences in teaching the model to students and community
counselors, and receiving feedback from these students, and the author’s
experiences as a counselor in public, private, and nonprofit agency
settings.

Other models have also influenced the ABC model of crisis intervention
in terms of the particular structure and stages. Structuring the counseling
process around certain phases or stages is not a new phenomenon. It has
been done by mental health practitioners since the days of such founding
theorists as Sullivan (1954) and Adler (Corey, 2008). The structure of Ad-
lerian counseling follows four central objectives that corresponds to four
phases. These phases do not progress in rigid steps but are best understood
as a weaving that leads to a tapestry (Dreikurs, 1967). The phases that Ad-
ler developed are:

1. Establishing the Relationship
2. Exploring Indiviudal Psychologica Dynamics
3. Encouraging Self-Understanding and Insight
4. Reorientation and Reeducation.

These four phases are similar to those of the ABC model:
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Sullivan (1954) also used a phase model to structure psychiatric interviews.
His stages can also be viewed as corresponding with the stages of the ABC model:
Phase 1, the formal inception (analogous to A of the ABC model); Phase 2, the
reconnaissance, and Phase 3, the detailed inquiry (analogous to B); and Phase 4,
termination (analogous to C).

Although the ABC model of crisis intervention has a three-stage ap-
proach, in an actual interview the components of any one stage could be
used at any time. Readers are strongly encouraged to keep this thought in
mind during the discussion of each stage that follows. The crisis worker will
learn how to integrate the stages through practice and experience.

A: Developing and Maintaining Rapport
The foundation of crisis intervention is the development of rapport—a state of
understanding and comfort—between client and counselor. As a client begins
to feel rapport, trust and openness follow, allowing the interview to proceed.
Before delving into the client’s personal world, the counselor must achieve this
personal contact. The counseling relationship is unique in this regard; before
any work can be done, the client must feel understood and accepted by the
counselor. A student of the author summed up this need quite appropriately:
“People don’t care what you know, until they know that you care.”

By learning several basic attending skills, the beginning crisis counselor
can develop the self-confidence needed to make contact with someone in cri-
sis. Use of these basic rapport-building communication skills invites clients to
talk, brings calm control to the situation, allows them to talk about the facts
of the situation, helps the counselor to hear and empathize with the client’s
feelings, and lets the client know that the counselor is concerned and respect-
ful. Remember that the interview process does not proceed in a linear fashion;
the various attending skills can be interwoven as appropriate. For example,
the counselor may ask a question before reflecting or may reflect before ask-
ing a question.

Unlike other approaches to counseling, crisis intervention does not typi-
cally include the use of such techniques as interpretation or direct advice giv-
ing. These techniques generally require a therapeutic relationship of long
duration before they are effective; in crisis intervention, developing such a re-
lationship is not practical. Although it may be tempting to jump in and tell

FIGURE 4.1 The ABC Model as Related to Adler’s Four-Phase Model here

A. Developing and maintaining contact (corresponds with Adler’s phase 1)
B. Identifying the problem and providing therapeutic interaction (corresponds

with Adler’s phase 2 and phase 3)
C. Coping (corresponds with Adler’s phase 4)
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clients what is wrong with them and what to do about it, the crisis inter-
ventionist is encouraged not to do this. The basic attending skills are a useful
alternative to the sometimes rote practice of asking routine questions and giv-
ing routine advice and interpretations.

The primary purpose of using the basic attending skills is to gain a clear un-
derstanding of the internal experience of the crisis as the client sees it. Only when
the counselor truly understands can he or she help to bring change to the client’s
subjective distress and assist the client in improving his or her functioning.

Table 4.1 can be used as a guide for the beginning counselor. It is not meant
to be followed as a linear script but rather as a reminder of the skills the coun-
selor is to use throughout the interview. Skill proficiency columns are built into
the table to allow evaluation of student performance by the course instructor.

Attending Behavior
The most basic skill of helping is listening. Appropriate verbal and nonverbal
behavior—that is, attending behavior—is the hallmark of a helping interview.
Good eye contact, attentive body language, expressive vocal style, and verbal
following are valuable listening tools, but they are not always present. The next
time you carry on a conversation with a friend, observe whether these behaviors
are in evidence. Using a soft, soothing voice, showing an interested face, having
relaxed posture, leaning toward the client, making direct eye contact, and main-
taining close physical proximity (Cormier et al., 1986, p. 30) are all ways to
convey warmth and are part of active listening. These attending behaviors “dem-
onstrate to the client that you are with him or her and indeed are listening,” en-
abling the client to talk more freely (Ivey, Gluckstern, & Ivey, 1997, p. 19).

Active listening requires being able to observe the client and at the same
time pay attention to how one should best react to the client. Try the follow-
ing exercise presented in Box 4.1.

Crisis workers must remember that the attending behavior of different
cultural and ethnic groups may vary in style, and these helpers may need to
adapt when working with various sub- groups (special issues related to sub-
groups will be discussed later in the book). Ivey and colleagues (1997, pp.
20–21) have summarized typical variations:

• Eye Contact: African Americans, Latin Americans, and Native Americans
may avoid eye contact as a sign of respect. With Latinos, direct sustained
eye contact can represent a challenge to authority. A bowed head may be
a sign of respect from Native Americans.

• Body Language: The public behavior of African Americans may seem
emotionally intense and demonstrative to European Americans. A slap on
the back may be insulting to an Asian American or a Latin American.

• Vocal Style: Latin Americans often begin meetings with lengthy greetings
and pleasant talk before addressing key issues. European Americans tend
to value a quiet, controlled vocal style; other groups may see this as ma-
nipulative or cold.
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Questioning

Asking clients pertinent questions is an invitation to them to talk. Open-ended
questions provide room for clients to express their real selves without catego-
ries imposed by the interviewer. They allow clients an opportunity to explore
their thoughts and feelings with the support of the interviewer. Close-ended
questions can help the interviewer gather factual information such as age or
marital status. However, clients frequently feel attacked or defensive with cer-
tain close-ended questions (such as “why” “do you” “are you” “have you”
and “did you” questions), which should be used sparingly if at all (Ivey
et al., 1997, p. 35).

Beginning counseling students tend to ask “do you, have you, could you,
and would you” questions. These types of close-ended questions can be an-
swered with a “yes” or “no” by clients, with the result of a bogged-down in-
terview. Counselors might try to avoid these types of close-ended questions,
asking more specific open-ended questions instead.

Try to tie your open-ended questions to what the client has just
said. Questions that begin with “what” and “how” are very effective in
allowing the client to explore his or her ideas and feelings. When the ques-
tion is posed effectively, it helps move the interview along and allows gath-
ering essential information about the nature of the crisis. Remember, it is
effective and appropriate to ask pointed open-ended questions when they
relate to what the client has just said, and, hence, verbal following is ex-
tremely important to proper questioning. Whenever a client offers a new
word or expresses energy behind what he or she says, the counselor can
ask a question that helps him or her to better understand the meaning of
the word or the energy. Never assume that you know what the client
means. Inquire!

The following dialogue between a client and a crisis worker shows an ap-
propriate use of questions.

CLIENT: “I am so angry at my husband. He won’t talk to me anymore and we
just don’t communicate at all.”

CRISIS WORKER: “What do you mean by communicate?”

Box 4.1 Basic Attending Behaviors Exercise

Break into groups of three or four. Using the basic attending skills evaluation sheet in Table 4.1,
rate each other on attending behaviors. One person can play the client and another can be a crisis
worker. A third can be the rater. The rater also enhances her or his skills of observation while
giving feedback to the counselor. After this exercise, have some fun exaggerating an interview in
which the crisis worker does not employ these behaviors (i.e., has poor eye contact, is cold,
keeps arms folded, does not pay attention verbally). This behavior will impress on everyone what
not to do!

The ABC Model of Crisis Intervention 49

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



CLIENT: “He refuses to sit down and listen to me. I have no idea what his prob-
lem is. I can’t get him to tell me anything. He obviously doesn’t want to be
around, but I don’t know why.”

CRISIS WORKER: “What makes you think he doesn’t want to be around?”

CLIENT: “He is never home. He stays late at work, out with his friends every
night, and is gone on the weekends. I don’t know how long I can stand it.”

CRISIS WORKER: “What do you mean by you don’t know how long you can
stand it?”

CLIENT: “Well, I am crying every night, my kids wonder where their dad is, and
I am miserable and don’t want to live like this.”

(At this point, a reflection of feelings would be helpful, as would some
close-ended questions about the kids’ ages.)

Of course, these are not the only questions that could be asked. But notice
that each question relates to what the client has just said, which has the effect of
unrolling the client’s cognitive and emotional experience. A useful metaphor is to
think of the client’s cognitive schema as a tree. The client presents the counselor
with the trunk in the beginning. As the interview progresses, there is movement
up the trunk and onto the branches. Each question allows movement onto the
smaller branches and twigs, until the entire tree has been explored and is viewed
in its totality. All branches, twigs, and leaves are connected to the trunk, whether
directly or indirectly. When the counselor can see the tree fully, the nature of the
crisis can be fully understood, and movement into offering coping strategies and
altering cognitions can be accomplished.

Below are some examples of poorly worded questions and appropriately
worded questions.

Poorly Worded
Counselor Questions

Appropriately Worded
Counselor Questions

Do you feel sad about
losing your husband?

How do you feel about
losing your husband?

Have you tried to talk
to your father?

What have you done?

Could you tell me more
about your sadness?

What is your sadness
like for you?

Providing information in response to open-ended questions is generally
more comfortable for clients than giving answers to 20 close-ended intake
questions. There is a time and place for close-ended questions, usually when
a fact is needed and during suicide assessments. Although it is true that
many counselors must complete forms for their agencies, this does not mean
that the interview should be a series of close-ended questions. Interweaving
close-ended questions with open-ended questions, reflection, and paraphrasing
usually allows a counselor to complete intake forms in most agencies. This
takes practice, but clients benefit from this style.
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Following are some examples of effective open-ended and close-ended
questions. Included are suggestions for changing “why” questions into open-
ended questions. Role-play these questions with friends.

Effective Open-Ended Questions Appropriate Close-Ended Questions

How have you been feeling? How long have you been married?

What is the worst part for you of
being raped?

Have you been checked by a doctor
yet?

What is it like for you to be diag-
nosed with AIDS?

Are you taking any medications?

How are you doing at work lately? How old are your children?

What are your thoughts about
death?

Has your husband ever abused the
kids?

Are you thinking of hurting
yourself?

“Why” Questions Open-Ended Questions That
Replace “Why” Questions

Why did you ask him into your
apartment?

How did things get out of control in
your apartment?

Why did you smoke crack? What was it like to decide to smoke
crack?

Why did you try to kill yourself? What was going through your mind
when you took the pills?

How do these questions make you
feel?

Clarifying
Clarification questions are a form of soft closed-ended questions. Counselors
use this basic attending skill when they aren’t quite sure of what the client just
said. Maybe they missed a piece of information because the client was speak-
ing too fast, or presented so much information at once that the crisis worker
just couldn’t grasp it all. In clarifying, counselors restate in their own words
what they thought they heard clients say in a questioning manner, beginning
the statement with “are you saying,” or “did you mean”. The clarifying tech-
nique is used to clear up confusion or ambiguity and thus avoid misunder-
standing and confirm the accuracy of what counselors heard. Clients might
then be asked to rephrase or restate a previous message. The question is not
meant to encourage clients to explore more of what was said, but simply to
help counselors make sure that they understood what was said. Sometimes,
clients talk in such a fragmented manner or so rapidly that important facts
and ideas may not be heard accurately, and clarifying aids counselors in
clearly understanding what was said.
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Paraphrasing
Paraphrasing is when counselors restate in their own words what they thought
they heard clients say. The crisis worker does not seek to parrot or simply re-
peat exactly what the client said, but instead the goal is to share with the cli-
ent what was heard by the counselor. The focus is on the cognitive and factual
part of the client’s message. The intent is to encourage elaboration of the
statements to let the client know that you, the counselor, have understood or
heard the message; to help the client focus on a specific situation, idea, or ac-
tion; and to highlight content when attention to affect would be premature or
inappropriate (Slaikeu, 1990, p. 38). Try the paraphrase/clarification exercise
provided in Box 4.2.

Reflection of Feelings
Empathy is integral to achieving and maintaining contact with clients. This
means being able to let clients know you understand their feelings. The tech-
nique of reflection, which is a statement that reflects the affective part or emo-
tional tone of the client’s message, whether verbal or nonverbal, is a powerful
tool in creating an empathic environment. Not only does it help clarify the
client’s feelings in a particular situation, but it also helps the client feel under-
stood. Clients can then express their own feelings about a situation; learn to
manage their feelings, especially negative ones; and express their feelings to-
ward the mental health care provider and agency. As we saw in Chapter 1,
Caplan proposed that one characteristic of people who are coping effectively

Box 4.2 Paraphrasing and Clarifying Exercise

Choose a partner, and ask a third person to be an observer. One person plays the crisis interviewer,
and one plays a client in crisis. After the client tells the counselor about the crisis, the counselor is to
restate in her own words what was heard. Do not parrot or repeat exactly what was said. Sometimes
it is helpful for the counselor to break out of character and tell the observer, in the third person, what
she heard the client say. The counselor can then go back into character and talk directly to the client,
paraphrasing what she heard the client say. The dialogue shows how this might work:

CLIENT: “I’ve been depressed since I had to have my dog put to sleep last week. I can’t sleep or con-
centrate at work and everyone thinks I’m a big baby.”

CRISIS WORKER: “Are you saying that you have felt very bad since your dog died and aren’t receiv-
ing any support from your coworkers?” (Clarifying)

CRISIS WORKER: “I hear you saying that since putting your dog to sleep last week, you’ve been un-
able to sleep and feel depressed, and no one at work seems to understand your feelings.”
(Restatement)
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is their ability to express feelings freely and master them. Reflection of feelings
allows such a process to occur.

Therapists from Freud to Rogers have believed that catharsis and experi-
ential awareness of feelings are the curative factors in therapy. The crisis inter-
view might be the only time the client has ever felt validated in her or his
feelings, and that is usually a good experience in and of itself! Try the reflec-
tion exercise presented in Box 4.3.

Summarization
The key purpose of summarization is to help another individual pull his or her
thoughts together. A secondary purpose is to check on whether you as a
helper have distorted the client’s frame of reference. Summarization may be
helpful in beginning an interview if you’ve seen the client previously; it may
help to bring together threads of data over several interviews or simply clarify
what has gone on in the present interview (Ivey et al., 1997, p. 92). This is an
example of a summarization: “So, your husband beat you last night and this
time hit your daughter. You are scared and lonely and don’t know where to
turn.”

As will be discussed in the “B” section below, summarization can help
make a smooth transition from identifying the problem to finding coping
strategies. Usually, the cognitive and affective content are restated as well as
the precipitating event and coping efforts. These aspects are easy to remember
if you keep in mind the three aspects of any crisis: (1) the precipitating event;
(2) the perception of the event by the client, which leads to subjective distress;
and (3) the failure of the client to cope successfully with the distress.

Now that you’ve learned the basic attending skills, practice them in 7- to
10-minute role-plays using the evaluation sheet in Table 4.1. Once you have
mastered these skills, you are ready to move on to more advanced communi-
cation skills. The basic attending skills will be used throughout every session.

Box 4.3 Reflection of Feelings Exercise

In pairs or in a group, have someone role-play a client in crisis, who will tell the others of his or her
problem and feelings. Each student counselor then restates just the feelings to the client. Listen to the
emotional tone and look for nonverbal cues, such as eyes watering or a fist pounding. Try using these
openings: “You seem to feel…,” “Sounds as though you feel…,” “I sense you are….” Look for am-
bivalent and contradictory feelings as well as positive feelings.

Here are some examples:

Painful feelings: “Sounds like you are furious with your wife.”
Positive feelings: “You seem to be happiest when you don’t drink.”
Ambivalent feelings: “Although you say you hate your husband, you also
seem to pity him.”
Nonverbal feelings: “I can see by the tears in your eyes how painful this loss is.”
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They help counselors maintain rapport and allow them access to delicate in-
formation about the client. Counselors will use these basic attending skills
during both the “B” and “C” stages of the ABC model. Notice how the ABC
model is presented as three stages, but that “A” covers both “B” and “C”.

B: Identifying the Problem
After demographic information has been gathered and as rapport is developing,
the crisis worker starts to focus on the client’s presenting crisis. Identifying the
problem is the second step in the ABC method and is the most crucial one. Refer
to the ABC model of crisis intervention outline in Table 4.2 for a look at the
interview process. Each aspect is examined individually as well as in the context
of the others in the process. The most effective counselors become so well-versed
in the various aspects of this model that they do not appear mechanical to the
client. Keeping in mind the definition of crisis helps counselors remember what
to identify: precipitating events, perceptions, subjective distress, and functioning.

Although the model is presented in a linear outline form, interviews do not
have to be conducted in a linear fashion. Unfortunately for beginning counse-
lors, having a script for each crisis situation is just not practical. However, the
examples presented can be used in conjunction with the counselors’ creative
processes and intuition. This outline will be useful for you as you practice
each type of crisis in subsequent chapters. In each of those chapters, examples
are given for practice in role-playing. Do not be restricted to using only the
ideas given. Create your own ideas whenever possible. The outline can be
used for a 10-minute phone call, a 50-minute session, or a 6-week (or longer)
series of crisis intervention sessions. Each week, new issues can be addressed
and new coping strategies sought while changes in functioning can be assessed
from week to week. Notice that the model has several areas to assess. This does
not mean that on every visit the counselor must make an assessment for each
area. Rather, each area should be addressed at least on the first or second visit
and then reassessed thereafter as necessary to evaluate the client’s progress.

Of particular importance in crisis intervention and in brief therapy is the
ability to explore the client’s perceptions. Most sessions will be spent in this
process, and through these explorations clients gain knowledge of the source
of their pain. Once clients’ perceptions and frame of reference regarding vari-
ous situations are understood, the crisis worker is in a position to guide clients
into new ways of thinking and experiencing themselves and the world. Also,
once clients’ cognitions are changed, subjective distress will be reduced, coping
skills can be implemented, and functioning will be increased. This, as you will
recall, is the goal of crisis intervention (review the beginning of chapter one).

The interview process can be thought of as climbing a tree with the client
(see Figure 4.2). The client will usually present with the precipitating event or
subjective distress such as emotional pain or impairment in functioning. The
goal of the B section is to “climb the tree” to explore how all the components
are related to the cognitions.
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The counselor climbs up the trunk with the client by asking what the cli-
ent’s thoughts are about the trunk. These thoughts are explored by asking the
client to further explain what the client means. Open-ended questions are used
to help the client explore all related thoughts and perceptions until the leaves
are understood—they are the cognitive key. The counselor can help change
the leaves from brown to green with therapeutic interaction comments.

TABLE 4.2 ABC Model of Crisis Intervention

A: Use of Basic Attending Skills to Develop and Maintain Rapport

Attending behaviors
Opening-ended questions
Paraphrasing
Reflection of feelings
Clarifying
Close-ended questions
Reflection of feelings
Clarifying
Close-ended questions Summarizations

B: Identifying the Nature of the Crisis and Therapeutic Interaction

Identify the precipitating event
Identify cognitions
Identify subjective distress
Identify impairments in functioning:
Behaviorally, socially, academically, occupationally
Ethical checks:
Suicide, homicide, organic issues, psychosis, substance abuse, child abuse,
elder abuse
Therapeutic interaction statements:
Educational, empowerment, validation, reframes

C: Coping Strategies

Explore what client wants to do now to cope
Explore what client has tried in the past to cope
Explore other things client can do to cope
Offer alternative strategies for coping:
Support groups
Twelve-step groups
Marital or family therapy
Lawyer
Doctor
Bibliotherapy
Reel therapy
Assertion training
Stress management
Shelters or other agencies
Secure commitment and follow-up
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Examples of therapeutic interaction comments can be found in many sections
of subsequent chapters and will be defined clearly later in this chapter. Many
times, several important cognitions are presented. Each one will have to be
explored and new therapeutic comments then provided. Identifying cognitions
and offering new ways of thinking about the situation is the main focus of
crisis intervention sessions using the ABC Model.

By exploring the many limbs and twigs of the initial perception presented,
the counselor and client gain a deeper understanding of what is really bother-
ing the client most about the precipitating event. It often takes as many as six
questions before the cognitive key can be established and therapeutic state-
ments offered. If the counselor attempts to provide an educational statement,
a reframe, a support statement, or an empowerment statement too soon, the
client often resists. The client probably just needed more time to fully explain
his or her cognitive tree. Below is a sample dialogue in which therapist and
client climb the tree:

CLIEN: “My husband left me.” (Presents a precipitating event)

COUNSELOR: “What does that mean to you?” (Asks open-ended question to
explore perception)

CLIENT: “I will be alone forever.” (First cognition presented; client thinks she’ll
be alone forever)

COUNSELOR: “In what way alone?” (Counselor tries to understand exactly
what client means by “alone”)

CLIENT: “No one will ever love me again.” (New cognitive statement)

COUNSELOR: “What makes you think that?”

FIGURE 4.2 The Cognition
Tree

Cognition 1 Is a Branch
[Twigs and leaves explore this
cognition—leaves are brown
(cognitive key)]

Cognition 2 Is a Branch
[Twigs and leaves explore this
cognition—leaves are brown
(cognitive key)]

Cognition 3 Is a Branch
[Twigs and leaves explore this
cognition—leaves are brown
(cognitive key)]

Clients present a trunk: a
precipitating event, emotions, or
impairments in functioning
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CLIENT: “He told me that he’s the only one who could ever love me because I’m
so ugly and stupid.” (More new information about the original cognition)

COUNSELOR: “What are your thoughts about the idea of your being ugly and
stupid?”

CLIENT: “Well, I don’t think I’m really that stupid.”

COUNSELOR: “What do you think?’

CLIENT: “I’m afraid to be alone and start all over.”

COUNSELOR: “What is most scary for you about this?”

CLIENT: “I’m afraid to get close to someone else and feel hurt.”

COUNSELOR: “It is often scary to start over.” (Support statement that validates
client’s feelings and thoughts) “This scary feeling may at some point turn into
excitement at the opportunity to have a more rewarding relationship.” (A brief
reframe of the scariness possibly being excitement)

At this point, the client may feel some hope and her cognitions will prob-
ably have changed to some extent. Notice how many questions were necessary
to reach the deeper meanings behind her initial cognition.

Probably the most important reason for exploring the client’s internal
frame of reference is that changing internal perceptions is easier than changing
external situations. If the crisis worker spends too much time focusing on the
significant others and the details of the situation—elements that generally can-
not be changed—the client may experience increased frustration.

At the end of this chapter, a “script” using the ABC model of crisis inter-
vention is presented. It offers specific questions and statements a crisis worker
might use. It is presented after readers have had a chance to learn about each
section of the model individually. Then they should be able to understand
how to integrate all the sections in a typical interview.

Identifying the Precipitating Event
Shortly after the interview begins, the counselor seeks to find out about the
precipitating event. To ask, “What happened that made you call for an ap-
pointment?” is appropriate. It is an opening for clients to tell what is going
on with them. If clients cannot think of any particular event that brought
them to counseling, the crisis worker is encouraged to probe further, explain-
ing that understanding the trigger of a client’s crisis aids in relieving the crisis
state.

The precipitating event may have happened yesterday or six weeks ago. A
helpful strategy is learning when the client started to feel bad, which helps pin-
point the triggering event. “The straw that broke the camel’s back” is a com-
mon expression that can help clients focus on the beginning of the crisis.

Another reason for specifying the precipitating event is to be able, later
on, to explore how the client has been trying to cope since it happened.
When the client’s denial is strong, the crisis worker can confront the client
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about why exactly the client decided to come for counseling. The reason is
usually because of difficulty in coping with a precipitating event. If the event
is not clearly defined, the counselor will have problems presenting alternative
coping strategies to deal with the event. Last, identification of the precipitating
event is vital because the crisis worker must identify the client’s perceptions
about the episode. If these cognitions are not identified properly, there can
be no therapeutic interactive comments related to them. Remember, change
in the way the event is perceived is essential to increasing the functioning level
of clients. In Chapter 1, two formulas were presented and are repeated here.
Refer to them as you practice using the ABC model.

If the goal of crisis work is to increase clients’ functioning, the following
formula aids crisis workers in understanding how to move clients out of a crisis.

No matter how much clients profess that “nothing has happened, really,”
something drove them to seek help. Squeeze it out of them! They need to see
that their current state of subjective distress is tied to an actual event or fact.

Recognizing the Meaning or Perception
of the Precipitating Event
In addition to identifying precipitating events, crisis workers actively explore
the meaning clients ascribe to these events. It is clients’ perceptions of stressful
situations that cause them to be in a crisis state as well as the inability to cope
with the stress. Usually, stress originates from one of four areas: loss of con-
trol, loss of self-esteem, loss of nurturance, or forced adjustment to a change
in life or role. The meaning behind these losses is helpful to explore.

All aspects of the situation will be examined. For example, suppose a
woman is raped. Not only does the actual rape cause stress, but her percep-
tion of how her husband will react also contributes to her stress as she strug-
gles with her perceived new role with him.

FIGURE 4.3 Formula for Understanding the Process of Crisis Formation

Precipitating Event Perception Subjective
Distress

Lowered
Functioning
(When Coping Fails)

FIGURE 4.4 Formula to Increase Functioning

Change in Perception of the Pre-
cipitating Event and Acquiring New
Coping Skills

Decrease in
Subjective
Distress

Increase
in Functioning
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Some questions the crisis worker may ask to elicit the client’s frame of
reference regarding the crisis situation include these:

• “How do you put it together in your head?”
• “What do you think about this?”
• “What does it mean to you that…?”
• “What are you telling yourself about…?”
• “What assumptions are you making about…?”

Cognitive restructuring or reframing is a valuable tool for the counselor
but can be done only if the client’s current cognitions are known. It is impos-
sible to develop a coping plan for clients without examining the cognitive and
perceptual experience. Think of yourself as a mechanic who needs to analyze
and experience the trouble firsthand before tinkering with the engine. Crisis
workers can think of themselves as “cognitive mechanics.”

Assessing the client’s perception of the precipitating event is one of the most
important parts of the interview and is to be done thoroughly on every visit to
check for changing views as well as long-standing views on a variety of issues.

Identifying Subjective Distress and Functioning Level
In addition to exploring stressors and clients’ perceptions of them, counselors
also inquire about clients’ functioning and how the precipitating events are af-
fecting it. Clients seem to benefit from expressing painful feelings and sharing
other symptoms—symptoms that may impair clients’ occupational, academic,
behavioral, social, interpersonal, or family functioning. Counselors can ask
how clients’ perceptions about the precipitating event are affecting their func-
tioning in each area.

Often each area in which the person is suffering distress is dealt with sepa-
rately because a specific perception may be associated with that area and not
another. The crisis worker is advised to explore each area affected during the
crisis state in as much detail as possible. This probing gives the counselor a feel
for the degree of impairment the client is experiencing and can be used later to
help select coping strategies. When clients discuss their symptoms and impair-
ments in functioning, they can receive feedback, education, and support from
the counselor. Often, understanding one’s feelings and behaviors is the first
step in coping with them. Box 4.4 below gives some examples that might help
you understand the importance of a thorough assessment of functioning.

Most intake forms ask for a comparison between current and previous
functioning on a regular basis. It is important to include this information as
part of any crisis assessment procedure.

Making Ethical Checks
Several other areas are usually identified in an initial interview. These have
ethical implications and are assessed either directly or indirectly with every cli-
ent. However, in order not to behave like a prosecuting attorney, the crisis
worker is encouraged to extract this information in a fluid, relevant manner.
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Rather than going down a list and asking one question after another, the skill-
ful counselor weaves the questions in as the issues arise in the normal flow of
the conversation.

Suicide Check Because people in crisis are vulnerable and often confused and
overwhelmed, suicide sometimes becomes an alternative for them. Every crisis
worker must assess for suicidality, particularly when the client is depressed or im-
pulsive. Suicide assessment and prevention are discussed in detail in Chapter 5.

Homicidal/Abuse Issues As discussed in the ethics chapter, mental health
workers in many states are required to report child and elder abuse and any
suspicion that a client may harm someone. Assessment of these issues must be
done during the course of an interview. Often, the counselor’s intuition will
provide the basis for detailed inquiry. Child abuse and elder abuse are dealt
with in subsequent chapters; working with clients who are a danger to others
is examined in Chapter 5. Two examples of appropriate ethical checks are
provided below in Box 4.5.

Making clients part of the reporting process helped them deal with it in a
less fearful manner. The counselor had no choice but to make the report, even
though the clients did not want her to.

Organic or Other Concerns If clients state that they suffer from serious de-
pression, bipolar disorder, obsessive-compulsive disorder, or schizophrenia,
they should already be receiving medication. Crisis workers can assess for
medication compliance for these cases and encourage noncompliant clients to

Box 4.4

Example 1: A battered woman might be experiencing much anxiety at work because she believes that
her husband will come there and cause a scene, which would probably result in her being fired. This
perception might be dealt with by letting her know that bosses can often be sympathetic and helpful,
and that her boss might even provide her with support and initiate legal action for her.

In addition to identifying the client’s current level of functioning, the crisis worker may wish to
assess the client’s precrisis level of functioning in order to compare the two. This will help the coun-
selor determine the level of coping the client can realistically achieve; it also gives the counselor an
idea of the severity of the crisis for the person. The comparison serves as a basis for evaluating the
outcome of crisis intervention. Remember that the goal of crisis intervention is to bring the client
back to the precrisis level of functioning.

Example 2: If a woman was getting straight As in college before being raped, and afterward her
grades went down to Cs and Ds, her crisis was worse for her than for a woman who was raped but
showed only minimal disturbance at work or school. In these cases, it is probable that the first wo-
man’s perception of the rape was more drastic than the second woman’s. Maybe she told herself that
she was at fault, that she is dirty, and that no one will ever love her again. The second woman might
have a more realistic view of the rape and be able to tell herself that it was the rapist’s fault, and that
no one is going to hold her responsible or think differently about her.

60 Chapter Four

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



continue with prescribed medication until they can schedule an appointment
with their physician. In these situations, crisis workers may want to consult
with the physician by phone to ensure that clients receive the most effective
treatment. When clients describe or exhibit behaviors, symptoms, or com-
plaints that may be due to biological factors such as Alzheimer’s disease or
attention deficit disorder with hyperactivity (ADHD) or any other organic
brain disorder but have not yet been formally diagnosed with a serious disor-
der, ethical standards require crisis workers to refer them to a physician or
psychiatrist for further assessment. Chapter 5 presents a brief discussion of
how to use the Mental Status Exam to assess for these serious medical
disorders.

Substance Abuse Issues
Checking for substance abuse on a regular basis is a good idea and is often
part of the intake form in most agencies. Because clients involved with sub-
stance use and abuse often deny and minimize their use, the crisis worker
might be a bit more assertive in gathering information about drug use. Fol-
lowing are some examples showing how to extract this information without
offending clients:

“Tell me about your past and present drug and alcohol use.”

This statement assumes that use exists or existed and is stated matter-
of-factly, as if you won’t be shocked to hear of it. The person who has
not used drugs can simply say “None.”

“How much alcohol do you use a week?”

Box 4.5 Examples of Homicidal/Abuse Issues

Example 1: A 43-year-old male may say that he hates his father for having beaten his mother and can
see himself smashing the father’s face. This statement alone does not warrant an attempt to take the
client into custody. However, I would inquire how he deals with this anger, especially toward his
wife and children. It is important for counselors to know that suspected abuse of children must be as-
sessed in all cases. Sometimes, turning away and collaborating in denial with an abusive family is eas-
ier than facing the issue, but doing so is never in the best interest of the child. Such action is unethical
and might be illegal, depending on the laws of the state where the action occurs.

Example 2: The mother of a 15-year-old boy and a 16-year-old girl is in a crisis state and seeks help from a coun-
selor. Two weeks earlier, the husband whipped the boy with a belt and left welts on his back. The father also
slapped the girl across the face. When the mother was informed by the crisis worker that a child abuse report
would have to be made, she was very upset and pleaded with the therapist not to make the report. She thought
that it would affect her getting a high-security job for which she was applying; would make the husband angry;
and would cause anxiety for her son, who was worried that his dad would take his car away. The counselor ex-
plained that a report was mandatory in this situation. To alleviate the mother’s concern, the counselor made the
report in the presence of the clients, so they would know what would most likely happen according to the social
worker taking the call.
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“What other drugs besides cocaine do you use or have you used?”

These questions do not seem to be as judgmental or grilling as the
following do:

“Do you use alcohol? Do you use cocaine? Do you smoke pot? Do you
drink daily?”

Using general, open-ended questions will save time and reduce defensive-
ness in clients.

Therapeutic Interaction
The main part of the session, and probably the most therapeutic part, will be
spent in identifying the client’s beliefs and feelings, and then providing sup-
portive statements, educational information, empowering statements, and re-
framing statements that will aid the client in thinking differently about the
situation and assist them in coping with it. Of course, active listening skills
remain important, but once these are used to identify the nature of the crisis,
the counselor is ready to use the more advanced skills discussed next to help
clients improve their coping ability.

Validation and Support Statements The counselor may, from time to time,
tell clients that their feelings are normal or suggest there is hope that things
will get better. In response to a woman who has just found out that her hus-
band has been molesting their daughter and feels as though the world has
come to an end, a crisis worker might respond supportively by saying, “I
know that right now you feel that everything is falling apart, but many people
have gone through the same situation and have survived. You have every rea-
son to believe you can survive, too.” Other validation comments that are use-
ful include, “It is understandable that you might feel that way,” “Your pain is
understandable considering how difficult your situation is,” or “Many people
going through this would also feel and think this way.”

Support statements are not false hopes or words like “It’ll be okay,”
“Don’t worry,” or “Forget about it.” These comments are typical of family
and friends who mean well; however, they are not very useful. As crisis work-
ers, we need to say things to people that others do not say. Also, because cli-
ents see counselors as experts in crisis situations, they will tend to take
comfort in supportive comments from these helpers, often adopting a more
optimistic attitude. Receiving validation from a counselor about one’s feelings
can help clients not see themselves as sick, weak, or bad.

Educational Statements Providing factual information, whether developmen-
tal or situational, is vital in every crisis. Clients often suffer merely because
they lack or have incorrect knowledge about the precipitating event and as-
pects associated with it. Thus, it is imperative for crisis workers to gather as
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much information as possible about each crisis situation. Whether this is done
through formal academic courses, books, experience, or supervision, it gives
counselors an edge in helping clients work through their issues. General
knowledge of statistics and prevelance rates of various traumas that often trig-
ger crises states are vital for effective crisis intervention.

Educational statements may include psychological, social, and interper-
sonal dynamics, or they may provide statistics or frequency of the problem.
In any case, when a counselor helps people in a crisis state increase their
knowledge of facts, the clients will have stronger coping skills for the current
crisis and future crises. You will remember from Chapter 1 that seeking reality
and information was one of Caplan’s characteristics of effective coping behav-
ior. Box 4.6 gives an example of the use of an educational statement.

Empowering Statements Clients who are in certain crisis situations in which
they feel violated, victimized, or helpless respond well to empowering state-
ments. Clients are presented with choices and are encouraged to take back
personal power by making helpful choices. Battered women, rape survivors,
and survivors of child abuse often suffer from learned helplessness stemming
from the abuse. They think that they cannot prevent bad things from happen-
ing because, in the past, they could not prevent abuse by a physically stronger
(or in some other way stronger) perpetrator. This perception often motivates
them to survive abuse rather than try and escape from it. A useful strategy is
to let clients know that they may not have had the choice to stop the abuse
from happening at an earlier time but that now they certainly can make
choices to do something about the abuse (e.g., press charges, confront the
perpetrator, talk about it). Also, the crisis worker can point out that they do
not have to choose certain behaviors. It is important that they move from a
position of feeling powerless to feeling that they have some control and choice in
their life now. See Box 4.7 for an example of an empowerment statement.

Box 4.6 Example of the Use of an Educational Statement

Picture a woman who has been completely isolated from others because she is in an ongoing battering
relationship. She will most likely perceive herself as abnormal and bizarre. When she learns that about
30 percent of women live in such relationships, she may feel differently about herself and the abnor-
mality of the situation. Without this issue to deal with, the counselor is now free to process other
issues.

Box 4.7 Example of the Use of an Empowerment Statement

Example: A rape victim might be told, “You didn’t have a choice in being raped, but now you do
have a choice of what to do. You can call the police, go to counseling, tell a friend, or not do any of
these things. Let’s talk about your feelings and thoughts on each of these choices.”
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Reframing Statements In its simplest form, reframing is defining a situation
differently from the way the client is defining it. It is a cognitive restructuring
tactic that aims at changing the crisis from danger to opportunity. American
clichés such as, “Every cloud has a silver lining” and “When life gives you
lemons, make lemonade” convey this idea quite clearly.

Reframing may seem like rationalizing away a problem to some. However, it
is probably one of the strongest healing skills available to the crisis worker and
for people in general. It allows us to acknowledge that life is a struggle, that we
aren’t perfect, and that dwelling on our failings is not necessary or helpful. In-
stead, if we can believe that something positive or beneficial will be an outcome
or result of the problem, we can usually integrate the difficult episode more eas-
ily. The crisis worker’s responsibility is to be creative in finding the right reframe,
which means actively searching for the positive. Reframing is an advanced tech-
nique that puts problems in a solvable form by changing the meanings of beha-
viors and situations and providing a new perspective that opens up new
possibilities for change. Box 4.8 below shows an example of reframing.

Reframing is possible only if the counselor first understands fully the cli-
ent’s current frame of reference. Otherwise, the counselor would not know
what should be reframed. Counselors can learn the client’s frame of reference
by asking direct questions: “How do you perceive the situation?” “What does
it mean to you?” “What runs through your head about it?” Reframing is not
a technique to be taken lightly, and careful supervision is necessary in learning
its effective use. Sometimes reframing is associated with a cold, strategic ap-
proach, but it can be done in an authentic, caring manner. The counselor
does not deny the seriousness of the problem but instead offers a way out of
a problem that allows the person to preserve the integrity of the self and often
the family unit as well. Because reframes are usually offered with the person’s
self-identity in mind, shame is reduced and self-integrity is preserved. Because
reframing is challenging for beginning counselors, examples of potential re-
frames are provided in subsequent chapters. It may take severalyears for a

Box 4.8

Example: The author worked with a woman whose rape case was rejected by the district attorney af-
ter she had hoped for a year that it would go to court. The rapist was free, and her victimization had
not been acknowledged because of a legal technicality. The counselor and client could have both
thrown up their hands, called the judicial system names, and seethed internally. Alternatively, the
counselor pointed out to the client that the rape prodded her to seek counseling that allowed her not
only to work through the rape issues, but also to identify her codependency and its effects on her rela-
tionships. This knowledge led the way to better family relations and intimacy with her boyfriend. The
reframe was that the rape, although terrifying, had been survived and indirectly allowed for an oppor-
tunity to gain self-understanding and growth. This client could tolerate this reframe because she had
undergone one year of intensive therapy and had strong rapport with the counselor, who truly under-
stood the client’s frame of reference.
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counselor to learn the art of reframing. Brainstorming with others is a useful
way to learn how to formulate reframes.

In summary, the B section of the ABC model can be thought of as identi-
fying issues one at a time and providing various forms of feedback as the pro-
cess moves forward to a place where the client can accept coping as viable
behavior. Periodically, the crisis worker summarizes the precipitating events,
the client’s perceptions of them, the client’s functioning in several areas of
life, and any major symptoms of concern.

C: Coping
The last step of the ABC model is concerned with the client’s coping behavior—
past, present, and future. Past coping success can be built on to help the person
weather the present and future difficulties.

Exploring the Client’s Own Attempts at Coping
Toward the conclusion of an interview, counselors begin summing up the prob-
lem and moving clients into a coping mode. To do this, crisis workers ask clients
what they would like to do now to start coping with the problem. If clients can-
not think of anything, they might be asked how they have managed crises in the
past. All coping, whether it is helpful or not, should be examined. In this way,
clients can make a mental list of what works and what does not.

If clients cannot think of any past coping behavior, the crisis worker can
assertively encourage them. The counselor might say, “Well, you must have
done something or you would not have made it this far.” Remember that
even sleeping and social withdrawal are coping strategies, and the counselor
and client can talk about their helpfulness or unhelpfulness. Eliciting unhealthy
attempts at coping is especially valuable as it helps the client see what has not
worked in the past. The client will generally be more open to alternatives once
the ineffectiveness of his or her current behavior is made evident.

Encouraging the Development of New Coping Behaviors
After current ideas about what the client might like to do now to cope and
current and past coping attempts have been discussed, the counselor can
prod clients to ponder other possible ways of coping. Remember that clients
have already been presented with educational information, reframes, support-
ive comments, and empowerment statements. It is time for clients to do some
of their own thinking. Clients are more likely to follow through with a plan
they have developed themselves than with one suggested by the counselor. It is
appropriate for a counselor to be challenging and persistent in getting clients
to think of ways they could begin to cope better. This approach helps clients
get in touch with their problem-solving abilities.
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Presenting Alternative Coping Behaviors

Clients are first allowed to propose their own methods for coping with their
problems. When they have reached the end of the resources they know, how-
ever, the counselor can then suggest other options. Many of these may be
completely new to clients, offering them fresh insights. The suggestions offered
by the counselor are best based on previous discussions with the client. The
client will often provide the counselor with the best alternative for that partic-
ular client. For example, a client might have said that one of the things that
made her feel better was talking to her girlfriends about her divorce. But now,
she says, they are tired of listening. This might trigger in the counselor the idea
that this client feels better talking to a group of women about her problem.
Getting the client to accept a referral to a support group should not be diffi-
cult, because the client herself has said that doing this type of thing has al-
ready made her feel better!

Support Groups and Twelve-Step Groups If support systems haven’t al-
ready been discussed, now is a good time to identify some existing natural
support, such as coworkers, supervisors, relatives, friends, schoolmates, or
church members. Clients may not have considered any of these people as
helpers in getting through the crisis. With a little encouragement, they may
be persuaded to reach out to others. This is not to suggest that crisis workers
should avoid giving support to clients. However, it is often more comfortable
for clients to receive help from natural support systems than to rely on men-
tal health professionals during crises. As Caplan (1964) suggested earlier,
people who are coping effectively with a situation will actively ask others
for help, not necessarily mental health workers. The idea of encouraging cli-
ents to help themselves parallels the adage of teaching a man to fish versus
just giving him fish. Self-sufficiency is more economical in the long run. The
author has often felt that as a crisis interventionist, her job is to put herself
out of a job by encouraging clients to function on their own and with the
support of others in their life. A crisis worker is merely a beacon shedding
light on these resources.

Some clients may need referrals to twelve-step groups such as Alcoholics
Anonymous (AA), Al-Anon, Co-Dependents Anonymous, Cocaine Anony-
mous, or others. These mutual self-help groups are free and have no time lim-
its for attendance; sessions can be found in every city at various hours of the
day. The trend now is for insurance companies to pay for only six to 12 ses-
sions of therapy, so twelve-step groups are a lifesaver for many people who
cannot afford to pay for therapy out of their own pockets.

Long-Term Therapy, Marital Therapy, and Family Therapy Some clients’
problems have been going on for so long that crisis intervention cannot re-
solve them. Perhaps because of a personality disorder or other chronic emo-
tional disorder, clients need ongoing therapy with a trained professional.
This might be individual therapy or marital or family therapy. Often, a crisis
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is an opportunity for clients to resolve long-term problems that have been hid-
den for many years.

Shelters and Other Agencies To address other problems, crisis workers need
to be knowledgeable about community agencies and resources. Clients who
are anxious and feeling overwhelmed are more likely to follow through with
a referral when it is presented in written form with choices, addresses, phone
numbers, and fees. Providing written information is much more effective
than telling clients to look for certain services in the Yellow Pages. Even if
you are conducting a phone interview, having these resources in hand, sepa-
rated by the type of crisis, certainly aids the expediency of referral. Also, cri-
sis workers will know whether an agency can actually help a client at an
affordable rate if workers have recently updated their information about the
agency.

Most communities have community resource directories that list various
agencies, and local libraries also have listings available. One of the best ways
to get names of agencies is by contacting an agency that has similar services.
Most mental health and social service agencies are familiar with agencies in
the community.

A useful assignment for beginning crisis intervention students is to do re-
search on various community agencies and resources that regularly intervene
in crisis situations. It is amazing to learn how many resources are available in
most communities for almost any crisis situation. Community resources were
developed during the grassroots era of the 1960s, and they have evolved over
the years into an elaborate networking system of many different agencies.
Large organizations often have nationwide toll-free phone numbers that
workers can call to get information about many agencies. The organizations
serve as clearinghouses for a variety of resources. Some examples of commu-
nity resources include local churches, local community colleges, county men-
tal health agencies, local AA groups, and private clubs such as the Sierra
Club.

Some resources are more appropriate for certain crises than others. Sui-
cidal clients should be given a list of hotlines to call, if necessary, between ses-
sions. Persons suffering a loss from divorce might be referred to a divorce
recovery workshop through a church or support group. Clients dealing with
issues related to HIV or AIDS should be referred to a local AIDS services
foundation for support groups. It is widely known that substance abusers
and their significant others benefit from twelve-step groups such as AA or
Al-Anon. Sexual assault victims and battered women benefit from a referral
to shelters or specialized support groups.

At times, crisis workers may want to contact an agency and let someone
there know about a referral. It is quite reasonable to ask for a follow-up call
or note about whether the client used the resource. In other instances, a client
may return to a crisis worker for another individual session and the crisis
worker at that time can ask whether the client attended the support group or
used the service recommended.
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Medical and Legal Referrals In some cases, medical or legal referrals are nec-
essary. Even crisis workers who are considered paraprofessionals should have
an understanding of the legal, political, and medical systems and how they
will make an impact on various types of crises. For instance, workers should
know the conditions under which a police officer may arrest a battering
spouse. Also, they should have knowledge of restraining orders, which may
be useful for a victim of abuse. How the court system generally deals with
rape or child abuse is useful information as well. Though they are not ex-
pected to be lawyers, crisis workers need to keep abreast of recent laws that
affect clients in crisis.

Similarly, though they are not expected or allowed to be physicians, crisis
workers need to be able to refer someone to a doctor for an evaluation when
medication or other treatment might be useful. Learning to consult and work
with medical doctors is a skill worth developing, and knowing when to make
a referral to a physician is vital.

Bibliotherapy, Journaling, and Reel Therapy It would be optimal for every
crisis worker to have some knowledge of reading material for clients in a variety
of crisis situations. Using these materials with clients is called bibliotherapy.
Reading often provides a new way of looking at the crisis (reframing) and gives
the client information and support—especially books written by a person who
has gone through a similar crisis. For example, reading a book by a woman who
was raped will help the recently raped woman see that her feelings are normal;
this knowledge should have a calming effect. Also, reading helps people think
rather than feel, encouraging more productive problem-solving activity. Having
clients keep a journal of their thoughts is also quite helpful; the clients may dis-
cover new feelings and thoughts as they jot them down on paper. The journal
may be shared with the counselor or remain private.

Many therapists are also using movies to help move their clients toward
breakthroughs more quickly. Viewing movies allows clients to “grow” in their
own “free” time. For example, Nielsen (quoted in Hesley, 2000, pp. 55–57) has
used the movie Distant Thunder for clients experiencing posttraumatic stress dis-
order. He states that many of his clients find it easier to explain their own “flash-
backs” and “social phobia” after viewing this film. The use of films—so-called
reel therapy—is likely to become more common because many future therapists
watch films as part of their graduate school studies. Films do have limitations
and should not take the place of personal discussion with the counselor. Movies
should be selected carefully and thoughtfully (Hesley, 2000, pp. 55–57).

Other Behavioral Activities Some clients may benefit from assertiveness
training, in which the counselor teaches them how to ask for what they
want, express feelings and needs to others, or set boundaries with others.
Other tasks may include having clients exercise, visit friends and family, or
engage in a recreational activity such as going to the beach. Stress manage-
ment classes may also be useful for helping clients organize their time and
daily life activities.
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All of these types of coping referrals provide ways for the client to cope
and think differently about the precipitating event.

Commitment and Follow-Up
Part of making any referral or suggestion is commitment and follow-up; that
is, counselors get a commitment from clients that they will indeed follow
through with recommendations. This explains why it is best for clients to de-
velop their own coping plans; they are more likely to follow through with a
plan they have formulated themselves. In some cases, as with highly suicidal
clients, a written contract may be prudent. The no-suicide contract is a useful
intervention that will be discussed in Chapter five.Written contracts are often
used with clients who need to control their impulses or with acting-out teen-
agers. Both the therapist and the client keep a copy of the contract and discuss
it at the next session.

In sum, the C part of the ABC model first asks clients to explore current,
past, and possibly new coping strategies to deal with the crisis at hand. Then
the crisis worker offers alternative ideas, makes referrals, and asks clients for a
commitment to follow through on the plan. The worker’s hope is that clients
will move from a dysfunctional state to a higher level of functioning and per-
ceived control over the precipitating event. At each visit, the crisis worker can
verify and suggest connecting with these various coping aids, which gives cli-
ents something concrete to take home.

Chapter Review
The ABC model of crisis intervention is a structured short-term approach to
help people work through a variety of situational and developmental crises.
It is based loosely on Jones’s ABC crisis management model, Adler’s four-
stage model of therapy, and on the current needs of non-profit agencies,
HMO centers, and public mental health agencies. The A section refers to the
use of basic attending skills to develop and maintain rapport while identifying
the information in the B and C sections. Attending behavior, paraphrasing,
clarifying, reflection, open-ended questions, and summarizations are the crux
of these basic attending skills. During the B section, the nature of the crisis is
identified, and therapeutic comments are presented by the counselor. After
identifying the precipitating event, the cognitions associated with the event,
the subjective distress, and impairments in functioning, the crisis worker is
able to provide feedback such as reframes, empowerment statements, educa-
tional statements, and validation statements. In the C section, coping strate-
gies are developed by the client and counselor together.

Correct Answers to Pre-Chapter Quiz
1. T 2. F 3. F 4. T 5. T 6. T 7. F 8. F 9. T 10. F
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Key Terms for Study
attending behavior: Behavior that has to do with following the client’s lead,
actively listening, and demonstrating presence.

bibliotherapy: The use of books as an alternative coping strategy.

bipolar disorder: A condition in which states of manic behavior (i.e., out-
of-control, hyper, grandiose behavior) fluctuate with states of extreme depres-
sion. It is sometimes known as manic-depression.

close-ended question: A type of question that can be answered with a “yes”
or a “no” or some other one-word answer. Its best use is for obtaining facts
such as age, number of children, or number of years married. Forced-choice
questions, or “do you, have you” questions, are generally not effective. These
types of questions can bring the interview to a dead end or sound like an
interrogation.

commitment and follow-up: Verbal agreement given by client to a crisis
worker at the end of a crisis intervention session. Specifically, it is what the
client is going to do after leaving the session to deal with the crisis. It may
include returning to see the same counselor or going elsewhere. Remember
that the person in crisis is vulnerable and needs direction.

depression: A state of being in which the client is sad, low in energy, and sui-
cidal; he or she feels worthless, helpless, and hopeless; the person lacks desire,
is socially withdrawn, and is slowed in processes such as thinking and concen-
trating. This person should be referred to a physician for an evaluation.

educational statements: Types of therapeutic comments in which facts, statis-
tics, and theories are presented to clients in an attempt to normalize their ex-
perience and change their misconceptions.

empowering statements: Therapeutic comments that help clients feel more in
control and see choices they have. They are especially useful for clients who
have been victimized.

medical or legal referrals: Referrals made by the crisis worker if the client
needs the services of other professionals, as when a person has been arrested,
wants a restraining order, or has a severe mental or other illness.

open-ended questions: The questions ususally begin with “what” and “how”
and allow clients to expand on material they have brought up on their own.

organic brain disorder: A condition resulting from a neurological disturbance,
genetic abnormality, or tumor.

paraphrasing: A basic attending skill, or clarifying technique, in which coun-
selors restate in their own words what was just said by the client.

rapport: A special type of bonding that a counselor seeks with a client. The
more rapport there is between client and counselor, the greater the client’s
sense of trust and security.

reel therapy: The use of movies to aid clients in understanding and resolving
their own issues.
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reflection: The best way to show emotional empathy for a client; the coun-
selor points out the client’s emotions by stating them as either seen or heard.

reframing: A therapeutic restatement of a problem that helps the client see the
situation differently, usually in a way that makes it easier to solve.

resources: Sources of help in the community. A crisis worker must be knowl-
edgeable about community resources to be able to connect a client in crisis
with the appropriate support group or other service.

schizophrenia: A disorder usually requiring the attention of a psychiatrist and
characterized by the following symptoms: hallucinations, delusions, loose as-
sociations, blunt affect, and poor appearance.

support statements: Therapeutic statements that make clients feel validated
and that the counselor truly understands and empathizes with their situation.

support systems: Networks of helping individuals and agencies. A crisis
worker uses the client’s natural support systems, such as family and friends,
and also helps the client build new support systems.

summarization: A skill useful in tying ideas together, wrapping up a session,
or moving from the B phase of the ABC model to the C phase; the skill is also
useful when the counselor does not know where to go next. It is a statement
that pulls together the various facts and feelings discussed in the session.

To sum up the ABC model, a sample script is presented in Table 4.3. This
gives readers an idea of the types of questions to ask and statements to make
when using the ABC model. The steps of the model are repeated in the table.
In each section, please note the specific words (italicized) that a counselor
might say to a client.

TABLE 4.3 ABC Model of Crisis Intervention (Sample Script)

A: BASIC ATTENDING SKILLS

What brings you in today? You seem to be having a little trouble getting started. So your
girlfriend told you she wants to break up last week and things haven’t been going too well
lately. You look like you are very sad.

B: IDENTIFYING THE PROBLEM AND THERAPEUTIC INTERACTION

Identify the Precipitating Event:

What specifically brought you in today? Did something happen recently, something different?
Explore Meanings, Cognitions, and Perceptions:

How do you think about it? What does it mean to you? What thoughts go through your
mind when you picture the event? How do you put it together in your head? What is it like
for you? What specifically do you mean? What are your perceptions about it (the precipitat-
ing event)?

Identify Subjective Distress (Emotional Distress):

How do you feel? What emotions are going on inside you? You seem sad, angry, ambivalent,
in pain. How have you been feeling since (the precipitating event)?
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Identify Impairments in Functioning in the Following Areas:

1. Behavioral
How have you been doing in your life? How are you sleeping? How is your ap-
petite? Have you been carrying on with your normal activities?

2. Social
How are your relationships with your friends and family? Have you been seeing
anyone socially since (the precipitating event)? How do you feel or act around
people?

3. Academic
Are you going to school? How are your grades lately? Have you been able to
study and concentrate in classes? How are you getting along with classmates?

4. Occupational
How are you doing at work? Has your work performance changed since (the
precipitating event)? Have you been able to function adequately at work?

Identify Precrisis Level of Functioning in 1–4 Above:
How has your ability to function socially, at school, and at work changed since
(the precipitating event)? What was it like for you before (the precipitating
event)? What/how were your relationships before (the precipitating event)?
Identify Any Ethical Concerns:

1. Suicide assessment
Have you been thinking about hurting yourself? Have you attempted to kill
yourself? Do you want to commit suicide? Do you have a plan? Do you have the
means? What is stopping you from killing yourself?

2. Child abuse, elder abuse, homicide
Are your children in danger? Have you or your husband ever caused physical
harm to your children? How hard do you hit your kids? How often do you leave
your child alone? Have your kids gone without food for an entire day? Has your
elderly parent been hurt by the retirement home? When did you first learn that
your sister was stealing from your father? How often do you have thoughts
about killing your wife? Have you ever hurt someone in the past? How strong are
your feelings of murder?

3. Organic or other medical concerns
Are you able to get up in the morning and feed yourself? How many hours do
you sleep? Can you dress yourself every day? Do you ever hear voices? Does it
ever feel like the phone wires are talking to you? Do you have special powers?
Can people read your mind or put thoughts into your head? Do you think people
are out to get you? Do you smell or taste things that are unusual?

4. Identify Substance Abuse Issues:
What kinds of drugs have you used in the past? How much alcohol do you drink per
week/month/day? What drugs do you use recreationally?

Use Therapeutic Interactions:
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1. Educational comments
• Although you feel as though you are the only woman who stays in a battering

relationship, it is estimated that about 30 percent of women in the United
States live in ongoing battering relationships. Going through a period of in-
tense anger is quite normal and to be expected after the death of a loved one.

• Actually, it is not uncommon to be raped by someone you know. Date rape is
extremely common for women ages 15–24.

• Studies to date do not show that one can catch HIV by shaking hands.

• It is not uncommon for the spouse of an alcoholic to be highly anxious about
the spouse’s drinking.

2. Empowerment statements
• It is true that you did not have a choice about being raped, but you do have

choices now, including whether to press charges, get a medical exam, or drop
the whole matter.

• Unfortunately, you cannot control your wife’s drug use, but you can control
your own behavior with her.

• True, you are HIV infected and cannot change that. You can, however,
choose how to live the rest of your life.

3. Support statements
• This is an extremely difficult situation, and I don’t take it lightly. I can only

imagine the pain you are going through. I am so sorry this happened to you.

• Please, let me be there for you; I care. It must feel pretty bad if you want to kill
yourself. These kinds of traumas often make people feel like giving up.

4. Reframes
I think it takes a lot of strength to cry, and I don’t see crying as a sign of
weakness. Although you see suicide as a sign of strength, it is actually the easy
way out of a life filled with difficulties for us all. Staying with a batterer for
the sake of your children is evidence of your strength, not a sign of weakness.
(Please see each chapter for more examples of reframing.)

C: COPING

IDENTIFY CLIENT’S CURRENT COPING WISHES AND ATTEMPTS:
What would you like to do now to try to cope with your situation? What have you done to
try to feel better? What else have you done? Anything else?
Encourage Client to Think of Other Coping Strategies:
What else can you think of to try to get through this? What have you done in the past to get
through difficult times? What would you tell a friend to do in this case?

Present Alternative Coping Ideas:

1. Refer to support groups, twelve-step groups

You said you feel better when you talk to friends; how would you feel about
attending a support group with other people in your situation? I know of a
very special group where people going through what you are going through
meet to learn ways to deal with it. Will you give it a try? You can go for as
long as you need to, and it is free.
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2. Refer to long-term therapy, family therapy
I believe you could benefit most by going to a family therapist/marital thera-
pist. Would you consider this? It appears that your problems are longstand-
ing. I think longer-term therapy would be really good for you. I know several
great counselors. I’ll give you a list.

3. Refer to medical doctor or psychiatrist
I would feel most comfortable if you would see a physician. Your symptoms
seem serious, and you may need medication or a physical. Do you know of a
doctor, or shall I refer you to one that I really respect and work with on
other cases?

4. Legal referral
I think you should get legal advice from an attorney. These matters are be-
yond my scope of expertise. Please go to the public defender today or to-
morrow. Are you aware of restraining orders? You can find out about them
at the district attorney’s office.

5. Refer to shelter, other agency
How would you feel about going to a battered woman’s/homeless shelter?
You will be safe there.

6. Recommend reading books and keeping a journal
Do you like to read? I know of some really good books that help explain
more about what you are going through. Here is a list of books I recommend
for you to read. You said you like to write and have kept a diary before.
Many clients feel more under control if they keep a journal while going
through difficult times.

