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There are few concepts that have been as divergently defined as those of crisis 
intervention or crisis-oriented treatment. Crisis treatment is widely believed to be 
li mited to situations involving life-threatening emergencies; to involve only 
telephone contacts or at most one or two visits; and to consist of activities that can 
be readily carried out by volunteers or others not trained as mental health 
specialists. None of these statements characterizes crisis-oriented therapy as it 
will be discussed in this paper. In the present context, crisis-oriented therapy is 
defined as a therapeutic modality which differs from other therapies in that it is 
based on crisis theory and is exclusively concerned with the identification, nature, 
and management of crisis. 

Treatment is based on crisis theory and requires the same type of basic skills 
called for in any psychotherapy and is therefore carried out by trained mental health 
professionals. Crisis-oriented treatment is offered to anyone who perceives that his 
or her problems must be addressed without delay. Indications include but are not 
limited to acute psychiatric emergency. 

DEFINITIONS 

In this section, three key terms relative to crisis intervention will be defined: 
crisis, hazard, and coping behavior. 

1. Crisis is defined by Caplan' as a state which is "provoked when a person 
faces an obstacle (hazard) to important life goals that is for a time insurmountable 
through the utilization of customary methods of problem solving (coping behavior). 
A period of disorganization ensues, a period of upset (crisis) during which many 
different abortive attempts at solution are made. Eventually some kind of 
adaptation is achieved which may or may not be in the best interests of that person 
or his fellows." Note that crisis is time-limited and that its outcome may be more 
or less adaptive. 

2. Hazard is defined as an event that threatens a previously existing 
psychological equilibrium. This event may relate to changes in physical 
surroundings (e.g., natural disaster), social sphere (e.g., loss of a significant 
person) or biological sphere (e.g., physical illness). A psychological upset (e.g., an 
anxiety attack or rage outburst) is not a hazard, though it may be part of a crisis. 
This distinction is important. A hazard may result in a crisis if the changes cannot 
be handled by existing coping mechanisms. 

3. Coping behavior is defined to mean all psychological processes which serve to 
maintain or restore psychological equilibrium. It includes but is not limited to the 
well-known mechanisms of defense. It also refers to habitual interpersonal 
patterns which meet certain needs, such as dependence on another person to meet 
one's emotional, financial, or sexual needs. One looks first at coping as it existed 
prior to the hazard in the life area in which the hazard occurred; next at coping 
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after the hazard occurred; then at fluctuations in coping during the course of the 
crisis; and finally at coping after the crisis ends. 

When used in other contexts, the term "coping" is often limited by definition to 
adaptive behavior, while other terms such as "defense" have been used to describe 
maladaptive patterns. In crisis theory, coping does not carry a value judgment; it 
may be adaptive or maladaptive. For example, a teenage boy may cope with 
parental conflict by abusing drugs. This coping behavior may be interrupted by 
drugs becoming unavailable and he may then cope by attempts at suicide, heavy 
drinking, and/or by open expression of rage at parents. He may reach an equilibrium 
where he copes by establishing improved relationships with his parents or by 
more effective separation from them, coupled with the establishment of other 
significant relations, or by becoming an alcoholic, by developing mental illness, or 
by committing suicide. 

In the balance of this paper, the focus will be on the development of crisis theory 
more fully and then upon crisis-oriented therapy. 

History 

The forerunners of crisis theory are found chiefly in the literature of 
psychoanalysis. There are also important contributions from sociology, especially in 
regard to the theory of changes in social role. Freud was very much aware that 
current life events as well as historical factors were important in precipitating 
psychological problems, though he left that aspect for others to develop. Erikson 
contributed the concept of developmental crisis. He reviewed 'the life cycle and 
described typically encountered "crises," each of which presented the evolving 
individual with specific tasks which either were or were not adaptively resolved during 
a critical period. 

The credit for the formulation of crisis theory as a specific framework under that 
name may belong to Erich Lindemann and Gerald Caplan. Lindemann's classic 
work on grief dealt with his investigations of relatives of people who had perished 
suddenly and tragically in a fire. He described normal grief and distinguished it 
from maladaptive responses to bereavement. He observed that a 6 week crisis 
followed the bereavement. At the end of that time there had either been a 
working through of the grief or, in some cases, a maladaptive outcome leading to 
psychotic or psychosomatic illness. Crisis theory was subsequently elaborated by a 
number of other workers including Harris, Jacobson, Kalis, Kaplan and Mason, 
Kardener, Langsley, Morley, Rapoport, Small, Strickler, and others. 

Key Concept 
The following is a key concept related to crisis theory: Crisis is a time-limited 

phenomenon with an outcome that is not predetermined at the start of the crisis. 
This outcome has major significance for the future well-being of the individual. An 
analogy can be made to the crisis of pneumonia before the days of antibiotics. That 
crisis lasted a few days, at the end of which the patient either recovered or died. 
Similarly, each psychological crisis has a potential for a great variety of eventual 
resolutions. This aspect is said to be symbolized by the Chinese character for crisis, 
which combined the pictographs for both "danger" and "opportunity;" danger 
because the failure of existing coping mechanisms results in risk to previous 

2 



functioning, with the possibility of new or increased psychological dysfunction; 
opportunity because successful mastering of the situation that has caused the 
crisis has increased the coping repertory and helps the individual cope successfully not 
only with the present but with the future crises. To extend the medical analogy, 
certain infectious diseases, while running their course, cause antibodies to be 
developed which protect the patient from the same and sometimes some related 
diseases. Or to view the matter in more philosophical terms, Nietzsche had this in 
mind when he said, What does not kill us makes us stronger. 

Relation to Other Frameworks 

When we first introduced crisis concepts into our clinical thinking and record 