Obtain Commitment; Do Follow-up:
When can you make another appointment with me? Call me when you set up your ap-
pointment with Dr. Jones. I am going to call you tomorrow. Will you promise not to hurt
yourself until you at least speak to me first?
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Chapter

5

Suicide, Homicide, and
Psychotic Crises

_____ 1. The purpose of a suicide assessment is to determine risk level.
_____ 2. Most clients who express suicidal thoughts must be involuntarily

hospitalized.
_____ 3. Men are more successful at completing suicide than women.
_____ 4. Women attempt suicide more than men.
_____ 5. Someone who is an imminent danger to others may be invol-

untarily hospitalized.
_____ 6. Delusions and hallucinations usually indicate that a client is

psychotic.
_____ 7. The Mental Status Exam is helpful in determining whether a

client is oriented to person, place, and time.
_____ 8. Previous violent acts are not a good indicator of someone’s

current violent risk level.
_____ 9. Most suicidal clients are middle risk and need frequent contact

with a counselor.
_____ 10. Suicide is the leading cause of death in teens.
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The responsibility of protecting society and its individuals from harm done
by someone with a mental disorder has been delegated to the mental

health community. Although law enforcement agencies, such as police and
sheriff departments, may be called on at times to assist crisis counselors, it is
the mental health worker who typically intervenes to manage life-threatening
behavior. Frequently, persons with a mental disorder may pose a danger to
themselves or others. In fact, threatening suicide, posing a danger to others,
and being gravely disabled (which is often the result of a severe active psycho-
sis) are often the grounds for involuntary hospitalization. Each state legislates
the parameters of the duty to protect clients and potential victims. Guidelines
are usually created to inform practitioners of ways to manage dangerous
clients. Civil suits have been brought against therapists who failed to prevent
suicide or homicide. It is essential for crisis workers to be familiar with the
laws of the state in which they practice. Not all people who are suicidal, psy-
chotic, or homicidal are detained in hospitals, however. Other interventions
can be less costly and equally effective in managing these conditions.

When services are provided in an emergency setting such as a hospital to
people with serious suicide attempts, life threatening substance abuse condi-
tions, vegetative depression, psychosis, and violence or other rapid changes in
behavior it is often referred to as emergency psychiatry (Allen & Currier,
2004). These psychiatric emergency services are rendered by professionals
in the fields of medicine, nursing, psychology, and social work, and the
demand for these services has increased greatly since the 1960s as was previ-
ously described in Chapter 2.

Suicide
One of the founding fathers of modern suicidology is Dr. Norman L. Farberow
whose pioneering contributions to suicide research, treatment, and prevention
spans the last 50 years in the United States (Litman & Farberow, 1961). His
work began after World War II when suicide rates began to increase due to
the disappearing sense of unity and shared prupose that the war had created
in society (Shneidman, Farberow, & Leonard, 1961). Social and personal re-
adjustments were often needed when the veterans returned home, and when
inner turmoil couldn’t be managed in healthy ways, it was expressed through
suicidal acts and impulses. In 1958, Farberow and Shneidman launched the
Los Angeles Suicide Prevention Center where they developed the L.A. Scale
for Assessment of Suicidal Potential (Litman & Farberow 1961; Litman,
Farberow, Wold, & Brown, 1974) and the crisis hotline (Litman, Farberow,
Shneidman, Heilig, & Kramer, 1965). Their research found that more was
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needed than the newly introduced miracle anti-depressant and anti-psychotic
medications in dealing with psychiatric emergencies.

Suicidal ideation often results when a client feels totally overwhelmed
because of his or her perception of a variety of precipitating events (see
Chapter 1). Understanding suicidal thinking and intervention strategies is
essential for counselors working with the situational crises presented in subse-
quent chapters. The crisis worker must be aware that suicide assessment will
be a part of all crisis intervention interviews, even if suicidal ideation is not the
presenting problem. The possibility that a suicidal person will kill himself or
herself is quite high, and the threat must be taken seriously. Often, the media
gives more attention to homicide, but, in actuality, more people die from sui-
cide than murder. Factors often associated with a risk of suicide include unem-
ployment, illness, impulsivity, rigid thinking (black and white, all or nothing),
several stressful events, and release from hospitalization.

The burden caused by suicide and threats of suicide falls not only on sui-
cidal persons and those closest to them but also on crisis workers. It has been
estimated that 1 out of 59 individuals in the United States has been affected by
the suicide of someone close to them (Westefeld et al., 2000). The effects spill
over to crisis workers, also. Responding to a suicidal client can be intimidat-
ing for a counselor and is often a source of personal stress. When dealing with
this population, crisis workers must seek and accept emotional support from
colleagues, supervisors, and family. In a sample of 241 counselors, 71 percent
reported that they had worked with persons who had attempted suicide, and
28 percent had worked with at least one client who had actually completed
the suicide attempt (Rogers et al., 2001). As of 2000, the World Health Orga-
nization estimated that one million individuals complete a sucidal act each
year in the world, with countless more attempts (Hillard & Zitek, 2004).

Rogers (2001) states that despite suicide prevention and intervention ef-
forts over the past 40 years, suicide rates have remained relatively stable. One
study indicates that 39,545 individuals in the United States committed suicide,
and 765,000 individuals attempted suicide in 1997 (American Association of
Suicidology, 1999).

Symptoms and Clues
Suicide is usually preceded by a warning. Almost always, persons considering
it show symptoms of or provide clues to their intent. It is important for crisis
workers to know how to read these signs and be able to distinguish between
myth and reality. Some common myths that beginning counselors often hold
about suicide and the corresponding facts are as follows:

1. If I discuss suicide with a client, that client is more likely to attempt suicide.
In reality, it will be a relief for this individual to talk about it with an ac-

cepting person. For thoughts about suicide to be eliminated, they must be dis-
cussed. If the person is not really suicidal, the conversation will not cause harm.

2. Suicide threats don’t need to be taken seriously. If someone were going to
do it, why would that person announce it?
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People who kill themselves have often disclosed their intent to others.
Unfortunately, many significant others either don’t believe that the person
will actually follow through with it, don’t care, or don’t know what to do
to help. The person who was told may feel guilty for not having stopped
the suicide and may need crisis work for himself or herself.

3. Suicide is a completely irrational act.
Suicide often makes sense when viewed from the perspective of the

person doing it.
4. Only insane people commit suicide.

Only a small percentage of suicides are psychotic or “crazy.” Most are
depressed normal people who are grieving and feeling lonely and/or hopeless.

5. Once one ponders suicide, the thought never goes away.
Many people contemplate suicide but recover from the painful feelings

that lead to the thought.
6. Suicide is always impulsive.

Some suicidal acts are very deliberate.

Suicidal individuals do not always tell a crisis worker about their intent
directly. Prudent workers learn to read between the lines when dealing with
possible suicide risks in clients. The following signs are typical:

• Giving things away
• Putting things in order
• Writing a will
• Withdrawing from usual activities
• Being preoccupied with death
• Experiencing the recent death of a friend or relative
• Feeling hopeless, helpless, or worthless
• Increasing drug and alcohol use
• Displaying psychotic behavior
• Giving verbal hints such as, “I’m no use to anyone anymore”
• Showing agitated depression
• Living alone and being isolated

(Aguilera, 1990, p. 174; Gilliland & James, 1996).

Of course, if someone shows just a couple of these signs, he or she may
not necessarily be at high risk of committing suicide. However, it is not un-
common for mental health clinicians to routinely include some type of suicide
question in an intial interview. On some suicidal hotlines, the first question
asked of the caller is, “Are you having thoughts of hurting yourself?”. Most
clients will just figure it is simply a part of an intake to answer such questions.
If the client is not suicidal, then he or she will simply move on. If the client is
thinking of hurting him or herself, then at least it is out in the open, and the
counselor can begin to conduct a more in-depth suicide assessment.

Suicide Assessment
The purpose of assessing for signs of suicide is to determine the risk level.
When a client’s risk level is determined, the appropriate intervention is eas-
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ier to develop. The more signs, symptoms, and clues that a client presents, the
higher the risk factor. There are a variety of questionnaires and inventories
that may be useful in determining a client’s potential to attempt or commit
suicide. The Beck Depression Inventory is a self-report consisting of 21 multi-
ple questions, used widely for measuring depression (Beck, Ward, Mendel-
son, Mock, & Erbaugh, 1961). Because suicide is closely related to
depression, this tool may be useful in establishing suicide risk as well as in un-
derstanding the thoughts that underly the suicidal ideation. Because this
model focuses on the negative cognitions that play a major role in depression
such as negativity about the world, the future, and the self, it may be useful
when conducting the ABC model of crisis intervention, which focuses on
such cognitions. In fact, Beck’s cognitive therapy is extremely relevant to
basic crisis intervention and has had a major impact in the field of cognitive
therapy in general.

Another form of suicide assessment tool was created due to the high rates
of teen suicide. TeenScreen National center for Mental Health Checkups was
developed to help communities in the U.S. establish early identification pro-
grams. There are over 500 active screening sites in 43 states which are for vol-
untary clients and are offered through schools, clinics, doctors’ offices,
juvenile justice facilities, and other youth serving organizations (http://www.
teenscreen.org/our-local-programs. Retrieved 11/20/09.) Shaffer et al. exam-
ined young adults who had participated in this TeenScreen in high school
and found that two-thirds of those who made a later suicide attempt or suf-
fered major depression had been identified as being at risk in high school, sup-
porting the validity of this assessment program (Shaffer, Restifo, Garkinkel,
Wilcox, Ehrensaft, & Munfakh, 1998).

Although special inventories and questionnaires are helpful in determining
suicide risk, many clinicians often rely on clinical judgement and interview
questions to conduct suicide assessments. Because of the emergency nature of
this issue, there often isn’t time to administer a test or a client may not be
willing to forego his time talking for paper and pencil activities. Fortunately,
there are many solid and effective questions that crisis workers count on to
guide a suicide assessment.

Steiner (a mental health therapist for 30 years) has developed an outline
for assessing a person’s potential for suicide, which might be useful for crisis
workers in assessing suicide (1990):

1. Ask if the person has thought of killing himself or herself.
How often?
How badly does the person want to die (on a scale from 1 to 3)?
Does the person see suicide as a good solution or bad solution?
Does the person perceive suicide as weak or strong?
(A person is at high risk if he or she thinks about suicide often, has a score

of 3, sees suicide as a good solution, and perceives suicide as a strong act.)
2. Ask family members if they are concerned that the person will commit suicide.

(A person is at high risk if his or her family members say they don’t
believe it would happen and believe that the person is just acting.)
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3. Check the person’s plan for suicide.
Is it detailed? General?
Does the person have materials to carry it out?
Does the person intend to do it soon?
Has the person given away possessions or said good-bye, or both?

4. Check the person’s mental status.
Is the person confused? Intoxicated? Using street drugs? Hallucinating?
Is the person in control of his or her faculties? Impulsive? Clinically

depressed? Emerging from clinical depression?
5. Check the history of suicide in a person’s life.

Has the person made other attempts?
Does the person have friends or family who killed themselves?

6. Find out what the individual’s support system is like by asking these
questions:

“What friends or relatives have you told about your intent?”
“Who do you talk with when you are down?”
“How does your family respond to your concerns?”

7. Find out how much control the person has by asking these
questions:

“Can anyone or anything stop you?”
“What has been stopping you?”
“What made you come for help?”

8. Ask the person for a commitment to talk with you, to see you in two
days, to give up all rights to suicide for a set period of time. Have the
person tell you how he or she will do that.

Table 5.1 provides a short and simple suicide risk assessment. It is based
on a classification tree approach which reflects an interactive and contingent
model of suicide risk. The particular questions to be asked depend on the an-
swers given to prior questions. This type of model is also effective in assessing
violence toward others (Steadman, et al., 2000). Basically, when a counselor
hears that a client is depressed, feels hopeless, helpless, worthless, or that life
is not worth living, it is vital to inquire about any suicidal ideation. If the
client says, “Yes, I have thought about it” the next step is to ask if the client
has a plan. If the client says “No,” then there is no need to continue the as-
sessment. The client is determined to be low risk. If the client says, “Yes,
I have a plan” then the next question is whether the client has the means to
carry out the plan. If the client says, “No, I don’t have a plan, just the
thought of wanting to die” the client is assessed to be somewhat low risk,
depending on other factors asked from the above assessment guide by Steiner.
If the client says, “Yes, I have the pills, gun, rope, etc.” the risk is moved up
to middle risk. The next question is whether there is anything that could stop
the client from killing himself. If the client says “Yes, my grandkids, my chil-
dren, my job, etc.” the risk is still middle. If the client responds, “No, nothing
can stop me, I’m going to do it when I leave, or tonight, etc.” the risk is
deemed high.
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Interventions

After a client has been assessed as suicidal, the crisis worker must determine
the likelihood that the client will actually kill himself or herself. Some clients
can be treated as outpatients while they are dealing with active suicidal feel-
ings. Others may need to be hospitalized until the level of risk is lower. What-
ever the risk level, the crisis worker frequently devotes more energy and time
than usual to a suicidal client. This extra attention is often what the hopeless
client needs to feel cared about, and the crisis worker gives evidence of genu-
ine caring. This means that keeping the client alive is a priority for the helper.

The key is to act quickly and decisively in a suicidal crisis. At times, the
client must discard any potentially lethal instruments and amount of drugs. It
is helpful when counselors indicate that there is hope. Treating the client’s de-
pression or other emotional disorders is the only way to prevent suicide, so
the sooner the counselor can assess the client for these disorders, the sooner
and more effectively suicide can be prevented (Harvard Mental Health Letter,
1996). Refer to Table 5.1 regarding the relationship between suicide assess-
ment, risk level, and interventions.

Low-Risk Suicidal Clients Low-risk suicidal clients are those who have
never tried suicide, have adequate support systems, and make comments such

TABLE 5.1 Suicide Assessment, Risk Level, and Intervention

Factor
Client
response Level Intervention

Ideation No Low Supportive crisis intervention

Yes (Go to next factor to decide)

Plan No Low Crisis intervention
Verbal no-suicide contract

Yes (Go to next factor to decide)

Means No Low Maintain regular contact
throughout the crisis intervention

Yes Medium Written no-suicide contract; in-
crease contact; family watch;
give the means to counselor.
Possible brief
hospitalization if very depressed

Can anything stop
you now?

Yes Medium Find out what has stopped them,
encourage them to live for that
reason and others, reframe,
support, same interventions as
above

No High Involuntary hospitalization
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as, “I thought about it, but I’m not sure. It scares me to have feelings like
these, and I need someone to talk to.” These clients can usually be treated as
outpatients and should be encouraged to make an appointment with a thera-
pist if the crisis counselor cannot continue to see them (Wyman, 1982). They
probably will respond well to educational interventions, such as reading
books by others who have attempted suicide. Reframing the situation is also
helpful. A crisis worker might say, “The fact that you are here is evidence you
don’t truly want to kill yourself. People who truly want to die usually don’t go
to a mental health worker, because they know we have an obligation to pre-
vent suicide.”

An empowering supportive comment might go like this: “The part of you
that sought help is obviously very strong, and you can take comfort in know-
ing you have this inner strength that helps you choose to cope with your pro-
blems actively.”

A client might be comforted to know that pondering suicide when things
look bleak or stressful is a common human experience; it has been written
about by the greatest novelists and philosophers from ancient to modern
times. A helper can point out that pondering one’s own death is not the equiv-
alent of creating it and that the client appears to be in good control of this.
Such thoughts will usually be a relief to low-risk suicidal clients.

Cole (1993) describes another type of low-risk suicidal case. Elderly peo-
ple often consider suicide after the death of a spouse. Cole does not deny that
this is a sad situation, but if the client can be brought to the clinic and stabi-
lized on medication, or if other resources can be mobilized, the client can of-
ten be supported through outpatient services rather than hospitalization. Her
goal is to empower clients and preserve their dignity by connecting them with
medical services and other resources such as senior citizen centers or in-home
support services provided by most county governments. The counselor should
try to get at least a verbal agreement from clients that they won’t harm them-
selves without first speaking to the helper. This informal, no-suicide contract
can be very effective psychologically with low-risk clients.

Middle-Risk Suicidal Clients The most common suicidal clients a crisis
worker will probably see are middle-risk suicidal clients. These individuals
can still function at work but are not feeling well and are often difficult to
evaluate. They feel there is no way out of their situation. Often, in the hearing
of family members, they threaten to kill themselves. Unfortunately, these
threats are ignored or not taken seriously. When this is the case, clients may
need to be seen every day or hospitalized because they may carry out the
threat just to get a reaction from the family. An intervention commonly used
with middle-risk clients is a no-suicide contract. Clients agree that for two or
three days they will give up the right to kill themselves while they see the crisis
worker. Box 5.1 shows a sample pact.

Shaking hands to seal the pact is a good idea. A no-suicide contract
should not be used with a client who lives alone and has no support
system because the client might not abide by it. This type of client should be
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monitored with a daily phone call. Most clients appreciate this type of con-
cern. If possible, enlist family members to conduct a suicide watch. Family
members accept a certain amount of responsibility for monitoring the suicidal
person and commit to staying close to the person. In this way, the family helps
assume some of the responsibility for the client’s well-being. This behavior can
show clients that family members do care enough about them to invest energy
in helping them overcome their destructive feelings.

Hospitalizing the middle-risk client is done only as a last resort. According
to family systems theory, keeping the family involved makes more sense than
reinforcing a family myth that the client is an identified, sick person. Suicide
says much about the family, and the most effective treatment includes the entire
family. When a family member is hospitalized, that person loses credibility in
the family, and family members begin to treat her or him differently.

In a crisis intervention session, the crisis worker has several options for
working with middle-risk clients. Besides a no-suicide contract and suicide watch,
the counselor often asks the client to bring in items that the client has planned to
use for committing suicide and give them to the counselor. The counselor would
most likely destroy or lock these items away so no one can be injured with them.

It is helpful for the counselor to address himself or herself to the ambiva-
lence of the client and focus on the part that wants to live. Try to elicit from
the client ideas for future plans and explore the things that have happened to
make life no longer worth living.

High-Risk Suicidal Clients High-risk suicidal clients say such things as, “I’m
going to kill myself and you can’t stop me.” They are usually very depressed
and angry, have tried suicide before, and lack support from loved ones. If
pressed, they will admit to having a viable plan and the means for killing
themselves. Crisis workers should be familiar with the laws in their state that
apply to the hospitalization of suicidal clients. If clients are hospitalized, crisis
workers must see that they are admitted to a psychiatric hospital rather than a
general acute hospital, because staff persons of a psychiatric unit are trained
differently (Wyman, 1982).

If possible, crisis workers should convince clients to admit themselves vol-
untarily to a hospital. This empowers clients and reduces conflict. At times,
however, calling the local police or psychiatric emergency team (PET) to

Box 5.1 Sample No-Suicide Contract

I ________ agree not to harm myself for the next week. I promise to contact
(Client’s name)

___________________ when my suicidal feelings get too strong to control.
(Crisis worker’s name)

________________ __________ ____________________________
(Client’s signature) (Date) (Crisis worker’s signature)
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request involuntary hospitalization becomes necessary. Doing this often causes
unpleasant scenes and can be embarrassing, but according to mental health
ethics, it must be done if it is legal under state law. When considering hospi-
talization for a high-risk suicidal client, the mental health worker explores the
benefits and drawbacks. Current economic trends do not encourage hospitali-
zation if maintaining someone out of the hospital is at all possible. Partial hos-
pitalization is becoming popular, as it provides safety for the client and is less
costly than round-the-clock hospitalization. The example provided in Box 5.2
clarifies a situation requiring immediate drastic intervention.

Another instance requiring hospitalization is when schizophrenic clients
are actively hearing voices telling them to hurt themselves. In this type of
case, the individual needs to be medicated to control the hallucinations; this
action should have the effect of removing the suicidal tendency.

A Phenomenological Look at Suicide
Once an objective assessment of suicide risk is fairly well completed, the crisis
worker needs to understand the phenomenological aspects (i.e., the subjective,
unique view) of the client’s suicidal thoughts and behaviors, both past and
present. This, of course, is part of the B section in the ABC model of crisis
intervention. Remember that these assessments do not necessarily flow in a
linear order. Counselors usually gather objective information and explore sub-
jective perceptions of the client at the same time. This approach is presented in
outline only to make clear what information needs to be extracted in the
B part.

Steiner (1990), who counsels largely in a phenomenological style within
the strategic systems model, has presented case examples and several ideas
that clearly demonstrate the value of taking this position. By reviewing certain
statistics, she theorizes that the reason teen suicide rates have increased is per-
haps because teenagers’ suicides in the past may have been mislabeled. It may
have been too painful for parents to admit that their child had killed himself
or herself. She suggests that today there are fewer taboos about dealing with
pain and family problems; therefore, more teen suicides are labeled correctly.

Based on interviews with adult suicidal clients, Steiner proposes that sui-
cide might seem to some troubled individuals to be a more viable alternative

Box 5.2 Example of a Situation Requiring Immediate
Drastic Intervention

Cole (1993) received a call from the sister of a 22-year-old man who had
doused himself with gasoline and was looking for matches. He wasn’t doing
well in college and couldn’t get a job, and his fiancée had broken up with
him recently. In this case, the police and ambulance were called immediately,
and an involuntary 72-hour hold was placed on this man so he could be
cared for in a hospital.
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in times when the economy is slow, making jobs harder to find and creating
confused roles in the family and society. As she says, the American dream is
no longer achievable for many people.

Two case examples presented by Steiner demonstrate her use of the sys-
tems model when teenagers’ perceptions of their families have led to suicidal
ideation. In general, Steiner has found that many teens consider suicide be-
cause of chronic family fighting. The teen is often made to feel responsible
for the arguments and tensions. Some conflict is inevitable with a teenager in
the home. If this conflict is not dealt with well, the family may exist in a crisis
state for five to eight years. Teenagers who believe they alone are responsible
for family conflicts may feel overwhelmed by the constant stress and may per-
ceive suicide as the best solution for everyone. This is especially likely when
parents blatantly tell the adolescent that family problems are completely the
fault of the teenager. Of course, parents don’t say this to encourage teens to
kill themselves; the parents are in a crisis state and are ignorant about how to
cope with the new demands of having an adolescent in the home.

Reframing a situation like this often helps everyone see the family differ-
ently and ease the tension. Some people need to be educated about the normal
conflicts in families and shown that these are not one particular person’s fault.
Rather, they are the motivation that helps the family grow and adjust to the
maturing child. Box 5.3 below gives two examples of the use of reframing for
suicidal teens.

Two Philosophies of Suicide Prevention
Although most mental health professionals assume it is their duty to prevent
suicide, Thomas Szasz (1986) believes differently. Before examining main-
stream suicide interventions, the reader may find it interesting to look at
Szasz’s somewhat radical perspective on suicide. Common sense suggests that
suicide is a mental health problem, and that mental health practitioners have a
duty to try to prevent it. Szasz (1986) believes that each individual is ulti-
mately responsible for herself or himself, and that the nation’s mental health
policy on suicide “undermines the ethic of self-responsibility” (p. 806). Also,
if this policy regarding the duty to prevent suicide were changed, it would
reduce the number of malpractice suits against mental health professionals,
because failure to prevent suicide is one of the leading reasons for successful
lawsuits against these professionals.

Another interesting point made by Szasz concerns using the word preven-
tion to describe a mental health worker’s duty to suicidal clients. He asserts
that this term is synonymous with coercion; it implies a paternalistic attitude
toward the client and gives certain people (mental health professionals) privi-
leges and powers to protect the suicidal individual. As an example, in Califor-
nia a counselor can breach the confidentiality of a suicidal client without
the client’s consent. Also, persons can be involuntarily detained in a psychiat-
ric hospital for up to 72 hours if they are deemed uncontrollably suicidal; the
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detention is to prevent people from killing themselves. Szasz suggests that
these acts of prevention undermine each individual’s right to suicide. Szasz
would not encourage suicide, but he believes that the decision not to take
one’s life is the client’s responsibility, not the mental health worker’s
responsibility.

Szasz concludes his message by comparing suicide with other moral deci-
sions such as abortion or marriage. Why, he asks, are mental health profes-
sionals held liable for a successful suicide but not for an abortion or a
divorce? Part of the reason has to do with the philosophy that suicide is an

Box 5.3 Examples of Reframing Suicide

Example 1: For an English assignment, a 16-year-old girl wrote a poem de-
scribing her thoughts of suicide. After reading it, the English teacher sent her
to see Steiner for counseling. Steiner interviewed the girl alone, and then
asked the girl’s mother to come to a counseling session. The mother com-
plained about the daughter’s disobedience and defiant behaviors. The parents
were divorced, and the mother had threatened to send the daughter to live
with her father if she didn’t change her behavior. The daughter was fright-
ened of her father. She interpreted this threat as complete rejection by her
mother. She responded by entertaining thoughts of suicide. Steiner saw the
daughter’s oppositional behavior as symbolic of the ongoing conflict between
her parents.

Steiner reframed the situation by stating that the suicidal behavior was
evidence of the daughter’s love for her mother and fear of her father. The
intervention used by Steiner was an agreement in which the mother would
give up the right to send her daughter to her father.

Steiner is a firm believer in allowing clients to maintain the perspective
that suicide is their right. She avoids the conflicts that can result from telling
a client, “You have no right to kill yourself.” She interprets Nietzsche’s
words, “Suicide has saved many lives,” to mean that sometimes clients’ only
control over themselves and their lives is the option of suicide. Simply having
this option is often enough to reduce the pressure they feel to the point that it
is bearable.

Example 2: A teenage boy felt lonely. People did not really know him and he
did not express his feelings often. His parents had aspirations for him that he
simply could not meet. They had filtered out his feelings of failure and had
an unrealistic picture of what he could do. This boy was at high risk for sui-
cide because he perceived his life as being very bleak and hopeless.

Including his parents in treatment was essential. Their expectations
would have to be reframed as their own projections of what they expected
of themselves, and the focus would be on them instead of the boy. This shift
in attention would help release the tension in the teenager. His feelings of
failure could be reframed as his unconscious identification with his parents’
feelings of failure. Family therapy could focus on each member’s realistic
hopes for himself or herself instead of projected and introjected expectations.
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insane behavior, and that if the mental disorder were treated, suicidality
would cease to exist. In other words, suicide is never “desirable enough to jus-
tify it” (p. 811). This does not mean that Szasz accepts suicide as a legitimate
option. Rather, Szasz believes that mental health professionals should be
allowed to “treat it as an act that they may approve or disapprove in general
and may choose to counsel for or against in any particular case” (p. 811), as
they often do for clients who are considering having an abortion or getting a
divorce. This philosophy would eliminate making counselors responsible and
greatly reduce lawsuits. Most importantly, it places responsibility on the indi-
vidual in a society that views doctors as having the wisdom of God.

Many examples exist that demonstrate sane suicidality. People with pain-
ful diseases or terminal illnesses (e.g., AIDS or cancer), or those who have suf-
fered dishonor (in certain cultures), who feel that life is not worth living, point
to suicide as a viable option. The Hemlock Society was created in support of
situations in which individuals are seen as having the right to choose their
own death.

Szasz and the Hemlock Society are in the minority, however, when it
comes to suicide prevention. Most crisis workers with all types of licenses
and in most agencies agree that it is their duty to prevent people from killing
themselves. Szasz wonders about this, though, questioning whether this atti-
tude would be so prevalent if suicide were not illegal, and if a worker were
not liable to be sued for failing to prevent a client from killing himself or
herself.

Taking an opposing view, Steiner (1990) claims that although she some-
times can understand how suicide might be a better option than to continue
living for some people, she would still try to prevent it. She states her overall
attitude clearly when she tells clients that she’s in the business of helping peo-
ple who will commit to being alive. These words tell clients that she opposes
suicide and that she would not help them do it. When asked how she would
deal with a dying AIDS patient who truly believed killing himself painlessly
would be a better choice than dying in pain, Steiner suggested interesting
questions to ask the patient: “What kind of example would you be for others
who have AIDS or are just HIV positive? Can we find any meaning in your
living it out until the end?” These questions may help the individual die in
dignity through knowing he or she had contributed positively to others. Cer-
tainly, Magic Johnson’s attitude about his HIV infection is considered exem-
plary, because he is basically saying that whatever time a person has left on
earth is valuable, and each person should make the balance of that life
productive.

Steiner also suggests asking clients to think of reasons for not killing
themselves. Usually, the most severely depressed person can think of one or
two reasons to live. In my own practice, I worked with a very suicidal client
who was ready to be hospitalized by her psychiatrist. When I asked her for
reasons to continue living, she said she loved her 4-year-old grandson and
enjoyed taking him to the park. By exploring this with her, I was able to join
her phenomenological world and use this knowledge to show her that suicide
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might not be her only option, and certainly not the best one, if she wanted to
continue going to the park with her grandson.

Self-Mutilative Behaviors (SMB)
Some people who visit counselors for crisis-related problems engage in self-
injurious behaviors without the intent of killing themselves. Deliberately dam-
aging one’s own body tissue without suicidal intent is referred to as self-
mutilative behavior (SMB) (Nock & Prinstein, 2004). SMB is seen in about 4
percent of the general adult population and 21 percent of adult psychiatric
inpatient populations (Briere & Gil, 1998). Adolescents may be at increased
risk for SMB; this behavior has been seen in 40 to 61 percent of adolescents
in psychiatric inpatient settings (Darche, 1990; Diclemente, Ponton, & Hart-
ley, 1991) and 14 to 39 percent of adolescents in the community (Lloyd,
1998; Ross & Heath, 2002).

In a recent study of adolescent psychiatric inpatients, Nock & Prinstein,
(2004) examined the most common methods of SMB and self-reported rea-
sons for engaging in SMB. The top five methods of SMB were cutting or carv-
ing one’s skin, picking at a wound, hitting oneself, scraping one’s skin to draw
blood, and biting oneself. The top six reasons for engaging in SMB were to
stop bad feelings, to feel something even if it was pain, to punish oneself, to
relieve feelings of numbness or emptiness, to feel relaxed, and to give oneself
something to do when alone. These results indicate that the primary purpose
of most adolescent SMB is regulation of emotional or physiological
experiences.

Interventions for SMB might focus on identifying the function of the par-
ticular client’s SMB and teach the client functionally equivalent behaviors.
This means helping the client to improve his or her emotional regulation and
increase behavioral ways to relax and involve oneself in the world.

Managing a Client Who is a Danger to
Others
Periodically, a crisis worker may come across a person who is homicidal or
somehow a danger to others. As described in chapter three, the crisis worker
has the duty to warn the intended victim when possible and to contact the
police. Sometimes a person may be a threat to the public because of a psycho-
sis (e.g., an individual hears the voice of God telling him to pour poison into
the town water supply). Individuals who are angry and lacking impulse con-
trol may also be threats. Homicidal ideation is a common psychiatric term for
thoughts about homicide which range from vague ideas of revenge to detailed
and fully formulated plans without the act itself. Homicidal ideation accounts
for about 10 to 17 percent of patient presentations to psychiatric facilties in
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the United States (Thienhaus, et. al, 1998). It often results from other illnesses
such as psychosis and delirium and even personality disorders and substance
induced psychosis (Stern, et. al, 2005). Homicidal ideation is an important
risk factor when trying to assess someone’s risk for violence against others
and is routine for people presenting to emergency psychiatric services.

Some of the associated risk factors include:

• History of violence
• Thoughts of committing harm
• Poor impulse control and inability to delay gratification
• Impairment or loss of reality testing
• Delusions or command hallucinations
• Feeling of being controlled by an outside force
• Belief that other people wish to harm him
• Perception of rejection or humiliation at the hand of others
• Being under the influence of substances
• Past history of anti-social personality disorder
• Frontal lobe dysfunction or head injury (Thienhaus, et. al, 1998).

The following six questions can be used to assess a person’s potential for
harming others:

1. Is the subject actively or passively engaged in violent or dangerous
behavior?

2. Does the subject state that he or she is going to carry out violent or dan-
gerous behavior?

3. Does the subject have a plan to follow through with this behavior?
4. Does the subject have the means to follow through with this plan?
5. Does the subject have a background of violent or dangerous behavior?
6. Has the subject acted on plans for violence in the past?

Answers to these questions can be obtained from an interview with either
the client or relatives of the client. Try to get the client or relative to be as
specific as possible about what the person has said or done and who the vic-
tims might be.

If the counselor believes the person is a threat and cannot comfortably
end the session, the counselor must call for assistance. If permissible according
to state law, the client should be involuntarily hospitalized until the client’s
violent impulses have been controlled either by medication or other forms of
therapy.

In less volatile situations, crisis workers can try to help clients contain
their violent urges by teaching them ways to manage their anger or referring
them to a daily support group. If clients agree to refrain from acting out and
intended victims have been warned, clients can be treated on an outpatient
basis as long as any psychotic symptoms are controlled.

Certain psychotic states (e.g., mania or paranoia) may require clients to
spend several days in a hospital receiving medication to control the delusions
that lead to dangerous behaviors. Once individuals have been medicated and

Suicide, Homicide, and Psychotic Crises 89

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



stabilized, they can often function appropriately with just a few counseling
sessions to help them make the transition from hospital to outpatient living.

Some clients who are a danger to others may not be manic or psychotic
but may have an impulse-control problem (e.g., spouse batterers and child
abusers). These people seem to function normally in the larger society, but in
close interpersonal relationships they control by acting out violently. In most
states, crisis workers have a legal obligation to report suspected child abuse to
the proper authorities. If the client has not abused a child but tells the crisis
worker that he or she is on the verge of doing so, the crisis worker can suggest
that the client call a child abuse hot line, go for a walk, count to ten, or tem-
porarily move out of the house until he or she has cooled off.

Telling the client that counselors are required by state law to report
violence against a child can be helpful in deterring this behavior. Impulsive
people often need external controls because they feel so out of control inter-
nally. This holds true in cases of intimate partner abuse as well. Crisis workers
are not required to report battering of another adult; however, if the batterer
feels the police will be called in, this possibility will often act as a curb on the
person’s potentially violent behavior. Even so, the person may continue to
verbally and emotionally abuse others.

Some people are a danger to others because of antisocial tendencies and
anger. In certain cases, the police should be involved, especially when the per-
son has no history of being mentally ill. Cole (1993) tells of an ex-convict who
came to a psychiatrist at the mental health clinic saying he was mentally dis-
abled and needed medication. When the doctor evaluated him and asked
about his history, he discovered that the patient had no history of mental
health treatment and was not mentally ill, so he prescribed no medication.
The man pulled out a knife, held it to the doctor’s throat, and forced him to
write a prescription. As soon as the man left, the police were called, and the
man was arrested and put in jail rather than being hospitalized under provi-
sions for involuntary commitment of the mentally ill. Box 5.4 gives an exam-
ple of danger to others in what Cole (1993) calls the “fatal attraction case.”

Psychotic Breakdowns and Gravely
Disabled Mentally ill Persons
Periodically, a crisis worker will come across a client suffering a psychotic de-
compensation. In essence, it is a state of active delusions and hallucinations
during which the person is out of touch with reality. This condition causes
extreme personality disorganization and heightened states of anxiety; the per-
son cannot function in any way. People in this state cannot look after even
their basic needs. They cannot provide themselves with food or water or
keep themselves clean and therefore need someone to take care of them.

The term gravely disabled (see Chapter 3) applies here. This condition
may be grounds for involuntary hospitalization, depending on the laws of
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the state. While these clients are in the hospital, they usually can be stabilized
on medication and become able to function more realistically within a few
days. For some, however, the stabilization period may take up to two weeks
or six months, depending on the severity of the psychosocial stressor, the per-
son’s premorbid functioning (i.e., before the breakdown), and the available
support systems. Clients experiencing this type of distress can be diagnosed
as schizophrenic, being in a paranoid state, or having an organic brain disor-
der such as Alzheimer’s disease.

The Mental Status Exam
The Mental Status Exam is a formal assessment tool that aids in determining
if someone is psychotic and therefore gravely disabled, a danger to self, or to
others. It is a structured way of describing a person’s current state of mind
under the domains of appearance, attitude, behavior, speech, mood and
affect, thought process, thought content, perception, cognition, insight and
judgement (Trzepacz & Baker, 1993). The Mental Status Exam should not
be confused with the mini-mental state examination often used as a brief
neuro-psychological screening test for dementia. Table 5.2 presents the Mental
Status Exam categories and potential observations or questions that might be
asked or seen in an interview to assess for psychosis or other gravely disabled
conditions. If a person being interviewed shows signs of the behaviors or ob-
servations presented in this exam, or responds inappropriately to the ques-
tions by giving “yes” responses, they may have a serious mental illness
requiring physican involvement, at the very least. Potential psychotic and
gravely disabled assessments are effectively done with the Mental Status
Exam during interviews with clients and their families.

Box 5.4 Example of a Client Who Was a Danger to Others

Example: A 23-year-old woman came to the mental health clinic complain-
ing of being stressed out because her boyfriend had just broken up with her
and was now with another woman. She was extremely angry and planned to
wait until the man was asleep in his house and then pour gasoline all around
the house and set fire to it. In evaluating the reality of such a plan, the men-
tal health worker asked the client if she had any history of another man
breaking up with her and what had happened at that time. The woman
said that when her last boyfriend broke up with her, his car was wired so
that it blew up when he got into it. In addition, she was discovered to have
a history of mental health treatment going back ten years. The worker also
observed that the woman had a row of safety pins in her ear as earrings. By
combining all this information, the worker decided that the woman was a
danger to her former boyfriend. The client was involuntarily hospitalized,
and the intended victim and the police were made aware of the situation.
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TABLE 5.2 The Mental Status Exam

Category Question or Observation
Possible Diagnostic
Considerations

Appearance Observation: poorly groomed, unkempt, body odor,
dirty, naked

Schizophrenia, substance
induced toxic state

Attitude Observation: guarded when asked questions, hostile Paranoid schizophrenia,
substance induced toxic
state

Behavior Observation: lacks physical boundaries, overly familiar,
agitated pacing

Observation: hand wringing, head down, slouched
Observation: cataleptic, waxy flexibility, no movement

Bi-polar mania

Major depression
Catatonia

Speech Observation: rapid, forced, pressured

Observation: slurred

Observation: incoherent, lack of spontaneity

Bi-polar Mania

Substanced induced toxic
state
Schizophrenia

Mood and affect Observation: expansive, overly euphoric, inappropirate
affect, silly, or hostile

Observation: sad, agitated, despair
Observation: vacant eyes, lack of emotions, blunted

Bi-polar mania

Major depression
Schizophrenia

Thought process Observation: disorganized, tangential

Observation: flight of ideas

Schizophrenia

Bi-polar mania
Thought Content Delusions

Questions: do you think you have special powers, can people
read your mind, are the telephone wires or the Internet
sending you messages, do you have a special code or mes-
sage from the TV, radio, or computer, are people out to get
you, can your thoughts be inserted elsewhere
Delusion of grandiosity

Schizophrenia

Bi-polar mania or paranoid
schizophrenia

Perception Visual, auditory hallucinations

Questions: do you hear voices or conversations that others
don’t seem to hear; do you see people, characters, or other
things others don’t see
Olfactory or gustatory
Questions: does your food taste like it’s been poisoned, do
you smell odd things

Schizophrenia

Dementia, brain tumors

Cognition:
orientation

Questions: do you know what day it is, do you know where
you are, do you know who you are, do you know who the
president is, can you name a current TV show or movie, what
is the last thing you ate

Schizophrenia, dementia

Insight Question: do you know why you have problems Schizophrenia, dementia,
bi-polar mania

Judgement Observation: engaging in fights, inappropriate interpersonal
behaviors, sexual promiscuity, handing out money, etc.

Bi-polar mania
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In Box 5.5 below, three examples are given that demonstrate how some-
one who is gravely disabled might present to others.

In some cases, people’s psychotic thoughts leave them both gravely
disabled and a danger to themselves or others. Cole (1993) tells of a
25-year-old man who had been completely catatonic (immobile and mute)
for three days. His legs were turning purple because of poor circulation from
lack of activity, and he was dehydrated. When he was informed by the mental
health worker that he was going to be involuntarily hospitalized, he ran to the
roof and threatened to jump off. Eventually, someone was able to coax him
off the roof, and he was hospitalized as both gravely disabled and a danger

Box 5.5 Examples of Cases in Which the Client is Gravely
Disabled

Example 1: A 17-year-old boy has become increasingly withdrawn and
guarded at home. He no longer sees his friends, and his grades have dropped
over the past year. He seems distant and shows little emotion (blunted af-
fect). His mother brings him to a crisis counseling center because he has
been suffering anxiety spells and believes extraterrestrials are watching him
at night. When he is interviewed, he tells the counselor that he’s been pacing
at night and is afraid to sleep because he hears a strange whisper saying,
“We’re watching you.”

This is a typical case of initial psychotic break. The young man will most
likely be diagnosed as paranoid schizophrenic, hospitalized, and given anti-
psychotic medication that will reduce, if not eliminate, his symptoms. Unfor-
tunately, he will probably have another breakdown at some time in the future.

Example 2: A man who has become belligerent on the job is sent to a coun-
selor by his manager. During the interview, the counselor finds that he be-
lieves a white van is following him and tracking him with infrared sonar
equipment. He brings in a magazine about hi-tech weapons and electrical
devices to show the counselor. He is preoccupied with the information in
the magazine and believes the equipment it describes is the type that is being
used to spy on him. He seems connected to his family and friends, has a
clear grasp of current events, and can still perform his job duties.

This man’s condition may be diagnosed as a paranoid state; he might
require hospitalization if it gets worse. Medication may or may not be effec-
tive in eliminating his delusions.

Example 3: A 70-year-old woman is brought to the mental health center
by her 30-year-old granddaughter. The granddaughter found her sitting
nude at home surrounded by newspapers and unopened Social Security
checks. The woman had not eaten in several days because she believed the
food was poisoned. She does not know what day it is, thinks she’s still living
in 1955, and believes that her granddaughter is her daughter.

The woman is probably suffering from Alzheimer’s disease or senility.
She is gravely disabled and needs someone to be her conservator (i.e., guard-
ian of her finances).
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to himself. In emergencies such as suicide and psychosis, family members need
to be involved. In cases where there is no family, board and care homes and
case managers serve as support systems for clients. The crisis worker must re-
main calm and not be afraid when working with these people. As pointed out
previously, the worker may have to be the client’s ego strength until he or she
returns to a realistic state of functioning.

Box 5.6 Cases to Role Play

Practice conducting a suicide assessment and intervention for the following clients. Use the ABC model of
crisis intervention to identify the precipitating event, cognitions, subjective distress, and impairments in
functioning. The person who is role-playing the client should be creative and embellish the situation based
on knowledge of the emotional and cognitive elements typically found in suicidal people. The practicing
counselor should use the suggested therapeutic comments included at the end of the case description.

Case 1 A 19-year-old Asian boy has received two Ds on his college report card and feels he has
shamed his family. He plans to kill himself by jumping off the highest building on campus. He knows
that six other people have successfully ended their lives in this way over the past ten years.

Reframe: Point out the shame the family will suffer if he kills himself in such a public display.
Support: Tell him how proud he can make his family by improving his grades. Focus on ways he

can enhance his good qualities and point these out to his parents. Ask his parents to maintain a sui-
cide watch. Have the client make a no-suicide pact that will obligate him not to harm himself.

Case 2 A 45-year-old woman is very depressed. All of her children are grown and married. She has
been divorced for 20 years, and she is dissatisfied with her job. She sees no reason to live but has no
specific plan to kill herself. She feels like a burden to her children.

Reframe: Show her that killing herself would be an even bigger burden on her children. Does she
really want to traumatize them in this way?

Support: Help her think about her grandchildren, who will need a grandmother. Focus on volun-
teer work, adult education, and clubs. A no-suicide contract is needed here. Suggest that her children
become more involved with their mother.

Case 3 A 68-year-old man whose wife died six months ago is very depressed and wants to shoot him-
self. He has a loaded gun at home. His dog has just died.

Reframe: Does he believe his wife will rest in peace if he kills himself?
Support: Let him know that you understand his loneliness and that there are groups and other in-

volvements he can focus on, though his life will probably never be the same.
This man probably needs to be hospitalized unless his children will take care of him. His gun

needs to be confiscated; perhaps he can move in with his children temporarily.

Case 4 A 30-year-old woman feels hopeless and despondent. She thinks she is a bad mother and wife
and can’t manage her household. She has no appetite and can’t sleep. She has little involvement with
her children. She spends her days crying while the children are left to look after themselves.

Reframe: A bad mother wouldn’t care if her children weren’t being cared for. This mother is not
bad; she is just depressed.

Support: Let her know that being a mother is hard. Also, let her know that she feels this way be-
cause she is depressed; when the depression lifts, she won’t be so miserable. There is hope! Refer this
woman to a medical doctor to see if he will prescribe anti-depressant medication for her. She might
also need hospitalization.
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Now that you have been presented with the ABC Model of Crisis Inter-
vention and suicide assessment, you will be given a variety of cases that may
allow you to put into practice these interviewing skills. Each subsequent chap-
ter will also have cases to role play related to the material presented in that
particular chapter. Various therapuetic statements have been provided to
guide you when conducting these role plays.

Chapter Review
Crisis states often precipitate behaviors that are dangerous to oneself, others,
or that create a gravely disabled state. These states often require assessment
for risk level. Each risk level dictates the type of intervention that is most ap-
propriate. The Mental Status Exam is often used to help guide crisis workers
in terms of making ethical decisions about diagnosis and subsequent interven-
tions. Sometimes, clients can be managed in an outpatient setting when suffer-
ing from these types of crises. Other times, clients may need to be managed in
hospitals until they are stabilized.

Correct Answers to Pre-Chapter Quiz
1.T 2.F 3.T 4.T 5.T 6.T 7.T 8.F 9.T 10.F

Key Terms for Study
danger to others: Condition in which a client is deemed to be a threat to others.
At this time, counselors must breach confidentiality and report their concerns to
the police and/or the intended victim. This is called the “duty to warn.”

emergency psychiatry: When services are provided in an emergecny setting
such as a hospital to people with serious suicide attempts, life threatening sub-
stance abuse conditions, vegetative depression, psychosis, violence, or other
rapid changes in behavior.

Norman L. Farberow: An American pioneer in the field of suicidology. Cre-
ated the first suicide prevention center and hotline in Los Angeles.

hallucinations: False sensory perceptions. Auditory hallucinations are associ-
ated with schizophrenia; visual and tactile ones with substance abuse with-
drawal; and gustatory and olfactory ones with organic brain disorders. Any
hallucination is indicative of severe illness; when hallucinations are present, a
doctor should be consulted.

high-risk suicidal clients: Clients who have a plan, the means, and the intent
to commit suicide; they cannot be talked out of harming themselves. Hospital-
ization is often indicated for such clients.
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involuntary hospitalization: Detaining clients against their will in a psychiat-
ric facility for evaluation and observation when they have been deemed a dan-
ger to themselves or others, or are gravely disabled because of a mental
disorder.

low-risk suicidal clients: Clients who have pondered but never attempted sui-
cide. These clients have adequate support systems and can usually be treated
as outpatients. Therapy and educational interventions are encouraged.

means: The actual physical implement, pills, or action that a suicidal person
uses to kill himself or herself.

Mental Status Exam: A structured way of observing and intervewing clients to
assess for possible psychotic states.

middle-risk suicidal clients: Clients who have been thinking about suicide and
feel depressed. These clients probably still have some hope, but they might
also have a suicide plan. A no-suicide contract works as well for such persons
as does a suicide watch. Crisis intervention should be intense and frequent.

no-suicide contract: A formal written or verbal contract between the client
and the crisis worker in which the client makes a commitment to speak to
the counselor before harming himself or herself. It is considered an effective
intervention for low- and middle-risk clients.

plan: A blueprint for action that clients have devised for killing themselves.

psychotic decompensation: A state in which the client is out of touch with
reality and shows symptoms such as delusions and hallucinations. This often
happens when a schizophrenic patient stops taking medication or at the begin-
ning of a person’s first schizophrenic episode. The state can also be associated
with bipolar disorder and paranoid disorders. This person usually requires in-
voluntary hospitalization.

suicidal ideation: The cognition component of suicide, the thinking involved.

suicide assessment: A process in which the crisis worker asks a series of direc-
tive questions to ascertain the seriousness of a client’s suicidal intent and idea-
tion. It includes identifying various risk factors, a means for suicide, a plan for
suicide, and reasons for wanting to harm oneself.

suicide watch: Observation by family or friends of those who are at middle
risk of hurting themselves. Someone stays by the client’s side 24 hours a day
to ensure that the person does no harm to himself or herself. Suicide watches
are also conducted in psychiatric facilities for high-risk clients.
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Chapter

6

Cultural Sensitivity in
Crisis Intervention

_____ 1. Latino and Hispanic are often used synonymously.
_____ 2. Ataque de Nervios is an example of a culture-bound syndrome.
_____ 3. Etic issues refer to behaviors particular to a cultural group.
_____ 4. Emic issues refer to universal issues.
_____ 5. Asians often deal with issues related to shame and obligation.
_____ 6. African Americans have suffered from racism due to salient

differences from mainstream physical appearances.
_____ 7. People within the LGBT subculture are usually seriously mentally

ill.
_____ 8. Learning to be culturally sensitive comes naturally to most

counselors.
_____ 9. Enmeshed family structures are normal in most Latino families.
_____ 10. Coming out is often a crisis point for a gay individual.
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Interest in the sensitivity of counselors and therapists to culturally di-
verse clients has been growing in the past few decades. It began in the

1960s when the civil rights and affirmative action movements emerged,
and became a part of formal education in the late 1980s and 1990s. Arre-
dondo and colleagues (1996, p. 43) describe specific behaviors and atti-
tudes of culturally aware counselors: “Multicultural counseling refers to
preparation and practices that integrate multicultural and culture-specific
awareness, knowledge, and skills into counseling interactions.” They sug-
gest that multicultural refers to five major cultural groups in the United
States: African Americans, Asian Americans, Caucasians, Latinos, and Na-
tive Americans. The reader is encouraged to obtain a copy of their article
and keep it for reference. Although these groups have been the main focus
of multicultural studies, other subgroups such as people with disabilities;
gays, lesbians, bisexuals, and transgenders; and certain religious groups
also have special needs.

The intent of this chapter is to teach readers how to look at certain
groups so they can form a working model that will help them understand
the norms and family structures of the groups, crises that often arise, and
interventions that will alleviate them. Cultural sensitivity is an ethical man-
date, and it helps to strengthen clinical practice.

Development of Culturally Sensitive
Psychotherapists
As part of a course in a doctoral program at the University of Southern California
during the mid 1980s, seven students coauthored an article that describes the de-
velopment of cultural sensitivity in therapists. The students and their professor
found similar patterns as all of them struggled with the gender and ethnic issues
involved in diagnosing and treating various groups. At that time, very little em-
phasis had been placed on cultural sensitivity training in graduate programs, so
this topic was somewhat novel to most of the students. Based on case vignettes
and class discussion, a model of developmental stages was created and is shown
in Table 6.1. What was discovered was that learning to be a culturally sensitive
counselor is not an easy task. It is normal for counselors to strugggle with devel-
oping this type of sensitivity. Counselors do not have to be perfect models of cul-
tural sensitivity, but they are encouraged to be aware of cultural, ethnic, religious,
and gender issues that may affect the crisis intervention process.

Knowing about various cultures before meeting with clients can be help-
ful. It is more important, however, to follow a client’s lead in these matters, in
order to help the client feel understood and validated. If a counselor fails to
respect cultural differences, the crisis intervention may come to an end. In
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the following case example, the therapist did not show cultural sensitivity,
with the consequence that the client dropped out of therapy prematurely.

Unfortunately, counselors are not always culturally sensitive and it this
can have deliterious effects on the therapeutic relationship. Box 6.1 presents
a case in which the counselor did not use cultural sensitivity.

Etic vs. Emic Issues
In order to help reduce this struggle, various theories regarding how to con-
ceptualize the needs of various cultural groups have been discussed. One way
in which to conceptualize how to become culturally sensitive is to understand
the difference between etic and emic issues for various cultural groups. Etic
refers to behaviors and traditions of all or most humans regardless of race,
ethnicity, or culture. Emic refers to behaviors and traditions particular to a

TABLE 6.1 Proposed Stages and State-Specific Consequences in Therapists’
Development of Cultural Sensitivity

Stage Description Consequence

Unawareness
of cultural
issues

Therapist does not
consider a cultural
hypothesis in
diagnosis.

Therapist does not understand the signifi-
cance of the clients’ cultural background to
their functioning.

Heightened
awareness of
culture

Therapist is aware
that cultural factors
are important in fully
understanding
clients.

Therapist feels unprepared to work with
culturally different clients; frequently ap-
plies own perception of clients’ cultural
background and therefore fails to under-
stand the cultural significance for a specific
client; can at times accurately recognize
the influence of clients’ cultural back-
ground on their functioning.

Burden of con-
sidering
culture

Therapist is hypervig-
ilant in identifying
cultural factors and
is, at times, confused
in determining the
cultural significance
of clients’ actions.

Therapist believes that consideration of
culture is perceived as detracting from his
or her clinical effectiveness.

Movement to-
ward cultural
sensitivity

Therapist entertains
cultural hypotheses
and carefully tests
these hypotheses
from multiple sources
before accepting cul-
tural explanations.

Therapist has increased likelihood of accu-
rately understanding the role of culture on
clients’ functioning.

Source: Lopez et al. (1989). ©1989 by the American Psychological Association. Adapted with permission.
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certain cultural group. The goal is not to use cultural norms to justify beha-
viors, especially if they are abusive, but to understand and find effective inter-
ventions that won’t be resisted by the clients. Lastly, it is important to keep in
mind that just because certain behaviors and traditions are culturally normal
and accepted, it doesn’t mean that people in that culture approve of them. In
fact, these traditions may be the source of a crisis. This becomes particularly
evident when individuals in a family are at different levels of acculturation to
mainstream culture.

After a presentation of three ethnic cultural groups, there will be an exam-
ple of how to look at domestic violence from both an etic and emic perspec-
tive, keeping in mind the particular traditions and values of these three
groups. Some of the most salient emic traditions and values of Latinos,
African-Americans, and Asian Americans will be described in the following
section. Following the etic/emic example related to these ethnic groups, the re-
mainder of the chapter focuses on the issues and crises facing individuals who
identify with the subgroup of lesbians, gays, bisexuals, and transgenders.

Latinos
The terms Hispanic, Latino, and of Spanish descent all refer to people whose cul-
ture was influenced by the Spanish conquerors of the 15th and 16th centuries.
Hispanic is an umbrella term for descendants of the colonized natives, Hispanos,

Box 6.1 Example of Lack of Cultural Sensitivity

Example: “A 41-year-old man requested an emergency session regarding his marriage. At his request, I
saw him Saturday morning. The man spoke with an Asian accent and said that he was half-Chinese
and half-Spanish and had been born in China. As we discussed his presenting problem, the client re-
sisted any of my suggestions that part of his problem might be that his wife was Caucasian, and her
parents and siblings disapproved of him. He had come to my office to appease his wife, who said she
would leave him unless he sought counseling. The couple had a poor sex life, but he resisted discuss-
ing this openly. He kept insisting that the problem was him, and he described himself as a cold person
who did not like to be around people.

I noticed myself becoming very frustrated. The client refused to accept the idea that he and his
wife had a relationship problem. I guess the client sensed my frustration because he asked if I could
refer him to another therapist. He had many demands regarding the times he was available for ap-
pointments. He refused marital therapy, which I recommended. I guessed that some of his issues were
cultural in nature, but, unfortunately, I will not have the opportunity to explore these issues with
him”. (Lopez et al., 1989, p. 370)

This vignette indicated that the therapist did not consider cultural factors in her work with this
ethnic minority client. She appears to be defining the problem for the client without considering the
client’s definition of the problem and working from there. This is not to say that the therapist is
wrong in her assessment; the client is likely having marital problems. However, her failure to validate
his explanatory model or interpretation of the problem may have led to his request for another
therapist. (Lopez et al., 1989, p. 371)
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and descendants of foreigners and political and economic refugees. Latino refers
to people from Latin America, which is actually Central and South America.
Although there are differences between the various Latino groups, certain similar-
ities exist as well. The most notable commonality is the Spanish language.
Language influences thoughts and behaviors, and, therefore, many Latino groups
have similar customs. The Spanish influence is also evident in many of their cul-
tural patterns.

About 35.3 million Latinos reside in the United States. They are by far the
largest minority group (U.S. Bureau of the Census, 2001). They range from
Mexican Americans, to Puerto Rican Americans, to Cuban Americans, to
Central and South Americans. Over 10 million live in California, a state that
borders Mexico, and was at one time a territory of Mexico. Many Mexican
traditions are alive and well in the coastal state. About 6.6 million Latinos
live in Texas, and about 2.8 million in New York. Florida has 2.6 million,
Illinois 1.5 million, and Arizona 1.2 million. New Mexico is home to
765,386, which is 42 percent of the total population of the state. Because
Mexican Americans are the largest group of Latinos in the United States
(about 58.5 percent of all Latinos), many counselors find it helpful to under-
stand a little about Mexican American culture.

Mexican American Cultural Patterns
One Mexican cultural behavior that may differ from Anglo-American norms
can be observed in child-rearing practices. In Anglo-American culture, auton-
omy is stressed; in Mexican culture, however, nurturance and obedience to
authority are stressed. Mexican American children may sometimesappear to
be delayed developmentally. For example, a five-year-old may sit on his
mother’s lap; a three-year-old may drink out of a bottle; and a 14-year-old
may spend all her time with her mother. However, these behaviors are all con-
sidered normal in Mexican American culture.

Physical distance between people is another difference. By mainstream
American standards, Mexican Americans might seem overinvolved with,
enmeshed with, or overprotective of one another. It is normal, however, for
family members to sit close together or to assume that they are to be included
in any individual family member’s crisis (McGoldrick, Pearce, & Giordana,
2005). Because family closeness is such an important part of Latino culture,
crisis workers should keep the role of systems theory in mind when working
with Mexican American families.

An example of this Latino cultural norm in contrast with mainstream
norms might be seen in the case of a Latino daughter who is raped or bat-
tered. In such a case, it is likely that each young woman’s family will become
involved in helping her through the crisis, after she has openly shared her dis-
tress with them . This is not to say they will tell her to leave her husband or go
to trial for the rape. In contrast, many victims in mainstream American culture
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deal with these crises with the help of professionals and community support
groups without telling their families about their problems.

Mexican American families sometimes do not seek help because they do
not know about community resources (McGoldrick, Pearce, & Giordana,
2005). Language barriers, racism, or lack of knowledge may keep them from
using even the most basic services available. Workers should not try to con-
duct long-term introspective, psychodynamic psychotherapy (which, by the
way, is counter to most Mexican American norms). Instead, workers should
serve as “brokers” for services. This is often an extremely helpful role for a
counselor who is working with a Mexican American family in crisis.

In some families, the children are bilingual, but a parent speaks only
Spanish. Children may not get the services they need because the parents feel
embarrassed or frustrated when they try to explain their needs to profes-
sionals and agencies. Often, the job of a crisis worker is to make contact
with a school official or a legal advocacy program and connect a family with
these services.

Other Cultural Patterns Typical of Latinos Personalismo is a cultural pattern
of relating to others in a manner that may include exaggerated warmth and
emotions and a strong need for rapport in order to feel safe or trust others.
It is particularly important for crisis workers to grasp this concept when
working with Latinos because developing trust is a hallmark process in the
helping relationship. Workers may have to spend time in seemingly idle chit-
chat. The Latino culture is much more relationship-oriented than task-
oriented, unlike mainstream American culture.

Marianisma is a tradition in which the Latina female is expected to be pure
and self-sacrificing, focusing more on her children and spouse than her own
needs. This contradicts mainstream culture in which women are encouraged to
be equal to men and to embrace their own womanhood and personal identity.
Sometimes Latina girls raised in the United States reject this quality, creating
conflict with their mothers who strongly teach these daughters to be more tra-
ditional mothers, wives, and housekeepers. When the daughters do not speak
up to their mothers about how this makes them feel depressed, they may be
prone to suicide. According to a 2007 Centers for Disease Control and Preven-
tion survey (Yager, 2009), one out of every seven Latina teens, attempts suicide.
This is higher than Caucasians (7 percent) and blacks (9 percent).

Machismo is the tradition of the male Latino taking pride in being virile
and protective of his family. Many misdefine this quality and think of it as the
right for Latino males to be abusive to their wives. True, there may be a
strong sense of male privilege in this cutlure, but true machismo means that
the man takes care of his wife, not abuses her. This is an effective reframe
when a Latino male attempts to justify spousal abuse. It might also be the rea-
son for high rates of drinking, domestic violence, teen pregnancy, and sexual
abuse of daughters found in this culture.

Catholicism is still the religion of choice for most Latinos, though many
are choosing more fundamental Christian religions than in the past. This
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Catholic tradition has in part been a contributing factor to the high rates of
teen pregnancy, large families, and very few divorces found in this cultural
group. Crisis workers might not assume every Latino is Catholic. It’s always
a good idea to find out from clients what aspects of their culture are affecting
their crisis. In fact, this principle should guide all counseling.

Familismo refers to the value of family above all. This may cause resis-
tance in some Latinos to talk negatively about their family. Also, they may
not have many outside support people, and may feel awkward in support
groups. Family counseling is an effective style for Latinso when family issues
cause the crisis.

Enmeshed family structure is more notable in Latino homes than in main-
stream homes. This style of relating gives very little independence to children.
Although much emotional support might be present, teens may rebel against
this lack of privacy and act out through joing gangs, engaging in sexual acitv-
ities, or attempting suicide.

One last characteristic of Latinos is their tendency toward emotionalism,
even exaggerated expression that borders on the dramatic. If given the chance,
and if they feel safe, they often express their feelings openly in counseling.
This expression of affect(emotion)may allow them to master their feelings.
Caplan discussed this process when he proposed seven characteristics of
people coping effectively. At times, crisis workers may just want to allow cli-
ents to express their feelings and not pressure them to solve a problem.

Issues Related to Different Rates of Acculturation
Other crises that may emerge in Mexican American families may reflect pat-
terns that developed and were functional when the family first immigrated to
the United States, but have since become restrictive for certain family mem-
bers. For example, many parents depend on their children to be their
intermediaries with the larger culture. When the children grow up and want
to separate from their parents, the parents may find it difficult to let them go
(McGoldrick, Pearce, & Giordana, 2005).

Adolescents may adopt Anglo values that are contrary to traditional
Mexican values. Rejection of parents’ cultural values may precipitate a crisis
between an adolescent and a Mexican American mother or father. Box 6.2
provides an example of a case in which different rates of acculturation might
create problems in a Latino family.

A teenager who joins a gang is acting in a way that is related to different
rates of acculturation. Adolescents in general are seeking an identity. Latino
teens often feel confused as to whether they should adopt a traditional Latino
identiy which sometimes manifests in an “oppressed servant mentality” which
might be rejected by a more acculturated teen. Unfortunately, many Hispanic
youth choose to adopt a gang mentality/identity in order to feel like they beg-
long to some type of Latino group in which they can feel respected. Too often
these gangs engage in illegal behaviors and encourage the youth to reject their
families and schools leading to various crises in the family and within the teen.
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Using negotiation skills and finding compromises is essential for the inter-
ventionist working with dual-culture families. Remember that the parents
have chosen to live in the United States; this decision says something about
their desire to be connected with some parts of American culture. A counselor
can weave this idea into positive reframing, pointing out the opportunity af-
forded the family that adopts certain Anglo behavioral norms. Studies have
shown that emotional distress is higher in Latinos who have either adopted
American cultural norms altogether or have totally held onto traditional Mex-
ican cultural norms (Hovey, 2000; McQueen, Getz, & Bray, 2003). Maintain-
ing a bicultural identity seems to be the healthiest mental position for Latinos,
and it should be encouraged by mental health clinicians.

Comparison of Mainstream Cultural Values and Latino
Resistance in the Mental Health Field
Most theories and techniques in the counseling profession developed within
an Anglo-Saxon value system. The three major camps that have traditionally
defined mental health and emotional dysfunction are the behavioral, psycho-
analytic, and humanistic systems. If crisis workers depend on these traditional
theories when working with Latinos, they may encounter much resistance.
Table 6.2 presents traditional mainstream values as related to these traditional
models and possible Latino resistance to them.

Although these traditional approaches do not appear to be applicable to the
Latino population, approaches do exist that are more amenable to their needs.
In a 2001 research study (Kanel), 268 Latinos were asked what type of mental
health services they would prefer. Of the individuals surveyed, 163 were low-
skilled factory workers, most of whom spoke little English. The other 105 indi-
viduals were students at a local community college who were learning English
or fulfilling general education requirements. The vast majority said they would
seek out a counselor if they had family problems (67.2 percent) or if they had
their own emotional problems (63.1 percent). Depression and nervousness were
the problems for which they would be most likely to seek help (26.9 percent
and 24.3 percent, respectively). Other problems that would precipitate a visit
to a counselor included “out-of-control anger” (17.2 percent); marriage pro-
blems (18.7 percent); disobedient children (16 percent); anxiety (15.3 percent);
children’s school issues (15.3 percent); and drug problems (15.4 percent).

Box 6.2 Example of an Adolescent Rejecting Latino Culture

Example: A 15-year-old girl may act out rebelliously by dating boys, staying out late, or dressing less
than modestly. A crisis interventionist may suggest that the parents take a more active role in their
daughter’s maturing by structuring traditional activities for her, such as a quincinera (a party to an-
nounce entrance to womanhood). The girl’s acting-out behavior can then be reframed as confusion
about whether she is growing up. A structured ritual will help everyone to more easily accept role
changes and should help reduce the family’s distress. (McGoldrick, Pearce, & Giordana, 2005)
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TABLE 6.2 Comparison of Mainstream and Latino Values in the
Mental Health Field

Mainstream Theoretical
Model Latino Resistance

Behavioral Approaches to Parenting

Behavior modification:

a. Positive reinforcement
or rewards

Respeto: Children should do what parents tell them to
just because they are children.

b. Response cost Punishment is considered a form of love and a way to
avoid spoiling children.

c. Active parenting
approach

Indirect, guilt-inducing methods are commonly used
with teens; parenting is not active but assumed.

d. Plan for future
parenting

Deal with parenting when it comes; present orientation.

Psychoanalytic Approaches to Parenting

Stages of development move from complete dependence to complete
independence:

a. Complete dependence Complete dependence lasts as long as possible.

b. First independence,
mobility, self-feeding,
bowel control

Physically: Some children are bottle-fed or nursed until
they are 5 years old; even preschoolers may be hand-fed.

c. Social independence Socially: Children have few friends outside the home;
they play with siblings and cousins. Children do not have
sleepovers. Intrafamilial dependence is normal.

d. Moral independence Morally: Law and order are valued; children should do
what authority says; they are not encouraged to make
decisions on their own.

e. Emotional
independence

Emotionally: Interdependence with parents and en-
meshed boundaries are normal; children are expected to
meet their parents’ needs.

Humanistic and Existential Approaches to Parenting

a. Self-awareness Denial of relational conflicts; anxiety with self-awareness

b. Confrontation in rela-
tional conflicts

Avoidance of confrontation

c. Genuine encounters
and intimacy

Lack of intimacy and authentic relating; interactions are
prescribed and based on hierarchy and gender roles.

Source: This table is the original work of Kanel, 2003.
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When asked about the way they would want the counselor to relate to
them, 35.8 percent said they would prefer to have the counselor give a lot of
advice, 26.5 percent stated they wanted the counselor to ask a lot of ques-
tions; 21.6 percent preferred the counselor to be personal; and 50.4 percent
wanted the counselor to be very professional. Interestingly, although 63.8 per-
cent believed that talking about their childhood would help resolve current
problems, only 18.3 percent stated they would want to talk about their child-
hood; 66.4 percent preferred to talk about current problems. As for the use of
medication, 59% did not believe it could help them with their problems, and
only 7.8 percent preferred to take medication to resolve emotional problems.

The author simultaneously surveyed 43 Spanish-speaking therapists in
southern California on their treatment of this population. When asked about
the type of intervention they use with Spanish-speaking clients, 28 percent said
cognitive-behavioral therapy, 26 percent said family counseling, 23 percent
said psychoeducational therapy, and 23 percent said referrals to other agen-
cies. These approaches in combination are the same as the crisis intervention
model presented in this book.

Based on these results and Latino cultural norms, it appears that two ap-
proaches would be most effective: the family system model and the crisis inter-
vention model (which is heavily influenced by cognitive, behavioral, and
psychoeducational models).

Ataque de Nervios
One Latino phenomenon that may come to the crisis worker’s attention is ata-
que de nervios (los nervios), which literally means “attack of nerves.” This is a
culture-bound, self-labeled syndrome found only in Latinos. It is often a reac-
tion to trauma, death, marital infidelity, or family conflict. A person suffering
from this may seek help from a physician, counselor, or curandero (folk
healer). Symptoms include panic attacks, fits of violent agitation with self-
mutilation and suicidal behavior (Schechter et al., 2000, p. 530), shaking, heart
palpitations, numbness, shouting, swearing, striking others, falling, convulsions
(Liebowitz et al., 1994, p. 871), and signs of dissociation (Oquendo, 1995).

In 2004, the author conducted a study of 198 Latinos whose dominant
language was Spanish, and 37 mental health clinicians who treat Spanish-
speaking clients to better understand ataque de nervios and treat it. Mental
health counselors have been confused about how best to diagnose this disor-
der and how to intervene when it occurs. The two main symptoms reported
by participants were screaming and despair. Being out of control, crying, and
feeling irritable and anxious were mentioned frequently as well. Crisis workers
may attribute these symptoms to panic disorder, generalized anxiety disorder,
or depression. Of the Latinos surveyed, 76 percent reported symptoms of ata-
que de nervios that could fit more than two diagnoses or would not fit any
diagnosis. Others have reported confusion in diagnosing ataque de nervios
when using the universally accepted nomenclature of the DSM-IV, developed
by the American Psychiatric Association in 1994. None of those studies
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resulted in an exact fit with traditional diagnoses, either, and most recom-
mended further study to better understand the relationships between ataque
de nervios and other disorders (Koss-Chioino, 1999; Liebowitz et al., 1994;
Oquendo, 1995; Schechter et al., 2000).

What then are the implications for the crisis worker when a client presents
with ataque de nervios? Both groups in the author’s 2004 study overwhelm-
ingly selected family conflicts (76 percent of Latinos and 82 percent of clini-
cians) as the number one cause. Emotional problems and work conflicts were
mentioned as the next two causes by the Latino group. Clinicians reported
that drug and alcohol abuse, childhood abuse, and intrapsychic conflict were
also important causes. Only 26 percent of clinicians stated that the cause was
a biochemical imbalance. This is important information because people suffer-
ing from ataque de nervios are usually diagnosed as having biochemical im-
balances and given medication as the treatment of choice. According to the
study, however, the causes are interpersonal and psychological and, therefore,
need psychological treatment and family therapy. Although medication may
help, it is not sufficient. In fact, curanderos may help clients more than thera-
pists if clients believe in the power of herbal cleansing or faith healing.

When Latinos present with ataque de nervios, crisis workers would be
wise to use the ABC model, giving the client plenty of time to express feelings.
Helping the client feel understood is vital for him or her to overcome the sense
of being out of control. Family sessions are helpful. The focus should be on
developing new ways to cope with stress in relation to family members and
co-workers. If the symptoms are extremely debilitating, referral to a physician
may be warranted. In the study, 31 percent of Latinos stated that they talked
to family and friends to overcome ataque de nervios, 21 percent saw a thera-
pist, 21 percent received medication from a physician, 17 percent said the con-
dition went away by itself, 12 percent received medication from a psychiatrist,
10 percent saw a curandero, and 14 percent used folk remedies such as
smelling onions, prayer, and hands-on healing. Of the clinicians surveyed, 60
percent used cognitive therapy, 56 percent supportive therapy, and 48 percent
family therapy; 43 percent recommended using medication; and only 0.08 per-
cent used expressive or psychoanalytic therapy.

African American Families
In an ideal world, people would pay no attention to skin color. However, if
mental health providers do not realize that African American culture differs
in various ways from mainstream American culture, they may do a disservice
to this group.

When one considers the history of African Americans, one can understand
their family structure and value systems. African Americans who were raised in
slavery learned to exist in settings where roles were flexible and families usually
extended to several generations. These aspects can be readily seen in modern-
day African American families. Elderly people as well as young adults “tend
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to be supported by the collective efforts of family members both within and
outside the nuclear family” (McGoldrick, Pearce, & Giordana, 2005). This his-
tory certainly has implications for the crisis interventionist. The worker can use
naturally existing support systems for each individual. The worker will also ex-
plore the role norms of the person’s family system so he or she does not see a
problem when none exists, which is true of all cultural groups. Box 6.3 above
provides an example of the extended family support system in the African
American culture and how a crisis worker might utilize this cultural tradition.

Role of Religion in African American Life
Slaves found solace in the view that God would provide a better world for
them after they had left this world of suffering. This tradition of strong reli-
gious beliefs and practices has been passed down through the generations and
must be kept in mind by the crisis worker.

The church has been a forum in which many African American women
and men have expressed their talents and leadership skills (McGoldrick,
Pearce, & Giordana, 2005) and have found a kind of haven from a racist
society. For the crisis interventionist, incorporating the church into therapy,
either by seeking support from a minister or by encouraging the client to be-
come involved in church activities, is valuable. Many African Americans do
not place much trust in mainstream, middle-class mental health counselors.
African American ministers, however, often do trust counselors and may be
able to allay the fears of parishioners who would benefit from counseling.

Sometimes, appeals for help from the church are not productive. If clients
are extremely mistrustful of counselors, one can empathize with the distrust
and help clients engage with traditional cultural support systems that they do
trust, such as family and friends. Unfair treatment of African Americans by
the legal system is well documented; a disturbing encounter with the system
is one event that may lead to a family crisis.

Problem-Solving Model for African Americans
Not all African American families in crisis need to be referred to traditional sup-
port systems. A growing number have adopted mainstream, middle-class values
and will respond to crisis intervention. Focusing on the presenting problems and

Box 6.3 Example of Emic Needs in an African American Household

Example: A child may be brought in by his parents for misbehaving in school. You may discover that
the parents do not understand his behavior and seem to be ineffective in eliminating it. Perhaps the
child’s grandmother is perceived by all to be the primary disciplinarian and nurturer. Instead of taking
those responsibilities away from the grandmother and giving them to the parents (which would disen-
gage the grandmother from the problem), you may want to bring the grandmother into the sessions
and work with her alongside the parents. You would be culturally biased if you insisted that only the
parents be involved in the child’s therapy.

108 Chapter Six

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



setting up goal-specific plans often work well. Some African Americans will seek
out and accept insight-oriented therapy. The most important goal is to determine
the needs of a particular client or family and meet these needs with cultural sen-
sitivity. The worker must always acknowledge that racism is present in our soci-
ety and must try to understand the world of a client who deals with racism every
day. Because most African Americans speak English, the differences in any cul-
tural traditions aren’t related to language. In fact, African Americans have lived
in the United States longer than many other ethnic groups who immigrated dur-
ing the late 1800s, so they are usually acculturated to mainstream values such as
independence, self-reliance, rights, and equality as much as most Caucasians.

Wright (1993) emphasizes the importance of cultural sensitivity when a
worker has an African American male client who is dealing with issues of sex-
ual behavior and the risk of HIV infection or AIDS. His research shows that
African American men may have different views about sexual categories and
behavior than Caucasian men. AIDS is widespread among African Americans
and is primarily spread by men. Therefore, intervention strategies must be
sensitive to the values and behaviors of African American men.

Wright suggests that current educational materials, health facilities, and
community-based AIDS education and prevention programs are inadequate
in their cultural and racial sensitivity. He states that “the AIDS epidemic is
not merely a medical dilemma but is a socio-cultural medical dilemma. For
African American men, AIDS has become an overwhelming and devastating
blow that has torn away at their already threatened health and social status”
(Wright, 1993, p. 430). Wright recommends that future policies should ad-
dress cultural issues when programs are created to help prevent and reduce
the risk of AIDS transmission among African Americans.

Although this research focuses on social policy, individual crisis workers
can also benefit from these studies of the sexual behavior of African American
men. Crisis workers can realize that for this group, a person’s sexual behavior
does not necessarily cause the person to be labeled a homosexual, heterosexual,
or bisexual. Asking questions such as “Are you gay?” to see if a person is at risk
for AIDS would be inappropriate, because even though a man may be engaging
in homosexual behavior, he may not regard himself as a homosexual. (This is
true for any client, not just African American clients.) It would be more suitable
to identify specific behaviors that are associated with a high risk of AIDS and to
provide information about such behaviors and about ways to prevent transmis-
sion of HIV. (See Chapter 12 for more details.) Once a worker understands the
client’s perspective, the worker has accomplished the most important part of his
or her task. Using this knowledge to help the person cope is the next challenge.

Asian American Families
Asian American families have their roots in East Asia—China, Japan, and
Korea—which is an area distinguished by having the oldest continually re-
corded civilization in the world. Its history gives it a background very different
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from that of the West in a variety of ways. For example, there are differences
in philosophical approaches to life that are dictated in the East by Confucian-
ism and Buddhism rather than Judeo-Christianity. Eastern systems do not
stress independence and autonomy but rather emphasize the importance of
the family and the specific hierarchical roles established for all members. Rules
for behavior are extremely strong and more formalized than in other cultures.
Because these people lived for years under oppressive dynastic rule and needed
to maintain a large labor force capable of heavy manual and agricultural
labor, male offspring became more valued than female offspring (McGoldrick,
Pearce, & Giordana,2005).

There are historical differences between the various Asian cultures.
Language is one difference; another is the specific immigration problems and
circumstances that each group experienced. Many Vietnamese people fled in
boats to escape Communist rule. Many Japanese people came to America to
take advantage of financial investments and employment opportunities.

Crisis Intervention Issues for Asian Americans
Although not all persons of Asian descent react the same, certain characteris-
tics are commonly seen in people in crisis states and those using coping skills.
The typical middle-class, Judeo-Christian attitude of many mainstream train-
ing programs and work settings in the mental health field often does not ad-
dress the special needs of Asian Americans.

The idea that the family should be placed ahead of individuals is one cul-
tural difference that can definitely affect the counselor’s work. Asian Ameri-
cans are traditionally taught to respect family needs more than personal
needs. Kashiwagi (1993, p. 46) states that “back in the old country the people
had to band together, work together cooperatively, just to survive. I think be-
cause this value system worked then it was handed down.” He further pro-
poses that Asians who came to America felt the need to prove themselves,
and this set up the “model minority” stereotype. This tradition of being over-
achieving, hardworking, and industrious may lead to stress and pressure to
maintain the status quo inside and outside the Asian American community.
The crisis worker might keep these characteristics in mind when working
with this population.

Southeast Asians and Posttraumatic Stress Disorder
Kinzie and his colleagues (1984) have noted certain values held by Southeast
Asian clients that affect the course of psychotherapy when they are treated for
posttraumatic stress disorder (PTSD):

1. An orientation to the past, including great respect for ancestors
2. A primary reliance on the family as the basis of personal identity and

self-esteem
3. The tolerance of multiple belief systems in regard to religion and cosmology

and acceptance of life as it is rather than what it could be (pp. 645–646)
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The mainstream-oriented crisis worker can consider these values when
dealing with this Asian population so as not to force values on them that do
not fit with their cultural norms. However, Boehnlein (1987, p. 525) believes
that the mainstream cognitive psychotherapeutic approach does have rele-
vance for Cambodian patients with PTSD:

This approach facilitates an ongoing dialogue allowing the therapist to di-
rectly address issues in treatment that may relate to conflicting beliefs and va-
lues, along with doubts about one’s personal and social identities that may
affect interpersonal functioning. This is especially helpful in PTSD patients
who have such profound doubts about their self-worth and their abilities to
make effective changes in their lives based on personal traumatic histories
and religious belief systems which often lead to a pessimistic view of fate.

Boehnlein (1987, p. 526) offers some specific questions a crisis worker
might ask a Southeast Asian client with PTSD:

“Do you have to attain perfection in order to not consider yourself a
failure?” “Given the progress you have steadily been making, is your life still
fated to be continuously and forever difficult?”

“You have been viewing yourself as a weak and ineffective person, yet
you had the strength as an adolescent to survive years of starvation and bru-
tality. There must be strengths that you and your family possess that you have
not been aware of in recent years.” [Note that these statements are examples
of reframing.]

Boehnlein further notes that these patients tend to minimize outward emo-
tional expression. Persons with PTSD who feel they must not display emotions
can use up a lot of psychic energy. Therefore, when working with Asian pa-
tients who have PTSD, crisis workers need to be aware of their own affective
responses and the subtle cues of internal distress communicated by patients.
These cues may be communicated through reports of dreams or perhaps be-
havioral signs of depression, such as somatic distress or sleep disturbance.

Finally, Boehnlein (p. 527) suggests that the therapist can communicate a
sense of warmth, genuineness, and competence by being direct, yet compas-
sionate; by being assertive in the recommendation of treatment approaches,
yet responsive to possibly conflicting cultural concepts of illness and healing;
and by allowing the patient to report difficult historical information or ex-
press intense emotion without a sense of shame. Explaining to patients in a
matter-of-fact way that a number of their experiences and feelings are shared
by many other Cambodians does not trivialize their personal situation but in-
stead serves to minimize their fear of going crazy. This is a good example of
how educational comments and reframing can be used.

In his work with Asian Americans, Hong (1988) has found that mental
health workers would do well to adopt a general family practice model
whereby they maintain an ongoing interaction with the family and serve as a
resource that the family can consult when they are in difficulty. A counselor
should use knowledge of the client as well as knowledge of the client’s family,
community, and social environment. This approach seems particularly suit-
able for Asian Americans whose culture emphasizes the role of the family.
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It helps to minimize the client’s inhibition against seeking mental health ser-
vices, gives the client the advantage of having family support, and helps the
client in therapy because there is less resistance from the family system.

Whenever possible, the crisis worker will take into consideration the effect
any intervention will have on the client’s family. The worker might consider
bringing in the family whenever possible. To suggest that a client focus exclu-
sively on her or his own problems will undoubtedly wreak havoc on the fam-
ily system. A difficult case in which a highly acculturated Asian woman
sought crisis intervention is presented in Box 6.4.

Asian American Family Structure
In most traditional Asian families, males are respected more than females. The
oldest son has more privileges than his own mother, though he must respect
her at certain levels. The mother plays the stereotypical role of nurturer, pro-
viding domestic structure, whereas the father dictates all family decisions. The
daughter contributes to the household until she marries; then she belongs to
her husband’s household and family. The concept of individualism is not
part of this culture.

Shame and Obligation in Asian American Culture
If the norms are not followed, an individual and the family will experience a
sense of shame, not only for their own actions but for the entire family line.
This factor makes it necessary at times to reject a family member completely
so as not to bring shame on the family. Differentiation between the family as a
whole and its members often does not exist as it does in European cultures.
Obligation arises in any situation in which the rules of family structure come
into play. The child is obligated to respect the structure. If the child does not,
he or she will bring shame on the family. Having to choose between obliga-
tion and individual freedom often brings on feelings of depression and

Box 6.4 Example of Cultural Needs and a Culturally Sensitive Intervention
with an Asian Client

Example: A 26-year-old Vietnamese female came for crisis intervention because of her depression and
the increasing tension in her house. She was a medical student and working full-time. Her father ex-
pected her to serve him, support the family financially, and stay at home when she was not at school
or work. Her older brother was permitted to lie around the house, contributing nothing; the client was
very angered by this inequality. She realized that she had become quite Anglicized in her value system
and felt taken advantage of by her family. She was miserable and pondered suicide.

In analyzing this case, the counselor realized that cultural sensitivity was vital. If the counselor
thought only in terms of middle-class, Caucasian values, he would support the separation/individua-
tion process and encourage the client to assert her own needs and rights. However, if this client were
to go against the wishes of her father, she would be ostracized from her family. A few concepts can
help explain this dilemma.
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anxiety. The crisis worker needs to be sensitive to these struggles and search
for ways to negotiate compromises when possible.

In the case of the young medical student, the counselor did not suggest
that she move out and tell her father that she is an adult and does not have
to support him. Instead, the counselor encouraged her to use the counseling
sessions as times to vent her frustrations. The crisis worker let the young
woman know that she understood her dilemma and that by choosing to main-
tain the status quo, the woman could continue to be a part of her family. The
consequences for violating the system would be complete alienation from her
mother and sisters as well as the men in her family. If she could learn to keep
her focus on the value of family, perhaps she could learn to let go of her feel-
ings of unfairness. In reframing the situation, the worker pointed out that al-
though the client felt a lot of pressure to keep the family from being shamed,
her father felt this obligation even more. In actuality, the father carried the
burden of keeping his family in line. He would experience incredible shame
if his daughter were to move out while she was unmarried and refuse to sup-
port his family financially.

Kashiwagi (1993, p. 46) provides another example of how “certain tradi-
tional Asian cultural influences, such as bringing shame to the family and los-
ing face in the community,” have an effect on mental health problems and
intervention. He asserts that when an Asian American teenager has a drug or
alcohol addiction, the family often denies the condition and perpetuates the
problem. This denial results in large part from the lack of connection, commu-
nication, and understanding in the parent-child relationship. If the counselor
recommends a tough love approach—that is, tells the parents to refuse to con-
tinue being enablers for the teenager’s behavior and set standards that he must
meet—the parents probably will not follow through adequately because of the
cultural tendency to care for family members at a surface level.

Another example of the importance of avoiding family shame was presented
by Carol Cole (1993). In her role as an emergency response worker with a county
mental health unit, she received a call from neighbors, who complained of an
awful stench coming from a house next door. When she arrived, she found a
40-year-old Asian American woman who was completely psychotic. She was de-
lusional, disheveled, and disoriented, had no food in the house, and showed no
signs of reality orientation. Her Asian family had immigrated to the United States
five years earlier, and the parents had kept this 40-year-old daughter in the home
with no treatment because acknowledging that a child was mentally ill would
bring shame on the family. Two weeks earlier, the parents had been in a car
wreck, and no one was at home to take care of the daughter. In this case,
although the client was hospitalized involuntarily, the action was reframed as an
opportunity to help stabilize the daughter and teach the family about available
resources—in this case, resources in the Vietnamese community.

Strict approaches that require setting firm limits, such as making a child
sleep outside or go to school in dirty clothes, bring shame to the whole family;
therefore, parents tend to enable irresponsible behaviors to avoid shame. To
confront a child about how her or his behavior makes the family feel would
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be shameful, so parents’ true feelings are often hidden. The child usually
knows this, can take advantage of it, and can abuse the parents’ acts of kind-
ness. This situation is especially damaging when a child is addicted to drugs.
Teenagers know that their parents will bail them out of jail if they are arrested
or will always allow them to stay at home. Not to do so would bring shame to
the family. Unfortunately, many parents of drug-addicted Asian American
teenagers believe they are helping their children by taking care of their basic
needs and buying them material things. This, however, reinforces the addicts’
behaviors and enables further drug use. The crisis counselor must be sensitive
to these cultural norms and slowly encourage open communication between
generations rather than force them to take such actions as tough love.

Communication Process in Asian American Culture
Another area in which sensitivity is helpful is communication style. Asian
Americans have been conditioned to avoid eye contact and direct confronta-
tions, especially with doctors and authority figures. This trait may create com-
plications during an interview if the counselor is not aware of this cultural
style. Whereas mainstream Americans may consider avoiding eye contact to
be rude, Asians may feel that looking someone in the eye is rude. Also, Asian
clients may feel that they cannot disagree with the counselor because of re-
spect for the authority position. The counselor may have to encourage dis-
agreement and define it as part of the interview process at times.

Also, if a crisis counselor is working with a family, the tendency to ask fam-
ily members to confront each other directly may be culturally insensitive. They
will probably do best with more educational, problem-solving approaches that
focus on a presenting problem. Reframing the solution as strengthening the fam-
ily unit will probably be well received by Asian American clients. The crisis
worker might try to be aware of the hierarchy in the family and include the
most powerful family members in making decisions. Box 6.5 gives an example
of a young man caught in a dilemma due to Asian cultural values.

Box 6.5 Example of Reframing with a Suicidal Asian Man

Example: A 19-year-old Asian American youth was depressed about having received a C in a chemis-
try course. He felt ashamed and was sure his father would be angry with him for bringing disgrace on
the family. He believed that his only solution was to kill himself by jumping off a tall building.

Instead of working only with this client, the counselor would be well advised to bring in the
young man’s parents. The client can be told that his suicide might bring more shame to the family
than getting a C in chemistry. The worker can reframe the problem by pointing out that the lower
grade in chemistry could be balanced by a high grade in another class. By asking his parents for their
opinions and possible solutions, the client will feel more secure in the fact that he will not bring shame
to them. Instead, the family may be brought closer together. The counselor might emphasize to the
parents that their son cares so much about the family name that he was willing to sacrifice his own
life for the family honor—another reframing of the situation.
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Table 6.3 summarizes salient issues for the crisis worker to remember
when working with the three ethnic groups just discussed. The worker is ad-
vised to remember, however, that each person is unique and that these issues
may not apply to everyone. Most importantly, the worker must remember to
understand the crisis experience from the client’s point of view.

Example of Etic vs. Emic Issues Relating to
Domestic Violence for Three Ethnic Groups
Etic Issues
Men asserting power over women is an historical reality. Since the beginning
of human civilization, men have been responsible for the survival of the family
unit in large part because of their larger size and superior strength. There may
have been a built-in mechanism to ensure aggressivity and survival. It is possi-
ble that women learned to be patient and tolerate the man’s needs and beha-
viors in order to ensure she and the children would survive. It was not
uncommon for men to raid neighboring tribes and forcibly take women back
to live with them with the intent of impregnating them, probably an inherent
instinct to propegate the species of Homosapiens. It is likely that a man con-
trolled his mate to ensure she would take care of his children. This history of

TABLE 6.3 Summarization of Special Considerations in Working with Mexican
Americans, African Americans, and Asian Americans

Mexican Americans
• Enmeshed family structure
• Language barriers
• Different levels of acculturation
• Strong Catholic religious focus
• Personalismo
• Marianismo
• Machismo
• Familismo

African Americans
• History of racism dating back to era of slavery
• Group with the most salient differences from the mainstream group
• Distrust of mainstream institutions
• Clergy serve as traditional support system when crises arise

Asian Americans
• Shame and obligation
• Rigid family roles and structures
• Counseling should be problem focused and formal
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men asserting dominance over women is probaly a universal reality in most
cutlural groups.

While these traditions were universal for many centuries, in today’s
world, brute strength is not as vital for survival. Men and women are more
equal in terms of keeping the family unit alive. It is possible that men haven’t
caught up to women evolutionarily speaking, hence the high rates of domestic
violence throughout all cultures worldwide.

Emic Considerations
Latinos Isolation may be a particular problem for Latinos who do not speak
English and are very unacculturated to mainstream values. These victims of do-
mestic violence often feel disconnected from medical care providers, and recent
immigrants may feel threatened to call the police for fear of deportation. These
unacculturated Latinas might be unaware of resources available such as shelters
and may experience a deeper stigma associated with problems in the family
making it difficult to tell others of her abuse. Economic abuse may be a related
problem for some unacculturated immigrant Latinas who lack economic self-
sufficiency due to poor English, poor employment history, and lack of skills or
education. Other issues particular to Latinas may include the Latina tradition of
machismo in which males are allowed to assert male privilege over females.
Some Latinas might find it hard to discern which behaviors by the man is
abuse, and which is normal machismo. Familismo might intensify her desire to
maintain the family unity at all costs (Volpp, & Main, 1995; Sorenson, 1996).

African Americans These abused women might also feel isolated from the
outside community due to not wanting to betray her own community and fur-
ther societal feelings of racism. They may also feel mistrust of the legal system
and health care providers due to past experiences of racism. As with many
women, African-American women may not have economic self-sufficiency
and feel unable to leave a violent situation. Lastly, some African American
women who are subject to emotional and physical abuse by a male partner
may feel they need to support African American males and not expose him
to any more stressors from a racist society (Thompson & Maslow, 2000;
White, 1994; Campbell, 1993).

Asian Americans As with other women, Asian American women often feel
isolated from outside communities. Their reluctance to discuss family violence
may be due to the fear of bringing shame on their family and ostracism from
their own community. They may also have language and other cultural differ-
ences, be unaware of basic civil rights afforded them in the United States, and
lack resources that are linguistically and culturally appropriate, especially if
she is the only surviving refugee of her family. In Asian cultures there also
tends to be a norm that encourages gender inequality which is often very visi-
ble and pronounced. Men are often seen as superior to make important deci-
sions, and a woman does not usually disagree with her spouse in public
(Huisman, 1996; Richie, 1988).
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While it seems true that these cultural groups seem to have built-in norms
that encourage domestic violence, this does not mean we must support these
cultural norms. Counselors can always proceed with the knowledge that do-
mestic violence is a crime and punishable in the United States. The goal is to
understand and not judge, and still help both the victims and the perpetrators

Box 6.6 Cases to Role Play

Case 1 A Mexican American woman comes to see you because she has been depressed since her
last child entered kindergarten. She does not sleep well, is nervous, and fights to get her child to
obey her.

What cultural issues are at stake here? How would you proceed?
Hint: Offer psychoeducational information regarding child development.
Hint: Offer supportive statements about letting go of her child.
Hint: Reframe the child’s rebelliousness as a sign that the mother has raised a secure child who

can function in school.
Hint: Empower the mother by pointing out how her role as a mother has just changed, not been

eliminated. She has new tasks to master now, which will be even more challenging than
when her child was younger.

Hint: Offer educational information about the possibility of different rates of acculturation as a
child enters school.

Case 2 A 19-year-old Vietnamese female college student is distressed because she has fallen in love
with an American boy. She wants to spend time with him, but her parents expect her to stay at home
when she is not at school. She wants to kill herself because she is so depressed.

How can you help her? What must you keep in mind?
Hint: Offer supportive statements about how difficult it is to respect one’s parents and still have

one’s own life.
Hint: Educate her about the different rates of acculturation of her and her parents.
Hint: Empower her by focusing on what she can do to feel better; talk about ways that she can

show respect to her parents and perhaps still see the boy at school.
Hint: Conduct a suicide assessment and discuss the fact that if she killed herself, she would bring

more shame on her family than she would by dating a boy.
Hint: Offer to speak with her parents about the situation and let them know how much their

daughter respects them—so much that she would rather kill herself than shame them. They
would not want her to kill herself over this situation.

Case 3 A 14-year-old African American boy is sent for counseling by his school counselor because he
has not been coming to school and is not performing when he is in school. His mother brings him to
the appointment. She is in a hurry because she is on her lunch break from her full-time job. His father
does not live with them, though he comes around frequently.

Who might be available for support? What biases must you avoid?
Hint: Find out who the teen and his mother live with, and if is there a grandmother available to

help out.
Hint: Educate the boy about the need to finish high school and the special importance of this for

African Americans, because discrimination is bad enough, even when one has a diploma.
Hint: Encourage the father to be involved in the situation and be a good role model.
Hint: Empathize with the teen about the fact that school is not always easy or fun.
Hint: Assess the teen’s level of depression and ask about what has been happening in his life

recently.
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understand that their lives can be more satisfying without violence. For these
ethnic groups, crisis workers can aid both victims and perpetrators in finding
ways to fulfill the need for power and control through education, discussion
of cutlural norms and why those norms may not be viable within mainstream
culture. Helping clients understand the etic and emic of any crisis is often very
helpful. This example just focused on domestic violence, but the model may be
useful for other struggles they may present.

The Subculture of Gays, Lesbians,
Bisexuals, and Transgenders
Terms that are commonly used in discussions of the gay, lesbian, bisexual,
and transgender population are listed below. These individuals are sometimes
referred to as the g/l/b/t population. The definitions may be helpful to the
reader.
bisexual: A person who experiences social and romantic attraction to both
genders.

closet gay: A person who is unaware of his or her homosexuality or is unwill-
ing to publicly acknowledge it; such a person may be described as “being in
the closet.”

coming out: The process of identifying and coming to terms with one’s homo-
sexuality. The term is also used to describe a homosexual person who is tell-
ing another person that he or she is gay.

gay: A man that is mostly sexually attracted to men.

heterosexism: The attitude of overt or covert bias against homosexuals based
on the belief that heterosexuality is superior.

homophobia: Unreasonable fear or hatred of a homosexual.

homosexuality: Sexual desires primarily for a person of the same sex.

lesbian: A woman who feels sexual desire predominantly for other women.

transgender: A person who has experienced himself or herself socially, emo-
tionally, and psychologically as male if the person was born female, or female
if the person was born male.

There seems to be a trend among adults toward more acceptance of gays
and lesbians in society (Yang, 1999). This is evident in the ratings of television
shows that have been nominated for and won Emmy awards, such as Queer
Eye for the Straight Guy and Will and Grace, and in the open disclosure by
some celebrities of their homosexual identity. However, many people still have
negative feelings toward individuals who live openly gay and lesbian lifestyles.
Adults who present themselves to the world as gay make themselves open to
criticism and rejection by family, friends, and co-workers. Recent political dis-
cussions have highlighted the ongoing debate about whether gays should be
allowed to be legally married with the same rights as heterosexual married
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couples. Proponents of gay marriage believe that not allowing gay marriage is
a form of discrimination. This is such an important issue that it has become a
platform upon which certain major political parties run.

Keeping one’s homosexuality hidden can lead to mental health problems
such as anxiety and depression. The closet gay must always worry about
keeping his or her true sexual orientation concealed. Often these people must
lie to those they care about, and this duplicity leads to negative feelings.

Crisis hot lines and centers have been established to help this population
live healthy gay and lesbian lifestyles, disclose their orientation to others, and
learn how to handle rejection from society. A counselor is encouraged to be
sensitive to the special issues faced by both the closet gay and the openly gay
person. It is best to find out how each individual perceives his or her situation
and continue with the interview following the ABC model. Knowing about
community resources is a big help.

Typical Issues Facing G/L/B/T Persons in Crisis
Unlike other minority groups, when an individual accepts the fact that he or
she is gay, lesbian, bisexual, or transgender, he or she usually feels isolated
from family and friends. Many times the child grows up in a home where he
or she receives messages full of heterosexism (i.e., that the only proper sexual
relations are between females and males) and homophobia (i.e., the fear of
homosexuality). When individuals begin to recognize themselves as being gay
or lesbian, they must also contend with their own homophobia. They often
prefer to deny the possibility of being gay or lesbian.

Families of these individuals also experience crises. Parents are not pre-
pared to raise or be involved in the life of a gay child. They often feel like fail-
ures and feel guilty about their resentment of their child’s sexual orientation.
Many parents believe that being gay is an illness and seek treatment for their
child’s homosexuality, despite the fact that, since 1974, formal psychiatric no-
menclature did not include homosexuality as a mental disorder.

Suicide is a big risk for individuals in the beginning stages of discovering
their gay sexual orientation as well as for gay persons who experience societal
discrimination. The news media often has reports of hate crimes against gays.
Gay persons have been socialized in a culture that fears homosexuality on
moral grounds. Judeo-Christian culture has emphasized that sodomy is a sin.
Therefore, gay individuals often experience self-loathing for a time until they
can come to terms with the reality of their sexuality.

Although certain sexual acts, such as sodomy and oral sex, are illegal in
some states, being gay is not illegal. In fact, being gay is much more than a
sexual act. People who are gay build lives together, build friendship networks,
work in many fields, and live productive lives.

Coming Out
Coming out does not happen overnight; it is a process that happens over time.
The phrase usually refers to telling someone of one’s gay sexual orientation. It
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is often done in stages rather than as a single event. This process of accepting
one’s gay sexuality usually begins deep within a person’s psyche as he or she
experiences feelings, thoughts, and desires related to his or her sexuality.
There may be an inner battle as the person fights with cultural homophobic
norms. When an individual is socialized to believe that gays are deviants, it
is difficult to come to terms with one’s own feelings of homosexuality without
believing that one is deviant.

The person coming out often contends with shame that he or she imposes
on himself or herself or that society imposes on him or her. Fear is a big factor
as well. Some of this fear is realistic, as rejection from family and friends is a
common consequence of coming out. Each time an individual informs some-
one that he is gay, he must face the fear of the unknown. Because of societal
discrimination, the person may fear losing a job, losing a home (or not being
allowed to purchase a home), or losing respect from others. The decision to
come out, then, must not be an impulsive act but rather one that is well
thought out and strategic. A crisis counselor can assist persons as they move
slowly through this process to help reduce negative consequences.

Once there is an internal acceptance of being homosexual, individuals be-
gin the process of reprogramming their ideas about being gay and turn the
shame into pride. There may be a phase of experimentation with their new
identity when they tell friends and family or connect with the gay community
through nightclubs and community centers.

The age of an individual who is coming out makes a difference in the con-
sequences in his or her life. For example, a middle-aged woman who had been
married for 15 years and has children will need to think carefully before com-
ing out. It could take several years for her to make the decision to live as a
lesbian, even though she clearly experiences her sexuality that way. She must
proceed slowly and deal with all the members of her family so as to decrease
trauma for everyone. The crisis worker should not encourage people to come
out immediately but rather guide clients into their own coming-out process.
The counselor may even play devil’s advocate and help clients question
whether the gay feelings are real. This does not mean that the counselor dis-
courages a person from being gay. It is not a disorder that needs to be fixed
but, rather, an identity with social consequences. This fact must be part of cri-
sis intervention.

A 25-year-old woman who lives on her own, has good self-esteem, and
can rely on a good support system might have an easier time coming out.
However, keep in mind that coming out is probably never easy because of so-
cietal taboos, parental reactions, and reactions of friends and co-workers who
did not know about the person’s gay sexuality. Some people believe that being
gay is fine until one of their own loved ones comes out as gay. Family mem-
bers might go into a state of shock when they find out that a child is gay. In
Box 6.7 you will read about a family going through a coming out crisis.

During the coming-out process, there is an increased risk of suicidal think-
ing and attempts. The individual may feel hopeless about the future; helpless
and worthless; and may experience many painful feelings. Add to these
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feelings increased social isolation, and the risk of suicide can be quite high.
The crisis worker should evaluate suicide regularly when a client is experienc-
ing this type of crisis, particularly when disclosures are being made and rejec-
tion by loved ones is possible.

Remember that there will be consequences when a person comes out. The
counselor must not make the decision about when to come out for a client.
Instead, the crisis worker should help client make his or her own decision by
using empowering and support statements. By discussing the consequences of
not coming out, such as emotional repression, unhappiness in relationships,
and pervasive guilt and shame, persons considering coming out might be
helped to see that the immediate consequences of possible rejection are better
than a life of permanent dissatisfaction.

The crisis counselor can say that although friends and family may be re-
jecting at first, attitudes change over time. Just as clients may not have been
able to accept their gay sexuality at first, loved ones may not be accepting,
either. Time is an important factor. Support groups are useful. The crisis
worker should refer clients to a group in which others can relate to the di-
lemma firsthand. Being reassured by educational statements that homosexual-
ity is not a disease can often help the client feel better as well. Many
communities have gay/lesbian/bisexual/transgender centers that provide ser-
vices for the many issues facing the gay population. Most colleges have special
centers for gay people. Even some high schools have gay and lesbian associa-
tions. Crisis workers may also provide family counseling to mediate between
children and parents or between spouses. Of course, suicide assessment should
be done when clients are depressed.

Transgender people are usually men. They have experienced themselves
emotionally, psychologically, and socially as females since childhood, despite
having a male body. As an adult, a transgender may choose to change his
physiology by taking female hormones to enlarge his breasts or by undergoing
major reconstructive surgery to create a completely female body. He may then
choose to identify himself as a “she” in society and even on legal documents.
The process of becoming a transgender may take years. Many “sex-change”

Box 6.7 Example of a Coming out Crisis and the Family Reaction

Example: A 17-year-old girl had been struggling with her sexuality for 2 years. She had engaged in
moderate lesbian sexual activities with a girl on her basketball team. She kept the truth about this re-
lationship from her parents and said the other girl was just a good friend.The girl finally told her
mother that she was bisexual and wanted to date males and females. The mother became hysterical
and said that the girl was just confused and would eventually realize she was totally straight. Soon,
the girl met another female who was a lesbian. The girl became very involved with her and realized
that she was a lesbian herself, not bisexual. She told her mother, who went into shock. All the
mother’s hopes and dreams about having a big wedding for her daughter and future son-in-law and
having grandchildren were lost. The mother could not see that there could still be a future with her
daughter. The father disowned the daughter.
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surgeons require that patients receive psychological assessment prior to this
dramatic life change. Some transgenders do not undergo full sex-change sur-
gery, as it is expensive. Instead, they live as women by dressing and grooming
themselves as women and by taking hormones. Because this procedure is not
common, most people in society have had little contact with transgenders.
Most stereotypes about transgenders probably have to do with them being
gay “drag queens” or “freaks.” Human service workers will find transgenders
to be fairly normal except that they are not happy living as the biological gen-
der with which they were born. Some may be gay (attracted to men after sex-
change surgery), and others may be attracted to women.

Chapter Review
The importance of cultural sensitivity in the field of crisis intervention is essen-
tial for effective management of a crisis. It is not an easy task, and most begin-
ning counselors struggle with learning how to use the etic and emic issues
presented by clients. Although no ethnic group is homogeneous in its makeup,
there are certain emic characteristics of certain groups that when kept in mind,
make the task of counseling more effective.

Box 6.8 Cases to Role Play

Case 1 A 17-year-old girl comes in because she is depressed, and her mother is worried about her. The
girl has begun a sexual relationship with a female basketball teammate, but claims that she still likes
boys. The mother insists that her daughter is not a lesbian. The father will not have anything to do
with his daughter if she chooses to date girls.

Hint: Empathize with all about how difficult it is to deal with sexuality issues.
Hint: Educate about the fact that a 17-year-old has not completely formed her identity.
Hint: Educate about homosexuality, bisexuality, and heterosexuality (you may need to read up on

these subjects).
Hint: Focus on the cognitions underlying the mother’s distress and the father’s rejection.
Hint: Talk with the daughter alone about the coming-out process.

Case 2 A 32-year-old man has been married for four years and has a two-year-old child. He had al-
ways thought that there was something different about him. He never really enjoyed sex with his
wife, but does love her deeply. He also loves his daughter. Recently, he went to a bar and met a man
with whom he felt a deep attraction. They went to the man’s home and kissed. This is not his first
time with a man this way. He started kissing men at age 18 but when he met his wife at age 25, he
decided to try to be normal. He is scared that he is gay.

Hint: Validate how difficult these types of thoughts and feelings are.
Hint: Educate about coming out as a process.
Hint: What is he scared about exactly?
Hint: Educate that gays can still be parents.
Hint: Explore the idea that he might not be gay. How can he find that out?
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Correct Answers to Pre-Chapter Quiz
1.T 2.T 3.F 4.F 5.T 6.T 7.F 8.F 9.T 10.T

Key Terms for Study
African Americans: As seen by the crisis worker, a minority group that does
not use the mental health system often. The historical roots of this group help
explain why its members tend to resolve crises through the extended family
and clergy rather than through governmental or other mainstream agencies.
Racism and discrimination are still common problems for this group and
must be kept in mind by crisis workers. Religion has historically been impor-
tant in helping this group to get through the many daily stressors they encoun-
ter in America.

Asian Americans: As seen by the crisis worker, a minority group whose mem-
bers may seek the services of mental health workers in crises, but who prefer a
problem-solving approach similar to that used by a family doctor to treat
physical illnesses. The crisis worker must be aware of issues of shame and ob-
ligation because they may come into play when a family member is in crisis.
Crisis workers must also respect the family structure to prevent resistance to
proposed coping alternatives.

Ataque de Nervios: A self-labeled syndrome found in Latinos in which they
experience a misture of anxiety, panic, depression, and anger.

Catholicism: This is the primary religion of most Latinos and affects many as-
pects of their lives.

development of cultural sensitivity: A four-stage process during which coun-
selors learn to consider cultural factors when they are conducting counseling
sessions. The stages are (1) lack of awareness of cultural issues; (2) heightened
awareness of culture; (3) realization of the burden of considering culture; and
(4) beginnings of cultural sensitivity.

emic: This refers to behaviors and traditions particular to a certain cultural
group.

emotionalism: This refers to the idea that Latinos tend to approach situations
dramatically and by fully expressing feelings to others.

enmeshed: This type of family structure is noted for its focus on belonging,
support, and lack of privacy and independence.

etic: This refers to behaviors and traditions of all or most humans regardless
of race, ethnicity, or culture.

familismo: This idea refers to the focus latinos give to the family over all other
relationships.

Hispanic: A term sometimes used to describe people who ethnic origins are
based in Central and South America or Mexico.
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Latino: An alternative term use to describe people whose family hold the tra-
ditions of Spanish speaking countries.

marianisma: This term describes the traditional Latina norm of being the self-
sacrificing mother and wife.

machismo: This concept refers to the Latino males role as the provider and
protector of his family to prove his virility.

Mexican Americans: As seen by the crisis worker, a cultural group whose
members seek mental health services more often than African Americans or
Asian Americans. Mexican Americans suffer crises related to language bar-
riers, religious differences, and cultural differences in child rearing. Families
tend to be enmeshed, and children are encouraged to be dependent.

personalismo: This refers to Latinos preference for relationships over tasks,
and creating a sense of relating in more than a strictly business-like manner.

role of systems theory: An important element in working with clients from
minority groups. The crisis worker must identify family roles and allowable
behavior for a particular cultural group; these may be different from main-
stream roles and behaviors. Imposing mainstream psychological theories on
other cultures is often counterproductive.
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Chapter

7

Developmental Crises

_____ 1. The psychosocial task for a toddler is to develop a sense of
autonomy.

_____ 2. Learning how to feel industrious is usally the task of a young
adult.

_____ 3. The midlife crisis often includes the “empty nest syndrome”.
_____ 4. The two major adjustments as families move through their

normal life cycle deal with boundaries and roles.
_____ 5. Adolescent problems like eating disorders, pregnancy, and run-

ning away often are a result of their need for autonomy and
nurturance from parents.

_____ 6. Teens run away from home because they are ready to start a
career.

_____ 7. Developmental crises are often expected.
_____ 8. The elderly often struggle with the need for integrity versus

despair.
_____ 9. Families often go into crisis states because of structural failings.
_____ 10. The need for intimacy is the task for pre-schoolers.
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The idea of developmental crises, proposed by Erik Erikson, is well
documented and almost universally accepted by social scientists. Erik-

son spoke of developmental crises induced by special tasks and role
changes required by each new stage in the sequence of psychosocial matu-
ration. People are more vulnerable to crises at these stages in life. This nor-
mal process of growth and development occurs gradually as a person
moves from one stage of psychological, biological, and social development
to another. The short periods of psychological upset that occur during a
critical transition point in the normal development of a person from birth
to old age are often major focuses for the crisis worker.

In working with developmental crises, crisis interventionists acknowl-
edge that role development does not exist in a vacuum. If one person’s role
in the family changes, the roles of other family members change as well.
Because of the involvement of the family in the completion of a role
change, these crises can take years to complete.

A Brief Review of the Life Cycle Crises
Having a baby is an example of a psychosocial stage that creates the need for
accomplishing various tasks. The first year of a child’s life creates many stres-
ses in the home, and these often lead parents to seek out the services of a men-
tal health provider. The baby needs unconditional love, attention, and
nurturance. These traits do not come naturally to all parents. The addition
of a baby definitely upsets the steady state that existed when the family con-
sisted only of a husband and wife. If the mother is not married or is a teen-
ager, other crises may occur. Providing the nurturance necessary for an infant
to grow up trusting that all of his or her needs will be met is quite a task.
Parenting education may prove to be helpful during this first year because
most parents have not been systematically trained to take care of a baby.
Many hospitals and health maintenance organizations offer classes on parent-
ing in addition to the more traditional “birthing” classes. Most bookstores
have an abundance of “how to” books for parents needing suggestions and
knowledge. Parents also need support and encouragement to take care of
themselves as a marital unit. New parents might benefit from the common-
sense advice of counselors, nurses, social workers, or other professionals. For
example, they need to take time to go out on a date or ask grandparents to
babysit so they can have a break from child care. Empathizing with parents
on how difficult it is to be a good parent may help a couple during this stage
of family development.

The next stage of parenting also brings in many families for counseling.
Helping toddlers work through their needs to reach a balance of independence
and dependence is quite a challenge. Parents often benefit from receiving
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instruction on how to implement structured behavior modification as they
help their toddler work through this transitional process. Crisis workers can
teach parents how to set boundaries and limits without shaming the child. It
can be quite scary for a 2-year-old to be in charge of a home. Parents need to
take control without being tyrants.

Once children enter school, social acceptance, assertion, self-esteem, and
identity become the tasks they must master. Children of school age often ex-
perience crises related to social rejection. The crisis worker can help by explor-
ing suitable alternatives by which children can get their needs met. Parents are
encouraged to be involved in these sessions and can be of great support to
their children.

Crises during adolescence are so challenging that a separate section is de-
voted to this topic later in this chapter.

As individuals enter adulthood, new tasks arise. First, young adults must
gain a sense of being economically and socially responsible for themselves.
Young adults eventually seek partners to fulfill their emotional needs as they
move away from their parents. Making the transition from parental affection
to partner intimacy is no easy task. Generally, a decade is needed for young peo-
ple to work through this stage. Relationship breakups are common during this
period as young adults begin to engage in intimate relationships. Not only will
crisis workers be dealing with young adults trying to find intimacy with peers,
but also with those who are trying to separate emotionally from their parents.

Another typical developmental crisis is often referred to as the midlife cri-
sis. It can occur over a period of several years as the middle aged person’s life
starts to become routine. At this point, people usually have a stable career,
their children are grown and independent, for the most part, and their mar-
riage has lost its fire. To bring themselves out of this rut and reduce their feel-
ings of boredom, many create circumstances that renew their youth, such as
getting a sports car, having an affair, searching for a new job, or enrolling in
college. The counselor can aid individuals at this time by showing them that
their feelings are normal and helping them focus on productive ways to elimi-
nate their depression. Marital counseling can be very useful at this point to
help spouses grow together and create a relationship that does not depend
on raising children but incorporates new activities into their lifestyle.

The last psychosocial stage is often referred to as integrity versus despair.
This is the time when older adults begin accepting the knowledge that life is
approaching its climax. Retirement, illness, and death are some of the stres-
sors normally found during this time. The crisis worker can help this age
group adjust to a new way of life. Retirees can be encouraged to play golf,
volunteer at charity organizations, or take classes at a recreation center.
Also, couples may need marital therapy to help them find a new love for one
another. They can then be at peace during their twilight years.

In Table 7.1, the author has used Erickson’s eight stages of development
as a beginning point, showing the particular changes occurring at each stage,
as well as interventions that can be helpful to clients experiencing crises at
each stage.
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TABLE 7.1 Crisis Intervention as Related to Erickson’s Psychosocial
Stages of Development

Stage Crisis
Possible Problematic
Social Role Changes Interventions

Infancy Trust Versus
Mistrust

Mother fails to bond/
nurture infant

Teach mother proper
parenting skills; discuss
fears about intimacy

Father fails to join in
as a nurturer; father
unable to maintain
sense of belonging to
family unit

Encourage communica-
tion and expression of
sense of being left out
with no function; edu-
cate mother on the need
for father’s involvement
with infant

Toddler Years Autonomy Ver-
sus Shame and
Self-Doubt

Parents fail to allow
independence and
are overcontrolling

Educate parents about
the needs of toddler to
feel powerful over self

Parents fail to set ap-
propriate boundaries
and limits

Educate parents about
ways to set limits without
creating uncontrollable
power struggles

Preschool
Years

Initiative Versus
Guilt

Child is unable to in-
teract with children
and initiate play

Support parents in their
efforts to role model
proper assertive behavior
for their child within the
family and with extrafa-
milial relationships

Child is overly com-
petitive and aggres-
sive and unable to
share or cooperate

Teach parents how to
help child submit without
feeling completely
worthless

Childhood
Years

Industry Versus
Inferiority

Child fails to master
skills at school, either
academic, physical,
or social

Encourage child to de-
velop competence at
some task or game

Child fails to demon-
strate competence in
areas parents per-
ceive as appropriate

Teach parents about the
need for child to develop
an identity and skills ap-
propriate for the child
rather than expecting
behaviors that meet the
parents’ emotional needs
and desires

(Continued )
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Stage Crisis
Possible Problematic
Social Role Changes Interventions

Adolescence Identity Versus
Role Confusion

Parents fail to allow
child freedoms and
responsibilities

Introduce family therapy
that focuses on negotia-
tion and compromise

Parents fail to listen
and understand the
needs of the child

Teach parents active lis-
tening and empathetic
understanding skills

Child fails to transfer
emotional need ful-
fillment to peers

Support child to interact
with peers and encour-
age social involvement

Child fails to manage
increased responsibil-
ities and stress of
growing up

Support child to accept
reality of growing up,
pointing out the advan-
tages that go along with
stress and responsibility

Young Adult
Years

Intimacy Versus
Isolation

Young adult fails to
form intimate rela-
tionships; experi-
ences loneliness

Teach healthy social in-
teraction skills; help work
through grief and
depression

Young adult fails to
experience indepen-
dence from parents
emotionally, finan-
cially, or physically

Educate young adult
about normalcy of fears
regarding independence,
life cycle; give practical
suggestions on how to
manage daily stresses
and let go of parents

Parents fail to let go
of young adult, at-
tempt to control his
or her life

Help parents grieve loss
and focus on new
involvements

Middle Adult
Years

Generativity
Versus
Stagnation

Spouses fail to rekin-
dle marital bond after
children move out

Suggest marital counsel-
ing to address feelings of
loss, increase marital in-
teractions and activities

Adult fails to involve
self in new and fulfill-
ing activities

Encourage career
change, enrolling in col-
lege, starting a hobby,
doing volunteer work

Adult fails to adapt to
grandparental role
appropriately

Teach appropriate role
behaviors and bound-
aries for grandparents

(Continued )
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Stages of Development (Continued)
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Evolutional Crises Another way to understand crisis states is to look at the
normal passages, or evolutional crises, through which typical families go as the
years pass. This model is helpful for crisis workers, who can explain it to clients
when a crisis is clearly due to problems in adjusting to the growing family unit.

First Stage of a Family: Creating a Marital Subsystem
A typical nuclear family will be discussed here because Minuchin’s (1974)
original theoretical model was based on this type of family. This does not
mean that other family structures are inadequate. In fact, if a marital subsys-
tem is extremely pathological, it might be more healthy to live in a nontradi-
tional unit, such as a single mother unit, for example. This model does suggest
that families, whatever their structure, evolve based on the growing and
changing needs of all of their members. This model may also explain why cer-
tain family structures might be more difficult or easier for children and other
family members. Many of the problems that people face in a nonnuclear fam-
ily are the result of societal values suggesting that being raised with one’s bio-
logical mother and father who are married is best. This view is obviously
biased. It still may cause discomfort and difficulties for people living in other
types of families. Of course, people living in different family structures (e.g.,
lesbians or gay men raising adopted children, couples living together without
being married, single-parent families) may experience structural difficulties in
the same way that nuclear families do. Crisis workers dealing with these issues
are challenged to apply the theoretical models in ways that are relevant for

Stage Crisis
Possible Problematic
Social Role Changes Interventions

Parents fail to let go
of adult children; ex-
perience profound
depression because
of their loss

Help parents grieve loss
and work through
depression

Mature Adult
Years

Ego Integrity
Versus Despair

Older adult fails to
continue participa-
tion in life

Encourage involvement
in senior centers and
support groups

Older person experi-
ences depression
about his or her life

Provide supportive
counseling focusing on
positives in life

Older person experi-
ences anger and
shame about depen-
dence on family

Use family therapy to
address feelings and
communicate needs

Source: Adapted from Erikson, 1963; expanded by author.

TABLE 7.1 Crisis Intervention as Related to Erickson’s Psychosocial
Stages of Development (Continued)
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their clients. At times, crisis workers must be creative and offer interventions
based on pure caring, intuition, and listening without judgment.

In a traditional nuclear family, the first adjustment must be made when a
man and a woman decide to get married or move in together. Both the couple
and their respective parents must change. Each member of the couple comes
from a family in which certain values and behaviors are accepted and prac-
ticed. The new husband and wife need to create their own behavior patterns
for their new home and their own marital subsystem. They will adjust to each
other, try to change each other, and adapt. Sometimes conflicts occur because
of the inability to adjust. At other times this conflict results from the interfer-
ence of in-laws who discourage adjustment, albeit in subtle ways. Power
struggles are common during this time. The parents may still want to control
their adult child, and the adult child may be trying to assert independence
without totally alienating the parents, a definite setup for a crisis.

Education and reframing are helpful here. The couple can be encouraged
to set up their own home without completely negating their parents’ wishes.
Compromise is helpful when possible. Also, cultural considerations need to be
explored.

The couple is encouraged to decide how each set of parents is going to infl-
uence their marriage. Also, it is beneficial for them to set boundaries that say,
“We are united for each other” as opposed to “We are united against you.”
One way to prove to one’s parents that one is truly an adult worthy of respect
is to approach one’s parents as an assertive, respectful adult. When a member of
a newly formed couple wishes to behave in ways outside the norms of his or her
family of origin, he or she can be encouraged to speak directly and lovingly to
his or her parents. This can be done by reminding one’s parents how scary and
difficult it is to venture in adulthood and create a close, secure relationship with
a mate. It may help ease tension if the young adult asks his or her own parents
for tips on how to succeed. Of course, if someone has been brought up by par-
ents who have been abusive, have substance abuse problems, or have other
types of mental illness, this may not be the best strategy. The young adult may
have to start understanding the emotional pain of the parents and deal with
them not as a parent on a pedestal, but rather as a normal person with some
emotional issues. It would be unrealistic for the young adult to pretend that
the parents know everything and do not have any problems. The author has
found that teaching clients to empathize with the issues of their parents goes a
long way in helping to relieve the fear, anger, and guilt that clients often feel
toward their parents when they first become intimately involved with a mate.

Some parents will be more accepting of their child’s choice of a mate than
others. When there is lack of acceptance, young adults may need encourage-
ment to take care of their own emotional needs, and, if possible, still maintain
some involvement with the parents. Sadly, some parents are incapable of in-
teracting in a healthy way with a child who moves into adulthood because
of their own sadness at losing control over the child or losing the closeness
that once existed with the child. Crisis workers might consider being just as
empathic to these parents as to the young adult.
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Creating a Parental Subsystem
The next potential for crisis in the evolving family occurs when a child is
born. Now the parents have to adjust to a third individual, who will have a
profound effect on the family unit they have been creating. Parental nurtur-
ance of the baby needs to be learned. This nurturance is different than the
affection and intimacy between spouses. Each parent needs to develop skills
and behaviors to help raise the child. Also, in-law involvement must be deter-
mined. Grandparents have a place in the lives of their grandchildren, and chil-
dren benefit greatly from healthy grandparental involvement. If parents have
not come to terms with their own parents, however, the birth of a child can
create tension and conflict.

It is vital to have a strong marital subsystem before creating a parental
subsystem. The crisis counselor works to help the couple strengthen their mar-
riage before any real change in parenting function can be made.

Creating Sibling Subsystems
As children grow and new children are added to the family, new tasks of evo-
lution are faced. It is helpful for parents to acknowledge that siblings share
certain ideas and behaviors that belong to them and not to the parents.
Good, strong, even conflictual sibling relationships are to be encouraged
(though abuse should not be tolerated). These experiences are important to
healthy interpersonal functioning later in life. If parents interfere too much,
siblings do not learn how to cope interpersonally outside the family.

Also, healthy parenting styles demonstrate an understanding that there
should be different expectations, responsibilites, and privileges for children of
different ages. Healthy family structure dictates that a 5-year-old be treated
differently than a 15-year-old in regard to bedtime, curfews, eating habits,
social activities, and household chores.

Box 7.1 Example of a Structural Dysfunction in the Sibling Subsystem

Example: A 15-year-old girl was brought into counseling because she had been acting out against her
parents, frequently opposing them, yelling at them, and demonstrating much unhappiness in general.
Evidently, she had been required to come home from school every day and baby-sit her four younger
siblings while her parents were at work. Not only did she have to do this, but she was not allowed to
be with her peers on weekends. She seemed to have all the responsibilities of an adult but the privi-
leges of her 4-year-old brother.

Crisis intervention involved establishing a new role for her. Her parents were strongly encouraged
to allow their daughter to join the volleyball team at school and to find someone else to watch their
other children one night a week. The 15-year-old would also be allowed to be with her friends on
weekends as long as she spent time with the family on Sundays. Though the parents were inconve-
nienced, in the long run the family functioned in a more stable fashion.
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Creating Grandparental Subsystems
As children grow up and involve themselves in intimate relationships with
peers outside the family, parents learn to relinquish control and move into a
more collaborative relationship with their children. This means that the par-
ents strengthen their marital unit and accept the boundaries that the adult
children set. Also, when they become grandparents (i.e., a grandparental sub-
system), they might learn to set boundaries so they are not taken advantage of
by their children, either as baby-sitters or as financial contributors.

Grandparents often sit by quietly as they watch a child or child-in-law
make mistakes with grandchildren. Interference is usually not appreciated
and can cause problems in the family. The crisis worker might explain to
well-meaning grandparents that their child and his or her spouse need to
make their own mistakes, just as the grandparents themselves did. The coun-
selor can also point out ways in which the grandparents can be supportive of
their children without being intrusive.

The reader is referred back to Chapter 2 in which various boundaries
were described in the family systems section. In working with evolutional cri-
ses, counselors often seek to identify whether a crisis is related to unhealthy
boundaries such as enmeshed, rigid, diffuse, or disengaged. The goal would
be to strengthen healthy boundaries that are clear and flexible between gen-
erations and within the marital relationship.

Situational Crises Related to Adolescence A number of situations that can be-
come crises are unique to specific periods of life. Though these situations do not
affect all adolescents, they are prevalent enough to warrant a closer look.

Adolescence can be a stormy period in which teenagers are struggling for
independence, yet are still in need of guidance and emotional support. When a
family system does not allow both autonomy and nurturance, teenagers may
engage in self-destructive behaviors in order to meet one or both of these
needs. Although individual or group therapy is effective with this population
and is used widely in teen shelters and group homes, a look at the family
structure and intervention with the family are vital for permanent resolution
of the problems. For this reason, most adolescent treatment programs require
family involvement.

Teen Pregnancy
In 2002, 433,000 teenagers gave birth in the United States. This number does
not include pregnancies that were terminated by abortion or miscarriage. The
United States has the highest teen pregnancy rate in the industrialized world,
and California has the highest rate in the country (U.S. Census Bureau, Statis-
tical Abstract of the United States: 2004–2005).

When pregnant teens are compared with girls who did not become preg-
nant as teenagers, a number of social factors emerge. Teen pregnancy is linked
to other social problems, such as dropping out of high school, dependence
on welfare, drug and alcohol abuse, domestic violence, child abuse, and
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unemployment. Simpson and colleagues (1997) have identified several com-
mon risk factors for adolescent pregnancy: being the daughter of a teen par-
ent, poverty, poor academic achievement, low self-esteem, dating at an early
age, dating boys or men five or six years older than oneself, and minority sta-
tus. Others have suggested that certain family characteristics may also contrib-
ute to teen pregnancy. Jacobs (1994) proposes that teenagers’ developmental
needs of autonomy and attachment seem to be a factor in their desire to be
sexually active. This behavior may be perceived by teens as a defiant act of
differentiation.

In many families in which a daughter acts out sexually, the parents have
not communicated with her about sexual matters and have put excessive re-
strictions on her. In these families, adolescents do not feel that they can talk
to their parents, which increases their secrecy about their social activities. In
addition to seeking autonomy, most of the girls seek a closeness that they do
not have with their parents. Some choose to keep their babies instead of offer-
ing them for adoption because of their misguided belief that the baby will pro-
vide them with the nurturing they lacked at home. Of course, some teenage
girls who become pregnant do not come from dysfunctional homes; they
may have just made a mistake, or their birth control method failed.

Many clinics and shelters have been set up to address the problems pecu-
liar to this group of teenagers. For example, pregnant teen girls can often be
cared for in facilities in which they can go to school and learn how to parent
the baby. The crisis worker might try to become aware of the availability of
such options in the area. Parents are often willing to help out, and the crisis
worker can help the entire family adjust to the pregnancy and the baby. This
often means that the girl must drop out of school. More importantly, her so-
cial life will change. If the girl does not wish to keep the baby, the crisis coun-
selor usually has knowledge of adoption agencies and abortion facilities and
might present these options to the girl and her parents. When conducting cri-
sis counseling with someone who is considering abortion or adoption, it is
imperative to maintain a nonjudgmental attitude. It is not ethical for counse-
lors to persuade a teen to either continue with the pregnancy or terminate it.
Instead, counselors listen, help the girl clarify what she wants to do according
to her value system, and provide education and referrals.

Gangs
The issue of teenagers being involved in gangs is extremely difficult for a crisis
worker. Local police usually have gang units that can help in counseling these
youths and their families. Other options include helping the family move out
of the area or helping the youth develop new friends and an improved social
attitude. Such complete shifts are difficult to bring about, and cultural sensi-
tivity is of utmost importance.

In trying to understand why some teens join gangs, a worker can look at
both the family structure and societal and cultural conditions. Much informa-
tive demographic data related to gangs has been produced by research studies.
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The reader may be familiar with some of these myths commonly believed
about gangs:

• Gangs consist only of males in urban areas.
• Only minorities are in gangs.
• Gang activity is limited to low-income youths.
• Gangs are concerned about the safety of a gang member’s family.
• Gang leaders care about each member.
• Gangs are made up of a group of loyal friends.
• Gangs do not put members’ lives in danger.
• Gangs are only a problem in the United States.

Most research findings do not support these myths. Kenner (1996) reports
that gangs exist in most cities and towns in the United States. In addition, surveys
show that in 175 cities with populations between 50,000 and 250,000, that
84 percent had gang problems. There has been a 640 percent increase in U.S.
cities reporting gang problems from 1970 to 1995. That is extreme. Another find-
ing is that gang activity is not limited to low-income youth, but that middle-
and upper-class youth are also involved in it. The acts of vandalism, robbery, and
drug dealing attributed to these groups are often thought of as the result of
boredom or alienation from families and peers, not poverty (Kenner, 1996).

The factors associated with gang involvement can generally be grouped as
(1) family dynamics, (2) self-concept, and (3) societal stresses. Drass (1993)
further categorized them as parental neglect, abandonment, and family dys-
function; lack of a sense of self-esteem, absence of personal safety and adult
guidance, social alienation, and boredom; and the lack of job opportunities
and the presence of socioeconomic stresses.

Children who join gangs have sometimes grown up in a family that has
little verbal communication. Often, there is only one parent, and that parent
has minimal interaction with the children. Lack of family structure and no
sense of belonging are also associated with gang involvement. The child seems
to be seeking a place to belong—a place with some type of structure, albeit a
dangerous and illegal one.

It is not uncommon for gang involvement to be transferred down from one
generation to another; parents who have been in gangs sometimes encourage
gang membership in their children, either overtly or through role-modeling. This
process occurs in Asian, African American, Caucasian, and Hispanic cultures.
When the gang member is the first in the family to be involved in gang activity,
the family of origin may be disengaged, with the children receiving very little nur-
turance and guidance. Because of this disengagement, it is easy for the child to
become enmeshed in a gang. Another factor that is related to gang involvement
for Latino youth has to do with ethnic identity confusion. Being part of a gang
may be a way for the adolescent to deal with the confusion between Latino norms
and patterns and mainstream societal values. The gang may be a way to say, “I
am Latino, but not the kind that mainstream society can oppress.”

It is much easier to prevent a child from joining a gang than to intervene
after the child has joined a gang. Once the child is a member, getting him or
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her out of the gang is extremely difficult. People are often hesitant to talk
about gang activity. It may be easier to ignore gang behavior than report it.
The old cliché “Don’t get involved” applies to this problem because of the re-
ality of retribution by gangs against anyone who testifies against a gang mem-
ber. As a society, however, we cannot extinguish gang activity if we do not
talk about it. Gathering accurate information about gangs is a first step.
Learning how to manage tension and conflict in interpersonal relations is the
next step. Be assured that when gang activity is reported or a parent confronts
a child about gang involvement, conflict will follow.

Many parents ignore the way their children dress or the people with whom
they associate because they want to avoid conflict. If parents can set limits
before the child is a full-fledged gang member, they have a greater chance of
preventing gang involvement. Parents need to know what gang members wear
and how they behave to be able to watch for early signs of gang involvement
in their children—just as they need to be aware of early signs of alcohol or
drug use. Then, parents need the courage to speak up and assert their authority
and support.

Intervention tactics include involving the community (as in neighborhood
watch programs) and increasing the gang member’s exposure to positive social
activities. These may include counseling, sports programs, mentoring pro-
grams, and educational or occupational programs. The most effective inter-
ventions address issues of racism, poverty, and family dysfunction and
attempt to create opportunities for the gang member, with the aim of showing
him or her other avenues that will appear more attractive than gang member-
ship. When possible, family involvement is encouraged.

Runaways
Like teenagers experiencing other crises of adolescence, teens who run away
from home are trying to meet their needs for both differentiation and nurtur-
ance. If a family prohibits individuation, the teen is unable to establish a
mature identity and develop the capacity for intimacy that is needed to assume
adult roles and responsibilities. Without the love and acceptance of their fam-
ilies, teens face much anxiety during this most stressful stage of development.

Running away from home is one way to achieve autonomy and indepen-
dence, but it can be very dangerous. Runaway teens may be drawn into pros-
titution, pornography, and drug use. They are susceptible to the influence of
others because of the sense of aloneness they feel. Often, they feel abandoned
by their parents and seek the acceptance of anyone.

In 1999, an estimated 1,682,900 youths had run away or been “thrown
away” (i.e., kicked out of the house by parents). Of these youths, 37 percent
were missing from their caretakers and 21 percent were reported to authorities
for purposes of locating them. Youths from ages 15 to 17 years made up two-
thirds of the youths with runaway or thrown-away episodes (National Inci-
dence Studies of Missing, Abducted, Runaway or Thrown Away Children
Bulletin, 2002).
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More and more nonprofit agencies have been created to house teen run-
aways to prevent them from being preyed on while trying to live on the
streets. These teen shelters usually provide brief crisis intervention and family
counseling, either to find a permanent residence away from the family or to
reunite the family. If the teen is abused, this will be reported, and attempts
will be made to help the teen find a safe place to live with the assistance of
the state social services department.

In effective intervention, families are taught more effective communication
skills, and the counselor attempts to address the needs of the teen for auton-
omy and support. Cultural differences are recognized, and counselors are sen-
sitive to parents’ rights and values. This is not an easy task. A good idea is to
seek consultation from others who have worked with adolescents and clients
from other cultures. Once the crisis intervention is completed, most agencies
offer ongoing support groups, continuing family therapy, and follow-up ser-
vices. The stress in these families must be changed in order for the teen to re-
turn home and not act out again.

The past several decades have seen an increase in the need for runaway
youth shelters. Casa Youth Shelter in Los Alamitos, California, is an example.
Gary Zager (1998), the director of the program, describes the purpose of this
shelter as a place to help calm down the crisis that began at home and get
the minor back into his or her own home. He states that the counselors at the
shelter attempt to define the client as “the entire family” rather than pin
the label of “bad child” onto the teen in crisis. Extreme physical abuse is a major
reason why teenagers run away from home. Zager says that about 20 percent
of girls who run away are pregnant, and many others run away because they
have been “kicked out.” Unfortunately, the trend is for younger and younger
children to be “thrown away” by their parents.

Sexual abuse is certainly another reason why teens run away from home.
The teen may believe that leaving is the only way to make the sexual abuse
stop, especially if he or she has attempted to get support from the nonperpe-
trating parent and has been ignored or scolded. Others are referred to the
shelter by school counselors, juvenile probation workers, and social workers.
Shelters such as the one in Los Alamitos are excellent resources for any crisis
worker. Once the child is at the shelter, crisis intervention is provided for the
child and the parents. In keeping with the theory of crises, a 45-day stay is
typical. It is hoped that the crisis can be resolved in this period and reunifica-
tion accomplished.

The goals of family therapy include creating more appropriate bound-
aries, “deparentifying” the child, and allowing the individuality of the child.
In other words, an attempt is made to create an appropriate structure in the
family, where parents are in charge, children get their needs met, and open
communication is allowed. Often, the family is a single-parent one, and the
mother needs support in developing an emotionally satisfying life for herself.
The runaway often leaves so as not to be burdened with tasks normally as-
cribed to a second parent. Progress is made when the family can demonstrate
appropriate communication processes in front of the crisis worker.
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Eating Disorders
Although adults suffer from eating disorders such as anorexia nervosa and bu-
limia nervosa, teenage girls make up the majority of patients with these disor-
ders. In fact, 90 to 95 percent of persons with these disorders are female.
Research indicates that substantial proportions of males suffering from eating
disorders are homosexual, bisexual, or asexual. There is an increasingly high
prevalence of eating disorders among male athletes, however (Carson,
Butcher, & Mineka, 2000, found in Association for Advanced Training in
the Behavioral Sciences, AATBS, 2005). Approximately 7 million females and
1 million males are afflicted with an eating disorder. Of the females, 86 percent
developed it before the age of 20 years; 10 percent before the age of 10 years,
and 33 percent between the ages of 11 and 15 years (Radcliffe, 1999, found
in AATBS, 2005).

Girls at highest risk for developing an eating disorder are white and mid-
dle or upper class. Unfortunately, these disorders are now becoming more
prevalent among less privileged girls of minority status as they assimilate into
Anglo American culture, in which typical models weigh 25 percent less than
the average woman. Sadly, the media usually present unrealistic body images
to the public, not by using ultrathin models in advertising, but by using ex-
tremely thin actresses in movies and television shows.

Anorexia Nervosa
The central features of this syndrome include an intense fear of gaining
weight, refusal to maintain adequate nutrition, erroneous complaints of being
fat, loss of original body weight at least to a level 85 percent of that expected
on the basis of height/weight norms, disturbance of body image, and absence
of at least three menstrual periods (American Psychiatric Association, 1994).

Bulimia Nervosa
This syndrome differs from anorexia nervosa in several ways. Sufferers binge
on high-calorie foods and then, to compensate for overeating, engage in purging
behaviors (e.g., self-induced vomiting, taking laxatives) and overexercising.
These individuals are usually preoccupied with shame, guilt, self-deprecation,
and efforts at concealment, whereas anorexics are usually in denial regard-
ing the seriousness of their disorder (Carson et al., 2000, found in AATBS,
2005).

Personal Characteristics
The following characteristics are common in individuals who develop eating
disorders: (1) are highly emotionally reserved and cognitively inhibited; (2) prefer
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routine, orderly, predictable environments and adapt poorly to change;
(3) show heightened conformity and deference to others; (4) avoid risk and
react to appetitive or affectively stressful events with strong feelings of distress;
and (5) focus on perfectionism, negative self-evaluation, and fears of becoming
an adult.

Although it is easy to blame eating disorders on societal reinforcement of
slimness in women, this is not the only cause of them. Evidence suggests that
hereditary factors may play a role in the development of eating disorders, and
that biochemical or structural abnormalities in the brain mechanism that con-
trols metabolism or eating may be a cause (Russell & Treasure, 1989; Walters
& Kendler, 1995; Fava et al. 1989, and Kaye et al., 1990, found in AATBS,
2005). Another way to understand eating disorders is to see them as a form of
addiction. The person is addicted to the act of dieting or binging on food. A
depressed or psychologically traumatized individual may use the eating disor-
der to soothe the self. Eventually, however, the disorder takes over and the
person cannot stop it, similar to the process in drug addiction (Castillo,
1997, found in AATBS, 2005).

Treatment Considerations
Because eating disorders may have life-threatening implications, especially for
those suffering from anorexia who weigh less then 70 pounds and for those
suffering from bulimia who vomit daily, physician involvement must be con-
sidered by crisis counselors. The client may need medical care in a hospital if
physical injuries are present, such as malnutrition, dehydration, or seizures
caused by electrolyte imbalances. These patients may also be at risk for heart
failure; the singer Karen Carpenter, who had an eating disorder for years, died
of heart failure. A physician may prescribe various medications such as anti-
depressants or other mood stabilizers. Once the target weight has been achieved,
psychological treatment can begin. In addition to medical care for eating
disorder-related physical conditions, clients are at risk for self-mutilation and
suicide. Crisis workers must assess for self-destructive ideation or behaviors.
Some perceive the eating disorder behaviors as a form of self-destruction. These
clients are often very depressed and suffer from low self-esteem. They often
feel worthless, helpless, and hopeless—the perfect equation for suicidal ideation
and behaviors.

The family is strongly persuaded to be involved in treatment because eat-
ing disorders affect the entire family unit. The parents often seek crisis inter-
vention in the first place because of their fears about their daughter’s health. A
challenge encountered with anorexics is helping them face the seriousness of
their condition and getting them to cooperate with treatment. They may tell
counselors that it is their parents who have the problem and be thoroughly
convinced that everyone is making a big deal out of nothing, even though
they may only weigh 85 pounds and think that being a size 1 is too big! As
with substance abusers, crisis workers begin by listening with nonjudgmental
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Box 7.2 Cases to Role Play

In the following sample cases, the reader can apply the ABC model of crisis intervention, using knowl-
edge about the type of crisis presented in this chapter. Some hints are provided to assist the reader in
providing educational statements, reframes, empowerment statements, and validation and support
comments.

Case 1 A husband and wife seek help because they have been fighting all the time. They had their first
baby one month ago and were so happy just after the birth, but now they are tense, angry with each
other, and have no desire for sex or affection with each other.

Hint: Assess for child neglect or abuse.
Hint: Validate how stressful it is to have a newborn and to be deprived of sleep.
Hint: Educate about how sexual drive is reduced for the mother after birth due to hormonal

changes and maternal preoccupation.
Hint: Reframe the fact that they came to counseling together as evidence that they still love each

other and want to regain the affectionate feelings they had. The fact that they take their
stress out on each other instead of the baby is a positive thing because they can communi-
cate with each other and modify their behaviors, whereas the infant is not capable of
making changes yet.

Hint: Help them focus on what they can do to make changes that will lower stress, such as
having the father help out more and having date night for the husband and wife.

Case 2 A mother comes to you complaining that her 2-year-old must be hyperactive. He makes noises
all day, can’t sit still, won’t listen, bites his older sister when he’s angry, says “no” all the time, and
refuses to be “potty trained.” His sister was potty trained by this age.

Hint: Educate about the normalcy of boys taking longer to be “potty trained than girls.” Educate
about how one can’t diagnose a 2-year-old as hyperactive because much of the behavior is
normal.

Hint: Reframe the biting as his only way of communicating because he can’t yet talk.
Hint: Reframe his saying no as simply mimicking what is probably being said to him all day.
Hint: Teach the parent how to talk to the child, how to set boundaries appropriately, and how

to help the child be structured yet also have some autonomy.
Hint: Some behavioral tips such as the use of positive reinforcement for good behaviors should

be offered.

Case 3 A 20-year-old female becomes completely stressed out as she plans her wedding. Both sets
of parents are trying to control the whole thing, and she is ready to elope tomorrow. Her soon-to-be
husband seems to always take his mother’s side and won’t speak up to her. The bride-to-be is a
nervous wreck. The wedding is in two weeks.

Hint: Educate about how this is equally stressful for the parents because they have to let go of
their children, which completely changes the dynamics of the family.

Hint: Reframe the parents’ controlling behaviors as an attempt to maintain the role of parent,
not just to be mean and nasty.

Hint: Reframe her fiancé not speaking up to his mother as possibly not so bad, because it could
mean that he respects her and will most likely respect his new wife as well.

Hint: Reframe the situation as an opportunity for her and her fiancé to set the needed boundaries
between them as a married unit and their families of origin.

Hint: Validate the fact that most weddings have a considerable degree of stress involved.
Hint: Empower her to take charge of the things that mean the most to her and not fight every

battle. There is some power in letting go.
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empathy to the client’s side of the story and assess her frame of reference and
cognitions about her body and eating habits. She will “hang herself” soon en-
ough because her thoughts are usually illogical and are not supported by evi-
dence. The key is to proceed slowly and kindly, but confrontations will
eventually be given to help her see that she does need help.

Instead of focusing solely on her eating, it is wise to explore her role in the
family, her identity as a growing woman, and her emotional needs for individ-
uation and nurturance. It is easier to prove that these issues are a problem for
her, because by the time her eating disorder has become such a problem that
her parents seek professional help, she has usually isolated herself socially and
is depressed. Remembering that she is a teenager who needs to accept the
process of growing up is helpful. Her behavior should be assessed to see
how much is rebellion and an attempt to have control over her parents and
how much is due to low self-esteem and lack of identity. Sometimes, the eat-
ing disorder can be reframed as a form of adolescent oppositional defiant
disorder. She may believe that she cannot openly disagree with her parents,
so the eating disorder can be a way to have power without openly defying
her parents.

Case 4 A mother takes her 15-year-old daughter to counseling because she refuses to eat. The mother
thinks the daughter has lost over 40 pounds this past year but is not sure. Last week, the daughter
fainted after she jogged five miles without eating anything all day.

Hint: Ask the daughter what she thinks the problem is.
Hint: Find out how the daughter is functioning with friends, at school, and so forth.
Hint: Address the issue of not eating as a serious medical issue.
Hint: Empathize with the mother’s concern.
Hint: Talk with the daughter alone and find out about individuation issues and control issues.

Find out about her level of depression, suicidal feelings, and self-esteem.
Hint: Make sure they follow through with an examination by a physician.
Hint: Find out if the mother tries to control the daughter’s eating; if so, have her change that be-

havior. Reframe the eating disorder as an adolescent oppositional behavior.
Hint: Get mother and daughter to accept that recovery will be long term. Refer them to groups

and experienced therapists.

Case 5 A mother and father bring their 16-year-old son to you because he has been threatening to run
away. This week they took his driver’s license away from him because he is failing four classes. They
don’t want him on the streets but feel he must earn the privilege of having a car. The son is opposi-
tional, defiant, and refuses to cooperate.

Hint: Help everyone express angry and fearful feelings.
Hint: Reframe the running away as a last-ditch effort to feel some sense of control and

independence.
Hint: Empower everyone by exploring what can be done to make everyone feel safe.
Hint: Assess for child abuse issues.
Hint: Assess for violence.
Hint: Explore the option of having the son stay at a youth shelter for a few weeks until things

calm down.
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As with all crisis interventions, the role of crisis workers is to understand
the problem, reframe it, provide education and validation, and get the client to
accept referrals for ongoing help. She may need several years of individual
therapy, family therapy, and group therapy to overcome her disorder. Some
must attend twelve-step groups indefinitely. Others need to take medication
indefinitely. Family members usually participate in treatment; therefore, it is
vital to gain their trust and cooperation. If the individual suffering from the
eating disorder is seen alone, as if she exists in a vacuum, family members
may inadvertently sabotage intervention efforts. It is necessary to remain non-
judgmental toward parents who may seem overcontrolling and rigid. The cri-
sis worker will help them work through the crisis of their teenage daughter
growing up.

Chapter Review
Certain crises are expected and develop as we progress through the normal life
cycle within our families. Erikson’s eight stages of development are widely ac-
cepted as the normal sequence that we go through while we try to complete
certain tasks. Minuchin presented his model of evolutional crises as a family
proceeds through various stages of development in which new roles and
boundaries must be made. Adolescents experience many serious crises due to
their need to differentiate while receiving optimal amounts of both nurturance
and independence from their parents. Teen pregnancy, gang involvement, run-
aways, eating disorders are some of the prevalent crises that teenagers face
and with which crisis workers often must deal.

Correct Answers to Pre-Chapter Quiz
1. T 2. F 3. T 4. T 5. T 6. F 7. T 8. T 9. T 10. F

Key Terms for Study
Anorexia nervosa: An eating disorder in which the person becomes unhealth-
ily thin by starving or overexercising.

autonomy: A state of independence and self-sufficiency needed to function as
an adult in society. Adolescents often struggle to achieve this with their parents.

Bulimia nervosa: An eating disorder in which the person binges on high fat/
calorie foods and then either purges by vomiting or by use of laxatives or ex-
ecessive exercising.

differentiation: A process whereby an adolescent or young adult establishes a
mature identity and the capacity for intimacy needed to assume adult roles
and responsibilities.
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disengagement: Parental behavior in which parents do not relate to their
child in a nurturing manner; the child feels little support or sense of belonging.

enmeshed: A state in which an individual lacks a sense of separateness from
others with whom he or she has an emotionally intense relationship.

Erikson’s eight stages of development: Often called the psychosocial stages
of development. The tasks of growing up that everyone experiences and that
often lead to crisis states. They include the following:

1. Infancy: Trust versus mistrust
2. Toddler years: Autonomy versus shame and self-doubt
3. Preschool years: Initiative versus guilt
4. Childhood years: Industry versus inferiority
5. Adolescence: Identity versus role confusion
6. Young adult years: Intimacy versus isolation
7. Middle adult years: Generativity versus stagnation
8. Mature adult years: Ego integrity versus despair

evolutional crises: The normal stages a family experiences as it evolves
through the life span of its members. The crises result from having to adjust
to the formation of the following subsystems:

marital: The system that refers to the new couple. The couple needs to learn
how to set boundaries with each family of origin and set rules for the new
family.

parental: The system concerned with parenting. The couple now must estab-
lish behaviors that deal with raising children and the ways the marital system
changes in response to children.

sibling: The system concerned with relations between siblings in the new fam-
ily. Another boundary and new rules are established with brothers and sisters.

grandparental: The system establishing the relationship of the couple with
their parents after the parents become grandparents. The role of a grandpar-
ent must be defined, with boundaries and support.

individuation: See differentiation.

nurturance: A sense of emotional support and love.
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Chapter

8

Crises of Loss

_____ 1. The first stage of mourning is denial/shock.
_____ 2. The first task of mourning is to quickly reinvest energy into

someone else.
_____ 3. Loyalty is an issue that children in blended families often face.
_____ 4. The person who breaks off a relationship doesn’t have to worry

about experiencing a crisis state themselves.
_____ 5. Divorce is never as bad as losing someone to death.
_____ 6. Grief refers to feelings of sorrow and sadness after a loss.
_____ 7. About 26 percent of children in the United States live in a

divorced family.
_____ 8. After a divorce, the individuals may suffer social loss.
_____ 9. The second task of mourning is the active expression and feeling

of emotions.
_____ 10. The last stage of loss is bargaining.
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I f the topic of loss is discussed, Elisabeth Kübler-Ross’s name is bound
to be mentioned. She has provided an outline for understanding the dif-

ferent stages people go through when dealing with grief over death and
dying. Whether a client is grieving the death of a loved one, a divorce, or
loss of a body part or function, the issues are similar.

Death and Dying
Probably the most well-known person associated with death and dying is
Elisabeth Kübler-Ross, a Swiss-born psychiatrist who began seminars on death
and dying in the late 1960s. She had the courage to bring dying patients into
the classroom and openly discuss with them their fears, concerns, and desires
as part of the training process for psychiatrists. Until then, few doctors or med-
ical schools openly discussed the need to deal honestly and openly with dying
patients and their families (Kübler-Ross, 1969, pp. 35–36). From these courses,
she extracted the five stages of grief, that she believed were experienced by peo-
ple who knew they were dying; these emotions are also felt by those who are
emotionally close to dying individuals. Kübler-Ross’s five stages of death and
dying (1969) can serve as an introduction to the topic of loss.

Understanding the stages of loss is vital for counselors who are helping
clients through this process. In addition, these stages can be generalized to
other forms of loss. A related issue is the triggering of suicidal thinking in a
grieving person, especially after denial and anger pass, and depression sets
in. This is one reason suicide is addressed in this book before crises of loss.
Awareness of the possibility of suicide will help the counselor assess for it
with any client, no matter what the presenting crisis.

Kübler-Ross’s Five Stages of Death and Dying
After extensive work with terminally ill patients and a long study of the pro-
cess of dying, Elisabeth Kübler-Ross identified five stages that seem to be uni-
versally involved in dying.

1. Denial and isolation: Denial and isolation make up the first stage in the
dying process. Denial is both a healthy and a familiar initial reaction. It
cushions people from the initial shock and allows them to deal with both
their hope and their despair.

2. Anger: Anger frequently follows denial as people and their loved ones
begin to accept the real possibility of death. There may be rage, envy,
resentment, and bitterness. This frequently includes the “Why me?”
question that so often has no answer.

3. Bargaining: The third stage is bargaining. Usually, bargains are secret
pacts made with God, regardless of whether an individual has been reli-
gious earlier in life. When bargaining fails, the next stage develops.

4. Depression: When death is recognized as inevitable, and feelings of loss
become overwhelming, depression sets in. Depression often includes
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sadness, pessimism, gloominess, and feelings of guilt and worthlessness
along with lethargy.

5. Acceptance: Eventually the depression lifts as people work through
mourning the impending loss of their life or a loved one’s life and come to
accept the inevitable. At this stage, a person is described as being almost
void of feelings. Individuals are in the process of disengaging from this life
if they are dying or disengaging from a loved one if that person is dying or
has died (Kübler-Ross, 1969, pp. 35–77).

The problem with Kübler-Ross’s stages became apparent as her popular-
ity increased. People were only too ready to talk about dying, death, grief, and
mourning. Consequently, they frequently accepted the stages as truth with a
capital T. Counselors tried to force all patients to move through the stages in
the same sequence. They did not understand that the stages were no more
than generalizations. Not every person goes through each stage and certainly
does not go through the stages in a predictable, sequential order. people strug-
gle back and forth, frequently experiencing other emotions or similar emo-
tions in varying degrees. Although Kübler-Ross is often credited as the
originator of the study and treatment of death and dying, others have dealt
with this topic over the span of modern history. Ideas from other theorists
may help you be more empathetic and offer more effective interventions
when working with those who are terminally ill. The theories of Charles Dar-
win, Sigmund Freud, and John Bowlby preceded and contributed to Kübler-
Ross’s theories on death and dying.

As early as 1872, Charles Darwin commented that the separation reac-
tions resulting from the loss of a loved one were innate. He observed similar
body movements in grieving individuals, regardless of their cultural back-
ground (Darwin, 1965).

Sigmund Freud defined mourning as a period of gradual withdrawal of
libido from the now-missed loved object. He described the reactions as dejec-
tion, disinterest in the environment, and detachment from others. He saw the
process as self-limiting. The effects cease when the libido has completed its
withdrawal from the loved object and is reinvested in a new object (Leick &
Davidson-Nielsen, 1991, p. 9).

John Bowlby (1980), noted theorist in the area of attachment and separa-
tion, proposed four phases of mourning: (1) numbing, (2) yearning and
searching for the lost figure, (3) disorganization and despair, and (4) reorgani-
zation (p. 85).

Since the beginnings of the study of death and dying issues, behavioral
scientists have continued to develop their understanding of the various issues
and of the intervention skills that are helpful with these clients. Let’s take a
look at some concepts that serve as adjuncts to Kübler-Ross’s stages.

Definitions
As with any topic, understanding is predicated on shared definitions. In this
book, the following terms are used.
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Bereavement: A state involving loss. To bereave means to take away
from, to rob, to dispossess.

Grief: The feelings of sorrow, anger, guilt, and confusion that arise when
one experiences a loss. It is the affect that accompanies bereavement. One
can be bereaved without grief, although full recovery seems to include
some affective experience of the bereavement, usually in terms of grief.

Mourning: The overt expression of grief and the usual response to be-
reavement. Frequently, it is culturally modified and influenced. Whether
one wears white or black, dances or cries, drinks or prays is often the re-
sult of cultural tradition.

Tasks of Mourning
Rather than think solely in terms of stages of grieving, the crisis worker can
consider tasks of mourning. Tasks imply no time sequence. Tasks can be ex-
perienced as they arise rather than in any particular order. In addition, tasks
imply that some action must be taken by the bereaved person. There is a need
to do or experience something, to work toward a concrete goal. Worden
(1982) offers four tasks for the person working through the mourning
process:

Task I: Accepting the Reality of the Loss As Kübler-Ross discovered, most
people have difficulty accepting death. After a loved one dies (or a body part
is amputated), the defense mechanism of denial is typically used to cope until
the person can assimilate the knowledge that the loss is real. Denial can take
different forms. There can be denial of the facts of the loss, the meaning of the
loss, or the irreversibility of the loss. Denial can be a buffer, but it can become
pathological if it continues indefinitely. Worden’s first task of mourning is for
the person grieving to accept that the loss is real. Eventually, denial of perma-
nent loss must be replaced by realization that the loss has happened, and that
the person can survive the loss. The crisis worker can help by encouraging cli-
ents to release their denial slowly, accept the reality of the loss, and move to-
ward the expression of grief. The time it takes for denial to lessen varies from
person to person. When people do begin to feel anger and other aspects of
grief, it is usually a sign that there is some acceptance that the loss is real. Cri-
sis counselors can educate people about this and reframe the expression of
feelings as a sign that the person is actively working toward surviving the
loss and that the first step, lessening denial and facing the reality of the loss,
has been accomplished.

Task II: Experiencing the Pain of Grief The next step toward working
through loss is for the person to fully experience the feelings associated with
it. The broadest possible expression of pain is what is desired. This experienc-
ing of the pain of grief may manifest itself in the form of crying, yelling, or
ruminations. It may be more intense for some than others, but everyone is
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best served if they can come to the point of experiencing the void that is left in
his or her life and the pain associated with that. One way to avoid experienc-
ing the pain is not to feel. Our society has been good at fostering this avoid-
ance in a subtle way. We are not comfortable around people who are in pain;
therefore, we give a subtle message to them not to express their grief. More
directly, we give the message, “It’s time to get over this” after the socially ac-
ceptable mourning period of four weeks has elapsed. However, as was pointed
out by Caplan (1964) (see Chapter 1), mastering one’s feelings is one of seven
characteristics of people who cope effectively and should be encouraged by
crisis counselors.

Task III: Adjusting to an Environment from Which the Deceased Is Missing For
many widows and widowers, realizing that they must cope on their own
takes several months. Often, about three months after the loss, they realize
that they can in fact manage to live in their new environment. It is helpful
for them to look at all the roles the deceased played in their life and to develop
ways to cope with new demands and new roles they must take on because of
the loved one’s absence. They often resist developing new skills at first, but
eventually they become proud of their newfound abilities and feel the begin-
ning of a new self-esteem. This process is also applicable for those dealing
with any relationship loss, especially if the relationship was fairly long in
duration.

Task IV: Withdrawing Emotional Energy from the Deceased and Reinvesting
It in Another Relationship or Cause For many, the idea of withdrawing their
emotional energy from the dead loved one is seen as betrayal; the guilt that
comes with this must be overcome. Working through this task means ac-
knowledging that there are others to love. It does not take away from the ear-
lier relationship; it is simply different. Mourning can be considered finished
when the tasks of mourning are over. This certainly does not happen in four
weeks. Mourning is an individual process; therefore, any attempt to set time
limits is artificial and arbitrary. However, most literature supports the need
for a year to pass before the loss is fully resolved. At least that much time is
usually needed for a person to let go of old memories and begin to build new
ones, which will help facilitate the grief process. Holidays, seasons, and family
events all must come and go during the mourning period before resolution is
complete. That does not mean that the expression of grief will be strong for
the entire year, but the process of mourning continues and is experienced dur-
ing all those events. One indication that mourning may be finished is when the
person is able to think and talk about the deceased without pain. The sadness
at this point lacks the tearing quality of loss. Studies of widows in particular
find that a year is frequently not enough time for them to recover. Often, they
need three to four years to find stability in life again. One thing is clear:
Mourning can be a long-term process.

Table 8.1 below shows how Kubler-Ross’s stages of death and dying and
Worden’s tasks of mourning can be understood in the context of the other.
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Manifestations of Normal Grief

Regardless of the period required for mourning, people who experience normal
grief share common manifestations. The ones seen most often are listed here:

Feelings: Sadness, anger, guilt, and self-reproach; anxiety, including death
awareness and phobia; loneliness, fatigue, helplessness; shock—particu-
larly with sudden death; yearning and pining; emancipation, which can be
a positive response; relief, particularly from suffering; and numbness

Physical Sensations: Hollowness in the stomach, tightness in the chest and
throat, sense of depersonalization, breathlessness, weakness in the muscles

Cognitions: Disbelief, confusion, preoccupation, sense of presence, hallu-
cinations (usually transient)

Behaviors: Sleep disturbances, such as early morning awakenings; appetite
disturbances; absent-minded behaviors; social withdrawal (usually short
lived); dreams of the deceased; restless overactivity; sighing or crying; fear
of losing memories; treasuring objects

Determinants of Grief
A person’s response to loss will be influenced by several factors of the nature
of the loss:

• Who the person was in relation to the survivor is important.
• The nature of the attachment—whether the deceased provided strength,

security, or ambivalence in the relationship—will be influential.
• The mode of death will determine reactions. Natural death is easier to

cope with than accidental death, suicide, or murder. At least one is some-
what prepared for the death of an 86-year-old grandfather who has been
hospitalized on and off for several years. When a loved one is murdered
or commits suicide, however, issues of blame and anger become very
difficult to overcome.

• Prior grief experiences and mental health in general influence one’s grief
reactions.

• One’s religious beliefs will affect the grieving process.

TABLE 8.1 A Comparison of Kübler-Ross’s Stages of Death And Dying
and Worden’s Tasks of Mourning

Kübler-Ross Stage Worden Task

Denial Accepting the reality of the loss

Anger, Bargaining, Depression Feeling the pain and expressing grief

Acceptance Adjusting to life without the deceased

Withdrawal of energy from the deceased and re-
investment of it into something or someone else
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An individual may seek crisis intervention for grief issues at various points
in the grieving process. As the counselor assesses the client’s subjective dis-
tress, the counselor will determine the stage of grief and decide which inter-
ventions will be helpful. Many crisis workers are emotionally taxed when
dealing with death and dying. Counselors who work with grief would be
wise to come to terms with their own fears of death and beliefs about death
and grieving. If the crisis worker is in denial about death and mortality, he or
she may inadvertently send messages to clients that grieving and connecting
fully with one’s pain are not necessary. The crisis worker can learn to handle
the pain involved in mourning for clients to grieve as needed. Learning to be
both truly empathetic and objective and rational is beneficial for clients
grieving. The counselor becomes a sort of emotional tranquilizer for clients
in a bereaved state.

Intervention
As with any crisis state, workers watch for symptoms that may require the
attention of a physician. If the emotions are so strong and out of control
that they prevent clients from sleeping, working, eating, or taking care of
themselves, medication may be necessary for a brief time. Remember that the
counselor does not recommend medication; the counselor’s responsibility is to
refer the client to a physician if symptoms cause moderate to severe dysfunc-
tion. If the client’s symptoms seem to be typical grieving reactions, then
counseling can assist the mourning process and help the client work through
the normal expression of grief.

Informing a person of a loss, whether it is a death or a serious, or termi-
nal, illness often falls on the shoulders of doctors, lawyers, police officers,
friends or family members. How the loss is presented may affect the person’s
ability to accept it. It may even determine the person’s emotional reactions.

In general, most people do not like to be lied to or patronized. Such be-
havior is disrespectful and may lead to feelings of resentment beyond the nor-
mal anger involved in grieving. A direct, honest approach is best. Empathy
skills are most helpful at this time. Following are some specific ways that pro-
fessionals or family members might break the news of a death or loss:

PHYSICIAN: He didn’t make it. I am very sorry for your loss. May I contact
someone for you? Do you need some space to be alone?

LAWYER: I have been given the legal responsibility of informing you of some
tragic news. Please accept my sympathy for the loss of your father, who has
asked me to read you his will.

POLICE OFFICER: Mrs. Jones, I have come to you in person to ensure that you
hear some tragic news with someone near you. Sadly, your child was fatally
wounded in a car accident tonight. Please feel free to talk to me tonight about
your grief. The loss of your child is a tragedy that no one else can understand
but you, but I’d still like to assist you if I can.

FRIEND: Kathy, it’s Jenny. I need to see you in person immediately. (After they
meet.) Kathy, Margaret died today. We need to cry and talk together.
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FAMILY MEMBER: Honey, your father became ill last night and didn’t make it
through the night. Please call your brother and sister for me. Let’s all meet at
my house as soon as possible.

If the person hearing the news loses control with grief, it is good to have
another person available to help contain her or him. Emergency rooms are
open 24 hours a day, and medical personnel there can give medication to some-
one who is a danger to himself or herself or others because of shock. However,
people usually become numb after hearing the news of a death and just need to
have someone around for emotional support and to help take care of any legal
or business details. Uncontrollable emotions might come during the funeral or
weeks later, when the person has had time to accept the loss.

Counseling Principles and Procedures
Counseling someone through a loss is difficult. However, knowing certain
procedures and their underlying principles is helpful. The following list might
be useful to workers counseling someone who is suffering a loss.

1. Help survivors actualize the loss. Talk about the loss. What happened?
Ask.

2. Help them identify and express feelings. If they are dealing with anger, be
indirect (what do you miss the most/least?). Four common difficult emo-
tions are anger, guilt, anxiety, and helplessness.

3. Help survivors in living without the deceased. The problem-solving ap-
proach works well for this. Discourage major life changes for a while.

4. Facilitate emotional withdrawal from the deceased. Encourage survivors
to go on.

5. Provide time to grieve. Crucial times include three months and one year
after the death, anniversaries of the death, and holidays. Help clients pre-
pare in advance for these.

6. Educate clients about customary grieving reactions of other individuals to
help normalize the experience.

7. Allow for individual differences. Be sensitive to individual styles.
8. Provide for continuing support. Encourage clients to join support groups.

If a client’s symptoms and grief reactions appear to be delayed, chronic
(i.e., last longer than one year), exaggerated, or masked, longer-term therapy
may be required. This individual may have an underlying pathologic disorder.
In this type of grief therapy, the person’s defenses and coping styles would be
assessed; and most likely, issues about loss and abandonment will surface. The
counselor can best assist this type of client to get through the most recent loss
by helping her or him grieve previous losses first. If the previous losses are
great, therapy will probably be a two to five year process.

Losing a Child
The interventions discussed thus far can be used with all grieving clients. When
parents have lost a child, some special considerations are needed as well.

Crises of Loss 151

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



As Nancy Ludt (1993) said in her presentation, “Losing a child has a different
meaning than losing a parent. When you lose a parent, you lose your past, but
when you lose a child, you lose your future.” It is this dream of the future that
the crisis worker will need to discuss with the surviving parents.

If the parents are married at the time of the death, their relationship is
usually weakened. This is especially true if the child died unexpectedly, as in
an accident. After such trauma, most couples have a lot of trouble getting
along with each other as well as with their other children. They no longer
feel like the same people they were before the tragedy occurred because their
life has been so drastically changed. The divorce rate of bereaved parents is
92 percent if the couple does not receive some form of help. However, receiv-
ing help can make a measurable difference in helping a couple survive the loss
of a child. Ludt said that of the 1,500 people who had attended her support
group over the last 16 years, only two couples had later divorced. This is a

Box 8.1 Examples of Two Clients’ Responses to Loss
and Subsequent Interventions

Example 1: A 45-year-old woman was referred to me for crisis intervention by the Victim Witness As-
sistance Program. Her 21-year-old daughter had been murdered horrifically four months earlier. The
woman hadn’t been able to work, continued to have nightmares, cried uncontrollably, and was having
communication problems with her husband. Her grieving had continued to be strong and painful.

This client has a strong support system in her parents, who are still married; all of her other fam-
ily members are still living; her own 25-year marriage is a loving one; and she has two remaining
daughters who are 17 and 11 years old. She had a very stable and appropriate childhood and responded
well to the ABC crisis intervention model. In the B section, she was helped to discuss what her daughter’s
death meant to her, and how her life perspective had changed. Her functioning level was assessed for
symptoms and behaviors at each session. In the C section, she was encouraged to consult with a physician
because of a sleep disturbance; she was given medication for about six months. She was referred to a sup-
port group for parents of murdered children. This woman will do well with continuing crisis intervention
that focuses on the current precipitating event—the death of her daughter. Her childhood does not have
to be dealt with because she demonstrated excellent premorbid functioning. Her present symptoms can be
assumed to be related strictly to the death of her daughter.

Example 2: A 35-year-old woman comes for counseling after the death of her older sister. Before we
were able to process her grief over her sister, we had to discuss her childhood and young adulthood
losses. This client’s method of coping with trauma can best be described as a defensive style called de-
nial. In her family, she was told not to be aware of her own feelings, that her mother and father knew
her better than she knew herself. They beat her and degraded her, and then abandoned her. Her only
ally was the older sister who had just died.

Not only did this client need to grieve her sister’s death; she also had to deal with abandonment
by her parents. Being without her sister caused unbearable feelings of aloneness and emptiness for
her. She was completely emotionally dependent on this sister, who had offered the only nurturing the
client had experienced in her life. The parents had offered no affection. As you can see, the complexity
in this case would require a longer-term approach. The client would need to grieve her past losses and
come to terms with her aloneness and her own death in addition to grieving the loss of her sister.
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great incentive for crisis workers to recommend to bereaved parents that they
attend support groups. In these groups, the couple can say things to each
other that they normally would not say at home. Also, the father has an op-
portunity to express his hurt as openly as the mother. This is helpful, consid-
ering society’s perpetuation of the stereotype of the strong man: He can’t cry
but instead must be strong and go to work even after the death of a child. It is
obvious that if the father has a forum where he can communicate openly and
express his feelings, the marital relationship has a greater chance of working.

Societal norms also affect parents regarding working after the loss of a
child. Many places of employment allow only three days of leave for a death.
This is inadequate, considering that the attention span of a grieving parent is
about a minute and a half. Because of this, many parents may lose their jobs,
further complicating their crisis state. It would be nice if people could grieve
within tidy time frames, but this is not reality.

Crisis workers can ease the grieving parents’ burden by listening. Because
the parents’ concentration is greatly affected, counselors might minimize their
own talking, offering very brief educational and supportive comments. One rea-
son that self-help groups are more popular than professional counseling groups
is that parents feel they can just talk and be listened to, no matter what the
topic. Structure will not be helpful, because the parents have changing needs,
which may shift from one minute to the other. Guest speakers are usually not
welcome, because group members want to talk. If a grieving client comes to you
on an individual basis, don’t be a guest speaker. Let the client be the speaker.

Other things a counselor can do for grieving parents is help them feel nor-
mal and not inhibit them if they want to talk about their children. Eventually,
they will focus on the child’s life, not the child’s death. Probably the best thing
a crisis worker can do for parents whose child has died is to connect them to a
support group. In the group, they can feel whatever is in their hearts and say
whatever is on their minds with no fear of ridicule or invalidation. Many
times, parents will laugh when talking about the death. To many people, this
behavior would appear insensitive. In a group with other grieving parents, it
would be understood and shared.

Ludt (1993) lists 10 reasons why grieving parents prefer a support group.
Some parents may stay in a group for as long as 10 years after the loss of a
child. According to the members of Ludt’s support group, the group serves
these functions:

1. It is a place of safety where it is all right to say anything. (“I’d trade my
living son for my lost son.”)

2. It fulfills the need to be with understanding people; even if members don’t
attend, they know it’s available. (“Feelings change over the years, and
although we don’t need to come now, who knows when we will need to
come?”)

3. It is our child’s space. (“We can talk about our child all night without any
inhibitions. Often talking about memories hurts family members too
much, but in group, our child is alive for 2 hours.”)
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4. It helps us to understand the death emotionally versus intellectually. (“If
we say he’s dead enough times, we begin to believe it.”)

5. It allows a hope for socialization in the future. (“We often feel guilty
when we have fun, but we learn here that we can have fun.”)

6. It has no time frame. (“He’s dead forever, so it will hurt forever.”)
7. It allows parents to laugh or cry and not hurt anyone’s feelings.
8. It allows parents to express their thoughts with no need to explain them.
9. It can save a parent’s life. (“Suicidal thoughts are strong, and the group

gives some hope and help.”)
10. It is a place where I know that you know that I know that you know.

If the crisis worker cannot locate a group in the client’s area, these ideas can
be implemented during the course of counseling.

Divorce and Separation
Divorce, separation, and relationship breakups are extremely common pre-
senting problems to counselors. Reactions to separations, whether the partners
are married or not, may create dysfunctional states in an otherwise normally
functioning person. The reactions range from severe depression to anxiety
attacks. As with any situational crisis, how well the person copes with a
breakup will depend on material, personal, and social resources. Why are rela-
tionship losses so devastating? Often, a person’s entire life and self-concept
is based on being part of a couple. After a breakup, major adjustments have
to be made, sometimes even more than when a spouse dies. Divorce can be
thought of as a failure of one or both spouses to live up to the projected expec-
tations of the other. These expectations were established by the family of origin
of each spouse, which created a sense of what a family was supposed to be.
When a couple divorces, one or both spouses have realized that his or her emo-
tional needs just haven’t gotten met (Bell, 1999).

About 50 percent of marriages end in divorce, and probably more non-
marital relationships than that end at some point. Separations are usually ex-
perienced as a loss, even if they are desired and sought (Gilliland &
James, 1996). Because the issues surrounding loss and mourning have been
covered previously, they are not repeated here. Crisis workers should know
that each partner needs to complete the tasks of mourning as he or she passes
through each stage. In general, the longer the couple was together, the stron-
ger the feelings of loss. If children are involved, the suffering is increased and
complicated. Parents often feel guilt and embarrassment when explaining di-
vorce to the children. Rage and frustration are typical emotions that surface
when parents are setting up custody arrangements. Crisis workers often step
in to mediate these procedures.

There is also loss of financial status and social networks. Losing friends
and in-laws often increases the partners’ feelings of depression and loneliness.
Financial problems create anxieties and often lead to a lowered standard of
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living. Adjusting to these losses is another focus of crisis intervention in these
cases. The person who was “left” often seeks out crisis intervention and seems
to suffer the most. This person may be at high risk for suicide and may have
the potential for increased drug and alcohol abuse. These possibilities must be
assessed, appropriate contracts developed, and twelve-step groups encour-
aged. This person in particular needs to rebuild a support system. Church,
family, athletic organizations, and school ties can be helpful. Also, many ex-
cellent books are available that can give solace.

The partner who “left” has different issues to face. This person may alter-
nate between feelings of grief and resentment. At one moment, he or she may
still try to take care of the spouse; the next, this person may be reckless and
irresponsible as he or she goes out “partying” and living the much-missed single
life. Although at first this crazy, wild fun seems great, eventually depression
usually sets in. It is hard to be single when one has been used to companion-
ship, even though it was miserable.

Intervention
The overall goal is to help the client grieve. This individual can be encouraged
to cry, write, read, pray, and go to divorce support groups. The crisis worker,
as usual, is soothing, comforting, and optimistic. Letting the person know that
many people survive divorce and breakups is helpful. The counselor might re-
mind the client that although he or she may not believe it now, things will
eventually be better. Completing mourning can take up to five years for
some people. Educating clients about the grief process will help normalize
their experience. Other helpful educational statements that a counselor can of-
fer deal with the client’s concerns about children and in-laws.

Children and Divorce
Most parents are concerned about the effects of divorce on the children; many
believe that divorce will damage the children. About 26 percent of children
under 18 years of age (17 million) live with a divorced parent, separated par-
ent, or stepparent. Careful attention must be given to the direct effects of di-
vorce on children, such as changes in the child’s living situations and
economic status. In 1991, 39 percent of divorced women with children lived
in poverty. Though divorce is difficult for children, they adjust fairly well to
the situation. A small minority of children, however, will need mental health
treatment. Findings indicate that the custodial parent’s own adjustment is the
best predictor of child adjustment (Johnston, 1994, pp. 174–175). Johnston’s
research also found that a history of physical aggression in the family was
strongly associated with emotional, behavioral, and social problems in the
children.

A crisis worker is often able to point out that whether children are hurt
depends on how the parents deal with them and each other during the di-
vorce. Civility and assurance that both still love the children help them
greatly. Unfortunately, as a result of the tremendous pain they are enduring
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because of the divorce, many parents use the children to vent their anger at
the other partner, which places children in the dangerous middle. Often, a
worried parent may be told that more damage may be done to the children if
parents stay together than if they divorce, especially if the marital relationship
has been abusive, and love and affection has been lacking. This perspective
allows them to reframe their perception that it is best to stay together no mat-
ter what. Another piece of information that may comfort a parent is that the
average family is no longer a nuclear family, so their children need not feel
weird or unusual compared with their friends.

Interventions for children may be child-oriented or family-oriented. Child-
oriented interventions alleviate emotional and behavioral problems associated
with adjustment to divorce. These interventions may include group sessions in
which children meet on a regular basis to share their experiences, learn about
problem-solving strategies, and offer mutual support. Individual therapy may
include play therapy that allows free expression of feelings.

In regard to in-laws, it is probably best not to tell them everything. What
if the couple decides to get back together? A spouse may be able to forgive,
but an in-law may not. Also, after a divorce the children will still be involved
with both sets of in-laws; therefore, the less the grandparents know, the better,
so they are free to be completely supportive and nurturing to their grandchil-
dren. Often, denial is very strong for the spouse being “left,” and this partner
must be helped gently to confront reality. The counselor can encourage this
person to ask whether he or she truly wants someone who does not want him
or her. Confronting such a question can give “discarded” partners some control
over retaining their dignity. This is an example of empowerment. In a final note
regarding legalities, it is good to be familiar with legal clinics and divorce
lawyers in your area. Clients may need referrals to these professionals to avoid
being taken advantage of or to obtain a restraining order.

Crises Related to Blended Families
Many families come in with crises stemming from the joining of two families
when divorced parents have married. The Brady Bunch system is not as much
fun as it was portrayed in the 1970s television show. Many of the conflicts in
blended families arise because of the developmental stages of the children, the
maturity level of each adult involved, and the stage of grieving over the di-
vorce each adult is working through. It is rare for each biological parent to
set aside his or her own personal power struggles and resentments for the
sake of the children. When four adults are involved, at least one is bound to
react dysfunctionally after the divorce and subsequent remarriage. Of course,
in some cases, one of the persons marrying into a family with children has not
been married before or has no children from an earlier marriage. This circum-
stance may disentangle the web slightly, but it certainly does not ensure com-
plete cooperation and facility in adjustment.

Loyalty issues are common for children in cases where a stepparent
becomes part of their home life. Children often feel guilty about bonding
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with another adult for fear it will make their natural parent angry or hurt. If
possible, the crisis worker may bring in the natural parent to tell the child it is
acceptable to be nice to the stepparent. This will not be an easy task, however,
if the parent is still grieving the divorce or has a serious personality disorder.

Incorporating the stepparent’s rules and expectations into an existing sys-
tem is another area in which a crisis worker may be needed. Here, a very brief
problem-solving approach is useful. Everyone is encouraged to speak up and
give suggestions and can perceive himself or herself as validated.

In conclusion, as with all people in crisis, clients divorcing and forming
blended families will fare worse if they have little ego strength and a low level
of maturity. Although most people in this situation will suffer, not all will suf-
fer in the same way.

Box 8.2 Example of a Crisis Related to Blending a Family

A 45-year-old man comes to counseling because his girlfriend moved in with him and his 13-year-old
daughter after he had been separated from his wife for five months. He was very stressed because his
girlfriend complained about the amount of time he devoted to his daughter. The girlfriend felt de-
prived. Subsequent couples counseling brought out the girlfriend’s perception of being disliked by the
daughter and her feelings that her boyfriend was too focused on his daughter.

Crisis counseling focused on educating the girlfriend about parental attachment and responsibil-
ity. This helped alter her view that the father was “overly devoted.” She began to understand that his
attention to his daughter was normal. The daughter was brought in as well to explore the girlfriend’s
perception that the daughter disliked her. The daughter said that she did not dislike the girlfriend, but
that she felt awkward about liking her, considering that the girlfriend had now taken on her mother’s
former role. Crisis intervention explored loyalty issues and allowed each to clarify her expectations of
the other.

Box 8.3 Cases to Role-Play

Conduct role-play interviews using some of the following ideas and case vignettes. Use the ABC model
of crisis intervention.

First, here are a few things not to say. These comments are often made by friends and family,
well-wishers who tend to discount the grief and seek to deny the experience:

“Cheer up.”

“Don’t be so depressed.”

“Isn’t it about time you got over this?”

“It’ll get better.”

“At least she’s with God.”

“Just think of the good things; don’t dwell on it.”

(Continued)
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Box 8.3 Cases to Role-Play (Continued)

Now, here are some ideas that may be useful with the case vignettes and with your clients who are
mourning. During the B section of the ABC model, crisis interventionists can offer various therapeutic
statements as they explore the client’s belief system, knowledge, support systems, and self-esteem.

Reframes will help the client think about a disturbing event differently:
“Rather than view yourself as weak and out of control when you cry, you might consider under-

standing this behavior as a sign of your love and part of the process it takes to learn to accept the loss
strongly and boldly.”

Educational statements will help normalize the client’s experience and clear up confusions and
misconceptions:

“The grieving process usually takes a full year. Every holiday, birthday, and anniversary of her
death will need to be experienced without the person you have lost.”

Supportive comments do not mean that you should take away the person’s pain. Rather, they let
the client know that you understand her or his feelings:

“I wish I could make the pain go away. But you and I both know that’s impossible. I can be here
to listen as you process your loss.”

Empowerment comments will help show clients they have some control and choice despite not
having control over the loss:

“You don’t have control over the reality that your wife will die of cancer, but you can make
choices about how you will live your life with her until that time comes.”

Be creative and look for clients’ strengths. Having some knowledge about death and dying will
help you work meaningfully with your clients. This is also a good chance for you to become aware
of your own issues of loss and feelings about death.

Case 1 A minister referred a 37-year-old woman to the crisis intervention center because she has just
lost her husband. The minister is concerned because the woman and her two children have not cried
since the death of her husband. She is still confused as to why she needs to come in. She tells the coun-
selor that she does not think about his death. When probed a little more, she begins to cry. She has
been left without any money, and has two children to feed. She was married for 10 years, and they
were good years. Her husband died in an automobile accident, and the driver of the other car was
drunk at the time.

Case 2 A 24-year-old woman comes to you because she is depressed and angry. Her father died a year
ago, and she got married one month after his death. She has never discussed his death with anyone.
She and her father were very close. He was the most supportive person she knew. Her marriage is
not doing very well. She feels her husband is not as supportive as her father. Her work is beginning
to suffer, and she has often been absent from work lately. When questioned about her father’s death,
she talks as if he is not dead. Her mother was always jealous of her relationship with her father.

Case 3 A 39-year-old woman was referred to the counselor by her doctor. She lost her son to cancer.
She feels she cannot go on living. Life seems worthless and meaningless. Her son died when he was
only six years old. Her husband does not understand her feelings.

Hint: Suicide assessment.

Case 4 A 45-year-old man comes to counseling feeling very confused. He cannot pinpoint the reason.
He tells the interviewer that he wonders how she can possibly be of help to him. The counselor looks
as though she has never experienced a separation. Two months ago, his lover of three years left him
suddenly, and he has been waiting for her to return. Yesterday, he saw her with another man; they
were holding hands and acting very much in love.

(Continued)
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Chapter Review
Elizabeth Kubler-Ross proposed the well-known stages of death and dying:
denial, anger, bargaining, depression, and acceptance. Many helpers follow
this a guide when working people going through grief. Worden’s tasks of
mourning: accepting the loss as real, expressing feelings, adjusting to live life
without the lost person, and withdrawing energy and reinvesting it are often
used to understand how to assist people in their grief process. Divorce, like
death, can lead people to feel pain which is best treated by allowing the per-
son to talk openly. Divorce brings with it many other issues such as loyalty
issues, financial issues, and social issues. Children’s needs must also be dealt
with when divorce arises in a family.

Correct Answers to Pre-Chapter Quiz
1. T 2. F. 3. T 4. F 5. F 6. T 7. T 8. T 9. T 10. F

Key Terms for Study
bereavement: A state involving loss; a period of time when something has
been taken away from someone.

blended families: The joining of two previously separate families. This often
means that children have stepparents, a situation that leads to many conflicts
and requires adjustment to new rules.

John Bowlby noted theorist in the area of attachment and separation, pro-
posed four phases of mourning

effects of divorce on the children: Suffering often experienced by the children
of divorcing parents because of the power struggles and immaturity of their
parents. This does not have to occur. Often, counseling is necessary to ensure

Box 8.3 Cases to Role-Play (Continued)

Hint: Denial, supportive feedback, self-disclosure, and empathy.
Case 5 A friend has told a 35-year-old woman to come to the clinic. She has been yelling at everyone.
She is not aware of how angry she feels. She tells the counselor that he looks like an inexperienced
person and far too happy to be in touch with reality. The truth is she is very scared, because for the
first time in her life she feels alone. Her spouse of seven years left her three months ago, and so far
she has been saying “Good riddance.” The truth is that this is the first time she has ever been hurt by
someone close to her.

Hint: Check out current functioning in all areas and support systems. Educate about loss.
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that parents do not direct their feelings of anger and pain toward their
children.

Sigmund Freud defined mourning as a period of gradual withdrawal of libido
from the now-missed loved object.

grief: The feelings of sorrow and sadness that follow a loss.

Kübler-Ross’s five stages of death and dying: Five stages that Kübler-Ross
believes all people go through after the death of a loved one or while in the
process of dying. They are as follows:

denial and isolation: The person is in shock or in a state of nonacceptance
about the death or dying.

anger: The person becomes aware of feelings, especially about the unfairness
of death, and feels rage and intense pain.

bargaining: The person may try to make deals with God, the doctors, or a
loved one.

Charles Darwin commented that the separation reactions resulting from the
loss of a loved one were innate.

depression: The person experiences true mourning and grief, feeling sad,
nonenergetic, and despondent.

acceptance: The person finally pulls out of the depression, accepts the death
or loss, and is able to move on.

loyalty issues: Issues experienced in a blended family when the children some-
times feel guilty for loving or bonding with a stepparent. Their fear is that the
natural parent will be angry or hurt. Unfortunately, it is often true. Crisis
workers attempt to help both the children and natural parent come to terms
with the reality of the blended family.

support: Help that is considered essential for clients experiencing a loss. Vali-
dation of such clients’ feelings of pain is an important function of the crisis
worker. Support groups have also been found to be helpful.

tasks of mourning: Four proposed tasks a person needs to complete in order
to grieve a loss fully. They are as follows:

Accepting the reality of the loss

Experiencing the pain of grief

Adjusting to an environment in which the deceased is missing

Withdrawing emotional energy from the deceased person and reinvesting
it in another relationship or activity
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Chapter

9

PTSD, Natural Disasters,

Manmade Disasters, and

Trauma Response

_____ 1. The symptoms of PTSD and acute stress disorder are the same
except the duration.

_____ 2. The first stage of community disaster is the Heroic phase.
_____ 3. Hypervigilance is common in people suffering from PTSD.
_____ 4. Most precipitating events that lead to a crisis state lead to PTSD.
_____ 5. An example of a manmade disaster was the 9/11 attacks in

2001.
_____ 6. Katrina was an example of a natural disaster.
_____ 7. It is a myth that war veterans suffer from PTSD.
_____ 8. Veterans are better off suppressing their feelings and staying

strong as instructed by their commanding officer once they
return home.

_____ 9. The Iraq war has been thought to be an incubator for PTSD.
_____ 10. Personal threat is usually the basis for PTSD.
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Posttraumatic Stress Disorder (PTSD)
Posttraumatic stress disorder (PTSD) is a broad category that applies to peo-
ple who have been severely traumatized at one or more times in their lives; at
present, they are not functioning effectively because they have not integrated
the trauma and laid it to rest. The cause is exposure to a situation perceived to
be threatening to oneself or one’s loved ones.

The American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR)
(1994) describes PTSD as being induced after an exposure to a traumatic
event in which a person experienced actual or threatening death or serious
injury or threat to physical integrity of self or others. Symptoms of PTSD
include:

• Intense fear and feelings of helplessness
• Recurrent and intrusive recollections, flashbacks, and dreams of the event
• Physiological reactivity when exposed to cues that symbolize the event
• Avoidance of stimuli associated with the event
• Numbing of feelings
• Inability to recall aspects of the event
• Feelings of detachment
• Pessimism about the future
• Sleep difficulties
• Anger and irritability
• Difficulty concentrating
• Hypervigilance and exaggerated startle response

Gabbard (2000), suggests that “the most common precipitating event
reported among persons with PTSD was the sudden, unexpected death of a
loved one” (p. 252). He discusses the idea that trauma victims alternate
between denying the event and compulsively repeating it through flashbacks
or nightmares. This is the mind’s attempt to process and organize overwhelm-
ing stimuli. He further proposes that most people do not develop PTSD even
when faced with horrifying trauma, so there must be certain predisposing fac-
tors such as genetic makeup, childhood trauma, personality characteristics,
compromised support system, and perceptions that locus of control is
external rather than internal. The reader is reminded of what was presented
in Chapter 1 regarding factors that determine whether someone goes into a
crisis, such as material factors, personal factors, and social factors, which
supports Gabbard’s ideas. This oscillation between memory intrusion and
memory failure seen in PTSD suggests that intervention should address both
of these aspects of the syndrome.

When the symptoms mentioned above have lasted for less than one
month, the DSM IV defines the condition as acute stress disorder. It is logical
that when a person seeks help for this type of trauma within a month of the
precipitating event, the crisis counseling would be less difficult. When a person
experiences PTSD symptoms for more than one month, the symptoms

162 Chapter Nine

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



tend to become a habit, and the person learns to survive by using defense
mechanisms such as dissociation and repression. So, as crisis workers, we pre-
fer to work with someone as soon as possible after a trauma to prevent this
type of pattern from developing. It might reduce the amount of time the
person needs to participate in professional counseling and prevent them from
being a crisis-prone person in the future as discussed in Chapter 1.

There are several different categories of experiences that typically cause
PTSD or acute stress disorder. They include being in combat or in a war
zone, suffering personal or family victimization, living through a natural
disaster, or experiencing a manmade disaster. Each situation creates differ-
ent emotional experiences for the survivors and different cognitions associ-
ated with the trauma. However, survivors of all these experiences tend to
have the symptoms of PTSD. A crisis worker is bound to come into con-
tact with clients who did not deal with traumas immediately after they
occurred, and so they have most likely been living in some state of PTSD
for some time. An event in the present often triggers a memory of the
trauma, or the person’s functioning may diminish to the point that he or
she can’t deal with society any longer. Thus, the person seeks the help of
a mental health worker.

Some victims exist in a chronic crisis state, never really functioning at all.
They often go from one therapist to another, or from hospital to jail to clinic
looking for coping skills to deal with their current problems. Unfortunately,
many cannot be effective in the present until they deal with their past
traumas.

Serving in Combat or Living in a War Zone
Counselors first became aware of PTSD when they were dealing with war
veterans, especially those of the Vietnam War. Often, they were 19-year-old
boys who were sent across the world lacking the coping skills to deal with
seeing their buddies blown up and small children killed. Vietnam veterans’
symptoms have included re-experiencing the sounds of war, suffering from
nightmares, and being unable to manage interpersonal relationships effec-
tively. Support groups were set up to allow these veterans an opportunity to
discuss their traumas and to find ways to integrate their war experiences into
present-day functioning.

The veterans of World War II had similar responses to their combat ex-
periences. Anyone who exhibited signs of trauma was said to have shell shock.
Unfortunately, World War II veterans did not seek or receive mental health
treatment when they returned home in the same way that veterans of the Viet-
nam war and veterans of more recent wars have done. They were encouraged
to “buck up” and “be a man.” While it is true that veterans of the Iraq and
Afghanistan wars have also been told to be strong and deal with “it” on their
own, many have rejected these ideas and have sought treatment despite being
told they don’t really need it. Recent films such as Saving Private Ryan have
put a realistic perspective on the extent of the trauma experienced by the men
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serving in World War II. It is easy to forget that they suffered because, unlike
their Vietnam veteran counterparts, World War II veterans received a hero’s
welcome when they returned home. World War II was a popular war, and
most Americans were supportive of the efforts of the military.

When soldiers are engaged in combat and see the trauma of war, some
do experience acute stress disorder. They are often treated by doctors and
given time to recuperate. However, the military does such a good job of train-
ing soldiers to numb themselves to war trauma that the majority are able to
deal with combat as it is happening. It is when they return home that they
show signs of PTSD. The disorder has been delayed, almost, by training.
Once soldiers return home, many have difficulty adjusting to civilian life.
They report being preoccupied with the troops that are still fighting. They
often feel guilty for leaving the other soldiers and think they should return
to help fight.

The recent wars fought in Iraq and the Persian Gulf have also left
emotional scars on combat veterans. Some refer to the PTSD experienced by
soldiers who fought to free Kuwait in the 1990s as Persian Gulf syndrome.
As the soldiers began returning home after deployments in the Iraq and
Afghanistan wars, their psychological and emotional reactions have been
studied by clinicians treating them in clinics and by other interested social
scientists. It has been shown that they too show symptoms of PTSD, acute
stress disorder and depression upon their return and while engaged in
combat.

A 2008/2009 Research Study of Veterans and PTSD
In 2008 and 2009, the author conducted a research project to study the symp-
toms of PTSD and depression that the college-enrolled veterans of the Iraq
and Afghanistan wars experienced while in combat and after returning
home. Additionally, these veterans were asked about interventions that they
believed to be helpful to them in overcoming their mental and emotional pro-
blems. Of the 300 veterans enrolled at a Southern California University, 39
participated in the survey. Table 9.1 provides the demographic information
about the participants.

Table 9.2 provides the data related to the frequency of reported symptoms
of PTSD that the veterans had experienced after their combat time.

Data was tabulated to determine if participants met the DSM’s diagnostic
criteria for PTSD or Acute stress disorder. The DSM states that a certain num-
ber of symptoms from each category must exist for this diagnosis: at least one
symptom from Category I; at least three symptoms from Category II; and at
least two symptoms from Category III. Additionally, the duration must be for
more than one month, and there must be impairment in functioning. If these
symptoms occur for less than one month, the appropriate diagnosis is Acute
stress disorder. Based on these criteria, 21 percent of participants qualified for
a diagnosis of PTSD, and 49 percent met the criteria for acute stress disorder.
As shown in these tables, a high percentage of participants met the criteria for
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TABLE 9.1 Demographic Information for the PTSD and Depression Survey
Participants

PTSD and Depression survey participants (n = 39)

Frequency Percentage

Gender

Male 39 100%

Female 0

Marital status

Married 9 23%

Single 26 67%

Separated 0

Widowed 0

Divorced 4 10%

Cohabitating 0

Age

18-20 0

21-24 6 15%

25-30 24 62%

31-35 4 10%

36-40 2 5%

Over 40 under 65 1 3%

Serve in Iraq?

Yes 33 85%

No 6 15%

Serve in
Afghanistan?

Yes 7 18%

No 32 82%

How long in Iraq?

Less than 1 year 13 33%

1 year 14 36%

1.5 years 3 8%

2 years 3 8%

2.5 years 0

3 years 0

3.5 years 0
(Continued )
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PTSD and Depression survey participants (n = 39)

Frequency Percentage

4 years 0

4.5 years or more 0

How long in
Afghanistan?

Less than 1 year 5 13%

1 year 2 5%

1.5 years 0

2 years 0

2.5 years 0

3 years 0

3.5 years 0

4 years 0

4.5 years or more 0

Location of residence

Military base 6 15%

Own home 4 10%

Rent home 4 10%

Rent apartment 11 28%

With relatives 9 23%

Still officially in the military?

Yes 14 36%

No 21 54%

If yes, how long do you plan
to stay active?

Less than 1 year 2 5%

1-5 years 4 10%

6-10 years 2 5%

11-15 years 0

16-20 years 3 8%

21-30 years 3 8%

More than 30 years 0

TABLE 9.1 CDemographic Information for the PTSD and Depression Survey
Participants (Continued)

(Continued )
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many of the categories, and 77 percent reported they experienced one of the
symptoms related to reliving the traumatic event. Table 9.3 shows how many
of these veterans would meet the DSM criteria for a diagnosis of PTSD,
and Table 9.4 shows how many would receive the diagnosis for acute stress
disorder.

The symptoms of depression most frequently reported were, “depressed
mood most of the day, fatigue or loss of energy nearly every day, and insom-
nia or hypersomnia” with 50 percent, 45 percent, and 50 percent reporting

PTSD and Depression survey participants (n = 39)

Frequency Percentage

Are you enrolled in college?

Yes 35 90%

No 0

Major

Undeclared 1

Business 7

English 2

International Security
and Conflict Resolution

1

Civil Engineering 1

Kinesology 2

Psychology 3

Communications 1

Human Services 2

Anthropology 1

History 1

Art 1

Accounting 1

Criminal Justice 3

Nurse Anesthesia 1

Human Resources 1

Biology 1

Sociology 1

Software Engineering 2

(Note: Some items may not show 39 responses because some participants didn’t respond to all items.)

TABLE 9.1 CDemographic Information for the PTSD and Depression Survey
Participants (Continued)
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TABLE 9.2 Frequency of Responses to PTSD Questionnaire

Question Frequency Percentage

Symptoms experienced since returning
from combat (PTSD)

Recurrent recollections of event 12* 31%

Recurrent dreams of event 7 18%

Reliving the experience 5 13%

Intense psychological distress at exposure to cues
that symbolize the event

6 15%

Physiological reactivity on exposure to cues that symbolize
the event

10 26%

None 19 48%

Efforts to avoid thought, feelings or conversation
associated with the event

13 33%

Efforts to avoid activities, places or people that arouse
recollections of the event

7 18%

Inability to recall an important aspect of the event 5 13%

Diminished interest or participation in activities 9 23%

Feeling detached or estranged from others 16* 41%

Restricted range of feelings 14 36%

Sense of not having a normal future 13 33%

None 13 33%

Difficulty falling or staying asleep 14 36%

Irritability or outbursts of anger 18* 46%

Difficulty concentrating 12 31%

Hypervigilance 8 21%

Exaggerated startle response 5 13%

None 12 31%

Occurred for more than one month?

Yes 21* 54%

No 9 23%

Impairment in social, occupational, academic or other
areas of functioning?

Yes 13 33%

No 21* 54%

*Totals don’t always add up to the number of participants (that is, N 39) because some individuals did not respond to certain items, and some responded to more than
one item in a given category.
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these symptoms, respectively. To meet the DSM criteria for major depression,
at least five symptoms must be reported. Twenty-seven percent of respondents
answered “Yes” to at least five symptoms.

In addition to tabulating frequency of responses for each group indepen-
dently, correlational statistics were analyzed to determine any relationship
between certain demographic variables and responses to both PTSD and
depressive symptoms.

Two demographic variables were significantly correlated to items on
either questionnaire. Marital status was related to whether symptoms lasted
more than one month, whether the participant had seen a counselor, and
whether the participant experienced depressed mood, feelings of worthlessness
and guilt, and low self-esteem. It is clear that being single is related to more
yes responses on those particular survey items. The amount of time served
was found to be related to experiencing depressed mood and suicidal
thoughts, in that those serving for one year were more likely to respond yes
to these two items.

To understand help-seeking behaviors and the types of things participants
found helpful in overcoming their symptoms, more questions were asked.
Thirty-one percent of participants said they had seen a counselor, and the
most commonly reported factor that was said to be helpful was “having some-
one just listen.” A few subjects stated that the following were helpful: expres-
sing how helpless they felt, being in a relationship, being able to talk honestly
and face the truth, reassurance, and allowing themselves to explain what they
were thinking and going through. A few participants said the following were

TABLE 9.3 Frequency of Responses for Those Who Met Criteria for PTSD Diagnosis According to
the DSM IV

PTSD Frequency of Yes Responses Frequency of No Responses

Category I 16 41% 23 59%

Category II 24 62% 15 38%

Category III 24 62% 15 38%

Category IV 21 54% 9 23%

Category V 13 33% 21 54%

Met Criteria for all Categories 8 21% 31 79%

TABLE 9.4 Frequency of Responses for Those Who Met Criteria for Acute Stress Disorder

Acute Stress Disorder Frequency of Yes Responses Frequency of No Responses

Category I 30 77% 9 23%

Category II 23 59% 16 41%

Category III 22 56% 17 44%

Met Criteria for all Categories 19 49% 20 51%
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TABLE 9.5 Responses to Depression Questionnaire

Depression Group (N = 22)
Question (all began with “Have you experienced any of
the following symptoms since returning from combat?”) Frequency Percentage

Depressed mood most of the day (feel sad or empty)

Yes 11* 50%

No 11 50%

Diminished interest or pleasure in all or almost all
activities most of the day for at least 2 weeks

Yes 9 41%

No 12 55%

Significant weight loss or decrease or increase
in appetite nearly every day

Yes 7 32%

No 14 64%

Insomnia or hypersomnia

Yes 11* 50%

No 11 50%

Agitation or physical slowing down

Yes 8 36%

No 13 59%

Fatigue or loss of energy nearly every day

Yes 10* 45%

No 12 55%

Feelings of worthlessness or excessive guilt
nearly every day

Yes 6 27%

No 15 68%

Diminished ability to think or concentrate or
indecisiveness nearly every day

Yes 8 36%

No 13 59%

Recurrent thoughts of death, suicidal ideation
without a plan or suicide attempt

Yes 4 18%

No 17 77%
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least helpful: watching the president talk about the troops, reliving the experi-
ence, group counseling, and having to explain themselves. Only 5 percent
admitted taking psychiatric medication, which they reported as either an
anti-depressant or a sleep aid.

Of the 59 percent of subjects who had not seen a counselor, 26 percent
said at least one of the following helped them overcome negative experiences:
dealing with it, driving on, family, living life without much thought of it, get-
ting involved with a veterans group, family planning, moving life in a forward
direction, having a buddy or mate, ignoring negative feelings, having a spouse,
and reading the Bible.

From these results, it is clear that this non-clinical sample of Iraq and
Afghanistan war veterans have experienced many symptoms indicative of both
PTSD and depression. Despite the fact they experienced these symptoms, only
31 percent sought the services of a counselor. This may be due to the military
training that teaches soldiers to “deal with it” and “be strong” which were indi-
cated by those who hadn’t seen a counselor. It is also likely due to marital status.
Being single was significantly correlated with seeing a counselor. Out of the
31 percent who saw a counselor, 20.5 percent of them were single. Perhaps the
married veterans were able to overcome symptoms and problems with the sup-
port of their spouses, therefore perceiving it unnecessary to see a professional
counselor. Interestingly, even though this was not a clinical sample, 21 percent
met the criteria for a formal diagnosis of PTSD, 15 percent met the criteria for
major depression, and 49 percent met the criteria for acute stress disorder. The
fact that only two participants were taking medication indicates that they may
be lacking appropriate intervention. Clearly, these veterans have many symptoms,
and this must not be ignored by mental health practitioners or physicians.

Depression Group (N = 22)
Question (all began with “Have you experienced any of
the following symptoms since returning from combat?”) Frequency Percentage

Low self-esteem

Yes 6 27%

No 15 68%

Feelings of hopelessness

Yes 9 41%

No 12 55%

Meet DSM IV Criteria for
Major Depression

Frequency of Yes for
at Least 5 symptoms

Frequency of No for at
Least 5 symptoms

6 27% 16 73%

TABLE 9.5 Responses to Depression Questionnaire (Continued)
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Recently, the military has begun experiments in an attempt to predict
who would most likely develop PTSD. “Select Marine and Army units are un-
dergoing a battery of physical and mental tests before deployment including
genetic testing, brain imaging and stress exams. They are followed in war
zones and upon return. Much of this research might be based on ground-
breaking research published last year on adult survivors of child abuse which
suggested that specific variations of a gene increased their chances of develop-
ing PTSD” (Chang, p. 23).

Suffering Personal or Family Victimization
Sadly, we live in a society where people are frequently victimized by others who
intend to kill, harm, intimidate, or all three. The prevalence of child abuse,
spousal abuse, and sexual assault is so high that all of Chapter 10 is
devoted to these topics. In fact, according to EMDR experts, Shapiro & Forrest
(1997, p. 132), sexual abuse survivors constitute the largest number of PTSD
victims.

Many perpetrators of this type of victimization know their victims
personally. This adds to the emotional trauma for the victims in ways that
“impersonal” traumas such as an earthquake might not. Trust becomes a big
issue for people who are attacked by someone they know.

In addition to physical and sexual assault, the following types of trauma
may lead to PTSD:

• Witnessing a loved one being murdered
• Witnessing or being part of a gruesome car accident
• Being kidnapped or being the parent of a child who is abducted
• Having personal property vandalized (e.g., tires slashed)
• Having one’s home burglarized
• Being robbed at gunpoint

PTSD for survivors of these types of trauma may be severe or mild,
depending on the perceived level of threat. They often suffer from feelings
of paranoia, hypervigilance, and powerlessness. They are usually angry and
fearful.

Living Through a Natural Disaster
Natural disasters include landslides, floods, fires, earthquakes, hurricanes, and
other storm conditions that wreak havoc on humans. The most recent exam-
ple was the devastating Hurricane Katrina of 2005, which nearly destroyed
the city of New Orleans and caused billions of dollars worth of damage in
several states bordering the Gulf of Mexico. The flooding of a large area of
New Orleans left thousands of people homeless and without food, water,
and electricity for several days, until rescue workers arrived to help evacuate
those stranded. As with any trauma, certain factors determined how severe the
consequences of this flooding were to particular individuals. Below, various
concepts presented in previous chapters will be linked with the Katrina crisis.
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Material Resources As was discussed in Chapter 1, individuals with access
to material resources such as personal transportation, savings accounts, and
home-owner’s insurance were undoubtedly able to manage this crisis more
easily than those without them. To start, people who owned cars were able
to evacuate New Orleans prior to the hurricane and subsequent flood.
Additionally, those who had homeowner’s insurance and money in savings
accounts were better able to start over once the acute crisis phase was over
and rebuilding began.

Perception of the Precipitating Event Leads to Subjective Distress Because of
the delay in rescuing many of those stranded in the flood, who had to cling to
rooftops for several days, and also the delay in providing food and water for
survivors, many survivors and other concerned citizens formed ideas about the
reasons for the delays. Many people blamed government officials at all levels
for failure to act quickly. This blame led to feelings of rage. When one ex-
plores the cognitive tree further, one sees that the blame was fueled by beliefs
that racism and classism were reasons for the delays. Because most of the
people who needed immediate assistance were poor African Americans,
many believed that the failure to rescue and provide was due to the lack of
importance given to this subgroup in American culture. This cognition,
of course, led to much subjective distress, primarily anger.

Crisis as Danger and Opportunity As in many other community disasters,
people in the United States and around the world responded to Hurricane Ka-
trina with charity and activism. Of course, this disaster has strong elements of
danger. People died, homes and businesses were lost, and the historic city of
New Orleans was all but destroyed. However, opportunity also arose during
this crisis. Americans and people from other countries were enlightened about
the disparity that exists between the poor and the upper classes. The disaster
provided an opportunity for people to show their humanity, pitch in and help,
and engage in dialogue about how to ensure that a similar situation does not
occur again.

The catastrophic tsunami that occurred on the coasts of Indochina and
other countries in 2004 is another example of the devastation caused by natu-
ral disasters. Throughout time, many people have been traumatized by the
powerful destruction of earthquakes, blizzards, storms, and floods. These
types of disasters make people feel helpless. They may even become angry
with God.

When a disaster hits, communities tend to go through certain phases to
overcome the psychological and physical consequences of the disaster. The
Mental Health Center of North Iowa, Inc. (retrieved 6/8/2005) provides in-
formation about these phases. The first stage is the heroic phase. This usually
occurs during and immediately after the disaster. Emotions are strong and
direct. People find themselves being called upon for and responding to de-
mands for heroic action to save their own and others’ lives and property.
Altruism is prominent, and people expend much energy in helping others to
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survive and recover. People have a lot of energy and motivation to help.
Everyone pitches in to help people that they might not ordinarily have as-
sisted. The second stage is the honeymoon phase, which lasts from one
week to six months after the disaster. There is a strong sense of having
shared with others a dangerous, catastrophic experience and having lived
through it. Survivors clean out mud and debris from their homes and yards,
anticipating that a considerable amount of help will soon be given them to
solve their problems. Community groups that are set up to meet specific
needs caused by the disaster are important resources during this period. The
third stage is the disillusionment phase. When the “honeymoon high” wears
off, people realize that life isn’t a “bowl of cherries.” They realize that peo-
ple have returned to their normal states of greed, jealousy, and selfishness.
The “utopia” they had envisioned doesn’t materialize. Strong feelings of dis-
appointment, anger, resentment, and bitterness may arise if promised aid is
delayed or never arrives. Outside agencies may leave the affected region,
and some community groups may weaken or may not adapt to the changing
situation. There is a gradual loss of the feelings of “shared community” as
survivors concentrate on rebuilding their lives and solving their own individ-
ual problems. The final stage is the reconstruction phase, in which survivors
realize that they will need to rebuild their homes, businesses, and lives largely
by themselves, and gradually assume the responsibility for doing so. This
phase might last for several years following the disaster. Community support
groups are essential during this phase as well.

The National Center for Post-Traumatic Stress Disorder (retrieved
6/8/2005) refers to these phases as the impact phase, immediate postdisaster
phase, recoil and rescue phase, and recovery phase. The phases are observed
when people face natural disasters, personal trauma such as rape (rape trauma
syndrome will be discussed in Chapter 10), and manmade disasters.

Surviving a Manmade Disaster
Recall from Chapter 2 that crisis work began when a manmade disaster, the
Coconut Grove fire, occurred. Many disasters of this magnitude or worse
have occurred since the fire. Sometimes they are accidental, as when a plane
crashes; others are perpetrated on purpose and with malicious intent.

World Trade Center and Pentagon Attacks One such manmade disaster was
the terrorist-hijacked airplane crashes into the New York World Trade Center
and the U.S. Pentagon on September 11, 2001. These traumas lead to the death
of over 5,000 people, the highest disaster-related death toll in U.S. history.
Most of us can still remember how the entire country proceeded through the
different phases discussed above. The pictures are etched in our minds of men
and women working day and night to remove debris from the areas affected by
the attacks. This behavior helped to increase feelings of power in all of us. At
least something could be done. Unfortunately, this tragedy did not end with the
plane crashes but continued with the introduction by terrorists of the anthrax
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virus into the U.S. Postal System. In 2005, terrorists left bombs in backpacks in
the London transit system, reminding us that the threat continues.

Oklahoma City Federal Building Bombing The bombing of the Oklahoma
City federal building in April 1995 is yet another example of a monumental
disaster, in which more than 200 people, including preschool children, were
killed and many others injured. Complete crisis intervention and critical inci-
dent debriefing services were needed to help the survivors of this bombing and
of the New York City attack, as well as people in the community, deal with
these traumas.

Interventions
When disasters happen, they affect not only those directly involved but others
who suddenly feel that their security is threatened. Communities throughout
the United States responded to the recent traumatic events by providing
much-needed support.

Examples of community support included relief funds for families of the
victims, generous donations to the Red Cross, and crisis response units estab-
lished in a variety of locales such as elementary schools and even public parks.
The crisis intervention was aimed at helping children and adults deal with be-
liefs that the community is no longer a safe place. Shock that something like
this could happen to “me and my family” was a common response by many.
Crisis workers needed to help people think differently about the situation,
showing the secondary victims through education and empowerment state-
ments that they could cope with this situation.

To function during an emergency situation, people must put their feelings
and normal human reactions aside. This state of denial allows individuals to

Box 9.1 A True Story

A powerful story related to the World Trade Center attacks was told to the author by a former
student. He had become a sheriff at a local law enforcement agency. After he completed his masters
degree in psychology, he was asked to fly to New York and help out. He didn’t know exactly what
he would be doing, but he was ready to do anything. When he arrived, he went right up to the emer-
gency workers, firefighters, and police, who were heaving heavy cement pieces from Ground Zero,
searching for bodies. They were sweating, breathing heavily, and crying. He started helping them,
until one of the workers told him to stop. The student said, “But I’m here to help.” The worker
looked at him and with tears in his eyes said, “This is our job. Your job is to take care of us. There
are over 600 people in that building over there who need someone to talk to, share their feelings
with, and we hope you can do this.” The student walked over to the building and was met by
hundreds of people that had been working day and night, survivors of the attacks, and people who
had lost loved ones in the attacks. At this point, he certainly felt needed. He was able to use the ABC
model that he had just learned to help these people begin to put their lives back together.

PTSD, Natural Disasters, Manmade Disasters, and Trauma Response 175

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



act in order to survive. If this initial shock did not exist, people would be so
overwhelmed with feelings that they could not function at all. After the emer-
gency is stabilized, those involved can come to terms at an appropriate pace
with what has happened. This process is referred to as a delayed reaction and
is the basis for PTSD.

The tendency is for individuals who have been traumatized to seek resolu-
tion at some point in some way. This resolution takes a variety of forms and
may occur at conscious as well as unconscious levels. For example, nightmares
that replay the event are common in PTSD. It is as if the unconscious mind is
trying to help the person bring closure to the trauma by creating stress at
night so the person will be motivated to deal with the trauma in a wakeful,
conscious state.

Once individuals have allowed the trauma to surface, floods of feelings
are aroused. Professional help is then needed to channel those feelings into
productive avenues for growth. As with all crisis situations, people need to
see that some new meaning can be ascribed to even the most devastating
trauma. Victor Frankl’s work on logotherapy (meaning therapy) is a good ex-
ample; it shows how he used his trauma as a Nazi concentration camp survi-
vor to create growth in himself as a person. Despite the catastrophic nature of
his experience, he found a way to see meaning in it. This ability no doubt
helped him survive psychologically.

If people do not receive help after a trauma, the posttraumatic symptoms
get worse over time, and the individuals learn to adjust to life in a less func-
tional way. Such people will have less psychic energy available for dealing
with daily stresses, because they are using their energy to continue to deny
the feelings associated with the trauma. These people will most likely have
difficulty in interpersonal relationships, which require feelings if they are to
be at all satisfying.

Critical Incident and Debriefing
Because of the extent of manmade and natural disasters, mental health profes-
sionals have developed special programs and training that focus on helping
people and communities overcome the effects of traumas, or critical incidents.
All of the traumas discussed so far in this chapter are examples of critical in-
cidents. Some mental health professionals refer to this process as trauma re-
sponse or disaster mental health (Ladrech, 2004). Special training programs
are available for workers wanting to help victims of disasters through the
Red Cross and other responding organizations such as the International Med-
ical Corps. Disaster mental health is a crisis intervention method that “stabi-
lizes, supports and normalizes people in an effort to strengthen their coping
abilities, and hopefully, prevent long-term damage such as PTSD, substance
abuse, depression, and family and relationship problems. It is not meant to be
treatment.” (Ladrech, 2004, p. 21).

There are a few special considerations to keep in mind when dealing with
people who have experienced a critical incident. The Los Angeles County
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Department of Mental Health (2001) has listed common signs and signals of a
stress reaction to a traumatic event. Most of these symptoms correspond to
those listed in the above definition of PTSD. This information is useful for
crisis workers so that they may educate victims of trauma about the normalcy
of such symptoms. Knowing that these symptoms are typical may relieve vic-
tims who thought they were going “crazy.”

Physical signs include fatigue, nausea, muscle tremors, twitches, chest
pain, difficulty breathing, elevated blood pressure, rapid heart rate, thirst, vi-
sual difficulties, vomiting, grinding of teeth, weakness, dizziness, profuse
sweating, chills, shock symptoms, and fainting. Typical emotional and behav-
ioral signs of critical incident stress include anxiety, guilt, grief, panic, fear,
uncertainty, loss of emotional control, depression, irritability, apprehension,
change in activity, change in speech patterns, withdrawal, outbursts, suspi-
ciousness, loss or increase of appetite, alcohol consumption, antisocial acts,
pacing, hyperalertness, and startle reflex.

There may also be cognitive symptoms such as blaming, confusion, poor
attention, poor decisions, poor concentration, memory problems, increased or
decreased awareness of surroundings, poor abstract thinking, loss of time,
place, or person, nightmares, and intrusive images. Counselors should assess
whether these symptoms are due to a serious mental disorder such as schizo-
phrenia or part of the PTSD.

Red Cross workers (2001) suggest that these initial symptoms may change
over time and have observed certain responses occurring in the weeks and
months following a critical incident. Sometimes, a person may not connect
these symptoms to the trauma because of the time that has elapsed between
the symptoms and the incident. Crying for no apparent reason; apathy and
depression; frustration and feelings of powerlessness; increased effects of aller-
gies, colds, and flu; moodiness; disappointment with, and rejection of, outside
help; isolation; guilt about not being able to prevent the disaster; and domestic
violence are common delayed responses. Table 9.6 provides a summary of the
causes and symptoms of PTSD.

TABLE 9.6 Summary of PTSD Causes and Symptoms

Posttraumatic Stress Disorder (PTSD)

Causes Real or perceived threat or harm to oneself or close loved ones

Symptoms Recurring nightmares, re-experiencing the event, hypervigilance, anxiety,
sleeplessness, numbness, dissociation

Precipitating events Loved one is murdered or dies in accident suddenly; assault; rape; war; bombings

Types of PTSD

Acute stress disorder Symptoms of PTSD lasting only 1 month

Delayed PTSD When situation is not dealt with, person uses defenses to cope, so symptoms subside
until something triggers an acute reaction
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Effects on Young Children

Children may be prone to exhibit certain behaviors after exposure to a
trauma. These symptoms are similar to those seen in abused children. The fol-
lowing behaviors are common in young children after a critical incident:

• Returning to earlier behavior, such as thumb sucking or bed wetting
• Clinging to parents
• Being reluctant to go to bed
• Having nightmares
• Having fantasies that the disaster never happened
• Crying and screaming
• Withdrawing and becoming immobile
• Refusing to attend school
• Having problems at school and being unable to concentrate (American

Red Cross, 2001)

Debriefing Process
The debriefing process after a critical incident follows the same process as the
ABC model of crisis intervention and uses Caplan’s model regarding charac-
teristics of people coping effectively (see Chapter 1). According to both the
American Red Cross (2001) and the Los Angeles County Department of Men-
tal Health (2001), coping with stressful situations begins with listening and
empathizing. Both groups further suggest that traumatized persons need some-
one to spend time with them. Support and reassurance about safety is critical,
as is respecting the need to grieve losses. Support statements that tell the
person you’re sorry the event occurred are better than statements such as,
“You’re lucky it wasn’t worse.” It is also helpful to encourage the traumatized
person to talk to others about the trauma and accept help from others.
Providing information about special assistance for victims of the traumatic
event is vital. Crisis interventionists should also help people to be tolerant of
irritability in others and redefine priorities and focus energy on those priori-
ties. This is similar to Caplan’s suggestions about pacing oneself and breaking
tasks down into manageable bits.

Traumatized people are typically encouraged to function where possible
and maintain healthy eating habits and sleep patterns. Actively seeking infor-
mation about the trauma is encouraged as well. Crisis workers might share
with trauma survivors about the mutlitude of support groups available in
their community. Talking with others who have experienced the same trauma
is helpful.

Other Therapeutic Approaches Commonly Used
to Treat PTSD
According to the National Center for Post-Traumatic Stress Disorder (2005),
the first phase of treatment with PTSD survivors and their families includes
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educating them about how people get PTSD, how it affects survivors and their
loved ones, and other problems that are commonly associated with PTSD
symptoms. It is helpful to inform people that PTSD is a medically recognized
anxiety disorder that occurs in normal individuals under extremely stressful
conditions. Another aspect of this first phase of treatment is exposure to the
event via imagery, as this allows survivors to re-experience the event in a safe,
controlled environment as they examine their reactions and beliefs about it. It
is also necessary to have clients examine and resolve strong feelings such as
anger, shame, or guilt, which are common in survivors of trauma.

Cognitive-behavioral techniques such as teaching clients how to engage in
deep breathing and relaxation exercises, manage anger, prepare for future
stress reactions, handle future trauma, and communicate and relate effectively
with people are useful.

A relatively new treatment approach for traumatic memories, eye move-
ment desensitization and reprocessing (EMDR), involves elements of exposure
therapy and cognitive-behavioral therapy. The theory and research are still
evolving for this form of treatment, but there is some evidence that it may
facilitate the accessing and processing of traumatic material (Shapiro, 2002).
For clients who do not respond to brief crisis intervention, trained EMDR
therapists are an invaluable resource in overcoming PTSD.

Group therapy is also a good resource. Trauma survivors can share
traumatic material within an atmosphere of safety, cohesion, and empathy
provided by other survivors. By sharing their feelings of shame, fear, anger,
and self-condemnation, survivors are enabled to resolve many issues related
to their trauma.

Medication may be necessary for some trauma survivors. It can reduce the
anxiety, depression, and insomnia often experienced. It is useful for relieving
symptoms so that the survivor is able to participate in psychological treatment.

Box 9.2 Cases to Role-Play

Practice the ABC model with the following cases. Try to incorporate the information from this chapter
about critical incident debriefing and community response and trauma response models. Use the hints
to help you offer therapeutic statements.

Case 1 An 11-year-old boy saw his grandfather killed in a car accident while they were vacationing in
Mexico. He cannot concentrate in school and refuses to go anywhere in a car.

Hint: Assess for other PTSD symptoms.
Hint: Give support and validation statements about how traumatic this experience was.
Hint: Assess cognitions about the accident. Does he feel guilty for surviving?
Hint: Reframe so that his grandfather wouldn’t want him to do poorly in school because of this

event.
Hint: Let him talk.
Hint: Educate about car accidents and how to be safe.

(Continued)
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Chapter Review
PTSD is a common syndrome that develops when people experience a life
threatening trauma. People suffering from PTSD often oscillate between reex-
periencing the trauma and numbing themselves to the trauma, and they also
show a variety of anxiety symptoms. Crisis intervention may be done at an
individual level or at a community level when the trauma is a community
disaster. Critical incident debriefing and trauma response are often provided
when groups of people experience the same trauma such as natural disasters
or manmade disasters. Veterans of war may be prone to PTSD because of the
nature of military service, but this might be mitigated by predisoposing genetic
factors. Many people consider the treatment of PTSD to be most effective if it
occurs soon after the trauma, and crisis intevention is very effective.

Box 9.2 Cases to Role-Play (Continued)

Case 2 A 40-year-old college professor went to the parking lot after work and found that three tires
on her car were flat. They had been slashed by a knife. She is paranoid, thinks someone is out to get
her, and constantly worries about her car being vandalized again. She is hypervigilant and
notices every minute change in her environment. She is not able to have fun any more.

Hint: Educate about PTSD.
Hint: Give support statements about how scary this situation would be.
Hint: Empower by pointing out that by not enjoying life, she lets the perpetrator continue to vic-

timize her.
Hint: Reframe the paranoia as having been appropriate for a brief time, but now her fears are

working against her, not for her.

Case 3 A 33-year-old city worker was squatting on one knee, fixing a fire hydrant, when a man held a
knife to his throat and told him to hand over his wallet. Since then, he has not been able to work,
cannot sleep, and will not let his children go out at night.

Hint: Support his fears.
Hint: Let him talk.
Hint: Educate about PTSD.
Hint: Empower him.

Case 4 An 8-year-old boy was brought in by his parents after a magnitude 6.6 earthquake occurred in
his town. He is anxious all the time and won’t play. He perseverates about the earthquake and says he
has nightmares all the time.

Hint: Educate the parents and the child about PTSD.
Hint: Let the child talk.
Hint: Educate about earthquakes.
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Correct Answers to Pre-Chapter Quiz
1.T 2.T 3.T 4.F 5.T 6.T 7.F 8.F 9.T 10.T

Key Terms for Study
acute stress disorder: A condition that occurs within 1 month of a severe
trauma. The symptoms are the same as for PTSD.

critical incident: A serious trauma that often causes PTSD.

debriefing process: Intervention after a person has been assessed to be
affected by a critical incident. It includes listening, empathizing, educating,
and supporting.

disaster mental health: A specialty field of mental health treatment in which
counselors are trained how to respond with people after they have experi-
enced some form of community disaster. Often referred to as trauma response.

dissociation: A defense mechanism that assists people who have experienced
trauma to continue to function. They split off from the terror and fear of the
event and push their feelings into their subconscious.

EMDR (eye movement desensitization and reprocessing): A type of treat-
ment for PTSD that combines cognitive, behavioral, and exposure therapies.

hypervigilance: A state of preparedness and anxiety that often occurs after
someone has been personally attacked.

phases (of community disaster): Conceptualization that communities experi-
ence certain stages during and after a serious disaster: heroic phase, honey-
moon phase, disillusionment phase, and reconstruction phase.

PTSD (posttraumatic stress disorder): Condition that occurs when people
have been severely traumatized and are not functioning effectively. They dem-
onstrate a variety of anxiety and depressive symptoms.

Red Cross: An international organization established to assist people world-
wide when disaster strikes.

shell shock: A term used for the veterans of World War II who showed
symptoms of PTSD.
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Chapter

10

Crises of Personal Victimization:

Child Abuse, Elder Abuse,

Intimate Partner Abuse, and

Sexual Assault

_____ 1. Child abuse rates are less than 100,000 a year in the United
States.

_____ 2. Spousal abuse only exists when couples are poor.
_____ 3. The main reason a battered wife stays with her batterer is fear.
_____ 4. Counselors are mandated to report suspected cases of child

sexual abuse.
_____ 5. Rape trauma syndrome is a form of PTSD.
_____ 6. Child abuse accomodation syndrome includes secrecy.
_____ 7. Battered woman’s syndrome is very rare amongst wives who are

battered for more than 10 years.
_____ 8. Honeymoon is the first stage in the battering cycle.
_____ 9. Empowerment is an inapproporiate model for rape survivors.
_____ 10. Perpetrators of abuse often have very high self-esteem.
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As was discussed in Chapter 9, personal threat can be a cause of post-
traumatic stress disorder (PTSD). This chapter deals with three very

prevalent forms of personal threat that continue to occur in the United
States and worldwide. The survivors of these forms of victimization fre-
quently suffer from the delayed type of PTSD because they are prevented
from or inhibited in seeking professional help. Unlike the victims of a nat-
ural disaster or a bombing, these victims are sometimes not believed and
are blamed for the assaults against them. This leads to feelings of shame,
guilt, and suppression of the victimization. Additionally, because these
forms of victimization are often committed by family members and
acquaintances, victims and their families have real reasons not to report
the assault; namely, that they may be dependent on the perpetrator for
survival. Lastly, and unfortunately, even when these forms of victimization
are reported, the judicial system does not always provide justice for the
victim, though judicial decisions in favor of victims have become much
more common over the past 20 years.

Child Abuse
Child abuse may come to a crisis worker’s attention in several ways. In each
case, the person’s feelings of shame, fear, guilt, and anger exist and need to be
identified, so he or she can begin to understand the family or individual
dynamics that led to the abuse. Once the person understands why and how
the abuse occurred, there is hope that he or she can overcome the emotional
trauma created by the abuse.

Prevalence
The National Center on Child Abuse Prevention Research (2005), a program
of the National Committee to Prevent Child Abuse, estimates that in 2002
there were 1.8 million referrals alleging child abuse or neglect accepted by
state and local child protective services agencies for investigation or assess-
ment. These referrals included more than 3 million children, and of those, ap-
proximately 896,000 children were determined to be victims of child abuse or
neglect by the child protective services agencies. In 2007, The National Child
Abuse and Neglect Data system reported approximately 1,760 child fatalities
caused by an injury resulting from abuse or neglect . The number and rate of
fatalities have been increasing over the past five years. This might be attrib-
uted to improved data collection and reporting (Child Welfare Information
Gateway, 2010). Of the the children who die due to abuse and neglect, 42.2
percent are younger than 1 year old, 33.5 percent are 1-3 years old, 12.9
percent are 4-7 years old and 11.2 percentare 8-17 years old. The U.S.
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Department of Justice reported a total of 861,602 substantiated child abuse
reports in 1998. Of these substantiated cases during that year, 461,274 were
neglect cases; 195,891 were physical abuse cases; 99,278 were sexual
abuse cases; and 51,618 were emotional abuse cases (U.S. Department of Jus-
tice, retrieved 11/04/01).

Did you know that:

• More than half of child fatalities due to maltreatment are not recorded as
such on death certificates.

• 90 percent of child sexual abuse victims know the perpetrator in some
way and that 68 percent are abused by family members.

• Child abuse occurs at every socio-economic level, across ethnic and
cultural lines, within all religions and at all levels of education.

• 31 percent of women in prison in the U.S. were abused as children.
• Over 60 percent of people in drug rehabilitation centers report being

abused or neglected as a child.
• About 30 percent of abused and neglected children will later abuse their

own children.
• About 80 percent of 21 year olds that were abused as children meet the

criteria for at least one psychological disorder.
• The estimated annual cost resulting from child abuse and neglect in the

United States for 2007 was $104 billion! (National Child Abuse
Statistics, 2010)

The discrepancy between reported cases and cases considered actual cases
of child abuse by the judicial system could be the result of a variety of factors,
such as false reporting, inaccurate reporting, or lack of evidence; also, children
sometimes change their minds about reporting the abuse. Counselors are
advised to be aware of the emotional ramifications of child abuse reports,
whether substantiated or not. Even a false report could be a signal that a fam-
ily is in crisis. The crisis worker can use the feelings and perceptions associated
with both false and substantiated reports as a way to identify unmet needs
and other problems in a family unit.

Sometimes the crisis interventionist will be called on to work with a child,
the child’s parents, or the entire family when a child is being abused by the
parents. The abuse may or may not be the presenting problem. At times, a
social worker will refer the family for counseling after a teacher or doctor
reports the case to the district’s child protective agency. In other cases, the cri-
sis counselor may discover abuse to exist in a family that came in for other
reasons. When this occurs, the crisis worker is mandated by law to report
the case to the state’s child protective agency.

Types of Child Abuse
Child abuse can be categorized into four types. Physical abuse occurs when
damage to tissues or bones is inflicted on a minor by other than accidental
means. Whenever parental discipline causes marks on a child, it is typically

184 Chapter Ten

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



considered abuse. Sexual abuse occurs when an adult or individual several
years older than the minor engages in any sexual contact. This can include
intercourse, oral sex, anal sex, exhibition, fondling, or kissing. When a family
member sexually abuses the minor, the contact is considered incest and is
reported to child protective services. When the sexual abuse is perpetrated by
someone other than a family member, the offender is usually dealt with by
law enforcement. General neglect occurs when parents fail to provide for the
minor’s basic needs, such as food, shelter, clothing, and proper medical care.
Society and the law expect a child to be properly supervised, fed, and
protected from bad weather by clothing and housing. Emotional abuse is the
hardest to prove, but probably the most prevalent type of abuse. In this type,
a minor is repeatedly criticized and demeaned, receives no love or nurturance,
and is not allowed to develop a sense of self. Parents who treat their children
this way are usually the most psychologically disturbed of all types of child
abusers, except perhaps for some sexual abusers.

How to Detect Child Abuse and Neglect
There are many clues for identifying child abuse and neglect. One sign alone
may not necessarily indicate abuse, but if a number of signs are present, it is
prudent to consider the possibility of abuse. Some signs that a child might be
abused include:

• Is habitually away from school and constantly late; arrives at school very
early and leaves very late because the child does not want to go home

• Is compliant, shy, withdrawn, passive, and uncommunicative
• Is nervous, hyperactive, aggressive, disruptive, or destructive
• Has an unexplained injury, a patch of hair missing, a burn, a limp, or

bruises
• Has an inordinate number of “explained” injuries, such as bruises on

arms and legs over a period of time
• Has an injury that is not adequately explained
• Complains about numerous beatings
• Complains about the mother’s boyfriend doing things when the mother is

not at home
• Goes to the bathroom with difficulty
• Is inadequately dressed for inclement weather; for example, is wearing

only a sweater in winter for outerwear
• Wears a long-sleeved top or shirt during the summer months to cover

bruises on the arms
• Has clothing that is soiled, tattered, or too small
• Is dirty and smells, has bad teeth, hair is falling out, or has lice
• Is thin, emaciated, and constantly tired, showing evidence of malnutrition

and dehydration
• Is unusually fearful of other children and adults
• Has been given inappropriate food, drink, or drugs
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A counselor might suspect abuse or neglect when a child exhibits several
of these behaviors. These behaviors might be observed directly by the crisis
worker or may be shared with the counselor by someone else who has seen
these behaviors in the child.

In addition to observing signs in the child, a counselor may have the
opportunity to observe parental behaviors and attitudes about the
child. These often provide information to a counselor about a parent being
abusive with a child. Some possible indicators that parents are being abu-
sive are:

• Shows little concern for their child’s problems
• Takes an unusual amount of time to seek health care for the child
• Does not adequately explain an injury the child has suffered
• Gives different explanations for the same injury
• Continues to complain about irrelevant problems unrelated to the injury
• Suggests that the cause of the injury can be attributed to a third party
• Are reluctant to share information about the child
• Responds inappropriately to the seriousness of a problem
• Are using alcohol or drugs
• Have no friends, neighbors, or relatives to turn to in crises
• Are very strict disciplinarians
• Were themselves abused, neglected, or deprived as children
• Have taken the child to different doctors, clinics, or hospitals for past in-

juries (doctor shopping)
• Are unusually antagonistic and hostile when talking about the child’s

health problems (Orange County Social Services Agency, 1982)

The San Francisco Child Abuse Council (1979) has identified specific in-
dicators of physical abuse to watch for: bruises on an infant; bruises on the
posterior side of a child’s body; bruises in unusual patterns (belt buckle, loop
from wire); human bite marks; clustered bruises; bruises in various stages of
healing; burns from cigarettes or ropes; dry burns; lacerations of the lip,
eyes, gum tissues, or genitals; possible fractures; absence of hair; bleeding be-
neath the scalp.

Prevalence of Child Sexual Abuse
Approximately 15 percent to 25 percent of women and 5 percent to 15 per-
cent of men were sexually abused when they were children. Most sexual abuse
offenders are acquainted with their victims: approximately 30 percent are
relatives of the child, most often brothers, fathers, uncles or cousins; about
60 percent are other acquaintances such as friends of the family, babysitters,
or neighbors; strangers are the offenders in approximately 10 percent of child
sexual abuse cases. Most child sexual abuse is committed by men. Studies
show that women commit 14 percent to 40 percent of offenses reported
against boys and 6 percent of offenses reported against girls (Finkelhor,
1994; Gorey & Leslie, 1997). Most offenders who abuse pre-pubescent
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children are pedophiles (individuals who are only sexually attracted to chil-
dren). Sexual abuse has several specific indicators. When one or more of these
are present, abuse should be considered.

When a child displays any of the 4 presumptive behaviors indicating child
sexual abuse presented below, it is assumed that he or she has been sexually
abused. Of course, it is not up to a crisis worker to make that determination,
but these behaviors are enough to warrant a child abuse report to Child
Protective Services because they create suspicion. Suspicion is all that is
required for a mandated reporter to follow through with a report. The four
presumptive behaviors indicating child sexual abuse are:

1. Direct reports from children. False reports from young children are
relatively rare; concealment is much more the rule. Adolescents may
occasionally express authority conflicts through distorted or exaggerated
complaints, but each such complaint should be sensitively and confiden-
tially evaluated.

2. Pregnancy. Rule out premature but peer-appropriate sexual activity.
3. Preadolescent venereal disease
4. Genital bruises or other injuries. Remember that most sexual abuse is

seductive rather than coercive and that the approach to small children
may be nongenital. The presence or absence of a hymen is nonspecific to
sexual abuse.

In addition to these presumptive behaviors, there are a variety of other
signs that a child may be or may have been sexually abused. If there are en-
ough of these behaviors observed or described by the child or another in that
child’s life, a crisis worker may be suspicious of abuse and therefore required
to make a report to Child Protective Services. Some other possible Indicators
of child sexual abuse are:

1. Precocious sexual interest or preoccupation
2. Indiscreet masturbatory activity
3. Vaginal discharge; more often masturbatory or foreign body than abusive
4. Apparent pain in sitting or walking. Be alert for evasive or illogical ex-

planations. Encourage physical examinations.
5. Social withdrawal and isolation
6. Fear and distrust of authorities
7. Identification with authorities. Too-willing acquiescence to adult demands

may represent a conditioned response to parental intrusion
8. Distorted body image; shame, sense of ugliness, disfigurement
9. Depression

10. Underachievement, distraction, daydreaming
11. Low self-esteem, self-deprecation, self-punishment, passiveness
12. Normal, peer-appropriate behavior. Children may show no signs and

carefully avoid risk of detection. (Orange County Social Services
Agency, 1982)
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Infant Whiplash Syndrome In the past couple of decades, a potentially life-
threatening injury to children has been identified and described: infant
whiplash syndrome, or shaken baby syndrome. It is a serious injury, and the
results can be devastating.

Most of the time, infant whiplash syndrome occurs when adults become
frustrated and angry with a child and shake the child. Most people are not
aware how seriously this can hurt a child. Children have received whiplash
injuries at other times also, such as at play and in car accidents. Such an injury
can be sustained when anxious adults try to wake a child who is unconscious
after a fall or a convulsion.

Young infants have very weak neck muscles and only gradually develop
the strength to control their heavy heads. If they are shaken, their heads
wobble rapidly back and forth. The result can be somewhat like the whiplash
injury an adult suffers in a car accident. Usually, however, the injury to the
infant is much more severe. The back-and-forth vigorous movement of the
head may cause damage to the spinal cord in the neck and bleeding in and
on the surface of the brain. It is very important that parents and other
adults know about this kind of injury and never shake an infant or child for
any reason.

Association of Child Abuse with Posttraumatic
Stress Disorder
If child abuse is not detected and brought to the attention of mental health
workers, the abused individual often develops symptoms of PTSD following
the abuse, symptoms that often continue into adulthood. The trauma of being
abused often affects a person’s functioning in work and personal relation-
ships. Often, adults who were sexually abused as children (AMACS, or adults
molested as children) may unwittingly repeat the abuse with their own
children or perpetuate abuse on themselves. Suicide and substance abuse are
commonly associated with these individuals as well. As children, denying the
abuse helped in their daily survival, but as adults, denial often works against
their surviving daily stress.

Many children who are repeatedly abused develop a condition referred to
as child abuse accommodation syndrome. In order not to feel the emotional
torment of being abused, neglected, and sexually abused, the child protects
himself or herself by accepting the abuse and not fighting it. Abuse can con-
tinue for many years before it gets reported. Sometimes it is never reported,
and victims die with the secret of having been a victim of abuse. When it
does get reported, it is often by accident. The family is not ready psychologi-
cally to handle the disclosure and everyone goes into a crisis state. Table 10.1
describes the child abuse accommodation syndrome and the defenses used to
maintain an abusive relationship.

Providing crisis intervention for abused children and their families is key
in reducing the extent of damage done. If intervention comes early, many
children will not have to suffer from delayed PTSD as adults, and the abused
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children and their parents, siblings, and other relatives have the chance of
salvaging some form of satisfying relationship.

Reporting Child Abuse
Mandated reporting of child abuse nationwide began after passage of the
Child Abuse Prevention and Treatment Act in 1974. This federal legislation
required every state to adopt specific procedures for identifying, treating, and
preventing child abuse and to report the efficiency of these procedures to the
federal Department of Health, Education, and Welfare.

Currently, all 50 states have mandated reporting laws, although the
person required to report differs from state to state. Professionals who are
involved with children, such as teachers, nurses, doctors, counselors, and day
care workers, have become increasingly important in the detection and
treatment of child abuse (Tower, 1996, pp. 13–14). Any professional who
works with children must be knowledgeable about the mandated reporting
laws in his or her state.

In most states, when a crisis worker suspects that abuse is occurring or
has occurred, the worker must call the local child abuse registry or other
welfare or law enforcement agency and report the information to a peace offi-
cer or social worker. Next, the worker usually submits a written report. Once
the abuse is reported to the child protective services agency, a social worker
becomes responsible for investigating the case. Most reports are unsubstanti-
ated; that is they do not meet the criteria of abuse specified by law. Others
result in referral for crisis intervention. The goal is to remove the risk from
the child rather than remove the child from the risk. When child abuse is
reported, parents often enter into a major crisis state and need intervention
to get through the ensuing social services investigations, the judicial system
process, and the reality of having a child taken out of the home. Most people
are not prepared to deal with these things and need support and education to

TABLE 10.1 Child Abuse Accommodation Syndrome

Abuse Child is physically, sexually, emotionally abused or neglected

Secrecy The perpetrator asks or demands that the child not tell
anyone

Accommodation The child does not fight the abuse or demand to be treated
better

Disclosure The abuse somehow is mentioned to someone, often by
accident

Suppression The child recants his/her story of abuse, may be told to by
perpetrator

All family members use defenses: dissociation, repressions, denial, minimization,
externalization
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cope with them and continue functioning. When a report is false, the crisis
state is even worse, and these parents are often in extreme distress. Many
have tremendous fear that their child will automatically be taken away when
a report of suspected abuse is made, so the crisis worker can help by educating
the parents on the probabilities of this not happening.

When the child has been abused by someone other than a family member,
the police are to be notified. In most states, this type of abuse becomes a
criminal case, and children are usually not taken from the home unless it is
determined that the parents cannot protect the child.

Interventions with an Abused Child
When a crisis worker suspects that a child may be a victim of abuse, the
worker must first, as gently as possible, confirm the abuse, and second, treat
the problem. An abused child is not likely to come right out and confess being
abused, because the child has been taught not to tell. Some other reasons why
an abused child might not tell anyone that he or she is being abused are:

1. The child is physically, financially, or emotionally dependent on the
abuser.

2. The abuser has threatened the child’s safety or that of another family
member.

3. The child blames herself or himself for what happened.
4. The child has been taught that the good are rewarded and the bad are

punished and therefore assumes responsibility for the assault.
5. The child fears that no one will believe her or him, either because the

abuser is a known and trusted adult or because the child has no proof.
6. The child has been given the message that sexual issues are never

discussed.
7. The child does not have words to explain what happened, and adults in

the child’s environment are not sensitive to what the child means.
8. The child totally blocks the incident from his or her memory because of

the trauma of the assault. Colao and Hosansky (1983)

Crisis workers provide abused children with a very safe atmosphere and
assure them that they will be protected by the counselor and other helpers
who will be contacted. A helpful reframe is to point out that the child’s
parents just need guidance or help so they can learn better ways to discipline.
If a young child is being sexually abused, the counselor can point out that
“Mommy (or Daddy) is sick and needs professional help from a doctor to
stop what she (or he) is doing.” Another effective comment is to tell the child
that “many other children go through this, and when the helpers get involved,
usually things start getting better.”

If the crisis worker believes that the parents, when they have the child
alone, will coax him or her to deny the abuse, the worker should call the child
protective agency and detain the child if possible. However, if the worker is
going to continue working with the family, it is often helpful to reframe the
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reporting so it appears to be for rather than against the parents. To prevent
outrage from parents, it is a good idea to have every client sign a form before
treatment outlining the limits of confidentiality and mandatory reporting
requirements. This can be used when informing them of a report.

Reframing for the abusing parents or for the spouse of a perpetrator can
help reduce defensiveness also. A counselor can point out to the parents that
they should be glad someone cares enough about their child to take the time
and energy to protect her or him, even if the abuse doesn’t really exist.

Educating the parent about the system is also very helpful. By explaining
that the social services agency does not want to take their child if there is any
other way to resolve the crisis, parents may feel less distrress. If, however, the
parents are guilty of severe abuse, they may remain hostile. In these cases, it is
better to lose a client and get protection for the child.

Reporting child abuse to the state protective agency can be reframed as
opening a way the family can gain access to resources and services they might
not otherwise get. Saying, “I need all the help I can get in serving you” might
help reduce their defensiveness.

In cases of neglect, it is fairly easy to convince parents that the social ser-
vices agency is there to teach or provide resources. In incest and severe physi-
cal abuse cases, parents are often more resistant, and they need classes,
groups, and marital and individual counseling. Sometimes, these perpetrators
may go to jail, which leads to different issues for the children, nonperpetrating
parent, and incarcerated parent. Children may feel guilt; the nonperpetrating
parent may suffer financially; and the incarcerated parent will experience
loneliness. Counselors may need to deal with any or all of these various
problems.

Play Therapy Abused children respond well to play therapy, especially very
young, preverbal children who don’t often respond to verbal therapy. Their
concrete rather than abstract mental capacities prevent them from benefiting
from insight-oriented verbal therapy. In play, they can work out their feelings
symbolically and unconsciously. Coloring, painting, molding clay, telling stor-
ies, and playing with dolls can help clear up nightmares, acting-out behaviors,
and withdrawal behaviors. If the abuse was reported early enough, three to
seven sessions of play therapy for a young child (age 4 to 10 years) may be
all that is needed, providing that parents are supportive and the risk of further
abuse is eliminated. Crisis workers should refer children to therapists with
expertise in play therapy when it seems appropriate. Although crisis workers
may not be trained to provide play therapy, they may be able to explain the
purpose and process of play therapy to a child or parents and encourage
participation in it.

Family Therapy Sometimes, children need to confront their parents so the
children can hear an apology and acknowledgment of responsibility. These
sessions can also be used to set up contracts between parents and children.
An abused child may feel less afraid to be around a perpetrating parent if
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he or she is assured that the parent has a nonabusive plan of action that the
parent will follow during times of stress or just daily life, which has been and
will be monitored by a third party (the therapist).

The Battering Parent
Counselors can work more easily with abusive parents if they have some idea
of why the parents behave as they do. The Orange County Social Services
Agency (1982) has developed an outline, adapted below, that attempts to ex-
plain the battering parent. Remembering this information may be helpful for
crisis workers trying to empathize with batterers, who often repulse them.

Battering parents often share certain characteristics. They were often vio-
lently or abusively treated physically or emotionally, or both, as children.
They had insufficient food. They often lived with dirt and disease. As children,
they suffered repeated fractures, burns, abrasions, and bruises. They com-
monly experienced overwhelming verbal onslaughts. They knew sexual abuse
by molestation, incest, or aberrant sexual acting out. They engaged in little
two-way communication. They tend to repeat the same behavior with their
children.

As children, they developed a deep loss of self worth and experienced
intense, pervasive demands and criticism from their parents. They were
convinced that regardless of what they did, it was not enough, not right, at
the wrong time, or a source of irritation or disgrace to the parents. They never
had the opportunity to work out their anger toward, and forgiveness of, the
parents. These people tend to perpetuate those feelings into adulthood and are
often lonely and friendless, whether living an active or a lonely life.

When confronted with suspicions of battery, some parents display these
behaviors:

• They show little concern, guilt, or remorse for the child’s battered
condition.

• They are fearful or angry about being asked for an explanation of the
child’s injuries.

• They make evasive or contradictory statements about the circumstances of
the mistreatment, whether emotional or physical battery.

• They place blame on the child for any injuries.
• They criticize the child and say little that is positive about him or her.
• They see the worker’s interest in the child’s injuries or problems as an as-

sault on themselves and their abilities.
• They refuse to participate in treatment.
• They cooperate out of fear for themselves rather than concern for the

child, while they try to conceal as much as possible.
• They don’t touch or look at the child.
• They have unrealistic expectations of the child’s capabilities and behavior,

disregard for and minimization of the child’s needs, and no perception of
how a child can feel.
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• They show overwhelming feelings of the child’s worthlessness as well as
their own worthlessness.

• They express guilt over or expectation of another failure, or both.

The family unit of which the battering parent is a part often has these
characteristics:

• There is little communication and understanding among family members.
• The family unit is vulnerable to any and all stresses or ill winds.
• The family generally fails in problem solving.
• The family uses the child as a scapegoat for pent-up frustrations resulting

from personal and marital conflicts.
• Parents demonstrate their frustrations by child abuse that is only rarely

premeditated.(Orange County Social Services, 1982)

The crisis worker can reframe therapy to these people as an opportunity
to correct their own behavior and do better for their children than their par-
ents or others did for them. Providing parenting information and skills will be
a part of crisis interventions. Many parents will for the first time be educated
on how to talk rather than yell; restrict rather than hit; and understand rather
than discipline. Learning new skills will empower them to be more effective
parents and be more successful in getting their children to do what they
want them to do.

They will learn how to have a social relationship rather than a functional
parent-object relationship. Giving them specific alternative behaviors to use
when stressed with a child is helpful. Some suggestions for battering parents
when they feel like they might abuse their child are:

1. Call a friend or neighbor.
2. Put the child in a safe place and leave the room for a few minutes.
3. Take ten deep breaths and ten more.
4. Do something for yourself, such as play your favorite music, make a cup

of tea or coffee, exercise, take a shower, read a magazine or book.
5. Change your activity into productive energy, such as shaking a rug, doing

dishes or laundry, scrubbing a floor, beating a pan or pillow, or throwing
away unwanted trash.

6. Sit down, close your eyes, think of a pleasant place in your memory.
Do not move for several minutes.

Interventions for Adults Who Were Sexually Abused
as Children
As mentioned earlier, many adults molested as children seek crisis interven-
tion. Sexual abuse is often repressed so well by children that it may not be
detected even by skilled clinicians. When sexual abuse started in early child-
hood, continued for years, and was accompanied by physical abuse, ritual
abuse, or emotional abuse, the surviving child or adult may need long-term
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therapy. Crisis workers may be needed to provide short-term counseling for
these people to help them through the crisis of remembering and having to
deal with their parents, knowing what they now know. This moment often
has an emergency quality to it, and the counselor must watch for suicide
closely. Once the initial crisis state has begun to subside, the client may choose
to continue in long-term therapy.

Other molestation survivors can respond well to participating in support
groups and reading books designed for them. Crisis workers are encouraged
to become familiar with books about the topic and refer them to clients.

Perpetrators of sexual abuse need a different intervention plan than
battering parents. Typically, sexual abuse perpetrators abdicate their responsi-
bility for themselves, feel victimized by the family, and lash out all at once.
Perpetrators must take full responsibility for their actions and work to reclaim
the parts of themselves that they have disowned (Caffaro, 1992). A male
perpetrator often views his child as a substitute wife, caretaker, and sexual
partner; these demands require far more emotional energy than a child has.

Although controlling the sexually abusive behavior may be the initial goal
of crisis intervention, at some point the offender will have to focus on the ori-
gins of his problem. According to Caffaro (1992), sexually abusive behavior
by a father stems from his relationship with his own father. This relationship
can be characterized as one of physical abuse, neglect, rejection, and abandon-
ment. Because his largely absent father frequently did not display tender emo-
tions toward him, the perpetrating father must learn to develop empathy in
himself. Belonging to a men’s group can be helpful. The members can serve
as substitute fathers and can mirror the man’s growing sense of self as well
as demonstrate how to bond appropriately with others.

The crisis worker would do well to help this father express feelings of
shame, fear, anger, and guilt in an accepting climate. Then, groups need
to be created that focus on early childhood relationships with the man’s
father and his need to express his feelings and develop his sense of self.
Although women sometimes sexually abuse children, it is more common for
men to do so.

Elder Abuse
According to the National Center on Elder Abuse (1994), this abuse can be
categorized as domestic elder abuse, institutional elder abuse, and self-neglect
or self-abuse. Domestic elder abuse refers to mistreatment by someone who
has a special relationship with the elder; it includes physical abuse, sexual
abuse, emotional abuse, neglect, and financial or material exploitation. Most
states collect data on these types of abuse and have mandatory reporting laws.
Institutional abuse refers to the same types of abuse when they occur in
residential facilities for elders, such as nursing homes and board and care
homes. Self-neglect refers to elders’ abuse or neglect of themselves, often
because of mental impairment, that threatens their health or safety.

194 Chapter Ten

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



One of every 20 older Americans may be victims of abuse each year;
nearly 1.57 million older people became victims of domestic elder abuse dur-
ing 1991 (National Center on Elder Abuse, 1994). A survey of 30 states in
1991 reported the following types of elder abuse, with percentages of occur-
rence: physical abuse, 19.1 percent; sexual abuse, 0.6 percent; emotional
abuse, 13.8 percent; neglect, 45.2 percent; financial exploitation, 17.1 percent;
other types, 4 percent (National Center on Elder Abuse, 1994). The crisis
worker needs to understand why some caretakers abuse the elderly. Crisis in-
tervention may focus not only on helping the victim but also on helping the
abuser, who is probably a caregiver.

Stress in the caregiver is often a cause of abuse. Dealing with elderly peo-
ple who are mentally impaired is frustrating, especially for caregivers without
proper equipment or skills. If this is the case, the crisis counselor may refer the
caregiver to a support group, offer education about mental impairments, or
help the caregiver find low-cost medical equipment. Respite care may be very
useful for some caregivers. It gives them a break, allowing them to have a
vacation from caregiving while a paid caregiver comes to the residence and
cares for the elderly person.

In some facilities, the elderly can be kept for the entire day. The crisis
counselor often helps the caregiver work through guilt feelings caused by
the sense of abandoning the elderly relative. A useful reframe is to suggest
that without getting a break, the caretaker is abandoning the elder in
other ways, such as emotionally. A really loving husband, wife, or child
would take a break in order to be refreshed and offer appropriate
caregiving.

Remember that caregivers have other life stressors to deal with, and they
may be taking out their frustrations on the elder because the elder is an easy
target. If this is the case, the crisis worker can help caregivers cope better
with life problems; these issues should be addressed as part of crisis
counseling.

In cases of physical abuse, some suggest that the cycle-of-violence theory
holds, in that the children of the elderly parents were abused by them when
they were children. They then act out their anger on the dependent elder par-
ent because the use of violence has become a normal way to resolve conflict in
their family. The crisis worker must help adult child caregivers address their
own past history of child abuse to stop the cycle.

In some cases, the abuser has personal problems, such as substance abuse,
financial problems, emotional disorders, or other addictions. Adult children
with such problems are dependent on their elderly parents to support them
and provide a home for them. This situation increases the likelihood of con-
flict and abuse. Many states provide training for caregivers; some hospitals
have support groups for caregivers; and the state’s adult protective agency
may offer support services for caregivers. The crisis worker needs to be aware
of what is available in the community.
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Interventions with Abused Elderly People
Dealing with elder abuse is a multifaceted process. It includes interventions by
physicians, social workers, nurses, psychiatrists, psychologists, and other pro-
fessionals and paraprofessionals, all working together to protect and heal the
damage done to the elderly person. The crisis worker must be knowledgeable
about community support groups for abused elders and the array of support-
ive and protective services that are available.

Public guardianship programs, financial planning, and transportation are
just a few of the services available to help the elderly be more autonomous
and be taken care of by people who are closely monitored. Mental health pro-
viders can also use an empowerment model with the elderly, teaching them
assertiveness skills and self-advocacy. The crisis worker can encourage the
elder abuse victim to join with others in educating the public and elders about
the prevalence of the problem so the elderly won’t feel shame and guilt in
coming forward with reports of abuse.

As with all forms of abuse, crisis counseling must be supportive as the
person speaks, always validating the shame and pain of abuse but always later
focusing on the survival aspect that allows the person to move forward.

Family counseling may be an option, especially if the abuser and the
abused will continue living together after the abuse has been reported.
This counseling may focus on airing and resolving resentments, improving
communication, and defining roles and expectations.

Intimate Partner Abuse and Domestic
Violence
An Historical Perspective
Many feminists have examined the beginnings of wife abuse in an attempt to
understand this social problem. As part of a grassroots movement in the
1970s, women began to propose an alternative causality model for wife bat-
tering to that offered by traditional psychiatric theories. Battering became
viewed as a social illness rather than the result of a man’s or woman’s individ-
ual psychopathology. Women, according to these pioneer feminists, have
always been portrayed as subservient in the media and have been trained to
be so by parents and men alike since ancient times.

As far back as 750 B.C., laws were written that sanctioned wife abuse,
making a woman property and the husband responsible for her. A “rule-
of-thumb law” existed until 1864 stating that a man was allowed to beat his
wife so long as the stick he used was no wider than a thumb (Fenoglio, 1989).

In 1974, the first battered women’s shelter was created in Minnesota.
Since that time, about 700 such shelters have been established throughout
the United States. This is not enough, but at least it is a start. Feminists are
now proposing that more emphasis be placed on making the man leave the
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home, as he’s the one with the problem, rather than sending the wife and
children out to a shelter for safety (Woods, 1992).

Women in Western industrialized nations are more fortunate than
those in certain South American countries, where wife battering is legally
sanctioned. One example is the case of a Brazilian man who was acquitted
of murdering his wife by using the defense of machismo. The blow to his
honor from having to live with the fact that she had committed adultery was
more than a man should have to bear, according to the rules of this male-
dominated society.

Although it is against the law to batter one’s spouse, it is sometimes diffi-
cult to press charges and secure justice even in severe cases of spousal abuse.
In 1989, police officers in some states were given the right to press charges if
they observed spousal abuse, even if the battered spouse did not press charges.
This change of attitude came about in part because of recent acknowledgment
of the battered woman syndrome (a type of PTSD), which often inhibits the
battered partner from pressing charges. In 1994, a new bill was passed in
California requiring health practitioners who are employed in a health care
facility, clinic, or doctor’s office and who have knowledge of a woman being
battered by a partner to report this behavior to a law enforcement officer. The
reason for external control is the relatively new idea that a battered woman
cannot adequately make the decision to get out of the dangerous situation if
she suffers from battered woman syndrome. An additional bill was also
passed in California that requires applicants for several professional
licenses to show that they have completed course work in spousal abuse. Since
the terrorist bombing on September 11, 2001, what formerly had been
referred to as a “terrorist threat” (a batterer threatening to kill his partner)
was instead referred to as a “criminal threat” (Arambarri, 2005). Although a
criminal threat does not physically harm a victim, it is a form of emotional
abuse and often prevents a victim from leaving a batterer.

Since the murder of Nicole Brown-Simpson in June 1994, the entire
nation has been alerted to the reality of spousal abuse. The famous O. J. Simpson
trial may have precipitated the abundance of spousal abuse movies, talk show
topics, and legislative proposals that came in the mid-1990s. A major change
prompted by the Simpson case has been a focus on providing counseling ser-
vices for the batterer. The obvious flaws in the judicial system have been
looked at, and instead of simply ignoring a batterer’s behavior, as in years
past, funding is now available to help prevent repeat battering by requiring
that the batterer go to diversion groups. In years past, people held many mis-
conceptions about what occurs in a violent relationship. Some of these myths
about spousal abuse are:

1. Battering happens only to minorities and in lower socioeconomic families.
(Domestic violence occurs among all races and in all socioeconomic
backgrounds.)

2. Women are masochistic and achieve unconscious satisfaction in being
beaten.
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(This antiquated concept has not been accepted for many years. If women
liked being beaten, they wouldn’t suffer from battered woman’s
syndrome, depression, and PTSD.)

3. The battered woman has a dependent personality disorder.
(Not all battered woman demonstrate dependency traits. Many are self-
sufficient and highly capable of self-care and autonomy. The batterer is
often dependent on the partner.)

4. Battering is caused by alcohol and drug abuse.
(Although substance abuse is correlated to violence, it is not always
involved in domestic violence. There are many causes for battering.)

5. Batterers are mentally ill.
(Although batterers certainly have anger and control issues, they do not
necessarily meet the criteria for mental illness.) (Woods, 1992)

Prevalence of Intimate Partner Abuse
Physical assault against both women and men is astonishingly common in our
country. In a survey conducted in 1995 and 1996 (Tjaden & Thoennes,
1998), 8,000 women and men were asked about their experiences of being
assaulted in their lifetime. The results indicated a very high prevalence of
physical violence in our society. Fifty-two percent of the women and 66 per-
cent of the men stated they had been physically assaulted in their lifetime. The
type of assaults ranged from being pushed, grabbed, or shoved; having hair
pulled; being slapped, hit, kicked, bitten, choked, hit with an object, or threat-
ened with a gun or knife; or having a gun or knife used on them. Although it
may be true that men are assaulted more than women throughout their life,
violence against women by a spouse or partner is more prevalent than it is
for men. In fact, 25 percent of surveyed women, compared with 8 percent of
men, stated that they had been raped or assaulted by a current or former
spouse or partner.

It is widely accepted that violence against women is primarily partner vio-
lence, with 76 percent of the women reporting that a rape or physical assault
was perpetrated by a current or former husband or partner, compared with 18
percent of the men. Additionally, women are significantly more likely than
men to be injured during an assault.

Stalking is another form of violence against men and women. The victim
feels high levels of fear at the thought of the former spouse or lover following
and perhaps inflicting injury on her or him. About 8 percent of the surveyed
women and 2 percent of the men said they had been stalked during their
lifetime. It is estimated that 1 million women and 371,000 men are stalked
annually in the United States.

Violence against women by a significant other is so prevalent in our coun-
try that many websites have been created to disseminate information about
this topic. The National Women’s Health Information Center through
the Office on Women’s Health in the U.S. Department of Health and Human
Services (2000) offers a variety of services for Internet users. Its purpose is to
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increase awareness of the problem, sponsor research, and provide information
about facts and statistics regarding violence against women. It defines domes-
tic violence (intimate partner violence) as acts of violence against women
within the context of family or intimate relationships that include physical
abuse, psychological abuse, sexual assault, emotional abuse, isolation, and
economic abuse. Facts about domestic violence include:

• Domestic violence is the leading cause of injury for American women ages
15 to 44 years.

• An estimated 1.1 to 4 million are victims of partner abuse per year.
• One in four women will be assaulted by a domestic partner in her lifetime.
• Nearly one-third of women report being physically abused by a husband

or boyfriend.
• Thirty percent of female murder victims have been killed by their intimate

partners.

(The National Women’s Health Information Center through the Office
on Women’s Health in the U.S. Department of Health and Human Services ,
2000)

Although battering of a male partner by a woman occurs, this is not
discussed in this chapter. (Examine the current literature on abuse of males
by their female partners to learn more about this phenomenon.) About 97
percent of partner abuse cases are male to female battering. It is these cases
that will be the focus of this section. Additionally, partner violence occurs in
gay and lesbian couples. The reader is encouraged to refer to literature about
this specific type of intimate partner violence.

How Are Children Affected?
Each year an estimated 3.3 million children are exposed to violence by seeing
a family member abuse their mother or female caretaker (American
Psychological Association, 1996, p. 11). Children are more likely to be abused
themselves in homes where partner abuse occurs (U.S. Department of Justice,
1993). Although not all men who abuse women also abuse children, about 40
to 60 percent of men who abuse women also abuse children (American
Psychological Association, 1996, p. 80). Sadly, when children are killed dur-
ing a domestic dispute, 90 percent are under the age of 10, and 56 percent are
under the age of 2 (Florida Governor’s Task Force on Domestic and Sexual
Violence, 1997, p. 51).

Why Do Women Stay?
You can probably make a few guesses why a woman would stay with a man
who verbally, emotionally, physically, or sexually abuses her. Each woman
being abused stays for her own reasons. Crisis counselors explore those
reasons with the woman and help her understand that while she may be en-
during the abuse for good reason, there is help available so that she doesn’t
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have to continue living with the abuse. Some reasons why a woman might
stay in an abusive relationship include:

• She is afraid that he’ll kill her, the pets, her children, her family. He often
threatens to do this.

• Her religious beliefs forbid her leaving (til death do us part).
• She is influenced by the profamily society (stay together at all costs).
• She is economically dependent on the man. He often has forced her to

quit school or her job, or never allowed her to work or know about their
finances.

• She has no resources (no place to go, no transportation, no money).
• The children need a father.
• She gets no support from her family; many of these women are told to

stick it out.
• She hopes he’ll change because she loves him when he’s not abusive.
• She believes him when he says it is her fault he beats her.
• She sees no other options.
• She feels insecure and unable to take care of herself (psychological

dependence).

The Battering Cycle
Spousal abuse can be understood as a recurrent three-phase pattern. Accord-
ing to Woods (1992), the battering cycle usually starts out in the honeymoon
phase, proceeds through the tension building phase, moves onto the explosive
stage, and returns to another honeymoon phase. At some point, over many
years, the second honeymoon stage disappears and the relationship is based
on a tension-explosion cycle. Table 10.2 describes this cycle.

Battered Woman Syndrome
After this pattern has been experienced for more than a couple of cycles, the
woman often develops battered woman syndrome. This is a type of PTSD that
needs to be addressed and treated by the crisis counselor. The three compo-
nents of battered woman syndrome are:

1. PTSD Symptoms: Because of the traumatic effects of victimization by
violence, various symptoms develop, as this violence is outside the range
of normal human experience. The woman may re-experience the trauma
in dreams, avoid stimuli associated with the trauma, avoid feelings, and
experience a numbing of general responsiveness. She may be detached,
experience loss of interest, show increased arousal and anxiety, and have
difficulty sleeping.

2. Learned Helplessness: A state of learned helplessness develops after she
attempts to leave or get help and meets with no success because of system
failure or other factors. She defends against this frustration by learning to
survive rather than by escaping the battering.
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3. Self-Destructive Coping Responses to Violence: Because she may perceive
that her only choice is to stay (she may fear getting killed or has no place
to go), she often uses drugs and alcohol to escape or may attempt suicide;
at least, electing to die would be her choice (Fenoglio, 1989).

After determining that a client is a battered woman, a counselor can at-
tempt to understand the phenomenological view of the woman without judg-
ing her. It may be helpful for you to have an idea of some of the beliefs these
women have based on previous cases of counselors working at battered wo-
men’s centers and shelters. Woods (1992) says that many of these women
were brought up to take care of men and believe it is their role to nurture their
partner when he’s hurt.

Also, the woman may have been convinced by books, the media, or other
mental health professionals that she is a co-dependent and is the sick one for
deciding to stay. Rather than acknowledging that women in our society are
socialized to be dependent, she may be judging herself and calling herself
weak for staying.

TABLE 10.2 The Battering Cycle

Stage Woman Man Dynamics

Honeymoon
Phase

Feels special, love,
dependent

Jealous, overpossessive,
love, dependency

Lack of mutuality, lack of
healthy intimacy

Tension-Building
Phase

Walks on eggshells, tries
to prevent violence

Minor incidents, criticizing,
yelling, blaming, may still
feel in control of himself,
tension is strong

Woman believes it’s her
fault that he’s upset. Both
may see that there is a
problem. Window of
opportunity for preventing
next stage through
intervention by counselor.

Explosive Phase If she survives, often has
bruises and broken bones,
may end up in a hospital.
Focus on survival versus
escape.

Out of control, may
terrorize wife for hours,
break things, hit, spit, push,
choke, burn, tie up, rape,
or kick her.

Violence gets worse over
time, sometimes police is
called. Window of
opportunity exists for
woman before denial
sets in.

Honeymoon
Stage Again

In shock, vulnerable to
accepting apologies and
flowers, hopes it won’t
happen again.

Apologizes, swears it’ll
never happen again,
encourages her to go
shopping, throw a party,
treats her well for a while.

False resolution based on
denial and minimization, life
goes on. Tension reoccurs
and the cycle continues.
Honeymoon is the first
stage to go until eventually,
it consists of just
tension-explosion.
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Other women may not even be aware they are in an abusive relationship,
and you may have to ease the client into accepting this idea and giving up
denial. When a counselor begins to suspect that a client may be in an abusive
relationship, it may be appropriate to explore various behaviors she has expe-
rienced with her partner. The list below presents various behaviors, feelings,
dynamics that are typical in relationships when a woman is being battered
and abused. Crisis counselors may use this information to guide their ques-
tions with a woman to ascertain whether she is being abused. These behaviors
may also be used to educate the woman about typical patterns experienced by
other women going through what she has been going through which might
serve the purpose of validating and normalizing her experiences. If she has
experienced many or most of these patterns, she is most likely in a battering
relationship and educating her about the cycle of abuse and battered woman’s
syndrome may also be helpful. Some typical patterns seen in abusive relation-
ships follow.

The partner has:

• Ignored her feelings
• Ridiculed or insulted women as a group
• Ridiculed or insulted her most valued beliefs, religion, race, heritage,

or class
• Withheld approval, appreciation, or affection as punishment
• Continually criticized her, called her names, shouted at her
• Humiliated her in private or public
• Refused to socialize with her
• Kept her from working, controlled her money, made all decisions
• Refused to work or share money
• Took car keys or money away from her
• Regularly threatened to leave or told her to leave
• Threatened to hurt her or her family
• Punished or deprived the children when angry at her
• Threatened to kidnap the children if she left
• Abused, tortured, or killed pets to hurt her
• Harassed her about affairs he imagined she were having
• Manipulated her with lies and contradictions
• Destroyed furniture, punched holes in walls, broke appliances
• Wielded a gun in a threatening way

Thoughts or questions that the woman may have had:

• Does she often doubt her judgment or wonder if she is crazy?
• Is she often afraid of her partner and does she express her opinion less

and less freely?
• Has she developed fears of other people and tend to see others less often?
• Does she spend a lot of time watching for her partner’s bad, and not-

so-bad, moods before bringing up a subject?
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• Does she ask her partner’s permission to spend money, take classes, or
socialize with friends?

• Is she frightened of her partner’s temper?
• Is she often compliant because she is afraid to hurt her partner’s feelings

or is afraid of her partner’s anger?
• Does she have the urge to rescue her partner when or because her partner

is troubled?
• Does she find herself apologizing to herself or to others for her partner’s

behavior when she is treated badly?
• Has she been hit, kicked, shoved, or had things thrown at her by her

partner when he was jealous or angry?
• Does she make decisions about activities and friends according to what

her partner wants or how her partner will react?
• Does she drink or use drugs? (Southern California Coalition on Battered

Women, 1989)

Intervening with Battered Women
The purpose of intervention with a battered woman is to encourage her to act
for her own well-being and safety. The five goals of intervention with a bat-
tered woman are these:

1. Let her know help is available.
2. Give her specific information about resources.
3. Document the battering with accurate medical records.
4. Acknowledge her experiences in a supportive manner.
5. Respect her right to make her own decisions.

While you are helping her identify the battering and her perspective, you
will also be offering her your knowledge of battering and reframing some of
her ideas. In addition, the crisis worker will offer empowering and supportive
comments as well as suggest resources such as books, shelters, or groups.

Education Woods (1992) believes it is also important to give the woman
various facts about battering presented at the beginning of this section. This
will help her see she is not alone. She needs to be told as well that the violence
usually increases in intensity and frequency and that her batterer needs profes-
sional help if he is ever to change.

Reframes Woods (1992), like most feminists working in the battered wo-
men’s movement, believes that someone needs to tell the woman that the bat-
terer has the problem and nothing she can do will prevent the next battering
episode. This goes against the woman’s belief that if she only had dinner
ready, had the kids quiet, made the bed, and so on, he wouldn’t get upset.
Pointing out to her that he is sick and needs help from a professional may be
accepted by her.
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Another reframe has to do with her belief that she is weak for staying and
for using drugs and alcohol. The crisis worker might reframe these behaviors
as evidence of strength. Her behavior can be equated to that of a prisoner of
war who learns how to get what he or she needs to survive. Her weakness is
now strength. This new perspective can often turn her perspective around, so
she starts to believe that she has strength to take new action with the crisis
worker’s support.

Cusick (1992) also agrees that the “therapist must show the client that
she has orchestrated her own survival and has the skills to continue to
do so” (p. 48).

Empowerment and Support The last thing the battered woman needs is for
someone else to make decisions for her about what she should do. The crisis
worker may find it very stressful not to make decisions, because often the bat-
tered woman client will choose to stay with her batterer and be abused again.
Crisis workers must pay attention to their own frustrations and feelings of
helplessness with this population. It is easy for a counselor to fall prey to sec-
ondary PTSD while working with clients who have been assaulted repeatedly.
Remember to consult with other counselors when you become aware of these
feelings.

Typically, a battered woman has had every decision made for her by the
batterer, so the best thing the counselor can do is provide her with choices
and support them. The counselor can give her names, phone numbers, and
suggestions. The woman’s main concern will often be “How am I going to
be safe?” The counselor may let her know she is most at risk when she
leaves her batterer but that if she wishes, a plan can be made that will ensure
her safety.

Helping her explore her own resources, such as family, friends, or
church associates, is a good idea before you offer your own ideas. Battered
women’s shelters are usually free and should be used as a last resort. They
are not like resort hotels, and a considerable amount of freedom is lost in a
shelter. However, if there is nowhere else to go or no funds, the shelter is a
great resource.

Following is an outline presented by Judy Bambas, volunteer coordinator
at the Women’s Transitional Living Center, on how to provide effective
support for a battered woman:

1. Let her know you believe her.
“Many women have been beaten by their partners.”
“I’m glad you’ve told me about the abuse.”

2. Let her express her feelings. She has a right to be angry, scared, and so on.
This may be the first time she is feeling safe enough to express anger over
the abuse.
“You seem very afraid of your partner.”
“You seem nervous talking about being abused.”
“You seem very angry about being abused.”
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3. Express your concern for her safety and the safety of her children. She
may deny that abuse occurs or deny the level of danger to herself or her
children.
“This injury shows you are in great danger. You have a right to be safe.”
“Your safety is important. I’m very concerned about you and your
children.”

4. Let her know that help is available. Keep information at hand to share
with her about help lines, shelters, counseling, and other resources. Ask
her if she wants to report the abuse to the police. Explain slowly and
carefully the choices available to her. She may need time and a safe place
before she makes any decisions.
“I have information that can help you.”
“There are many people in the community who can help you.”

5. Reinforce the idea that nobody deserves to be beaten. She tends to believe
some of the myths about domestic violence even though they may con-
tradict her own reality. Remind her that she is not the cause of the
beatings.
“No one deserves to be hit.”
“You aren’t the reason he hits you.”

6. Realize that she may be embarrassed and humiliated about the abuse. She
may worry that those who have offered to help in the past (e.g., family
and friends) will be too burned out to help this time. Support her desire
for help now.
“You may feel embarrassed, but there are many women who have told
me they are abused.”

7. Be aware of the effects of isolation and control through fear. The woman
may be physically or socially isolated, or both, due to location, language,
intimidation, economic dependence, and other factors. Remind her that
she is not alone. Connecting with others, through services such as support
groups, can help break the isolation that battered women experience.
Support her efforts to reach out to others.
“You are not alone. Others can help and understand. I have information
that may help you.”

8. Assure her that you will not betray her trust.
“What you share with me is confidential. My concern is for your safety.”

9. Document the battering with specific information in her medical record.
Her medical records may be used as evidence if she decides to press
charges against the batterer. Be specific in description and sites of injuries.
If the patient says that abuse is the source of the injuries, note, “Patient
stated…,” then continue the statement with who injured whom with
what. If the patient refers to an instrument or weapon used by the abuser,
note that in her record. If the injuries are inconsistent with the patient’s
explanation, make a note of it. If you suspect battering but the patient
denies it, note “suspected abuse” in her record. Your notes may help
identify her as battered on a future visit.

Crises of Personal Victimization: Child Abuse, Elder Abuse, Intimate Partner Abuse, and Sexual Assault 205

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



10. Remember that she may have other problems that demand immediate
intervention. She may lack food or housing or be unable to care for her
children or herself. Make appropriate referrals. If she is staying in a
hospital, she may fear that the batterer will visit her. She may want her
location to be kept confidential.
“It seems you have a concern about housing. I have information about
other resources.”

The Batterer
Is there ever hope for a batterer? Can he be cured? Can marriage counseling
help? The answers to these questions are tricky because they depend on the
man and his motivation. According to Woods (1992), there is only a 1 percent
success rate for batterer treatment programs. Despite this very low estimate,
some studies do show that court-ordered counseling may help.

A 1990 outcome study compared 120 court-referred abusers with a group
of 101 nonreferred abusers. Results indicated that 75 percent of court-referred
men who attended court-sponsored counseling reduced their recidivism rate.
Another 1990 study found that after counseling, abusive men had not com-
mitted violent acts for one year. Based on these studies, the Family Service
Center of the Marine Corps in San Diego established a model program to
combat domestic violence (Barnett & LaViolette, 1993, pp. 126–127).

Other studies have suggested that short-term (6 to 12 weeks) psychoedu-
cational batterer-intervention programs have helped some batterers to stop
physical violence in the short term but were inadequate in stopping abuse
over time. Some of the batterers even became more sophisticated in their psy-
chological abuse and intimidation after attending such programs (American
Psychological Association, 1996, p. 85).

More and more battered women’s shelters are including batterers’ pro-
grams in their facilities. Many more therapists are offering groups for this
population, who really need the help. Judges are mandating counseling instead
of jail time when a man is charged and convicted of battering his partner, a
trend that demonstrates a greater focus on the man’s part in the problem.

Arambarri (2005) suggests that these groups should focus more on power
and control rather than anger management. Many times these batterers
are referred to anger management groups led by therapists who are not
specifically trained in domestic violence. She believes that unless the power
and control issues are dealt with, the batterer may not be dealing with the
real problem.

The alternative to counseling and jail may be a restraining order, by
which the man is prohibited from physical proximity to the woman. However,
recent statistics indicate that more than two-thirds of the restraining orders
obtained by women against intimates who raped or stalked them were vio-
lated, and approximately one-half of the orders obtained by women against
intimates who physically assaulted them were violated (U.S. Department
of Justice, 2000). Although protection orders are a good idea, they aren’t
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sufficient in preventing further violence. It would seem then that counseling is
still an essential aspect of domestic violence prevention.

A Phenomenological View of the Batterer It is possible that crisis workers
will on occasion interview a batterer. This man may or may not see himself
as a batterer, may or may not have chosen to seek help, and may or may not
be amenable to intervention, depending on his personal and social resources.
If a man somehow lands in a counselor’s office (perhaps brought in by his
partner or for a seemingly unrelated issues) and the crisis worker begins to
suspect that battering may be an issue in the home, there are various factors
that can aid the counselor and the client in recognizing that he is an abusive
partner. Counselors are encouraged to proceed slowly and carefully when
questioning these men in order to lessen resistance to intervention and to re-
duce denial when possible. Below is a list of characteristics typical of battering
partners that counselors may consider asking about when ascertaining
whether the suspected partner is abusive. The counselor might ask the person
being abused if many of these qualities exist in the suspected abusive partner.
Once the woman or the man sees how many of these qualities exist, they may
be able to see the reality of the abusive relationship. Some of the personal
characteristics of batterers are:

• They are very jealous.
• They sulk silently when upset.
• They have an explosive temper.
• They criticize and put down their partner a lot.
• They have difficulty expressing their feelings.
• They drink or use drugs.
• They believe that it is the male role to be in charge and have contempt for

women.
• They are protective of their partner to the point of being controlling.
• They are controlling of their partner’s behavior, money, decisions.
• They have broken things; thrown things at their partner; hit, shoved, or

kicked their partner when angry.
• They were physically or emotionally abused by a parent.

Interventions with the Batterer
Woods (1992) describes many of the patterns battering husbands used to
maintain power and control. Interventions both in group settings and individ-
ual sessions focus on educating these men about these patterns and how to
stop them. Some behaviors used to maintain power and control are:

Intimidation: Putting her in fear by using looks, actions, gestures, a loud
voice, smashing things, destroying her property.

Isolation: Controlling what she does, who she sees and talks to, where
she goes.
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Emotional abuse: Putting her down or making her feel bad about herself;
calling her names; making her think she’s crazy; using mind games.

Economic abuse: Trying to keep her from getting or keeping a job. Mak-
ing her ask for money; giving her an allowance; taking her money.

Sexual abuse: Making her do sexual things against her will;
physically attacking the sexual parts of her body; treating her like a sex
object.

Using children: Making her feel guilty about the children; using the chil-
dren to give messages; using visitation as a way to harass her.

Threats: Making or carrying out threats to do something to hurt her
emotionally; threatening to take the children away; threatening to commit
suicide; threatening to report her to welfare.

Using male privilege: Treating her like a servant; making all the big deci-
sions; acting like the master of the castle.

Physical abuse: Twisting, biting, tripping, pushing, shoving, hitting, slap-
ping, choking, pushing down, punching, kicking, using a weapon, beat-
ing, grabbing.

After educating a man on the destructive patterns he is using, a counselor
might attempt marital counseling where they could try to work on communi-
cation skills and compromise, as is done with other couples. However, this
approach doesn’t always work if the man is extremely angry, paranoid, using
drugs, or holds rigid beliefs about his rights as a man. When a crisis counselor
begins to experience that, short-term crisis management is not effective, and
other interventions will be necessary.

In fact, most feminists and clinicians who work in the field of domestic
violence believe that traditional family therapy is not an appropriate interven-
tion in domestic violence cases (Segel-Evans, 1991). They believe that the bat-
terer is completely responsible for the violence, and that he should be the one
in therapy to work on his violence problem. Marriage counseling gives
him the message that his wife has a part in creating the violence, thereby ex-
onerating him from full responsibility for his sickness. With this perception,
the recommended treatment for domestic violence cases is twofold. First, the
woman should be assessed for safety and given choices and support. It should
be emphasized to her that her symptoms evolved only after the trauma of
being abused. Second, the man should be the one to leave and attend groups
for battering men or enter individual therapy, or both, to work on his
violence. He must accept responsibility and learn more appropriate ways to
communicate, deal with stress, conquer his insecurities, and learn to meet his
own needs.

Not all clinicians agree with this perspective, however. Kugler (1992)
agrees with many of the ideas but believes the battered woman is not the
passive, helpless victim she is often portrayed to be. He holds the victim
accountable for her own violence toward the husband, which may provoke
his violence. Also, he believes therapists need to point out to the woman that
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the abuse won’t stop unless she makes the man accountable—legally and
morally. He suggests that mental health workers help empower the woman
by assisting her to “realistically evaluate the situation and understand the
interactional dynamics of the relationship” (p. 45). Then she can learn to alter
her behavior, which may help alter his behaviors.

Kugler feels that too many women get weakened by well-meaning counse-
lors who set the boundaries for them. This, he says, doesn’t help the woman
in the long run, for she is likely to enter another abusive relationship without
having learned effective limit-setting behaviors.

Kugler does not believe that the woman gets blamed for the battering
simply by understanding the abusive behavior in the context of the violence.
He says that those who dogmatically say that couples’ counseling is never an
appropriate crisis intervention modality greatly limit help, especially for the
woman who truly believes she has a part in the abuse and wants to work on
changing her behavior.

As with all crisis work, counselors must keep all this information in mind
as they interact with each client, using what will be helpful and putting aside
parts that are not relevant.

Rape
Rape is the common term used when discussing sexual assault. It is a frequent
form of assault in our society. Some of the clients who seek crisis intervention
might have just recently been raped. Others will have been raped many years
ago but have been motivated to come for help by a recent triggering event. For
example, watching the Tyson trial brought out the anger of a 69-year-old
woman who had been raped by her fiancée 40 years earlier (Heller, 1992).
Victims of rape often go through similar stages called rape trauma syndrome
(another type of PTSD). This syndrome is recognized in California courts as a
condition that occurs following a rape. The crisis worker must help the rape
victim proceed through these stages, which will be discussed later.

Like so many other common topics, rape has generated its own set of
myths. Wesley (1989), a rape crisis counselor with the Orange County Sexual
Assault Network, discussed a variety of myths and corresponsing facts about
rape. Crisis workers are encouraged to know the difference between fact and
myth so that they may be better prepared to present a more realistic picture
about sexual assault to victimized clients. Some of these myths are:

1. Myth: Rape is rare and will never happen to me.
Fact: Every 6 minutes a rape takes place. The FBI estimates that 1 in 4
women and 1 in 10 men will be sexually assaulted in their lifetime. Most
rapes are not even reported.

2. Myth: Rape is about sexual desire.
Fact: Sex has little to do with it. Sex becomes the weapon, the vehicle to
accomplish the desired end result, which is to overwhelm, overpower,
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embarrass, and humiliate another person. Also, looking at typical rape
victims shows clearly that this crime is not about sex: Ninety percent of
disabled women will be raped. Children and the elderly are also at high
risk of being raped because of their vulnerability. An attacker can easily
overpower these victims.

3. Myth: Only strangers commit rape. Forced sex among acquaintances is
not rape.
Fact: In 60 to 80 percent of rapes, the victim and the assailant know each
other. In addition, for women 15 to 25 years of age, 70 percent of the
assaults are date rape. The woman is vulnerable at these ages because she
is starting to have sexual feelings, set limits, and pursue intimate
relationships.

4. Myth: Rapists are psychotic or sick men.
Fact: Less than 5 percent of convicted rapists are clinically diagnosed as
psychotic. The media present these cases to the public because of the
bizarre nature of the rapes, but the rapist can be anyone.

5. Myth: Women who get raped are asking for it.
Fact: Women who try to look attractive and sexy are asking for attention,
approval, and acceptance—not victimization. Babies in diapers and fully
clothed grandmothers being raped are evidence that rape is not caused by
sexy clothes.

6. Myth: He can’t help it; once he’s turned on, he can’t stop.
Fact: Could he stop if his mother walked in? Humans can control their
sexual behaviors. (Adapted from Wesley, 1989)

What Is Rape?
Rape is a sexual act against one’s will; it is sexual violence. It might be inter-
course, oral sex, anal sex, or penetration with any foreign object. Rape is a
felony that carries a sentence of 1 to 16 years for each count. Most rapists
don’t go to prison because most rapes aren’t reported. About 95 percent of
rapists are men. Almost none of the men who are raped report it because of
the perceived homosexual aspect of male-to-male rape. This is unfortunate be-
cause male rape victims underuse crisis services, leaving a population of men
who will be struggling emotionally with feelings of humiliation and loss of
masculinity. In a 1995 survey (U.S. Bureau of the Census), 1 out of 6 women
and 1 out of 33 men has experienced an attempted or completed rape as a
child or adult. Specifically, 14,903,156 women, and 1,947,708 men reported
having been raped at some time in their life (Tjaden & Thoennes, 1998). An
estimated 683,000 women are forcibly raped each year in the United States;
that is, 1.3 women are raped every minute (Kilpatrick, Edmunds, & Seymour,
1992). Rape remains the most dramatically underreported crime; 70 to 84
percent of rapes are not reported to law enforcement.
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Rape Trauma Syndrome

Rape victims often experience three identifiable stages after the assault;
together, these stages comprise the rape trauma syndrome. This is the
type of PTSD often seen in rape survivors. A crisis worker is well advised to
understand these stages so as to better join with the client at any given point
in the crisis.

Stage 1: Immediate Crisis Reaction During this acute phase, which lasts 2
to 6 weeks, the victim experiences emotional pain, specific physical pain,
and general soreness. As with PTSD, sleep disturbances are common.
The person often feels vulnerable when asleep or is fearful of nightmares.
Eating disturbances will also be seen, evidenced by nausea and loss
of appetite. Emotional reactions encompass hysteria, fear, anxiety,
humiliation, shame, embarrassment, guilt, anger, and an acute sense of
vulnerability. How the victim copes has a lot to do with her previous
coping style.

Stage 2: Reorganization As the initial feelings start to subside, victims
realize they may get through it. They may tell themselves they need to get
back to normal and can’t keep dwelling on the attack. This type of
thinking leads to a state of denial whereby the experience is minimized or
blocked altogether.

If victims don’t get professional help, they may stay stuck in this phase.
They may be able to function somewhat, but it will be at a lower level
than before the rape. Mood swings, depression, psychosomatic illnesses,
substance abuse, phobias, failed relationships, sexual dysfunctions, suicide
attempts, and revictimization may be part of this phase. The crisis worker
is likely to encounter victims who have been stuck in this phase for several
years because they just can no longer function.

As discussed in Chapter 1, it is easier to work with victims who are in
Stage 1 because they haven’t invested energy in denial yet. The longer they
wait, the longer the intervention will have to be.

Stage 3: Reintegration In reintegration, clients move from being victims
to being survivors. With proper crisis intervention, they can emerge
as stronger, more assertive persons, more aware of themselves and with
increased self-esteem. After all, they have survived an extremely traumatic
experience—evidence of their strength (Wesley, 1989).

Interventions with a Rape Victim
Much of the material about how to work with rape victims originally came
from literature produced by the Orange County Sexual Assault Network
(OCSAN). What follows is an integration of that agency’s treatment approach
to sexual assault with the ABC model presented in this book.

If rape victims contact a crisis worker immediately after the rape, they
are likely to be confused about what steps to take. They may feel guilty and
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not consider themselves a victim who has the right to medical attention and
police assistance (Heller, 1992). A counselor can help survivors decide what
to do by providing information and resources. Overall, an empowerment
model is suggested with this population. It encompasses the steps described
next.

The Empowerment Model with Sexual Assault Survivors

A: Achieving Contact During the first 5 minutes or so, survivors are
probably sizing up the crisis worker and thinking, “Can this counselor
handle what I’ve got to say?” It is important for the helper to be calm,
clear, and trustworthy and somehow convey the message, “I’m not going
to be shocked.”

During this early contact, counselors should reassure and validate
clients for seeking help. Asking questions to get a clear picture of what
happened helps to get the interview moving and calms clients. At this
point, it isn’t important to attain a full graphic picture of every detail.
Reflecting, paraphrasing, and asking open-ended questions are excellent
strategies for this stage.

Assessing for symptoms is also important in case a client needs help
from a physician. Sometimes a client will be severely depressed and needs
medication to function at even a minimum level.

B: Boiling Down the Problem to Basics At this point, it is appropriate
to identify how clients are feeling now, keeping them in the present. To
understand what makes the rape a crisis for them, a good question is this:
“What is the hardest part for you?” The answer gives the counselor a
place to begin, a focus for reframing, educating, empowering, and sup-
porting the client. The statements following are models of the types you
might find helpful at this time.

Supportive Statements Every rape victim needs to be believed and the
experience legitimized. People rarely make up stories about being raped.
Statements like the following will help to restore the victim’s dignity and
reduce his or her sense of embarrassment:

“It must have been frightening.”

“It wasn’t your fault; you didn’t ask for this to happen and you deserve
to be taken care of and treated with dignity and respect.”

“It’s difficult to scream when you’re frightened.”

“Sure, you were hitchhiking, but not in order to get raped.”

Educational Statements Clients can benefit from learning about rape
trauma syndrome. This information helps to normalize their experience so
they don’t think they’re reacting unnaturally. Clients also benefit from
knowing that rape is not about sex but about power. The rapist just
happened to use sexual behavior as the weapon of assault.
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Empowering Statements Constantly help clients focus on being in control
of their decisions:

“You weren’t in control during the assault, but now you are in
control. You’ve already chosen to seek help from me. Let’s look at some
other options so you have more choices.”

Reframing The crisis worker can offer a different way of interpreting
victims’ behavior while being raped. She can help clients see that in no
way should they consider themselves stupid for not resisting the rapist.

“It sounds as though you were very wise to keep still and quiet rather
than risk further injury by fighting.”

C: Coping By exploring the ways clients have coped with other crisis
situations, you can activate their strengths and further empower them.
Encourage them to think of other ways to cope. Perhaps they can use
their current support systems and reach out to such new systems as sup-
port groups.

After clients have presented all the ways of coping they can think of,
the crisis worker can suggest other resources and brainstorm additional
ways. The worker might recommend reading certain literature, taking a
self-defense course, or calling a hotline; she might also offer to accompany
the client to the police station or doctor’s office. As long as the client
makes the decision, many options are possible for the crisis worker.

One of the newer approaches to working with rape victims is EMDR
(eye movement desensitization and reprocessing). Most communities have
certified EMDR therapists who have had considerable success in helping
sexual assault victims. EMDR therapy targets all of the information
related to the trauma, allowing the cognitive elements and emotional
elements to be reprocessed. Often, the end result is increased feelings of
control and power. “Part of the treatment includes facilitating the emo-
tional adoption of positive self-beliefs, such as ‘I am now in control,’ or
‘I now have choices’” (Shapiro & Forrest, 1997, p. 135). This approach
would appear to fit with the empowerment model previously discussed.

Date and Acquaintance Rape
Date rape refers to a situation in which a woman voluntarily goes out with a
man and may even engage in some form of sexual conduct but at some
point is overpowered by the man. It brings up some especially difficult issues
because the woman is confused. At a certain point, she wanted to be with this
person. However, when the situation gets out of control, she often doesn’t
know what to do. Women are most often date raped between 16 and 24 years
of age. The peak rate of victimization occurs in the 16- to 19-year-old age
group, with the next highest rate in the 20- to 24-year-old age group (Koss,
1992). About 90 percent of college women surveyed report that their attacker
was a boyfriend, ex-boyfriend, friend, acquaintance, or coworker. Nearly 13
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percent of the women surveyed reported being the victim of date rape, and 35
percent the victim of attempted rape while on a date (Fisher, Cullen, &
Turner, 2000).

Steiner (1994), the clinical supervisor at Mariposa Women’s Center in
Orange, California, offers some valuable thoughts on how to educate
and support women who are survivors of date rape or any woman at risk of
date rape:

• First, no one can predict how [she] will react in a threatening situation.
Nor can she blame herself for not reacting differently. Too much of a
survivor’s recovery is spent trying to redo what has already happened.
We all can change only our future, not our past.

• Don’t be afraid to be seen as rude or paranoid. If he gives you a hard time
or humiliates you because you don’t want to go into his room, or to
his apartment, or for a drive, he is exhibiting a behavior common to date
rapists—no respect for your feelings.

• Go ahead, wreck his stereo or anything else you can reach if he doesn’t
stop when you say no. When it’s all over, he’ll have a hard time saying,
“You know you wanted it, and no one would believe you anyway” if his
room is in a shambles. If somehow you were wrong about him, a new
stereo is a lot cheaper than a year of recovery from rape.

• When you don’t report it, and you don’t tell your close friends, you in-
crease the damage inflicted by the rape by isolating and blaming yourself.
If your friends don’t react the way you had hoped, don’t blame yourself.
Remember that what happened to you is bad, and they are afraid to
believe it could happen to them. They need help in facing it.

• Everybody needs help in recovering from traumatic events. Ask for
what you need from friends, family, rape support centers, and others
trained to help.

• People do recover from rape, and they are never the same. They can be
stronger, more compassionate to others, and more respectful of
themselves.

Chapter Review
Personal victimization often leads to PTSD and other emotional problems.
Whether it be child abuse, sexual assault, partner abuse, elder abuse, or any
other form of physical assualt, people often benefit from crisis intervention.
Child abuse accommodation syndrome, battered women syndrome and rape
trauma syndrome have been seen in these type of assaults and can help
survivors better understand what they are going through. Because these crises
involve the legal system, crisis workers are encouraged to know the laws in
their state relating to these situations. Empowerment is considered a vital
intervention for all of these forms of victimization to help move the client
from being a victim to a survivor.
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Box 10.1 Cases to Role-Play

Case 1 A 14-year-old girl comes to this clinic because her mother believes something is wrong; her
daughter’s grades have been going downhill, and she does not like the people her daughter hangs
around with at school. The girl’s father has been having a sexual relationship with her since she was
seven years old. She does not want to tell anyone because he threatened to throw her out of the house
if she told. Her mother appears to be happy with him.

Case 2 A 47-year-old man, who is an elder at his church, comes to counseling. He runs his own busi-
ness, which is very successful. He lives in a high-class neighborhood and everyone believes he is an
ideal citizen and parent. He is raising three children on his own because his wife died two years ago.
He has come in because for the last year he’s been taking out his frustrations on his oldest child, who
is nine years old. He has broken the boy’s arms twice and has hit him with a board on several occa-
sions. He realizes he needs help.

Case 3 A woman brings her family in because she and her spouse were reported for child neglect. She
tells the interviewer that she is very upset by the false statement. She is a very religious person, and her
children are very well taken care of. They eat at specific times and are not allowed to snack. During
the interview, the children are going through the wastepaper baskets looking for food. The mother
tells you that they missed breakfast this morning and will have to miss another meal because good
children do not miss meals.

Hint: Maintain a nonjudgmental attitude.

Case 4 A very upset 25-year-old woman comes to you. Her husband has threatened to kill her
4-year-old son. Her son is not the child of her husband. Last night her husband was drinking,
and her son was bothering him. He hit the boy and gave him a black eye. It is the first time he has
hit her son. Usually, he takes his frustrations out on her. She tells you not to tell anyone because she
is afraid of what her husband would do if he found out that he had been reported.

Case 5 A 27-year-old nurse comes to you. She is working to put her husband through medical school.
She is complaining about being unassertive. She sits uneasily in the chair. When she moves, she some-
times grimaces in pain. She loves her husband and wants to please him but does not think she can. Due
to her lack of sexual responsiveness, he sometimes gets extremely angry and does things.

Case 6 A 65-year-old woman comes to you. She lives in a retirement trailer village with her husband, who is
a retired salesman. She comes to the session crying. Her mouth is cut and her right eye is swollen and bruised.
She expresses anger and hatred toward all men. Her husband beat her last night because there was too
much grease on his plate. She wants to leave but is afraid. He has threatened to kill her if she tries to leave.

Case 7 A young woman who has recently been raped by an old friend comes to counseling. She went to
a party and had a few drinks. The friend walked her to her car and then forced her into the car and raped
her. She has told no one. Her biggest problem is that this friend works for the same company she does.

Case 8 A 32-year-old male was raped by two men. He is feeling a great deal of shame because he
thinks he’s the only male this has ever happened to. He is also very angry because he was unable to
do anything to stop the rape. One of the men had a gun. He is afraid no one will believe his story.
He feels that he might just end it all now because his life won’t be worth living after this.

Case 9 A 19-year-old coed was walking across campus when four men forced her into their van and
raped her. There were other people around when it happened, but no one did anything to stop the
event. When she told her parents, they became upset with her and believed she was to blame. Her fa-
ther told her that if she would just stop wearing such sexy clothes, these things wouldn’t happen. She
is confused and feels unable to study, and she has thoughts about suicide.
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Correct Answers to Pre-Chapter Quiz
1.F 2.F 3. T 4. T 5. T 6. T 7.F 8. T 9. F 10.F

Key Terms for Study
AMACS (adults molested as children): Adults who often manifest PTSD
because of the unresolved emotional residue of childhood sexual abuse. Sup-
port groups for this population are increasing.

battered woman syndrome: A form of PTSD frequently manifested by women
who are continually beaten by their domestic partners. Often, the woman devel-
ops a sense of helplessness and hopelessness. She does not consider leaving her
abuser; rather, she focuses on surviving the abuse. She is often in a daze.

battering cycle: The events leading to, through, and away from domestic
violence. The cycle begins in the honeymoon period, when both partners are
in love and feel happy. The tension builds and eventually an explosion hap-
pens, either verbally or physically. After the explosion, the batterer feels
relieved and seeks forgiveness, and the honeymoon begins again. Eventually,
the honeymoon period goes away, and the couple oscillates between tension
and violence.

battering parent: Parent who beats a child as a disciplinary action, out of frus-
tration, or for other reasons. This parent was probably abused as a child and lacks
the skills to properly communicate with and discipline a child. The parent’s anger
is out of control, and the parent is using the child to relieve stress.

child abuse: One type of trauma that can cause PTSD (too prevalent in our
society). The four most common kinds of child abuse are these:

Physical abuse: Indicated by tissue damage, broken bones, or organ damage
from nonaccidental means. Burns, welts, bruises, and other marks are also
indications.

Sexual abuse: Occurs when an adult gratifies himself or herself sexually with
a minor. Abuse ranges from fondling to voyeurism to intercourse.

General neglect: Indicated when a parent or guardian fails to provide for a
child’s basic needs, such as food, shelter, clothing, and medical care.

Emotional abuse: Occurs when a child is continually humiliated, criticized,
and deprived of love. Usually leads to severe psychiatric symptoms and is
difficult to prove.

child abuse accommodation syndrome: A protective condition in which an
abused child maintains secrecy about the abuse, permits it to reoccur, and,
even if the abuse is accidentally disclosed, tries to suppress it.

child protective services agency: A county or state agency established to
protect children from abuse by investigating reports of child abuse and
intervening when necessary.
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date rape: The most common form of rape for women between the ages of 15
and 24 years. While out with a friend or date, or while at a gathering with
acquaintances, a woman is sexually assaulted. Often, the man does not realize
he is raping her.

empowerment model: An intervention model for clients in crisis that helps to
restore a person’s sense of control. In working with survivors of rape, crisis
interventionists use this type of approach when issues of power and feelings
of helplessness are discussed. The survivor is presented with alternative ideas
that help him or her feel more in control and powerful. The worker may want
to point out choices and decisions that are still under the person’s control,
even though the sexual assault may not have been.

infant whiplash syndrome/shaken baby syndrome: A very serious form of
child abuse that results when a baby is shaken. The shaking causes the brain to
roll around in the skull cavity. This abuse can lead to brain damage or death.

mandated reporting laws: Laws requiring professionals such as counselors,
teachers, and medical personnel who work with children to report any suspi-
cions of child abuse to either a child protective agency or a law enforcement
agency. Exactly who is required by law to report and the procedures for
reporting vary from state to state.

posttraumatic stress disorder (PTSD): A state in which a person re-
experiences a traumatic event as flashbacks or in nightmares, feels anxious
and hypervigilant, and has impaired functioning.

rape trauma syndrome: A form of PTSD commonly found in women and
men after a sexual assault. First, there is the immediate crisis reaction, with
all the symptoms of anxiety one would expect. Then, the rape survivor
attempts to reorganize. Without help, the survivor reorganizes by using ego
defense mechanisms. With help, the survivor learns to cope with her or his
feelings and works through the trauma to move to the third phase: reintegra-
tion. Finally, the survivor comes to terms with the assault and integrates it
into his or her life.
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Chapter

11

Crises Related to

Substance Abuse

For this chapter, instead of the usual true/false quiz, challenge yourself with
these mutliple choice items:

_____ 1. The most commonly abused drug in the United States is:

a. marijuana b. alcohol c. cocaine d. heroin
_____ 2. People who are dependent on heroin keep taking it mostly to:

a. experience pleasure b. avoid withdrawal c. escape reality
d. be accepted by peers

_____ 3. Which of these is not a narcotic?

a. heroin b. marijuana c. morphine d. methadone
_____ 4. Which age group has the highest percentage of drug abusers?

a. 10–17 b. 18–25 c. 26–35 d. 36–60 e. 61 and over
_____ 5. Which drug does not cause physical dependence?

a. alcohol b. morphine c. peyote d. secobarbital e. codeine
_____ 6. Most drug users make their first contact with illicit drugs:

a. through pushers b. through their friends c. accidentally
d. through the media

_____ 7. What is the most popular drug at underground “rave” parties?

a. ecstacy b. heroin c. LSD d. alcohol
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_____ 8. Which of the following is not a stimulant?

a. amphetamine b. caffeine c. methaqualone
d. methamphetamine

_____ 9. The majority of inhalant abusers are:

a. men b. children c. women d. the elderly
_____ 10. Which of the following poses the greatest health hazard to the

most people in the United States?

a. cigarettes b. heroin c. codeine d. LSD e. caffeine
_____ 11. Which of the following poses the greatest immediate risk to

users?

a. marijuana b. nicotine c. LSD d. inhalants
_____ 12. Which drug was believed to be nonaddictive when it was de-

veloped in the 1800s as a substitute for morphine and codeine?

a. LSD b. heroin c. horseradish d. PCP
_____ 13. When does a person become hooked on heroin?

a. first time b. after 45 times c. 20 times or more d. different
for each person

_____ 14. What causes a drunk person to sober up?

a. cold shower b. black coffee c. traffic ticket d. time
e. walking

_____ 15. Which of the following should never be mixed with alcohol?

a. amphetamines b. sedatives c. cocaine d. cigarettes
_____ 16. Medical help for drug problems is available without legal

penalties:

a. if the patient is under 21 b. under the protection of federal
law c. in certain states

_____ 17. Stopping drug abuse before it starts is called:

a. prevention b. withdrawal c. tolerance d. education
_____ 18. How long does marijuana stay in the body after smoking?

a. 1 day b. 12 hours c. up to 1 month d. 1 hour
_____ 19. The use of drugs during pregnancy:

a. should be limited to tobacco and alcohol b. may be harmful
to the unborn child c. should cease at 25 weeks

_____ 20. What makes marijuana especially harmful today?

a. It is much stronger than it used to be b. It could affect
physical and mental development c. Younger kids are using it
d. all of these
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The media, celebrities, and politicians have been campaigning against
drug abuse since the War on Drugs began under the Nixon Administration
in the late 1960s and early 1970s. This War on Drugs escalated with the
“Just Say No” and “Red Ribbon Week” campaigns of Nancy Reagan during
the 1980s. Although drug use has been accepted by certain individuals in our
society since narcotics such as morphine and cocaine were first introduced in
the late 1880s, it has never really been socially acceptable to be a drug addict.
The counterculture of the 1960s and 1970s set forth slogans such as “tune
in,” “trip out,” “experience,” “turn on”, and “try it, you’ll like it,” and for
many disgruntled youth drug use was “in.” However, as we proceed into the
twenty-first century, drug abuse is no longer a respectable recreation. In fact,
drug rehabilitation has become the topic of several highly rated television
shows such as “Intervention,” “Celebrity Rehab with Dr. Drew,” and
“Dr. Phil” to name a few. Why, then, will so many families and individuals
be severely affected by alcohol and drug abuse?

Any crisis interventionist will, in time, see a considerable number of sub-
stance abusers and their significant others. In 2003, an estimated 21.6 million
persons age 12 years or older were classified as having substance dependence
or abuse (9.1 percent of the total population). Of these people, 3.1 million
were dependent on or abused both alcohol and illicit drugs; 3.8 million were
dependent on or abused illicit drugs only; and 14.8 million were dependent on
or abused only alcohol (National Survey on Drug Use and Health, 2003). The
term substance abuse as used in this chapter means the use of alcohol and
drugs that affects a person’s occupational, academic, family, social, emotional,
or behavioral functioning.

Although some would include overeating, cigarette addiction, or caffeine
use as substance abuse, these behaviors are not examined here.

What Is Substance Abuse?
Essentially, substance abuse deals with the use and in some cases dependence
on most street drugs, prescribed medications, and alcohol. Formal psychiatric
diagnostic labels found in the Diagnostic and Statistical Manual of Mental
Disorders (DSM) do not use the terms alcoholic and drug addict, but instead
refer to individuals commonly called these labels as suffering from either sub-
stance/alcohol dependence or substance/alcohol abuse. The DSM-IV defines
alcohol abuse as repeated use despite recurrent adverse consequences and
alcohol dependence as alcohol abuse combined with tolerance, withdrawal,
and an uncontrollable drive to drink (American Psychological Association,
2007). The National Council on Alcoholism and Drug Dependence and Ameri-
can Society of Addiction Medicine define alcoholism as a chronic disease
characterized by impaired control over drinking, preoccupation with the drug
alcohol, use of alcohol despite adverse consequences and distortions in thinking
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(Morse & Flavin, 1992). The DSM-IV categorizes addiction into three stages:
preoccupation/anticipation, binge/intoxication, and withdrawal/negative affect
(1994). Most agree that drug addiction involves the progression of acute drug
use to the development of drug-seeking behavior, the vulnerability to relapse,
and the decreased, slowed ability to respond to naturally rewarding stimuli
(Kreek, 2007).

Types of Drug Abuse Crises
When dealing with substance abuse problems, the crisis worker can be most
effective when the person is truly in crisis. A crisis condition is needed to con-
front clients successfully about the negative impact the drug is having on their
functioning. Over time, crisis workers generally see four types of crises in rela-
tion to drug abuse. These will differ, depending on the substance being abused.

Medical Crises
Medical problems are most severe when alcohol or barbiturates are the sub-
stance of abuse. Seizures, heart attacks, strokes, and liver failure are some of
the common reasons for hospitalization. For someone who is physiologically
dependent on either of these two categories of drugs, medical detoxification is
necessary because life-threatening complications can occur when a person tries
to withdraw from the drug.

Despite the many stereotypes about heroin withdrawal, the medical risk is
actually not serious. To the heroin addict, however, coming off the drug feels
like a crisis of enormous proportions. For several days, the addict experiences
flu-like symptoms that often prompt a visit to an emergency room. Although
heroin addicts in withdrawal may feel as though they are dying, they are sel-
dom in danger. Most medical facilities encourage abrupt and complete (cold
turkey) withdrawal. Some outpatient clinics provide an alternative to heroin
called methadone. These clinics allow the addict to withdraw from heroin
slowly under the supervision of medical professionals while taking the substi-
tute, methadone.

Medical crises also occur with abuse of stimulants, such as cocaine, crack,
or crystal meth (methamphetamine). Some users have seizures or heart attacks
and require emergency medical treatment. These events can be life threatening,
but they can also pave the way for clients to confront the addiction and do
something about it.

At times, drug users take more than one drug, such as ecstasy, alcohol,
and marijuana, and have negative reactions. They may pass out or get ill and
need to be taken to a hospital. Adolescents are particularly at risk for this type
of medical emergency because they do not often think before they take drugs,
especially at “rave” parties and other social gatherings.
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Legal Crises

Another reason that substance abusers and their families may seek crisis inter-
vention is because of an arrest or some type of court-ordered mandatory
counseling. A common arrest for alcohol abusers is drunk driving or public
drunkenness. Most states require not only a fine but also counseling and par-
ticipation in Alcoholics Anonymous as part of the sentence for these crimes.

In addition to being arrested for being under the influence of alcohol or
drugs, a person may be arrested for drug possession or sale of drugs. Because
of overcrowding in jails and prisons, many diversion programs have been es-
tablished to provide rehabilitation in lieu of incarceration in traditional cor-
rectional facilities. These programs almost always include counseling and
education. Diversion programs are especially common for juveniles who are
caught with drugs at school. They often lead to increased family involvement
as well as cessation of abuse by the teenager.

At times, a state’s child protective agency may discover that parents are
substance abusers, and the workers will remove the children from the home.
The agency may require the parents to enter counseling as a condition of
having their children returned to them. The premise for this condition is that
having one’s children taken away should be a motivator for parents to stop
the substance abuse; unfortunately, the desired result is not always obtained.

Substance abuse is often related to domestic violence against a spouse, so
similarly, a person convicted of domestic violence may be required to enter
substance abuse treatment as part of his or her sentence.

Psychological Crises
Many people seek crisis counseling because of intense anxiety and depression
associated with both the use of certain drugs and the sensation of “coming
down” after the drug effects wear off. Most of the drugs in the “speed” cate-
gory create feelings of paranoia when too much is ingested or during the
phase following a major binge. People who snort cocaine, smoke crack co-
caine, snort or inject crystal meth, or take Ritalin experience a sense of unre-
ality and often have delusions that they are being followed or are in danger. In
addition, a profound depression often follows several days of using and can
precipitate suicide attempts or ideation.

Lysergic acid diethylamide (LSD) has long been associated with “bad
trips,” or adverse reactions to its ingestion. The affected person may be pseu-
dopsychotic and delusional to the point of not being in control of his or her
mind. People in this state need to have someone with them constantly to talk
them through these derealized and depersonalized feelings. They need to be
told continually that all the bizarre sensations they are experiencing are a re-
sult of the LSD and that in 8 to 12 hours, the trip will end.

Lastly, many people who abuse alcohol and drugs suffer from ongoing
depression. Over 50 percent of suicides are related to alcohol or drug depen-
dence with about 25 percent of alcoholics committing suicide. In adolescents,
the figure may be up to 70 percent (Miller, Mahler, & Gold, 1991).
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Spiritual Crises

A spiritual crisis involves a parting from the normal sense of self. People in
these crises realize that they are no longer who they once were. Such an indi-
vidual may have a revelation after staying up all night smoking crack in a mo-
tel room with a prostitute. Perhaps the person looks in the mirror and sees a
skeleton who hasn’t slept or had a decent meal in months because of using
speed. Maybe the person runs into an old buddy who is not a drug user and
remembers a life before drugs. Whatever the spiritual awakening, the emo-
tional result is often anxiety and depression; the person’s self-esteem needs
bolstering, and his or her suicide liability needs to be assessed. One man had
a spiritual crisis when he realized that his 5-year-old son had caught him with
a straw up his bloody nose while he was in the midst of a cocaine binge.

Whatever the crisis that brings substance abusers into counseling, crisis
workers will be most helpful if they can show clients how their current state
of functioning is directly related to substance use. Clients must understand the
consequences of substance use in clear and practical terms that are presented
in a nonjudgmental manner. Merely pointing out that drug use is dangerous
or illegal does not usually do the trick for drug and alcohol abusers.

Alcohol: The Most Common Drug of Abuse
The term “alcoholism” was first used in 1849 by the European physician
Magnus Huss to describe the systematic adverse effects of alcohol. In the
United States, the use of the word “alcoholism” was popularized when Alco-
holics Anonymous (AA) was founded in 1935. The “Big Book” used by AA
describes alcoholism as an illness involving a physical allergy to alcohol and a
mental obsession (Anonymous, 1939).

Although much media attention lately has focused on the use of speed and
heroin, alcohol remains the number one most abused substance (Gabbard,
2001). Alcoholism affects the alcoholic’s entire family, job performance, and
health. It is extremely costly to the nation. Groups such as MADD (Mothers
Against Drunk Driving) have lobbied for stricter drunk-driving laws in an ef-
fort to reduce alcohol consumption and the resulting deaths caused by drunk
drivers. Other efforts to minimize alcohol use include an increase in sales taxes
on alcohol products and the reduction of alcohol consumption by characters
on television programs. In addition, many television movies and soap operas
have been portraying realistic alcoholic dynamics in both teens and adults.

Unfortunately, alcohol, like drugs, is big business; corporations and un-
derworld drug lords are not likely to encourage consumers to stop using.
However, certain television commercials have been promoting responsible
drinking.

The National Council on Alcoholism has conducted several research
studies in an effort to better understand alcohol abuse and dependence. The
list below provides the reader with some of the findings of their research.

Crises Related to Substance Abuse 223

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



They offer a disturbing view of the pervasiveness of alcohol abuse and the
destruction it causes. Some facts about alcoholism and alcohol-related pro-
blems include:

• It has been estimated that 13,760,000 people ages 18 years and over in
the United States were either dependent on alcohol or abused alcohol in
1992. Approximately 3,953,000 were women and 9,806,000 were men
(Grant et al., 1994).

• It has been projected that by the year 2000, there would be 10,940,000
alcohol abusers, suggesting less dependence on alcohol (Williams et al.,
1989).

• Alcohol is known to cause or contribute to fatal illnesses, including car-
diac myopathy, hypertensive diseases, pneumonia, several types of cancer,
diabetes mellitus, tuberculosis, and cirrhosis of the liver.

• In 1997, 11,945 Americans died from alcohol-related liver cirrhosis.
• Alcohol is also related to accidents and injuries to a person using pedal

cycles, water transport vehicles, air transport vehicles, and motor vehicles.
It is related to accidental drowning, falls, fires, and homicides as well
(Saadatmand et al., 2000).

• In 1998, there were 12,663 alcohol-related traffic fatalities. The largest
percentage of persons involved were ages 25 to 44 years (45.3 percent)
(Yi et al., 2000).

• 472,066,000 gallons of alcohol were consumed in the United States in
1998 (Nephew et al., 2000).

• Alcohol-related highway deaths are the number one killer of 15- to
24-year-olds. The 1995 Public Health Services Sourcebook reports that
18 million people, 16 years old and older, had driven under the influence
of alcohol or drugs (Rouse, 1995, p. 19).

• Alcohol is associated with attendance problems in the workplace (Rouse,
1995, p. 26).

The Alcoholic
The person with an alcohol problem may be called an alcoholic, problem
drinker, or alcohol abuser. Many people working in the field of chemical de-
pendency see alcoholism as a disease in which alcohol abuse covers up other
underlying problems. Feelings such as shame, guilt, disgust, remorse, anger,
and fear are denied by the alcoholic and anesthetized by alcohol consumption.

When alcoholics stop drinking they may exhibit symptoms of the dry al-
coholic as they struggle with the emotions that used to be covered up by the
effects of alcohol. Family members often complain about newly sober alco-
holics because they often behave worse than when they were drinking. This
phenomenon underscores the necessity of intervention on the part of the entire
family while the alcoholic is recovering.

Family involvement is one aspect of alcoholism that makes it different
from other types of diseases. Another aspect is that alcoholics can control
their own disease and accept full responsibility for the consequences of their
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actions. This assumption is one of the basic tenets of AA. However, AA’s
twelve-step program suggests that alcoholics participate in the program and
accept the support of a sponsor as part of assuming responsibility and control-
ling the disease.

Although alcohol dependence probably has some genetic and biological
components (about 50 to 60 percent genetically determined, Dick, 2006), it
is largely a psychological disorder in the beginning stages. In other words, a
person experiences emotions and problems, or was socialized in an alcoholic
home, and turns to a substance (alcohol) to deal with life stresses. Once used,
alcohol helps the person cope with stress by denying and minimizing his or
her feelings. The list below describes seven defense mechanisms commonly ob-
served in alcoholics:

1. Denial: Emotional refusal to acknowledge a person’s situation, condition,
or event the way it actually is. This is believed to be the favorite defense of
alcoholics and all substance abusers and their families.

2. Displacement: The ventilation of hostility on a person or object, neither of
whom deserves it. This allows the addict to shirk responsibility for her or
his problems.

3. Fantasy: A state related to the euphoria brought on by alcohol intoxica-
tion. It allows the person to live in a world different from reality (which
the person perceives as intolerable otherwise).

4. Projection: The attribution of one’s own motives and wishes to significant
others. Because of alcoholics’ low self-esteem and shame issues, they can-
not cope with any flaws in themselves. This defense creates poor commu-
nication patterns because the alcoholic appears hostile, suspicious, and
oversensitive.

5. Rationalization: Making excuses to support one’s behaviors and drinking.
6. Minimizing: Playing down the seriousness of one’s addiction. Many alco-

holics will say, “I only drink on weekends.”
7. Repression: The practice of alcoholics in burying hurtful, threatening, and

shameful events in the unconscious; when sober, often remembering
nothing of their behavior while intoxicated (Gilliland and James, 1988,
pp. 285–287).

Addicts seem to have strong dependency needs and anger issues. Crisis work-
ers need to be aware of these shame issues and build an environment of safety
in which the client may express these emotions and still feel accepted by the
counselor. Denial is strong in these types of clients because most of them
who come in for counseling are still capable of functioning on the job; there-
fore, they do not see themselves as addicts.

Intervention
Treatment of an alcoholic ranges from education about the disease of alcohol-
ism to psychodynamic characterological analysis, family therapy, behavior
modification, and detoxification. The most popular approach is involvement
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in AA. Because AA (like all 12-step programs) is not costly for the client, it is
by far the most practical treatment approach on a long-term basis that most
would agree is necessary for an addict.

Before the long-term approaches in treating alcohol abuse are explored,
some general techniques and suggestions need to be examined for dealing
with the crisis state. Once the crisis is identified and the ABC model is applied,
the client can be referred to the most appropriate setting. Following is a list of
actions for the worker in a crisis situation:

• If the client is under the influence, ask questions that will let you know
what he or she took and when it was ingested. Do not try to conduct any
type of therapy if the person is intoxicated.

• Safety comes first—your safety, that is. Also, do not let an intoxicated
client leave your office in a car. You may be held responsible should the
client be involved in a car accident.

• Try not to be alone in a building or office with an addict or alcoholic,
especially one who is under the influence of the drug.

• If the client is not currently intoxicated, find out when the client last used
drugs and what types of substances were used. Remember, polysubstance
abuse is very common.

• Check for lethal combinations.
• Find out pertinent medical information, including prescribed medications

and illnesses.
• Inquire about possible genetic predispositions by asking whether any

family members are drug or alcohol abusers.
• Get a picture of what the person’s abuse is like: When does the client

typically use? With whom? Under stress?
• Get as much information as possible about the client’s functioning level

and relationships.
• Find out what in the person’s life might be falling apart now.
• Find out why he or she keeps using.
• Begin to confront the client on how the alcohol or drug use is tied into his

or her overall problems once enough information has been gathered.
• Deal with the crisis presented.
• Never minimize the crisis or the abuse level.
• Deal with the family when possible.
• Encourage a crisis in the family when possible in order to disrupt the sta-

tus quo.
• Keep the focus on behavior that is a result of the abuse rather than fo-

cusing on the drinking or drug use itself. (Author’s note: this is vital for
crisis intervention to succeed).

Prior to intervention, some counselors may prefer to conduct screenings to
ascertain the level of substance abuse or dependence. The list below provides
a variety of screening tools that assist counselors in assessing risk and identifi-
cation of substance abuse.
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1. The CAGE questionnaire: a) Have you ever felt you needed to Cut down
on your drinking? b) Have people Annoyed you by criticizing your
drinking? c) Have you ever felt Guilty about drinking? d) Have you ever
felt you needed a drink first thing in the morning (Eye-opener) to steady
your nerves or get rid of a hangover? (Ewing, 1984).

2. The Alcohol Dependence Data Questionnaire: It helps distinguish a diag-
nosis of alcohol dependence from one of heavy alcohol use.

3. The Michigan Alcohol Screening Test: widely used by courts to determine
appropriate sentencing especially by drunk drivers.

4. The Alcohol Use Disorders Identification Test: has been validated in
6 countries and is used internationally.

5. The Paddington Alcohol Test: designed to screeen for alcohol related
problems amongst those attending Accident and Emergency departments.

Alcoholics Anonymous (AA) Alcoholics Anonymous was created in 1935 by
Bill Wilson, an alcoholic New York stockbroker, with the help of Robert Hol-
brook Smith. AA is a mutual self-help group that follows a holistic philoso-
phy. During a meeting, members focus on a person’s physical, psychological,
emotional, and spiritual aspects. Members are able to explore such issues as
how they feel about themselves, their jobs, their families, and other interper-
sonal relationships and issues dealing with self-image and self-esteem.

There are also purely educational meetings that attempt to break through
denial and other defense mechanisms as well as provide information. Many
people convicted of drunk driving are ordered by the court to attend these
types of meetings, evidence of the respect society holds for the AA program.
The basis of Alcoholics Anonymous is a 12-step program and its steps are as
follows:

1. We admitted we were powerless against alcohol, and that our lives had
become unmanageable.

2. Came to believe that a Power greater than ourselves could restore us to
sanity.

3. Made a decision to turn our will and our lives over to the care of God, as
we understood Him.

4. Made a searching and fearless moral inventory of ourselves.
5. Admitted to God, to ourselves, and to another human being the exact

nature of our wrongs.
6. Were entirely ready to have God remove all these defects of character.
7. Humbly asked Him to remove our shortcomings.
8. Made a list of all persons we had harmed and became willing to make

amends to them all.
9. Made direct amends to such people wherever possible, except when to do

so would injure them or others.
10. Continued to take personal inventory, and when we were wrong,

promptly admitted it.
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11. Sought, through prayer and meditation, to improve our conscious contact
with God, as we understood Him, praying only for knowledge of His will
for us and the power to carry that out.

12. Having had a spiritual awakening as the result of these steps, we tried to
carry this message to alcoholics and to practice these principles in all our
affairs.

Lancer (2004) shares her view of the 12-step process from a Jungian per-
spective. She says that recovering from an alcohol or drug abuse problem is a
process. The addict or abuser uses the 12 steps to work through the process.
The steps are not necessarily linear, however. The process may be circular,
that is, working through one step may affect the work a client has done in a
previous step, work that the client thought was sufficient. In general, addicts
deal with each of the following situations during their recovery process:

1. Facing the problem
2. Surrender
3. Self-awareness
4. Inventory: building self-esteem
5. Self-acceptance and transformation
6. Compassion for others
7. Tools for daily growth

Twelve-Step Facilitation (TSF) Although 12-step groups are not facilitated
by mental health clinicians, counselors and crisis workers may play a large
part in facilitating the involvement of addicts with appropriate 12-step groups.
This model of crisis intervention consists of a brief, structured, manual-driven
approach to facilitating early recovery from alcohol and drug abuse and ad-
diction. It is intended to be implemented on an individual basis in 12 to 15
sessions and is based on the principles of AA. The goal of TSF is to help cli-
ents accept the fact that they need to abstain from alcohol and drug use and
surrender to the fact that they are helpless to control their behavior and there-
fore need to participate in a 12-step fellowship in order to remain sober
(Nowinski, 2000).

Family Therapy Another treatment model for alcoholism is to bring the fam-
ily together and give the alcoholic a choice: either go into treatment or move
out of the family home. The idea is that if the family system changes, the alco-
holic can no longer live comfortably in it. To change requires much effort
from codependent family members, who are used to and comfortable with en-
abling behaviors (discussed later in the chapter).

Once the alcoholic is in treatment, family sessions can be conducted to
explore new patterns of living for all family members. Sometimes, when the
alcoholic sobers up, marriages end because the alcoholic decides he or she no
longer wants the partner. Being intoxicated is often the only way the alcoholic
could tolerate the spouse. Box 11.1 below provides an example of how a fam-
ily is affected by an alcoholic.
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Medical Approaches One of the most important aspects to consider in asses-
sing the needs of a substance abuser is whether he or she needs medical inter-
vention. Providing medical care is particularly vital when the abuser is
physically addicted to alcohol, barbiturates, tranquilizers, or heroin. There
are many types of withdrawal symptoms with each of these drugs, some of
which are life threatening.

Detoxification usually takes 2 to 30 days, during which the person is in a
hospital and provided with medical attention. People undergoing withdrawal
are given various alternative drugs, such as minor tranquilizers, to ease them
through this very difficult time. These drugs must be given in some cases to
prevent seizures and convulsions.

Heroin addicts can more readily be detoxified abruptly (cold turkey) than
other abusers, though this is not popular among this population of addicts. At
times, they might receive a mild tranquilizer or begin a methadone program as
a substitute for the heroin addiction.

Once the drug is out of the person’s system safely, other psychological and
social methods of intervention can be instituted. During the hospital stay, clients
participate in many groups and activities, such as occupational therapy, recrea-
tional therapy, assertion training, educational classes, and groups for building
self-esteem. Often, an individual therapist will be assigned to provide psycho-
logical counseling as well. A psychiatrist may also be part of the team approach
and may prescribe such medications as antidepressants or lithium.

Some hospitals that have alcohol or drug rehabilitation programs have
designed partial hospitalization programs or day treatment programs. These
offer the same groups and activities as inpatient facilities, but the client lives
at home and goes to work during the day, attending the groups daily. This
type of program has been widely accepted as more cost effective than residen-
tial treatment and is probably the way of the future. These hospitals offer a
variety of therapies ranging from behavioral methods to social methods.

Behavior Modification Approaches A number of behavior modification ap-
proaches are used with drug abusers. Two of them are discussed below.

Box 11.1 Example of a Family in which Alcoholism Kept the Family Together

An attractive, verbal, successful 44-year-old woman came to therapy very much in crisis because her
husband, whom she described as an alcoholic, had become verbally abusive to her children (his step-
children) and she couldn’t cope with this behavior. She believed that if only he would stop drinking,
everything would be all right.

The husband had been drinking since they met, however, so there had never been any relationship
based on sobriety. After a few individual sessions, she and the children confronted him and told him
to stop drinking or they were moving.

The husband stopped drinking for about 1 month. During this time, marital sessions were con-
ducted in which the husband decided that he didn’t want to be a part of this family emotionally. The
wife found this unacceptable, so they decided to divorce.
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Aversion Therapy Aversive conditioning is based on Pavlov’s classical condi-
tioning model, which pairs noxious stimuli with the alcohol (or drugs). Schick
Shadel started this treatment in 1935. Its popularity has lessened in recent
years because its effects are not long lasting. After patients have been detoxi-
fied physiologically with the aid of antidepressants or mild tranquilizers, they
are ready for this “throw-up” therapy. On an empty stomach, they drink two
large glasses of salt water and take Emetine, a drug that makes them nause-
ated. A bottle of their favorite liquor is then placed in front of them. First
they sniff it, then gargle and swallow it. They immediately vomit. This is re-
peated several times.

The next day, patients are given the “butterfly,” a combination drink that
smells like beer and continues the nausea. The third day, they are given a truth
serum, sodium pentothal, and are asked if they want their favorite drink. If
they say no, they are asked if they would like another kind of drink. If they
say yes, the aversion process is repeated with that type of alcohol.

This same process is used for cocaine addicts with a substance that looks,
tastes, and smells like cocaine. Treatment usually takes 10 days and costs
about $11,000. After 30 days and 60 days, the patient returns for 2-day
follow-ups.

Synanon Charles E. Dederich, a former alcoholic, developed a confronta-
tional style of group therapy in 1958. He started Synanon, a self-help thera-
peutic community based in a Venice, California, storefront and run by
recovering addicts.

The basic goal of Synanon is to have drug abusers undergo a complete
change in lifestyle; this includes abstaining from the drug, breaking patterns
of criminal activity and learning job skills, developing self-reliance, and culti-
vating personal honesty. Counselors help residents confront their behavioral
problems, mainly in group therapy sessions. A resident usually singles out an-
other resident and confronts that person with an issue. The discussion goes
from there.

Although Synanon emphasizes rejection of life outside the community
during the program, reentry into society is a major goal (Orange County Reg-
ister, 1990, p. M3).

Most communities have a few of these recovery, residential, or halfway
houses, though the need far outweighs the availability. The Synanon approach
is not practiced in its pure form in most homes, but the idea of change in so-
cial life is still a prominent component. Phoenix House is a popular example
of one of these residential treatment facilities.

Biopsychosocial Model Probably a more common type of residential program
is a community in which the medical, psychological, and social aspects are
treated. Gerry House West in Santa Ana, California, is an example of a suc-
cessful home. Francis (1998) explains the philosophy of this one-year residen-
tial facility, where drug addicts live while they undergo structured treatment.
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One of the beliefs of the staff is that drug use starts in adolescence as experi-
mentation and rebellion. As the user continues into adulthood, the reason for
the rebellion gets lost but the user still acts like an adolescent with many nar-
cissistic thought patterns. The narcissism necessitates providing a lot of atten-
tion to these addicts, who need to feel special. Much of the therapy is cognitive
based; the addict is forced to examine the many unrealistic thought patterns
that lead to negative feelings and behaviors. Some typical irrational thoughts
include:

• Catastrophizing: The “Chicken Little” complex (i.e., everything is going
to turn out badly).

• Personalizing: The tendency not to look for facts but instead think that
everything is about me.

• Mind reading: Making other people’s choices for them about me.
• Fallacy of fairness: “I’ve done what I’m supposed to do. Why aren’t good

things happening to me?”
• Always or never: Approaching life in absolutes.

The treatment model progresses from complete containment and restric-
tion to integration into the community. Much of the focus is on skill building
and relapse prevention. A “trigger chart” has been developed to help clients
look at their cognitive distortions and the ways in which those distortions
lead to inappropriate behaviors.

Crisis intervention is a large part of the treatment. Effective crisis interven-
tion begins with a containment and time-out so that clients may focus on their
thoughts. The counselor then provides active listening so clients can feel heard
and empowered. This approach, by the way, is exactly the way in which par-
ents are often encouraged to communicate with an “acting-out” adolescent.

Brief Intervention for Alcohol Problems Some clients may not need to be
hospitalized or live in a residential facility. They may be able to control their
drinking and function adequately by participating in a few sessions with a
health professional who does not specialize in addiction treatment. This brief
intervention therapy is most often used with clients who are not alcohol de-
pendent; the goal may be moderate drinking rather than total abstinence.
These clients may be abusing alcohol and may be at risk for developing
alcohol-related problems. Miller and Sanchez (1993) proposed six elements
summarized by the acronym FRAMES for this type of intervention. The crisis
worker may offer feedback of personal risk, focus on the responsibility of the
patient to change, give advice to change, offer a menu of ways to reduce
drinking, create an empathetic counseling style, and encourage patients to be-
lieve in their own self-efficacy to make changes. Research has shown that brief
intervention for alcohol problems is more effective than no intervention and
often as effective as more extensive intervention (Bien, Miller, & Tonigan,
1993; Fleming et al., 1997), so if clients refuse to go to a 12-step group or
other forms of treatment, this type of approach may be effective.
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The Codependent

In the past two decades, many books have been written dealing with the psy-
chological and behavioral dynamics of the spouses and children of alcoholics
and drug abusers. A codependent is an individual who is closely involved with
the person who is dependent on alcohol or drugs and engages in behaviors
that enable the alcohol or substance abuse or feels the need to control it, or
both. The codependent experiences many of the same emotions as the sub-
stance abuser—guilt, resentment, fear, shame, and low self-esteem. The hall-
mark of a codependent, or enabler, is the need to be in control, whereby
they do not allow users the dignity of living their own life as they choose. In-
stead, codependents’ lives center around the activities of the users. They usu-
ally try to get users to stop using or worry about whether users are getting
into trouble because of their addiction.

Davis (1982) has designed an outline that describes various enabling be-
haviors of the codependent. These are defense mechanisms that maintain the
alcoholic family system in its disease form and are listed below.

1. Denying: “He’s not an alcoholic or other drug addict.” As a result:

a. expecting him to be rational
b. expecting him to control his drinking
c. accepting blame

2. Drinking with the alcoholic or using with the addict
3. Justifying the use by agreeing with the rationalization of the alcoholic or

addict (e.g., “Her job puts her under so much pressure.”)
4. Keeping feelings inside
5. Avoiding problems: keeping the peace, believing lack of conflict makes a

good marriage
6. Minimizing: “It’s not so bad. Things will get better when …”
7. Protecting the image of the alcoholic or user; protecting the alcoholic or

user from pain or the codependent from pain
8. Avoiding by numbing feelings with tranquilizers, food, or work
9. Blaming: criticizing, lecturing

10. Taking over responsibilities
11. Feeling superior: treating the alcoholic or addict like a child
12. Controlling: “Let’s skip the office party this year.”
13. Enduring: “This too shall pass.”
14. Waiting: “God will take care of it.”

Adult Children of Alcoholics Adult children of alcoholics are often codepen-
dents and enablers, who have been socialized in an alcoholic home. In this en-
vironment they learned about finances, relationships, jobs, isolation, and self-
esteem. Adult children often develop problems in these areas because they did
not learn realistic coping mechanisms for dealing with life’s stresses. Instead,
they learned to use denial in dealing with their feelings.
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Treatment for the Codependent Whereas about 40 percent of substance abu-
sers seek mental health treatment because of outside pressure, a much larger
percentage of the significant others of abusers seek counseling voluntarily.
These people are often in a crisis state, feeling nervous and depressed because
they cannot control the drinking or substance abuse of their spouse, parent, or
child.

As with all people involved in alcoholism, the crisis worker provides an
atmosphere of warmth and safety, for these people have little trust in the
world. Many have had to grow up early because of parental irresponsibility.
They believe that they should be able to handle everything on their own be-
cause they have always had to do so.

Education works well with this population. Most are willing to read
books that describe their personality patterns and needs. Also, educating
them about substance abuse is helpful.

Reframing can be useful as well. Codependents often perceive themselves
as being helpful to the user. It is easy to reframe this thinking by suggesting
that their help is actually perpetuating the abuse. Rather than treating the
user like a mature responsible adult, the codependent has taken away the
user’s dignity and respect.

Codependent people may present as though they are in full control. How-
ever, it is easy to show them how controlled they are by their significant other.
The crisis worker can empower these people by releasing them from the re-
sponsibility of “fixing” the abuser. They must be shown that they need to de-
velop their own life in a way that doesn’t revolve around the addict if they are
to regain self-control. Below are some ideas on empowering advice that a cri-
sis counselor might offer to enablers and codependents.

Don’t regard this as a family disgrace. Recovery from alcoholism can
come about as in any illness.

Don’t nag, preach to, or lecture the alcoholic. Chances are he has already
told himself everything you can tell him. He will take just so much and
shut out the rest. You may only increase his need to lie or force him to
make promises he cannot possibly keep.

Guard against the “holier than thou” or martyr-like attitude. It is possible
to create this impression without saying a word. An alcoholic’s sensitivity
is such that he judges other people’s attitudes toward him more by small
things than spoken words.

Don’t use the “if you loved me” appeal. Because the alcoholic’s drinking
is compulsive and cannot be controlled by willpower, this approach only
increases guilt.

Avoid any threat unless you think it through carefully and definitely in-
tend to carry it out. There may be times, of course, when a specific action
is necessary to protect the children. Idle threats only make the alcoholic
feel you don’t mean what you say.
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Don’t hide the liquor or dispose of it. Usually this only pushes the alco-
holic into a state of depression. In the end, he will simply find new ways
of getting more liquor.

Don’t let the alcoholic persuade you to drink with him on the grounds
that it will make him drink less. It rarely does. Besides, when you condone
his drinking, he puts off doing something to get help.

Don’t be jealous of the method of recovery the alcoholic chooses. The
tendency is to think that love of home and family is enough incentive for
seeking recovery. Frequently the motivation of regaining self-respect is
more compelling for the alcoholic when he turns to other people for help
in staying sober. You wouldn’t be jealous of the doctor if someone needed
medical care, would you?

Don’t expect an immediate 100 percent recovery. In any illness there is a
period of convalescence. There may be relapses and times of tension and
resentment.

Don’t try to protect the recovering alcoholic from drinking situations. It is
one of the quickest ways to push him into a relapse. He must learn on his
own to say “no” gracefully. If you warn people against serving him a
drink, you stir up old feelings of resentment and inadequacy. (Davis,
1982, pp. 1–2)

12-Step Groups You may also recommend groups to codependent clients.
Several have been created on the model of Alcoholics Anonymous and use the
12-step, peer, mutual self-help pattern. Al-Anon, Co-Dependents Anonymous
(Co-DA), and Adult Children of Alcoholics Anonymous (ACA) have been cre-
ated for the spouses, relatives, and children of alcohol abusers. Their purpose
is to help these individuals cope with their feelings and unproductive beha-
viors associated with trying to control and change the alcoholic. At these mu-
tual support, self-help meetings, the members receive support for nonenabling
behaviors, and their feelings of isolation are reduced. Because these 12-step
groups are free, widely available, and effective, crisis workers should have
knowledge about the ones in their community.

The Role of Hospitalization Just as some alcoholics and drug addicts un-
dergo treatment in a hospital, some codependents will also benefit from hos-
pitalization. If the person is extremely depressed and suicidal, hospital
treatment may be indicated. There are even hospital wards specifically
designed for this population.

In summation, alcohol abuse affects all family members, and crisis work-
ers need to be sensitive to the needs of all. It is particularly important for them
to be informed about community resources dealing with alcoholism because
treatment is usually long term.

The next sections briefly examine other substance abuse issues. Most of
the information about alcoholism applies to these issues also. The following
sections should provide enough information about specific issues, however,
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that you will not be totally naïve when you come into contact with drug abu-
sers. Most people realize that substance abuse is a serious national problem.

Speed: Cocaine, Crack, and Crystal Meth
Health Communications, Inc., has developed pamphlets that describe cocaine
and other drugs. They are updated regularly and can be ordered from the or-
ganization at this address: Health Communications, Inc., 2119-A Hollywood
Boulevard, Hollywood, FL 33020.

Cocaine is a central nervous system stimulant possessing both anesthetic
and vasoconstricting properties. It produces a combination of amphetamine-
like energy with the numbing (anesthetic) effect of some narcotics. It has
been misclassified by the Drug Enforcement Administration for years as a nar-
cotic. In recent years, cocaine use has increased rapidly, most notably in the
educated middle-class population. In the year 2000, there were an estimated
1.2 million cocaine users and 265,000 crack users in the United States (U.S.
Department of Health and Human Services, 2001).

Cocaine is derived from the coca bush. The leaves are 1 to 4 inches in
length and are harvested three times a year. The leaves are reduced to coca
paste by the use of petroleum solvents, and the result of this manufacturing
process is a white powder. Cocaine is rarely available in its pure form. Com-
mon additives are lactose, procaine, lidocaine, benzocaine, tetracaine, and am-
phetamines. The amphetamine enhances the high-energy effect and the other
additives produce the anesthetic effect.

The most common way of using cocaine is by sniffing, or snorting, it. One
popular technique is to form lines of cocaine on a mirror and sniff it through

TABLE 11.1 Drugs of Abuse and Their Effects

Drug Method of Use Effects

Alcohol Drink Depressant; euphoria, blackouts, slowed
reaction time

Marijuana Smoke Euphoria, slowed reaction time, munchies,
amotivation syndrome

Cocaine Snort Upper; high, speeded up thoughts

Crack Smoke Increased activity, heart racing

Crystal meth Snort Paranoia, agitation

Heroin Snort, inject Depressant; euphoria, nodding out; highly
addictive

Ecstasy Take pill Euphoria, opening of the mind, increased
focus on feelings

LSD Swallow Hallucinations, increased sensory stimulation
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a straw or rolled-up dollar bill. The drug takes effect within 3 minutes after
snorting. A riskier technique—shooting—is to dissolve the cocaine in water
and inject it by needle; the drug takes effect in about 20 seconds. Shooting
puts impurities into the blood, and shared needles can spread infectious dis-
eases, including hepatitis and AIDS. The fastest way to get cocaine to the
brain is by smoking it in a freebase form such as crack or rock. This creates
a very intense high in less than 10 seconds. Smoking cocaine can cause addic-
tion in weeks (StayWell Company, 1998, p. 5).

After ingesting low doses of cocaine, users usually experience a short-lived
(20- to 30-minute) sense of exhilaration and euphoria. They tend to talk a lot
and feel energetic and self-confident, but the exhilaration is very short-lived.
After the initial euphoria, psychological depression, nervousness, irritability,
loss of temperature sensations, and muscle tightening or spasms may occur.
To prevent these coming-down effects, users must use the drug every 20 min-
utes or so.

Another form of cocaine is crack cocaine, that is, cocaine in smokeable
(freebase) form. People have been smoking freebase for some time. Before
crack was developed, however, they had to convert cocaine into freebase
with highly flammable chemicals that only users were foolish enough to risk
handling. You may remember the comedian Richard Pryor, who nearly died
from burns caused by converting cocaine to freebase.

Now, there is a relatively safer way to convert cocaine into freebase.
Ammonia or baking soda and water are used. The result is crack, so-called
because of the crackling sound it makes when smoked. The crack looks like
shavings or chips scraped from a bar of soap and is packaged in small plastic
vials that sell for $10 to $20 each. Crack may be smoked through the stem of a
specially designed glass pipe or sprinkled on tobacco or marijuana and smoked.

When smoked, crack triggers an explosive release of neurotransmitters in
the brain and depletes the brain’s supply of these natural substances, produc-
ing an intense craving for more stimulation. The user takes more and more
crack to appease a craving that can never be satisfied.

Initially, the user will experience euphoria and excitement, but soon
avoidance of coming down becomes the reason for using. Crack is almost in-
stantly addicting. As the addiction takes hold, the user experiences memory
problems, insomnia, fatigue, depression, paranoia, irritability, loss of sexual
drive, suicide attempts, and violent behavior.

Soon, crack becomes the most important thing in the user’s life and over-
powers such other needs as eating, sex, family life, personal health, and ca-
reer. In addition to these effects, physical dangers are associated with crack
use. About 64 percent of users report chest congestion, 40 percent have a
chronic cough, and 7 percent say they have suffered brain seizures with loss
of consciousness. Many others report chronic hoarseness; they produce black
phlegm when they cough or suffer persistent bronchitis (National Council on
Alcoholism of Orange County, 1986).

Another illegal drug in the speed family is crystal methamphetamine, or
“meth.” Its popularity reflects its low cost and its strong potency in contrast
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to cocaine. An estimated 4.7 percent of Americans have used some form of
stimulant and an estimated 0.4 percent currently use stimulants (U.S. Bureau
of the Census, 1998, p. 151). “The Feds call meth the nation’s most serious
drug problem, surpassing even cocaine. Once prevalent in the biker world,
speed, with recipes available on the Internet, has gone upscale, used by profes-
sionals in search of endless energy or endless sex.” (Fischer, 2000, p. 141).
Speed is a stimulant that is snorted, injected, or smoked as “ice.” It can cause
paranoia, weight loss, and disturbed sleep.

Crystal meth is highly addicting; the heavy addict often needs hospitaliza-
tion to detoxify as well as participation in a 12-step program. The psychody-
namics and treatment are similar to those for cocaine addicts and abusers. One
major difference between speed and cocaine is that speed lasts longer. Unfortu-
nately, long-term use often leads to paranoia, violence, and serial arrests or psy-
chological crises. Methamphetamine is dangerous and can cause physical harm
to the brain, heart, and general health. Users often binge for several days before
taking a break from using it, a practice that takes a heavy toll on the body.

Effects of Cocaine and Speed on the Family
When cocaine or speed controls someone in the family, life for that family
can’t be normal. Dependence on these drugs makes the user behave in hurtful
ways to family members. The drug occupies most of the user’s time, money,
and attention. The family often suffers from the following emotions:

• Suspicion and insecurity: This leads to frequent conflicts over drug use.
Money and time become a focus of the family member’s insecurities.

• Resentment and disappointment: Family members must often make un-
reasonable compromises. As a result of the user’s focus on drugs, the
family feels deprived because the joys of normal family living are sacri-
ficed to the chemical dependency.

• Isolation and hurt: The user often withdraws from participation in the
family. Often children and spouses feel they cause this isolation.

• Fear and guilt: The family often fears the consequences for the addict as
well as for the family, often blaming itself for the addict’s behaviors.
(Staywell Company, 1998, pp. 10–11)

In order to help family members cope with the user’s behaviors, the crisis
worker can teach members how to stop enabling the user and how to properly
intervene and help the addict get professional treatment. Once the family un-
derstands that it cannot fix the addict, it is freed up to return to healthy living.

Marijuana
People rarely seek crisis intervention for marijuana abuse; nonetheless, crisis
workers should be familiar with it. Marijuana, or “pot,” is widely used and
may impair a person’s functioning and coping while the person is in a crisis.
Also, rather than use sober coping strategies, many people use marijuana to
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deal with stress. The average new user is 16 to 17 years old. It is estimated that
32 percent of Americans have tried marijuana (U.S. Bureau of the Census, 1998,
p. 151). Of the 6.8 million persons classified with dependence on or abuse of
illicit drugs, 4.2 million were dependent on or abused marijuana. This represents
1.8 percent of the total population age 12 years or older and 61.4 percent of
those classified with illicit drug dependence or abuse (National Survey on Drug
Use and Health, 2003). Of the 6.3 percent of the population using illicit drugs,
59 percent reported using marijuana only, and another 17 percent reported
using it with other drugs (U.S. Department of Health and Human Services, re-
trieved 11/4/01). Below are some myths and facts about marijuana.

1. Myth: Only a few hippies, radicals, and artists smoke pot.
Fact: One in three Americans has tried pot.

2. Myth: Marijuana is a safe drug.
Fact: Pot has been linked to lung cancer, loss of short-term memory, and

slowed reaction times when driving.
3. Myth: Marijuana isn’t addictive.

Fact: People can become psychologically dependent on pot and have
physical withdrawal symptoms after stopping heavy use.

4. Myth: Marijuana makes people more creative and social.
Fact: Frequent use blunts emotions and may lead to paranoia.

5. Myth: If parents don’t smoke pot, their kids won’t either.
Fact: If parents misuse any drug, including alcohol, their kids are more

prone to drug dependency.
6. Myth: Marijuana dependency is an individual problem.

Fact: Family members get trapped, too, in enabling roles that help drug
abuse continue.

7. Myth: Teachers would know if a student were dependent on marijuana.
Fact: The signs of dependence are often too subtle to spot.

8. Myth: Pot is not a problem at work; cocaine and alcohol are.
Fact: Marijuana use is more common than cocaine use and harder to

spot. (Krames Communications, 1995, p. 3)

Marijuana is the unprocessed dried leaves, flowers, stems, and seeds of the
Cannabis sativa plant. Delta-9-tetrahydrocannabinol (THC) is thought to be
the primary psychoactive, or mind-altering, compound in this plant. The
drug is usually rolled with cigarette papers into a joint or reefer and smoked
like a cigarette or in a pipe or “bong.” Hashish is the solidified resin of the
Cannabis sativa plant (Zimbardo, 1992, p. 129). It is usually smoked in a
pipe as a brownish chunk and is many times stronger than marijuana. Mari-
juana and hashish may also be baked and eaten in brownies.

The common street names of marijuana are pot, weed, reefer, smoke,
hooch, and dope. Its effects depend on the potency of the particular plant,
experience of the user, and user’s expectations. Some marijuana users describe
a subjective state of increased sensory awareness to music, touch, light, and
social interaction. Other users experience anxiety, fear, and withdrawal from
social interaction because of drug-induced paranoia.
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Research by Health Communications, Inc., indicates that the following
may be chronic effects of marijuana over long periods of time:

• Respiratory system: Bronchial problems, sore throats, coughing, suscepti-
bility to bronchitis and pneumonia. Tar and cancer-causing agents in mar-
ijuana smoke are 5 to 10 times the amount in a typical tobacco cigarette.

• Immune system: Reduced ability to fight infection from bacteria and
viruses.

• Endocrine system (maturational): Possibly impeded physical, emotional,
and mental development for 11- to 15-year-olds using marijuana.

• Reproductive/hormonal system: Possible reduction in both male and fe-
male hormones. When this occurs, it can affect fertility, sperm reproduc-
tion, menstrual cycles, and ovulation. Sperm that are damaged and
diminished in size have been reported. These hormone reductions are also
related to the maturational processes, particularly in regard to secondary
sex characteristics.

• Intelligence and behavior: Decreased ability to store information, concen-
trate, make decisions, handle complex tasks, and communicate. (Health
Communications, Inc.)

Marijuana use is often regarded as “soft” drug abuse. However, counse-
lors might keep in mind that marijuana is illegal. Clients may find themselves
in legal difficulties because of pot use, and this may be the reason for their
seeking intervention. Also, many companies are requiring drug screenings
prior to employment or as grounds for continuing employment. A person
may need help in staying off pot for this reason. The legalization of marijuana
has been the subject of various debates over the past 20 years. Several states
have decriminalized it, and other states put forth proposals for the people of
the state to legalize it. Some states have legalized prescription medical mari-
juana for chronic pain sufferers and for people with nausea due to cancer
treatments. Because of societal attitudes that pot is not really so bad, many
people continue to use it well into their 50s and 60s in the same way that peo-
ple drink alcohol recreationally and socially.

When marijuana use interferes with performance and safety on the job or
creates problems at school, the pot user may be required to seek some form of
help to quit using. Signs of marijuana dependence are hard to spot, but the
following are some of the signs that may indicate chronic pot use:

• Absenteeism
• Erratic performance
• Errors in judgment
• Lack of fitness for duty
• Risk to coworkers
• Frequent accidents

Other psychological and social risks often associated with marijuana use
include missed milestones such as graduation (the stoned person is in a
“cloud” emotionally), emotional immaturity (feeling most comfortable in
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superficial relationships), and amotivational syndrome (lacking initiative)
(Krames Communications, 1995, p. 6).

Signs that a student is using marijuana in school may include:

• Giving in to peer pressure
• Impaired short-term memory
• Low energy
• Low achievement (Krames Communications, 1995, pp. 10–13)

Pot Smokers Anonymous or Narcotics Anonymous may be helpful for
marijuana users. Users typically need to develop a social network of nonusing
people with whom they can have fun and interact socially. Denial is a large
part of the marijuana smoker’s perception of her or his problem. This person
minimizes the extent of use or the idea that it is a problem. The crisis inter-
ventionist may want to help the smoker explore what life is like when he or
she is sober. Also, remember that the marijuana grown today is unusually po-
tent compared with that grown even 10 years ago.

LSD (lysergic acid diethylamide)
LSD is also known as acid. It is taken orally in tablet form or licked off paper. A
crisis worker may treat someone on a “bad trip” that has extreme panic associ-
ated with it. Many emergency room doctors and nurses as well as mental health
workers have had to talk someone through a crisis state set off by LSD. An
estimated 9.7 percent of Americans have used some form of hallucinogen
(U.S. Bureau of the Census, 1998, p. 151), and one million stated having used
a hallucinogen in 2000 (U.S. Department of Health and Human Services).

LSD distorts the person’s sensory perception and sense of self. He or she
may resemble a psychotic person because of having hallucinations and delu-
sions. The effect usually lasts 10 to 12 hours, and the person needs comfort
and reassurance that the feelings are due to the acid.

LSD has made a major comeback in the 1990s and into this century, per-
haps because teenagers are trying to imitate the perceived excitement of teen-
agers in the 1960s. This drug can precipitate a psychotic reaction in otherwise
normal teens, but it is less prevalent than other drugs.

Box 11.2 Example of an Ecstasy Crisis

A 16-year-old girl went to a rave party. She had lied to her parents about her whereabouts. After con-
suming alcohol and ecstasy, she passed out. Her pants were undone when she awoke, and she needed
to be rushed to a hospital because she couldn’t function. Her family was in a crisis because of their
fear of what might have happened if the police hadn’t “busted” the party. The people she was with
called the ambulance and then left her. Crisis intervention focused on the consequences of the drug
use, particularly when combined with alcohol, as well as the fact that her friends disappeared whereas
her parents were the only ones being supportive for her.
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Ecstasy (3,4-methylenedioxymethamphetamine, or MDMA) is another
hallucinogen that has grown in popularity since the 1990s for adolescents
and young adults. An estimated 6.4 million people reported having tried
ecstasy in a 2000 National Household Survey (U. S. Department of Health
and Human Services). It was first synthesized by German chemists in
1912. It was considered for use as an appetite suppressant but was re-
jected because of its side effects (Harvard Mental Health Letter, 2001).
Its effects are unpredictable and include extreme states of altered con-
sciousness. It is often combined with other drugs and alcohol, leaving the
young user in a vulnerable state. Ecstasy affects the body like a stimulant.
Other effects have been reported, also, such as strong feelings of intimacy,
which often lead to intimate revelations or personal decisions that are later
regretted.

Many adolescents use LSD and ecstasy to imitate the perceived excitement
of teenagers in the 1960s. These drugs are frequently associated with under-
ground “rave parties,” the location of which is unknown to parents and au-
thorities. The music is loud, and teens and young adults engage in wild
dancing. Box 11.2 shows how ecstasy use can lead to serious medical pro-
blems and psychological crises.

Heroin
Approximately 130,000 Americans used heroin in 2000 (U.S. Department
of Health and Human Services). This drug is usually injected and is highly
addictive. A person withdrawing from heroin often experiences flulike symp-
toms and may do anything to get a “fix” of the drug. Methadone is often
prescribed in oral-liquid form to help addicts withdraw from heroin; and
sometimes an addict may be talked through an abrupt (cold turkey)
withdrawal.

Unfortunately, quitting permanently is very difficult because heroin covers
up all pain and stress. When sober addicts must deal with normal life stresses,
they are not prepared to cope; starting to use again is a strong temptation.
Residential halfway house programs are somewhat effective for heroin ad-
dicts, but as with all substance abusers, heroin users must make a complete
lifestyle change to be cured.

Users usually start by snorting, then move into mainlining (injecting the
drug directly into a vein). After 3 or 4 days, the physical craving is so strong
that they feel they have no choice but to use. At this point, they are using the
drug to keep from getting sick. The term “kicking the habit” is derived from
the miniconvulsions users often go through when withdrawing; they want to
avoid this trauma at all costs (Turning Point, 1994).

Because of the high rate of return to heroin use and because the user’s life
is completely wrapped up in how to get the next drug fix, this addiction needs
a great deal of attention. Knowledge of how to work with this population is
beneficial for crisis workers. Some mental health and medical health
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practitioners avoid working with heroin addicts because the addicts are so dif-
ficult, but the impact on the community (e.g., crime, AIDS, welfare) is signifi-
cant and needs to be addressed.

In conclusion, a crisis worker can only point the way and offer informa-
tion about resources to substance abusers. The addict must do the rest. Give
yourself a break and don’t accept responsibility for substance abuse clients.
Burnout can be high when dealing with this population if the counselor
doesn’t relinquish responsibility. Table 11.1 summarizes the various drugs of
abuse and their effects.

As you role play the cases presented throughout this chapter and/or
deal with clients with crises related to drug and alcohol issues, use the outline
in Box 11.3 to assist you in proceeding through the ABC model. It encom-
passes the multitude of assessment needs, therapeutic interactions, and referral
options.

Box 11.3 Drug and Alcohol Issues Assessment Tool

1. Assess the crisis
a. What brought the person in?
b. What triggered the crisis?
c. Was it a medical issue?
d. Was there a legal issue?
e. Is there a significant other involved?
f. Is the person suicidal?

2. Assess the impact of drug or alcohol use
a. Assess typical use

(1) How long using?
(2) How much?
(3) When and where?
(4) What is being used?
(5) Remember, abusers tend to be in denial. Stay nonjudgmental!

b. Identify how the abuse is related to the crisis
(1) Help client experience how his or her distress is related to use
(2) Help client to see past problems related to abuse

c. Educate about abuse
(1) Abusers and addicts are powerless over drugs and alcohol
(2) Although the substance used to be a friend, it is now working against the user
(3) Stay objective and supportive
(4) Don’t confront denial. Educate about denial and relapse.

d. Empowerment
(1) Point out choices
(2) Help client see how new decisions can be made
(3) Show client how each experience can be a learning opportunity
(4) Relapse can even be a learning opportunity
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Chapter Review
Substance abuse crises include issues that arise due to use of alcohol (the num-
ber one abused drug), illicit street drugs, and prescription drugs. An indivudal
using these drugs may seek crisis counseling due to a legal, medical, psycho-
logical or spiritual crisis. The precipitating event and the consequences of the
substance use must be identified, and the person must face the reality of these
facts and relate them to the substance abuse. Family members involved with
substance abusers often participate in the abuse and show typical signs of en-
abling and are often referred to as codependents. They need intervention as
well. Substance abuse has long been considered a family problem. Twelve-
step groups such as Alcohol Anonymous have been established for all and
are considered effective treatment in the long run. Crisis workers are encour-
aged to facilitate substance abusers into working these 12-step groups.

e. Reframe when possible
(1) Help client think differently about behaviors
(2) Perhaps abuse of drugs and alcohol is a form of self-medication
(3) If so, then what is being medicated away?
(4) Insecurity, depression, fear of rejection?
(5) This crisis may be the opportunity to get counseling for other issues.

3. Treatment options
a. Goal of crisis management is to get client to continue with further treatment
b. Treatment ranges from 12-step programs to inpatient detoxification and rehabilitation programs

Box 11.4 Cases to Role-Play

Case 1 A 54-year-old woman comes to you. She is chronically depressed but is still able to work and
is not suicidal. Her husband has been drinking beer for as long as they have been married, and she
tries to control his drinking.

Hints: Try one or more of the following statements with this client.

Educational statements: People who live with alcoholics often try to control their drinking;
this has been termed codependency.
Reframe: Although you think you are helping him by focusing on his behavior, you are
really showing disrespect for him and taking away his dignity, which probably makes him
feel the need to drink more.
Supportive statement: I can understand how hard it must be to have to be the only respon-
sible person in the family.
Empowering statement: Although you cannot control his drinking, you can control whether
you focus on him or on your own needs in life.

(Continued)
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Correct Answers to Pre-Chapter Quiz
How did you do? Here are the answers:
1. b; 2, b; 3. b; 4. b; 5. c; 6. b; 7. a; 8. c; 9. b; 10. a; 11. d; 12. b; 13. d; 14. d;
15. b; 16. b; 17. a; 18. c; 19. b; 20. d

Key Terms for Study
alcohol abuse: A formal term used in the DSM-IV that refers to the person
who drinks when the drinking leads to impairment in functioning in one or
more areas. This person may also be drinking for psychological comfort.

alcohol dependence: A term from the DSM-IV referring to the person who is
physically addicted to alcohol and would suffer withdrawal symptoms if he or
she were to quit drinking.

alcoholic: A term often used by laypeople to mean anyone with a drinking
problem.

amotivational syndrome: A term used to describe a chronic marijuana smo-
ker’s lack of initiative and drive.

aversive conditioning: A behavioral approach to help drug addicts and alco-
holics quit by pairing the substance with a noxious stimulus such as emetine,
electric shock, or dirty water. Formerly used frequently at Schick centers.

cocaine: A white powder that is usually snorted, giving the user a sense of
being high and euphoric, an effect that lasts 20–30 minutes. The drug is highly
addictive.

codependent: Significant other involved with a substance abuser and the con-
trolling and helping behaviors associated with this family member or friend.

crack: A form of cocaine that is smoked. Crack is highly addictive and can
have serious side effects such as heart failure, stroke, and brain cell destruc-
tion. A very popular drug in the 1980s.

Box 11.4 Cases to Role-Play (Continued)

Case 2 A 30-year-old man comes to you because he has been missing work a lot lately. He drinks and
smokes pot daily.

Case 3 A 17-year-old boy is sent to you because his parents found a vial of cocaine in his bathroom.
He tells you this was the only time he’s used cocaine.

Case 4 A 28-year-old woman and her husband come to you because of financial difficulty. The wife
has spent more than $30,000 over the past year on her cocaine habit.
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crystal methamphetamine (crystal meth): A form of speed that is growing in
popularity and can be made in home laboratories. It is cheap and highly
addictive.

denial: Considered to be the number one defense mechanism associated with
substance abuse. The addict or family members simply refuse to see that a
problem exists.

detoxification: Cleaning a person’s system of a drug. When a person is physi-
cally dependent on a substance, it usually takes 3–5 days for the substance to
be flushed out of the body. Detoxification often needs to occur in a hospital
setting under the care of a physician.

ecstasy: A hallucinogen that creates euphoria and an altered state of con-
sciousness. Its effects can be unpredictable. It is associated with rave parties.

enabler: The nonusing member in a family who encourages or helps the sub-
stance abuser continue to use.

fix: A slang term for the dose or unit of consumption of a drug addict. Most
commonly associated with heroin addicts.

freebase: The procedure for changing cocaine to crack. To make crack, co-
caine and certain chemicals have to be combined. The rock form of cocaine
is smoked. Often, a large flame is needed for the best results.

heroin: A narcotic that is highly addicting. It is often first snorted, but soon
the user injects it. The sensations are reported to be strongly euphoric.

LSD: Often called acid. LSD is a hallucinogen. The user experiences distor-
tions in sensory perception and feels either euphoric or paranoid if he or she
experiences a bad trip. LSD is not considered addictive.

marijuana: A plant that contains THC, which creates a sense of euphoria in
the user. It is smoked in pipes, bongs, or joints.

snorting: A way to use drugs by sniffing powder up the nose through a straw.

Synanon: A type of treatment for addicts that relies on confrontation and a
strong social support network to change the user’s lifestyle.

tolerance: Resistance to a drug. After prolonged use of drugs or alcohol, the
body builds up resistance to them. More and more of the substance must be
used for its effects to be felt.

12-step programs: Considered the most effective model in treating substance
abusers. These programs are based on the Alcoholics Anonymous model,
which acknowledges that users need to seek out and trust a higher power in
order to overcome their lifelong problem with a substance.

withdrawal: Symptoms experienced when a user stops taking a drug. The user
experiences various physical and psychological symptoms such as nausea, de-
pression, paranoia, convulsions, and anxiety.
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Chapter

12

Crises in Reaction to Serious

Illness and Disabilities

_____ 1. The AIDS antibody test tells whether a person will develop AIDS.
_____ 2. It is possible to be infected with HIV without having a sexual

encounter.
_____ 3. Palliative care focuses on curing life threatening diseases.
_____ 4. Crisis workers often serve as part of a multidisciplinary team

when dealing with Alzheimer’s patients.
_____ 5. The biopsychosocial model is becoming irrelevant in the field of

crisis management.
_____ 6. The term “mentally retarded” is not used as commonly as it was

in the past.
_____ 7. About 5 percent of the elderly suffer from a disability.
_____ 8. Optimistic support groups are discouraged for people suffering

from disabilities and life threatening illnesses.
_____ 9. The ADA stands for AIDS treatment Distribution Association
_____ 10. People with mental disabilities can benefit from psychological

counseling.
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Palliative Care
This term is often used in the medical field when discussing serious illnesses
and disabilities. It usually refers to medical care or treatment that concentrates
on reducing the severity of symptoms rather than striving to reverse the
progression of the disease itself or provide a cure. The goal is generally to pre-
vent and relieve suffering and improve quality of life. Sometimes, palliative
care moves into hospice care which typcially refers to palliative care for those
at the end of life. In any case, palliative care is used to improve the quality of
life for patients and their families associated with life-threatening illnesses and
the treatments that go along with these illnesses. It is used for disorders related
to cancer, renal disease, chronic heart failure, pulmonary problems, and
progressive neurological conditions as well as less life threatening disorders
such as disabilities, schizophrenia, and AIDS/HIV.

While medical doctors provide the medical component of palliative care,
counselors, social workers and other human service professionals often take the
lead in reducing the psychological distress of a person’s total suffering (Strang,
et. al, 2004). An interdisciplinary team is vital, because when people exhibit phys-
iological symptoms related to serious illness or disability, there are often psycholog-
ical, social or spiritual symptoms as well. Crisis workers play a vital part in helping
individuals diagnosed with serious illness reduce their fears about the future, loss of
independence and worrries about their family and feeling like a burden.

The Biopsychosocial Model
In dealing with serious illness and disabilities, counselors are encouraged to
approach their clients from the biopsychosocial model in which biological,
psychological (thoughts, emotions, and behaviors), and social factors are as-
sessed and considered when offering interventions. Health is best understood
in terms of a combination of biological, psychological and social factors
rather than purely in biological terms (Santrock, 2007). This means that crisis
workers will no doubt be part of a multidisciplinary team when dealing with
clients suffering from the types of problems discussed in this chapter. Physi-
cians focus on the biological aspects and counselors and social workers focus
on the psychological and social aspects.

It is widely acknowledged that the workings of the body can affect
the mind, and that the workings of the mind can affect the body (Halligan &
Aylward, 2006). Most of the diseases referred to in which the biopsychosocial
model is relevant tend to be behaviorally-moderated illnesses with high-risk
factors such as Type 2 diabetes in which obesity and physical inactivity play a
role (Bruns & Disorbio; Wild, et al., 2004).

One of the roles of counselors and crisis workers is to engage clients
to change behaviors that impair optimal functioning. We definitely have an
important place on the biopsychosocial team in terms of dealing with a variety
of physical illnesses.
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Many of the issues and dynamics found in Chapter 8 will be useful in
dealing with crises related to life-threatening illnesses and disabilities because
they all deal with loss. However, there are also many issues and facts relating
specifically to HIV/AIDS, various other serious illnesses and disabilities with
which crisis workers may wish to be familiar. If a counselor is working with
someone who is terminally ill, death and dying interventions are applicable.
However, if one is working with a symptom-free client, or someone with a
disability, the interventions will be different. We turn first to a discussion of
AIDS and HIV.

AIDS/HIV
Before beginning the discussion on AIDS/HIV, a few terms and acronyms will
be defined. AIDS is an acronym that stands for acquired immunodeficiency
syndrome and may occur when someone becomes infected with the HIV
(human immunodeficiency virus). ARC was an acronym used when people
first became infected with HIV. It stands for AIDS-related complex and is a
state of illness between being HIV positive but asymptomatic and developing
full-blown AIDS.

AIDS and HIV were discovered to exist in the late 1970s. Over the past
30 years, there have been many advances in the diagnosis and treatment for
these illnesses. It has shown a steady decline over the past 20 years due to
enhanced medications which manage the progression of the illness. While it
used to be a death sentence, it is no longer. It can now be seen as similar to
other potentially life threatening diseases such as certain cancers and heart
disease. Of course the life threatening nature depends on the behaviors of all
people who have a serious illness. For example, someone with diabetes who
continues to eat sugar and fats is at a higher risk of death than someone who
eats appropriately and takes medication daily. Likewise, someone infected
with HIV can live many years as long as they take their medication and prac-
tice safe and healthy lifestyles. Instead of thinking that someone is dying of
AIDS, we can now think that the person is living with HIV. Box 12.1 provides
an outline of the history of HIV/AIDS worldwide and in the United States.

The cumulative estimated number of diagnoses of AIDS through 2007 in
the United States is 1,018,428. The cumulative estimated number of deaths of
persons with AIDS through 2007 is 562,793. Of the 42,495 adults and ado-
lescents with HIV/AIDS during 2007, 74 percent were males and 26 percent
were females. The largest estimated proportion of these diagnoses were men
who have sex with men which accounted for 53 percent of the overall diagno-
ses and 71 percent among men. High risk heterosexual contact accounted for
32 percent of the diagnoses, while injection drug use made up 17 percent of
the diagnoses. In females, the largest percent of those diagnosed with HIV/
AIDS was due to high risk heterosexual contact (83 percent) with 16 percent
becoming infected through intraveous (IV) drug use. In just males, male to
male sexual contact made up 71 percent of the cases, 14 percent of the cases
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Box 12.1 The History of HIV/AIDS

1977–1978 First cases of AIDS probably occur in the United States, Haiti, and Africa.

1979 Aggressive Kaposi’s sarcoma and rare infections first seen in Europe and Africa.

1981 Kaposi’s sarcoma and rare infections first reported in homosexual men in the United States; link with
sexual transmission suspected.

1982 U.S. Centers for Disease Control (CDC) establishes AIDS case definition; formal surveillance starts in
United States and Europe. First educational efforts started in United States by local homosexual groups.
AIDS linked to blood transfusions, intravenous (IV) drug use, congenital infection

1983 2,500 AIDS cases reported in United States.
HIV identified in France and United States.

1984 First studies indicate AIDS is common among heterosexuals in Africa.

1985 Enzyme-linked immunosorbent assay (ELISA) blood test developed to detect HIV antibodies. United States
begins screening donated blood.
HIV is isolated in brain cells and cerebrospinal fluid.
First controlled clinical trials of anti-HIV drugs begin in United States.

1986 Estimated 5–10 million people infected with HIV worldwide. World Health Assembly recommends global
strategy for AIDS control. Some estimates indicate 1–3 million people infected in the United States.
Estimate is reduced by Reagan administration. Several governments start national communication programs.

1987 National Education Association (NEA) publishes “The Facts about AIDS” and joins
Health Information Network.
Education programs begin to expand; so does the number of AIDS cases.

1988 The Names Project creates the AIDS quilt, which helps publicize the epidemic.

1989 Over 100,000 AIDS cases in United States.

1990 International AIDS conference held in San Francisco. Many new treatments and potential vaccines
discussed.
Federal Drug Administration (FDA) loosens regulations to allow AIDS patients to have
access to experimental medication.

1996 Discovery of “triple whammy” doses of (1) the original antiretroviral drugs, such as AZT; (2)
the nonnucleoside reverse transcriptase inhibitors, such as nevirapine; and (3) the newest class of
drugs, protease inhibitors, such as invirase. The combination is expected to increase life expectancy
of HIV-positive patients by suppressing the development of resistance to a drug type and producing
a rapid and sustained drop in viral load. (Association for Continuing Education, 1997, p. 115)

1996 U.S. AIDS deaths 39,200

1997 U.S. AIDS cases (reported) 58,493 cases

1999 U.S. AIDS cases 41,900 (42% gay men, 33% heterosexuals, and 25% IV drug users).
(Centers for Disease Control and Prevention, 2000)

2003 U.S. AIDS cases 43,171 (31,614 in males, 11,498 in females, 59 in children under age 13).
Estimated number of deaths of persons with AIDS 18,017.

2007 Estimated deaths of adults and children from AIDS in the United State 14,110

2007 Persons living with AIDS in the United States 455,636 (CDC, 2008).
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were due to high risk heterosexual contact and 10 percent were due to
injection drug use (U.S. Centers for Disease Control, 2008).

In terms of ethnicity, blacks account for 51 percent of the cases, whites 29
percent, Latinos 18 percent and others 3 percent. The most prevelant age
group is 40-49 at 27 percent, with the ages of 30-39 making up 26 percent
of the cases and the age group of 20-29 making up 25 percent of the cases
(U. S. Centers for Disease Control, 2008).

What Is AIDS?
AIDS is the disease that develops when the HIV virus invades the body and
disrupts the immune system so that it cannot ward off deadly infections such
as cancer or pneumonia. AIDS is a life-threatening disease that sooner or later
kills almost everyone who has it. In the past, most people died within 6 months
to 2 years after being diagnosed with AIDS. Today, medications that fight op-
portunistic infections prolong life for people with AIDS. Because of advance-
ments in antiviral medications, many people infected with HIV live for 10 to
20 years without developing AIDS.

Patients infected with HIV begin to develop different signs and symptoms
as the infection progresses. Some of the symptoms that indicate that infection
has begun to destroy the immune system can be found below and were
provided by the Centers for Disease Control and Prevention (2002).

Fever

Fatigue

Diarrhea

Skin rashes

Night sweats

Loss of appetite

Swollen lymph glands

Significant weight loss

White spots in the mouth or vaginal discharge

Memory or movement problems

As the virus continues to destroy the immune system, infections not
normally seen in people with healthy immune systems may occur. These
infections, which are referred to as opportunistic infections, include invasive
cervical cancer, Kaposi’s sarcoma, lymphoma, pneumonia, and tuberculosis.
When one of the opportunistic infections are diagnosed, the person typically
is said to now have AIDS instead of being HIV positive.

Misconceptions about AIDS
Misconceptions about AIDS are numerous and widespread. The information
below should help to dispel the most common of these.

Misconception 1: AIDS can be spread by kissing. Research suggests that
saliva from healthy individuals actually inactivates the AIDS virus. Although
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HIV can be isolated from saliva, the concentration of the virus is so low that
the likelihood of someone becoming infected from kissing is very remote.

Misconception 2: AIDS can be spread by touching. HIV is present in
sweat and tears; however, its concentration in these fluids is extremely low.
Studies of health care workers who are in close contact with AIDS patients
have shown that the risk of infection through patient contact is remote (less
than 1 percent). For persons coming into casual contact (e.g., hugging and
shaking hands), the risk of HIV transmission is nonexistent.

Misconception 3: AIDS can be spread by sharing eating utensils. The HIV
concentration in saliva is too low to cause infection and, also, saliva inacti-
vates the virus.

Misconception 4: A person can contract AIDS by being near someone
with it. This is more a psychological response than a physical threat. People
are generally repulsed by disease, especially a disease that is known to be
infectious and is poorly understood. It is important to remember that HIV is
not transmitted through the air, as influenza or cold viruses are. HIV is spread
solely through the exchange of bodily fluids, primarily semen and blood.

Modes of Transmission
As important as it is to dispel misconceptions about the ways HIV can be
spread, it is equally important to know how the disease is transmitted.
The five common modes of transmission are these:

1. Person-to-person transmission through sexual behavior that involves the
exchange of body fluids such as vaginal fluid and sperm

2. Use of HIV-contaminated injection equipment by more than one person (e.g.,
needles for injecting heroin, tattoo needles) involving the exchange of blood

3. Mother-to-infant transmission during pregnancy, labor, and delivery or
breast-feeding

4. Transfusion of infected blood or blood products (Association for Con-
tinuing Education, 1977, pp. 21–22)

5. Contact with infected feces that enter the bloodstream

HIV may also be spread in other ways, but such instances are much less com-
mon. One may contract HIV infection by kissing an infected person if
both people have open sores in the mouth. Also, health care workers and
police officers may become infected by inadvertent punctures from HIV-
contaminated needles.

Progression of HIV Infection to AIDS
The development of AIDS can be thought of as a five-stage process:

1. Acute infection: The virus enters the body and replicates itself.
2. The second stage may take one of two forms:

2a. Acute symptomatic illness (primary HIV infection): Within the first 2 to
4 weeks, some people experience fever, weakness, sore throat, skin
rashes, and lethargy. This stage can last 1 to 2 weeks.
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2b. Immune reaction against HIV: The body begins to produce antibodies to
fight infection. Within 2 months after infection, typical HIV testing pro-
cedures can detect the virus. For 95 percent of those infected,
antibodies can be detected within 6 months.

3. Asymptomatic HIV infection: The HIV-infected person shows no symp-
toms for 6 months to 15 years or longer, depending on medical treatment.

4. Chronic or symptomatic infection: This stage was previously called
AIDS-related complex (ARC) because it was believed that full-blown
AIDS would be seen after these symptoms occurred. Medical interven-
tions have delayed the onset of AIDS in the last 10 years. Symptoms
include fever, fatigue, diarrhea, skin conditions, thrush, and bacterial,
fungal, and parasitic infections.

5. AIDS: The person develops one or more of the 26 AIDS-defining
opportunistic infections or has a T-helper cell count below 200 cells in
conjunction with HIV infection, or T-helper cells that register less than
14 percent of total lymphocytes. (Association for Continuing Education,
1997, pp. 10–14)

AIDS Testing
An AIDS antibody test is available. A positive test result does not mean that a
person will develop AIDS. The test cannot predict whether the individual will
eventually develop signs of illness related to the viral infection or, if the person
does, how serious the illness will be. A positive test result does indicate that
the person has been infected by HIV and can transmit it to others. When a
person tests positive on the first test, another test is used that is more sophisti-
cated and provides a more accurate diagnosis of exposure to HIV. The second
test also helps to rule out a false-positive result on the first test. The first test is
used because it is less expensive than the second one and can rule out infection
in people who think they may be infected but are not. When a person tests
postive it is sometimes called being sero-positive.

Treatment
To date, there is no curative treatment for AIDS. There is no vaccine available,
despite many years of research for one. Many AIDS patients and HIV-positive
patients take a variety of medications, the most popular being zidovudine
(AZT), the original medication for AIDS patients. The use of three different types
of medications, often called “the triple whammy” can affect the virus so signifi-
cantly that it does not show up on a blood test in some people. The purpose of
these medications is to block the deterioration of the immune system.

The outline below tells how HIV infection develops, and how the triple
whammy medications attempt to block it:

Stage 1: Binding. On entering the bloodstream, HIV binds to a receptor on the
surface of an appropriate host cell. The only cells it targets are those that
display a surface molecule called CD4 (T4). T-helper cells carry the CD4
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surface marker. When HIV randomly encounters a T-helper cell, the proteins
on its envelope bind to CD4 receptors on the cell.

Stage 2: Uncoating. HIV is then internalized by the host cell. The virus enters
the cell by means of the same CD4 surface molecule to which it was originally
bound. Once inside the cell, HIV sheds its protective coating, or envelope.
Shedding, or uncoating, exposes the genetic material (RNA) at the core of
the HIV virus.

Stage 3: Reverse transcription. HIV transcribes its RNA into DNA, a process
accomplished by means of a viral enzyme called reverse transcriptase. (At this
stage, the reverse transcriptase inhibitor drugs, such as AZT and 3TC, can be
effective.)

Stage 4: Integration. The retroviral DNA (the virus’s DNA) is incorporated
into the genetic material (DNA) of the host cell. Incorporation is achieved by
means of a viral enzyme called integrase. The integrated retroviral DNA can
remain as a latent infection in the host cell’s genetic material for a variable
period of time. (The drugs known as integrase inhibitors can stop this
process.)

Stage 5: Transcription. Either immediately or when activated, the integrated
retroviral DNA (provirus) works inside the host cell, using the cell’s metabolic
machinery to transcribe viral messenger RNA. Once transcribed, viral RNA
can serve to produce more copies of HIV.

Stage 6: Protein synthesis. Viral RNA makes structural proteins in the produc-
tion of new viral RNA and envelope proteins.

Stage 7: Assembly. New viruses are assembled. The new viral RNA
is incorporated as the core of newly produced envelope proteins. A viral en-
zyme called protease is necessary for the assembly of new viruses. (Drugs
called protease inhibitors block this stage.)

Stage 8: Budding. Assembled viruses (viral copies) eventually “bud,” are re-
leased from the host cell, and infect other appropriate cells.

Although there is no cure for AIDS/HIV, crisis workers and counselors
can help society by understanding how those infected and not infectetd can
reduce the risk of spreading the virus. Below are ideas of how to reduce the
risk of infecting others that counselors can share with clients who may be at
risk of spreading or being infected by HIV.

• Reduce the number of sexual partners, preferably to one.
• Practice safe sex, and have all sexual partners tested.
• Use condoms.
• Do use fondling, mutual masturbation, and other safe sexual practices for

gratification.
• Clean up accidental spillage of body fluids, especially blood and semen

but also feces and vomitus. Fortunately, the AIDS virus is destroyed easily
by alcohol, hydrogen peroxide, and bleach.

• Do not pass or receive body fluids, especially blood and semen.
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• Avoid poppers and other drugs that can cloud thinking and reduce
self-control.

• Avoid intravenous or other injectable drugs.
• Follow the rules of ordinary good personal hygiene. Give special attention

to bathing before and after sex and keeping the mouth, teeth, and tongue
clean.

• Avoid sharing personal items, especially those that may be contaminated
by a small amount of blood, such as razors and toothbrushes.

Social Aspects
Despite increased knowledge and education about the AIDS virus, a stigma
continues to be attached to people with AIDS. The stigma comes not only
from the public but from professional health care workers as well. Much of
the negative reaction toward AIDS patients stems from negative attitudes to-
ward homosexuality and IV drug users. The generally accepted view is that
the spread of AIDS started with gay men and heroin addicts. Many consider
the lifestyles of these two groups to be wrong, and extremists believe those
afflicted are getting what they deserve because they are being punished by
God. As a result of these views, many AIDS patients have been isolated
from family and friends, who stay away because of fear and self-
righteousness. Being a social outcast only worsens the trauma of AIDS.

Just as the general population discriminates against gays and IV drug
users because of their perceived immorality, many professionals also discrimi-
nate against these patients, patients who frequently don’t comply with tradi-
tional medical model treatment plans. Some HIV-positive IV drug users suffer
from personality problems that do not respond to education and counseling.
Because many people are disdainful of heroin addicts, it is not uncommon for
addicts to be deprived of needed treatment. According to Slader (1992), the
HIV-infected IV drug user often feels entitled to use drugs and manipulates
people relentlessly to get a fix. He asserts that many continue to share needles
despite treatment and education. They behave as if they do not care about
their health because the “high” they get from the drug is all-important to
them. Treatment of IV drug users infected with HIV must be different from
the treatment of others.

Individuals diagnosed with AIDS as well as the precursor symptoms often
suffer as much psychologically from the diagnosis as they do physically; there-
fore, psychological counseling is very appropriate for this population. With
proper counseling, patients may be able to reduce their feelings of stress and de-
pression, enabling them to enjoy a better quality of life. Counseling can also help
clients address issues of death and dying and the denial, anger, and frustration
associated with these events. Isolation often compounds these emotions and is
reinforced by the withdrawal of family and friends once the AIDS diagnosis be-
comes known. Counseling must also focus on the psychosocial issues brought
on by the stigma associated with the disease, homophobia, and loss of friends,
work, housing, insurance, and other essentials of life (Baker, 1991, p. 66).
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Type of Clients Who May Seek Crisis
Intervention Related to HIV/AIDS
One group of clients an intervention worker might see is also the largest: the
worried well. Many of these individuals experience sexual guilt caused by fear
of AIDS. They are often anxious about their own mortality and their chil-
dren’s future. They are ambivalent about being tested for HIV. While waiting
for their test results, they often experience fear arising from their past sexual
behaviors. An example of this type of crisis might be a gay man who has been
living as a heterosexual who engaged in male to male sex and is worried
about being infected and what disclosure would mean to his family (The
Ackerman Institute AIDS Project, 1991). As a reframe, the crisis worker might
say, “This can be an opportunity to bring out past lies, which may help open
up relationships and enhance communication.”

Issues of suicide for this type of client must be taken seriously. For exam-
ple, a bisexual man may believe suicide would be preferable to telling his wife
and children that he has engaged in risky behaviors such as oral or anal sex
with a gay man. He may believe suicide would spare his family embarrass-
ment. The crisis worker can reframe this issue by pointing out the burden his
family would feel if they lost him suddenly to suicide. After all, his wife can
choose to leave him or stay with him. Is it really his right to make that choice
for her?

A second type of client is one who is pondering whether to be tested for
the virus. Issues of denial may be present, a sense that “it could never happen
to me.” Some people may suspect they are infected but may have irrational
thoughts such as, “If I find out, I may really die.” Also, moral issues
may cause the person to think, “If I don’t get tested, I don’t have any
responsibility to tell any sexual partners.” Other people cope by using a
form of denial in which they just assume they are positive and restrict their
sexual behaviors. If they don’t get medical help, however, they put themselves
at risk. Therefore, denial can be dangerous for others as well as for the possi-
bly infected person.

A crisis worker can explain how the test detects the virus and how know-
ing whether one is infected can prevent exposing others to the virus. Several
reframes will also be useful. The worker can point out that even if the client
tests positive, at least the client can use the knowledge to prolong life through
nutrition, medications, and physical wellness. This is a common experience for
people who have had near-death experiences. Another reframe could ask,
“Wouldn’t it help you to know you aren’t positive? At least then you can
carry on with life rather than be paralyzed with fear from day to day.”
Encourage the client to talk to others who have been tested to gain support
and encouragement for completing this step.

A third group who come to the crisis interventionist’s attention is made
up of clients who are dealing with an HIV-positive test result. Many issues
must be explored during the time following the news of the result. Denial of
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the potentially life threatening nature of HIV can be honored for a while be-
cause an HIV-positive test result is not a death sentence. The client’s energies
will be best spent in attending optimistic support groups, complying with
medications, and learning to engage in healthy behaviors that lead to good
health and low risk for infecting others. Discussion of Kubler-Ross’s stages
may be more helpful when a client becomes terminally ill, which may not
happen for many years.

Once persons are infected, they may believe that they have lost a world of
free and unencumbered sexual activity and any opportunity for childbearing.
They may experience feelings of ostracism from family and friends. In the be-
ginning, there may be a ceaseless vigil for symptoms; this is a waste of the
person’s valuable time and energy. Listening while the client expresses his or
her pain and despair is helpful to the client.

Two struggles often experienced by individuals diagnosed with HIV/
AIDSare disclosing the condition to partners and changing sexual practices.
Denying the impact of a positive result—that it can lead to AIDS—can be use-
ful in the beginning as the client works on these struggles and the impact of
the infection on her or his relationships. Some clients may struggle with losing
their partner if they disclose the positive test result. The counselor will need to
support both partners as they express fear, pain, anger, and sadness. When
clients choose not to tell a partner, counselors must struggle with their own
responsibility to let the partner know. Workers should encourage clients to
explore both positive and negative reactions to disclosure.

Changing one’s sexual practices is a completely private issue for most peo-
ple. Sensitivity to cultural and family traditions is vital because resistance to
safer sex can often be understood better in these contexts. Some uninfected
partners may feel guilty, so they will have unprotected sex to risk becoming
infected as a form of punishment. Others may become suicidal at the thought
of losing their infected partner to AIDS. In some marital situations, the
woman may feel a need to protect her husband’s masculinity by not requiring
him to wear a condom.

Support groups that focus on optimism and education are an excellent
resource for HIV-positive clients. Here, clients can share common concerns
and offer one another practical problem-solving advice that may not be well
received from a well-meaning counselor who is not HIV positive. All of the
struggles of the HIV-positive client are delicate and difficult to talk about
openly. These issues need to be addressed by crisis workers in a nonjudgmen-
tal manner. This is not easy for workers. Workers must stop and ask
themselves how they are feeling at various points.

A fourth group that will need the help of a crisis worker is made up of
those who start to develop symptoms (usually of precursor illnesses).
These clients commonly feel dirty and contaminated. Fears of physical deteri-
oration often lead to thoughts such as, “I just want to die because I know
sooner or later ARC will turn into AIDS.” Such clients may not allow them-
selves to get close to others because of their extreme fear of an imminent and
painful death.
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The counselor can help by working to restore a sense of hope. Typical
clients have the attitude that AIDS equals death. The counselor can begin to
reframe the condition as a catalyst for a more meaningful life, in which clients
can learn to appreciate more fully what they have. Rather than creating dis-
tance from others, disclosure can rekindle relationships and create closeness.

Educational comments pointing out that family members are probably cu-
rious but afraid to ask about the diagnosis may encourage clients to open up
to those who live with them. Once disclosures are made and the client has
adjusted to changed sexual behavior, the person’s crisis state will stabilize.
Medical issues, of course, will continue to appear, as will death and dying
issues once opportunistic diseases begin.

Interventions
Since the scientific community began to do research on AIDS and HIV, the
professional literature has been addressing the counseling of those afflicted.
Education and support seem to be the prevalent modes of counseling for all
levels of infected persons, from asymptomatic persons to patients with chronic
pneumonia (Price, Omizo, & Hammett, 1986; Slader, 1992). In his residential
treatment house for (HIV-positive) IV drug users, Slader focuses on teaching
clients the skills to help them live a healthy life. The focus for this particular
population is mainly on preventing spread of the virus. Eliminating needle
sharing is the most effective prevention. Some would say that treatment
should focus on complete sobriety; but stopping heroin use quickly is ex-
tremely difficult, so treatment may have to be more realistic. Many infected
IV drug users need to be told that they will die more quickly if they continue
to use drugs because drug use damages an already deficient immune system.
Pointing out that sharing needles could cause infections with other diseases,
which deplete the immune system further, is an example of a useful educa-
tional comment. Support groups that deal with feelings and groups such as
Narcotics Anonymous can also be helpful with this population.

A counselor may want to reassure clients that their status is guarded by
confidentiality ethics, though disclosure to partners will most likely be recom-
mended by the physician. Counselors can also point out that HIV infection
does not equal having AIDS. The HIV-infected person is encouraged to avoid
infecting others and to stay in good physical condition rather than focus on
preparing for full-blown AIDS.

For those already ill with AIDS, support groups are recommended. Partic-
ipation will create a sense of family and reduce feelings of isolation. For the
counselor, this is a time to model efforts to initiate and maintain contact
with AIDS clients. These contacts will help reduce clients’ feelings of dirtiness.
Because brokering appropriate services is a vital part of any crisis interven-
tion, knowledge of AIDS service centers in the area is helpful for crisis
workers and their clients.

Table 12.1 provides a concise summary of the major issues related to
AIDS/HIV and intervention strategies.
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Before concluding this section, it is vital to point out that there are many
other sexually transmitted diseases (STDs) that are more common than HIV
infection. Counselors have the obligation and privilege to educate people about
risky behaviors that may increase the likelihood of other infections. According to
the 2003 surveillance report by the Centers for Disease Control and Prevention,
chlamydial infection is the most commonly reported infectious disease in the
United States. In 2003, 877,478 chlamydial infections were reported to the
Centers for Disease Control. Because this disease is probably underreported, the
actual number is probably 2.8 million new cases each year. Cases of gonorrhea
are at an all-time low number, but it is still the second most commonly reported

TABLE 12.1 HIV and AIDS-Related Issues and Interventions

HIV AIDS

Human immunodeficiency virus Acquired immune deficiency
syndrome

Contracted through: When diagnosed?
1. sperm 1. opportunistic infection
2. blood 2. T-cell count below 200
3. mother’s milk
4. feces
5. vaginal fluid

Progression: Progression:

1. 1 to 2 weeks after infected may have
coldlike symptoms, feel run down

1. Without medication, new
opportunistic infections occur

2. 6 months to 1 year may be dormant
with no symptoms

2. Needs antiviral and
antibacterial medications

3. Within 6 months to 1 year may test
sero-positive; antigens show up in a blood test

Crisis issues: Crisis issues:
1. Death sentence 1. Death and dying issues
2. Fear of disclosure 2. Medical care
3. Fear of lifestyle changes 3. Financial issues
4. Medication cooperation (denial) 4. Disability issues
5. Suicide as only way out 5. Caretaker issues

6. Suicide issues

Intervention strategies: Intervention strategies:
1. Education 1. Grief therapy
2. Suicide prevention 2. Case management
3. Optimistic groups 3. Suicide watch
4. Medication 4. Medical intervention issues
5. Honor the denial 5. Support groups
6. Family therapy 6. Hospice
7. Practice safer sex
8. Increase healthy lifestyle
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infectious disease in the United States, with 335,104 cases reported in 2003.
Syphilis has increased among men who have sex with men and has decreased in
other populations; about 7,177 cases were reported in the United States between
2002 and 2003.

Other STDs such as herpes, genital warts, trichomoniasis, and bacterial
vaginosis also compel people to use precautions when engaging in sexual ac-
tivity. Crisis workers may come across clients who are in crisis because they
are suffering from one or more of these infections. Many of the issues
discussed in the section on HIV and AIDS apply, such as disclosure, safe sex,
medication management, and prevention of further infection.

Alzheimer’s Disease
An estimated 4 million Americans are afflicted with Alzheimer’s disease
(Harvard Mental Health Letter, 1998, p. 1). A national survey conducted in
1993 indicated that about 19 million Americans say they have a family mem-
ber with the disease, and 37 million know someone with it. It is the fourth
leading cause of death among American adults. Because the population is
aging, an estimated 14 million will have the disease by the year 2050. Ten
percent of those over age 65 years, and almost half of those over age 85 years
have the disease (Alzheimer’s Association of Orange County, 1998). These
statistics tell us that we need to be aware of the problem and its effects on
the significant others of the patient.

What Is Alzheimer’s Disease?
Alzheimer’s disease is a progressive degenerative disease that attacks the brain,
causing impaired memory, thinking, and behavior. Symptoms include a grad-
ual loss of memory, declining ability to perform routine tasks, disorientation,
impaired judgment, and personality change. There are also difficulties in
learning and loss of language skills. The disease eventually renders its victims
totally incapable of caring for themselves.

The course of the disease is 2–10 years, although it has lasted for as long
as 20 years in some people. The financial burden is tremendous for families as
a result of the many needs and services required for the care of patients.
The cost of care from diagnosis through treatment to home care, whether
informal or institutional, is estimated to be more than $100 billion each year
nationwide. Twenty-four hour care is required during the later stages of the
disease for daily activities such as eating, grooming, and hygiene.

Effects on the Caretaker
It is caretakers who often use crisis intervention services because of the
emotional drain Alzheimer’s patients put on them. Although there is no cure
for the disease, caretakers can be supported and referred to groups to vent
their frustrations and ambivalent feelings. The crisis worker should be
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knowledgeable about available services for these families. Alzheimer’s disease
is particularly difficult because of the pervasive impairments it brings in cogni-
tive, emotional, and physical functioning. Patients are often depressed, para-
noid, incontinent, and psychotic. It is very sad for people to see a spouse or
parent deteriorate to the point where he or she does not recognize his or her
own children. Caretakers need empathy along with education about the
disorder. Some signs that a caregiver may need intervention are as follows:

1. Denial about the disease and its effect on the person who’s been
diagnosed

2. Anger at the person with Alzheimer’s disease or others; that there is no ef-
fective treatment or cure; and that people don’t understand what’s going
on

3. Social withdrawal from friends and activities that once brought pleasure
4. Anxiety about facing another day and what the future holds
5. Depression beginning to break the caregiver’s spirit and affecting the

ability to cope
6. Exhaustion making it nearly impossible to complete necessary daily tasks
7. Sleeplessness resulting from a never-ending list of concerns
8. Irritability leading to moodiness and triggering negative responses and

reactions
9. Lack of concentration making it difficult to perform familiar tasks

10. Health problems beginning to take their toll, both mentally and physi-
cally (Alzheimer’s Association of Orange County, 1998).

When a crisis worker comes into contact with the caretaker of an
Alzheimer’s patient, the Alzheimer’s Association suggests the following ten
ways to help reduce the caretaker’s stress:

1. Get a diagnosis as early as possible: Once caretakers know what they are
dealing with, they are better able to manage the present and plan for the
future.

2. Know what resources are available: Adult day care, in-home assistance,
and visiting nurses are some of the community services that can help.
The local Alzheimer’s Association chapter is a good place to start.

3. Become an educated caregiver: Care techniques and suggestions can help
one to better understand and cope with the many challenging behaviors
and personality changes that often accompany Alzheimer’s disease.

4. Educate about getting help: Trying to manage everything on one’s own
can be exhausting. Encourage the caretaker to ask for the support of
family, friends, and community resources. Support groups and help lines
are good sources of comfort and reassurance.

5. Talk about taking care of oneself: Caretakers should pay attention to
their own needs and attend to their diet, exercise, and sleep. They should
use respite services that allow time for shopping, a movie, and other
recreational activities.
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6. Suggest ways to manage stress levels: Stress can cause physical problems
and changes in behaviors. Caretakers should use healthy relaxation
techniques and perhaps consult a physician.

7. Help the person to accept changes as they occur: People with Alzheimer’s
disease change and so do their needs. An investigation of available care
options should make transitions easier.

8. Talk about legal and financial planning: Planning now will alleviate
stress later. The caregiver can consult an attorney and discuss issues re-
lated to durable power of attorney, living wills and trusts, future medical
care, housing, and other key considerations.

9. Be realistic: Neither the caretaker nor the Alzheimer’s patient can control
many of the circumstances and behaviors that occur. Caretakers should
give themselves permission to grieve for the losses experienced but should
also focus on the positive moments as they occur and enjoy good
memories.

10. Talk about giving oneself credit, not guilt: Occasionally, one may lose pa-
tience with oneself. Caretakers should remember that they are doing the
best possible. Patients need the caretakers and would thank them if possi-
ble. Be proud. (Alzheimer’s Disease and Related Disorders Association,
Inc., 1995)

People With Disabilities
When compared with the general population, persons with disabilities are
more prone to crises, and as such deserve particular attention from a crisis
intervention perspective. Box 12.2 shows three examples of how disabled
individuals might need the assistance of a crisis worker.

A Brief History of Disabilities
Disability, a broad concept, is physical or mental impairment that substantially
prevents or restricts the ordinary course of human development and
accomplishments. Disabilities are often present from birth but can develop at
any time in the life cycle. They include such clearly recognizable conditions as
blindness, deafness, mental retardation, and mental illness, but also conditions
that are less obvious, such as learning disabilities, AIDS, heart disease, and can-
cer. Depending on the severity of the impairment, the functional level of the per-
son is impaired to a lesser or greater degree. Some people have more than one
disability or struggle with both physical and mental impairments. The level of
impairment dictates the degree of support needed; not only is the disabled person
challenged but so are his or her family members, caregivers, and society at large.

Throughout human history, society has frequently greeted disabled people
with stigma, prejudice, mistreatment, discrimination, social isolation, inferior
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status, and inferior services. Changing the culture of disability is an ongoing
challenge. Until relatively recent times, mentally retarded people were offi-
cially referred to as idiots, feeble-minded people, imbeciles, or morons. These
terms, now obsolete in professional and clinical settings, survive in everyday
language as powerful derogatory epithets. It is often easier to find agreement
on terms that should not be used than on terms that are suitable to use.
The term mentally retarded has negative connotations and is being replaced
in some settings by the term developmentally disabled or mentally challenged.
However, the terms disability and disabled are often seen to connote weak-
ness, dependence, abnormality, and inferiority.

Even when people have the best of intentions, they often view persons
with disabilities unrealistically. Disabled people may view themselves unrealis-
tically. On the one hand, the disability can be overestimated to a point where
the individual is sentimentalized and unnecessarily relegated to a position of
overdependence. On the other hand, the disability can be underestimated to
the point where the person and his or her family experience endless
failure and emotional frustration. Achieving a realistic balance in which
the functional strengths of the individual define him or her rather than
the disability can be difficult; however, achieving that balance is important in
preventing crises.

Box 12.2 Examples of Persons with Disabilities Who May Be
Prone to Crisis States

Example: Jack, a disabled police officer in his mid-30s, has been forced to resign his position because
of a diagnosis of bipolar affective disorder. Like many with this condition, even when he takes his
medications as prescribed, it is difficult for him to maintain his emotional equilibrium, to the point
where he requires psychiatric hospitalization about twice a year. He is also alcohol dependent, which
he controls by rigorous participation in the Alcoholics Anonymous 12-step program. With the benefit
of vocational rehabilitation services, Jack has been relatively successful in maintaining part-time
employment.

Example: Victor, a retired teacher in his mid-60s, has been enjoying his leisure years in a wide
array of activities, including travel. Suddenly and unexpectedly, his vision has deteriorated; the cause
is an eye condition that is progressive and irreversible. He is no longer allowed to drive, which is a
severe blow to his sense of independence. But for both him and his family, the psychological impact
of his disability has proved to be the more difficult adjustment.

Example: Debbie, age 39, has a diagnosis of mild to moderate cerebral palsy and is profoundly deaf.
She has always resided with her mother, who has provided her with the necessary support to live a
relatively normal and independent life. Debbie has an awkward gait, which gives the impression that
she is intoxicated. This appearance has led to frequent arrests by the police as she walks to and from
her place of part-time employment. Her hearing impairment limits her communication skills,
further complicating her ability to communicate with the police and others. Her mother, now elderly
and in deteriorating health, has been Debbie’s lifetime advocate and care provider.

262 Chapter Twelve

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



The Disabled Population and the ADA

Depending on the definition applied, the number of disabled individuals in
American society varies. The legal journey defining persons with disabilities
and articulating their rights reached a high point when Congress passed the
Americans with Disabilities Act (ADA) of 1990, which broadly challenges
discrimination against disabled people. The ADA went into effect in July
1992. It defines a person with a disability as having a physical or mental
impairment that substantially limits one or more major life activities; has a
record of such an impairment; or is regarded as having such an im-
pairment. The intent of the legislation is to make society more accessible
to people with disabilities, but its implementation continues to be a major
challenge. According to Census 2000, 48.9 percent of people who were 5
years old and over living in housing units had a disability, or 19.2
percent of the disabled population in the United States (Stern, 2001).
Congress recognizes the historical and present tendency of society to dis-
criminate against disabled people, and mandates remedies in such areas as
employment, housing, public accommodations, education, transportation,
communication, recreation, institutionalization, health services, voting
rights, and access to public services. It also prohibits coercion of or retalia-
tion against people with disabilities or those who advocate for rights for
the disabled.

Not only are people with disabilities discriminated against, but they are
frequently abused. Women with disabilities are more likely to experience
abuse by a greater number of perpetrators and for longer periods than
nondisabled women (Young et al., 1997). Unfortunately, many people with
disabling conditions are especially vulnerable to victimization because of
their real or perceived inability to fight or flee, notify others, or testify in
court. Despite the advocacy of ADA workers, crime victims with disabilities
are less likely than those without disabilities to reap the benefits of the
criminal justice system. The reason is that crimes against disabled victims
go unreported because of victims’ mobility or communication barriers, social
or physical isolation, or normal feelings of shame and self-blame, or because
the perpetrator of the crime is the victim’s caretaker (U.S. Department of
Justice, 2001).

Once the ADA was passed, one could say that people with disabilities
entered mainstream society. However, their challenges continue. The main
controversy concerns the cost of changes for accommodating disabled people
in both the public and private sectors of society. According to Title II of the
ADA, discrimination of any kind on the basis of disability is prohibited. Com-
munity agencies, including the police force, firefighting force, state legislature,
city councils, state courts, public schools, public recreation departments, and
departments of motor vehicle licensing, must allow people with disabilities to
participate fully in all of their services, programs, and activities. An example
of the effect of the ADA on the police force can be seen in the Police Executive
Research Forum, which provides a detailed training curriculum and model
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policy for responding to people with mental illness, developmental disabilities,
and speech and hearing impairments.

Vulnerable Subgroups within the Disabled Population
Because the ADA has been passed, many people with disabilities can now
live more as part of mainstream society. For instance, wheelchair-accessible
buildings allow many with physical disabilities to enjoy social and vocational
independence. However, some subgroups within the disabled population
are particularly prone to crises, and there is no simple way to offset their vul-
nerability. The most vulnerable groups are fragile elderly people, mentally ill
people, and developmentally disabled people.

Disabled Elderly People Elderly people are not automatically disabled. How-
ever, there is a greater risk of disability as a person ages. In 1994 and 1995,
52.5 percent of people over 65 years of age reported having at least one dis-
ability, and 33 percent reported having at least one severe disability. Over
6 million, or 21 percent, had difficulty in carrying out activities of daily living.
As people grow older, there is a corresponding increase in disabilities. Walker
(1994) argues that prevention of disabilities in older adults is a shared respon-
sibility, involving the elderly individual, healthcare providers, and society at
large. Individual choice is not sufficient; rather, there is a need for a broad
social commitment to the promotion of health. However, diseases are signifi-
cant risk factors for disability in elderly people, and age itself is a risk factor
for those over 85 years of age. Hogan, Ebly, and Fung (1999) examined cog-
nitively intact community resident seniors and found that age alone accounts
for the fact that twice as many in the 85-plus age group are physically
disabled compared with the 65- to 84-year-old age group. Hence, disease pre-
vention will not necessarily impede disability in older seniors. Compared with
the 65- to 80-year-old population, those over 80 are twice as likely to have
difficulty with such activities as bathing, dressing, eating, preparing meals,
shopping, managing money, and taking medication.

It is clear from the literature that intervention for elderly people with dis-
abilities must be holistic in nature, involving a network of community
resources. In a study of the characteristics of older adults with intellectual dis-
abilities who required crisis intervention, Davidson and colleagues (1995) con-
cluded that intellectually disabled adults require comprehensive age-span
community mental health and behavioral supports. The severity of the behav-
ioral crises decreases over the life cycle, but the need for intervention remains
constant. The need for intervention is not limited to elderly persons with a
disability. Altman, Cooper, and Cunningham (1999) described the struggles
of a family with a disabled elder. Families experience an increased number of
emotional, financial, and health crises. Alzheimer’s dementia and senile de-
mentia are particularly stressful for the family. Graham (1989) points out
that as these diseases and disabilities progress, day-care placement may be
necessary; even with day care, the stress level does not necessarily decrease
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for family caregivers. Frail elderly people are the most vulnerable to neglect
and abuse by caregivers, both professionals and family members.

Talecxih (2001) reports that by 2050 the number of elderly people
requiring institutional care will likely more than double, from 5 million to
11 million. The elderly population will be more diverse, so the long-term
care workforce will have to be more culturally competent. Human service
workers generally will need more training in dealing with the problems of an
aging population (Rosen & Zlotnik, 2001).

Mentally Disabled People Although it is more difficult to define and measure
mental disabilities, the debilitating nature of emotional and psychological pro-
blems is quite clear. Under the ADA, a mental impairment includes any “men-
tal or psychological disorder, such as … emotional or mental illness.” Among
the examples cited are “major depression, bipolar disorder, anxiety disorders
(which include panic disorder, obsessive disorder, and PTSD), schizophrenia,
and personality disorders.” Comer (1995) gives the following statistics on
mental illness in the United States: 13 percent have significant anxiety disor-
ders; 6 percent have serious depression; 5 percent have debilitating personality
disorders; 1 percent has schizophrenia; 1 percent has Alzheimer’s disease; and
10 percent are suffering from drug and alcohol difficulties.

With the introduction of the major tranquilizer medications in the
1950s, psychotic behaviors could be controlled, and the treatment of people
with serious mental illnesses changed significantly. Before this new treatment
mode, those with serious mental illness were confined to psychiatric hospi-
tals, which were locked facilities. The major tranquilizers made deinstitution-
alization possible. Treatment is now community based; and hospitalizations,
especially long-term stays, are avoided as much as possible. Further goals
of deinstitutionalization are the promotion of the rights and independence
of mentally ill people and a more cost-effective delivery of services.
The National Institute of Mental Health indicates that the number of insti-
tutionalized mental health patients decreased from a high of 559,000 in
1955 to 69,000 in 1995.

The Community Mental Health Act of 1963 set goals for the provision of
community-based services for the mentally disabled. These services include
inpatient care for seriously ill patients, with the goal of returning them to the
community as soon as possible; outpatient clinics for ongoing care;
partial hospitalization, where patients can go home at night and on weekends;
24-hour crisis centers; and consultation, education, and information services
for those who regularly interact with these disabled people in the community.
Unfortunately, the provision of these community-based services has lagged,
making deinstitutionalization, at best, a measured success. Although the major
tranquilizers work well for seriously mentally ill people when they are in the
hospital setting and help them return to the community, individuals who do
not have the support of friends, are unemployed, or do not have access to on-
going mental health services are destined for failure in community-based
living. Some observers feel that the deinstitutionalization policy for the
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mentally ill has been a dismal failure. Others see it as a success in that it pro-
motes civil liberties for those with serious mental illness. Johnson (1990)
points out that with certain supports in place, such as housing, outreach by
human service workers, independent living skills support, and occasional hos-
pitalizations for stabilization of their condition, community-based placement
is appropriate. Without the necessary supports, seriously mentally ill people
in the community are in a permanent state of crisis. Unfortunately, people in
the community often see these people as a public nuisance that should be
controlled by the criminal justice system; this is an inappropriate and highly
unfair assessment.

It can be argued that institutionalization in the absence of proper commu-
nity support is more humane for seriously mentally ill people because they do
not fall victim to homelessness, hunger, abuse, or the criminal justice system
and because, with their limited coping skills, they avoid living in a permanent
state of crisis. It is also clear that because of the number of community sup-
port services needed to help some of these people, community placement is not
necessarily less costly than institutionalization.

Developmentally Disabled People The developmentally disabled population
includes those with mental retardation, cerebral palsy, epilepsy, autism, and
other neurological disorders. In particular, mentally retarded people have
been unnecessarily institutionalized and subject to involuntary sterilization.
The deinstitutionalization movement of the 1970s reflected a concern for
the civil rights of the developmentally disabled; today, very few are institu-
tionalized. The guiding principle is that they have the right to develop as
fully as they can and live as normally and independently as possible.
Most now live more independently with their families or in group homes.
The movement of developmentally disabled people into the community
means that crises that once occurred behind the walls of state institutions
now are seen in every community. There is an ongoing need to meet this
inevitable problem. Community-based living places more demands on the
limited coping skills of the developmentally disabled, making them even
more prone to crises.

Shoham-Vardi and his colleagues (1996, p. 109) report that up to 60
percent of persons with developmental disabilities have behavioral and
psychiatric disorders; the recidivism rate is 88 percent in two years. As
reported by these authors, for developmentally disabled persons under age
30 years, the strongest predictors of recidivism are living apart from the
family and an initial diagnosis of self-injurious behavior; for those over
age 30 years, a history of aggression is the strongest predictor of recidi-
vism. This population places special demands on the community with re-
gard to creating and maintaining appropriate resources to meet their
complex needs.

Like the general population, more developmentally disabled people
are living to be elderly. Advances in medicine have helped these people, just
as they have helped nondisabled people. The longer life span means that
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developmentally disabled people need more extensive and complex interven-
tions over the life cycle. For the first time in history, these people are outliving
their parents (Ansello, 1988). Estimates of the number of elderly developmen-
tally disabled people vary from at least 4 in every 1,000 older persons (Ja-
nicki, 1991) to as many as 1 in every 100 older persons (Ansello & Eustis,
1992). To prevent or delay institutionalization, strengthen independence, and
enhance daily functioning of the older population with developmental disabil-
ities, a new emphasis on service needs must emerge. Collaboration is critical
between service providers and family caregivers in serving the needs of the de-
velopmentally disabled elderly.

Coogle and his colleagues (1995) argue for resource sharing and collabo-
ration among the developmentally disabled providers and other human service
networks, and also for a managed approach to intervention in order to avoid
costly duplication of services. They further argue for education of the public
and community leaders about those with lifelong disabilities and their fami-
lies; increased funding for supportive housing and independent living centers;
advocacy for older adults with developmental disabilities and their families so
they can secure community-based long-term care; respite care and income sup-
port; and an increase in federal and state resources for continued community
living. Zola (1988) believes that the aged and disabled populations should be
served together because of their similar conditions, the technical and medical
requirements of their care, and the full implications of the home care revolu-
tion. The traditional approach of dividing them into two opposing entities is a
form of unnecessary segregation.

Crisis Intervention Strategies for Persons with Disabilities
Effective intervention for people with disabilities requires detailed knowledge
of this population, information on their civil and legal rights, a willingness to
advocate for those rights, and comprehensive knowledge of available sources
of support and intervention.

Crises do not occur in a vacuum. For disabled people, crises often occur
because helpers do not have adequate knowledge and understanding of a par-
ticular disability and fail to establish the necessary support systems. For in-
stance, a high-functioning autistic person who works in a predictable
environment with structured supervision can be extremely productive and suc-
cessful. However, because such an individual typically has great difficulty with
social and environmental transitions, any change in work routine or personnel
can provoke a major crisis. To decrease the likelihood of such a crisis requires
not only the maintenance of a predictable work routine but ongoing education
for other employees and the management staff on how to successfully interact
with this individual. This requires a considerable commitment on the part of
all concerned. Depending on the disability and circumstances, similar preven-
tive strategies need to be employed.

Case management is one of the most important developments in human
services in the past half century. Schneider (1988) emphasizes the importance
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Box 12.3 Cases to Role-Play

Case 1 A 30-year-old man comes to you after finding out that he is infected with the HIV virus.
He found out at the public health department. He is married but does not have children yet. He thinks
he contracted the disease from a prostitute. His wife does not know.

Case 2 A female heroin addict comes to you worried that she will get AIDS. She shares needles on a
regular basis but feels uncomfortable asking whether the other users have been tested for HIV.

Case 3 A 32-year-old male comes to you just after he has gotten the results of his HIV test. He tested
positive. He has been living a closet gay life; his family and employer do not know he is gay. He does
not have a current partner but has several buddies with whom he parties. He’s depressed but feels
good physically, so he’s not very worried.

Case 4 A 50-year-old man comes to you on referral of the medical social worker at the hospital. His
long-time companion of 20 years has contracted AIDS and is currently suffering from the opportunis-
tic infection pneumonia. He is drained and misses his friend’s youthfulness and lively character.

Case 5 A man is in a wheelchair because his legs were paralyzed in a surfboard accident a year ago.
He comes to you because he is lonely. Last weekend at a party he talked with a woman that he had
met once before, prior to his accident. He wants to date her but is afraid she will not want to date
him because of his disability.

Hint: Offer support statements about how difficult it is to be disabled and have to change
one’s lifestyle.

Hint: Empower him by helping him focus on what he can do. Maybe this girl will not be his
lover, but she may want to hang out with him.

Hint: Reframe the situation as a chance to find out how females will react to his
advances. Because he had met the woman before, she may be willing to be honest
with him. He needs to find out how women feel about a man in a wheelchair.

Hint: Educate him about the fact that many men in wheelchairs are married and that people
can be sexual without having sexual intercourse.

Case 6 A couple in their fifties come to you because they are tired, feel guilty, and are very stressed
out. They have been taking care of the wife’s father, age 78 years, who started showing symptoms of
Alzheimer’s disease 2 years ago. Just recently, they have been invited by the husband’s company to go
on a cruise to the Mediterranean, all expenses paid, but do not have anyone to take care of the father
while they are gone.

Hint: Validate their feelings of guilt and depression as normal.
Hint: Educate them on the needs of caretakers.
Hint: Reframe their situation to show that if they don’t start taking care of themselves, they

won’t be able to continue taking care of the father.
Hint: Brainstorm with them about who might be able to help out. Maybe someone could

watch him for two or three days at a time. Maybe there is a facility that could take
him for a week.
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of case management as an intervention strategy. It is consumer centered; em-
braces the elements of screening, assessment, specific goals, interdisciplinary
and interagency cooperation, and measurable outcomes; and is subject to
monitoring and evaluation. Case management is a proactive, positive way of
intervening with regularity with the chronically disabled, a way of anticipating
situations before they become full-blown crises.

Effective crisis intervention and prevention are rooted in a system of com-
prehensive collaboration. Knowledge of available services and the ways in
which they can be accessed is essential. For example, the 1975 federal Educa-
tion for All Handicapped Children Act (Public Law 94-142), updated in 1997
as the Individuals with Disabilities Education Act (IDEA), is just one of many
federal programs for the disabled. It mandates free, appropriate, individualized
public education for handicapped children—those with learning handicaps, de-
velopmental disabilities, orthopedic conditions, and mental illness. Local
school districts play a major role in the lives of disabled children from the
time they are 3 years of age until they reach 22 years of age, so an important
intervention is assisting the disabled and their families in using this resource.

People who are not disabled, even human service workers, react differ-
ently to disabled people. Some common reactions are fear, repulsion, anxiety
about loss and dependence, embarrassment, and avoidance of social
contact. Working with disabled people may be perceived as less prestigious
than working with other types of people. Legislation mandating full inclusion
of the disabled population is one thing; implementation of the legislation is
another. Both physical and psychological obstacles to inclusion remain,
including the cost of services, competing interests, and discrimination, as well
as the self-limiting roles of disabled people themselves. This population
requires meaningful intervention and attention, not stigmatization or
sentimentalization.

Correct Answers to Pre-Chapter Quiz
1.F 2.T 3.F 4.T 5. F 6.T 7.F 8.F 9.F 10.T

Key Terms for Study
AIDS (acquired immunodeficiency syndrome): Disease caused by HIV
infection either when an opportunistic infection has invaded the body or
when the T-cell count is very low.

Alzheimer’s disease: A disease that impairs the cognitive, physical, and
emotional functioning of the patient. The disease usually affects older people,
but it can appear in a person as young as 45 years.

ARC (AIDS-related complex): A term seldom used today. It originally referred
to patients who had symptoms such as night sweats, thrush, and lesions but
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had not yet caught an opportunistic infection. It is a state between dormant
HIV infection and full-blown AIDS.

HIV (human immunodeficiency virus): The virus that usually leads to AIDS.
It depletes the body of T-cells, which fight off bacteria and viral infections.

how to reduce the risk of infecting others: Ways to reduce the spread of the
disease. Crisis workers must be familiar with these. Safe sex includes the use
of latex condoms, dry sex, mutual masturbation, and fantasy. Blood should
not be exchanged in any way, including via needles, razors, or feces.

intravenous (IV) drug use: Use of syringes by people to inject themselves with
an illicit drug such as heroin. Such people who share needles have a high risk
of spreading HIV because the virus is directly transmitted into the
bloodstream.

misconceptions about AIDS: Mistaken ideas about how the virus is transmit-
ted. AIDS cannot be spread through casual contact, but people often feel
worried about hugging and touching an HIV-infected person. HIV is spread
through the bloodstream. Even kissing has not been shown to be a likely
way to spread HIV. Also, many people think only gay people or drug addicts
get AIDS. Actually, the virus is well established in the heterosexual population
and is appearing in more and more teenagers in the United States.

types of clients who may seek crisis intervention: People may seek help
related to AIDS for a variety of reasons. Four typical types of clients are the
following:

Worried well persons: People who feel guilty about past risky behaviors
and are almost paranoid about being infected. They may overtest them-
selves, even if test after test shows negative results.

Clients pondering whether to be tested: Persons who may have had unsafe
sex or shared a needle and who may be in denial or just plain scared. Crisis
workers can be a great support to these persons by offering education and
reframes.

HIV-positive clients: Once a person tests positive for HIV, the person may be
in a crisis and is often suicidal. Education, support, and empowerment are
needed to help this person through a very difficult time.

Patients who are starting to have symptoms of HIV infection: The patient is
moving into the world of terminal illness. This person will be dealing with is-
sues similar to Kübler-Ross’s stages of dying. As with all persons dealing with
HIV or AIDS crises, disclosure becomes necessary and is often very traumatic.

Alzheimer’s dementia: A progressive disease that usually begins in elderly
people. There is deterioration of mental functioning, particularly short-term
memory. When the brain loses its ability to maintain regulatory functions
such as breathing and eating, the person may die.

American with Disabilities Act of 1990: The intent of this legislation is to
make society more accessible to people with disabilities. It defines disabilities
and challenges the discrimination associated with disabilities.

270 Chapter Twelve

Copyright 2010 Cengage Learning. All Rights Reserved. May not be copied, scanned, or duplicated, in whole or in part. Due to electronic rights, some third party content may be suppressed from the eBook and/or eChapter(s). 
Editorial review has deemed that any suppressed content does not materially affect the overall learning experience. Cengage Learning reserves the right to remove additional content at any time if subsequent rights restrictions require it.



case management: An effective approach to working with individuals and
families in which a disability is a factor. It includes such elements as screening,
assessment, setting goals, interagency and interdisciplinary cooperation, and
measurable outcomes. It is a proactive way to regularly intervene with the
high-risk disabled population in order to prevent full-blown crises.

developmental disabilities: Neurological disorders such as mental retardation,
cerebral palsy, epilepsy, and autism.

disability: Physical or mental impairment that substantially prevents or
restricts the ordinary course of human development and accomplishments.

mainstreamed: People with disabilities who function in society with as much
independence as possible both socially and vocationally.

palliative care: Focusing on providing relief from symptoms rather than on
curing the disease.

senile dementia: Deterioration in mental faculties found in some elderly
people. It might include poor memory, delusions, confabulations (making up
memories to fill in gaps), and socially inappropriate behaviors.
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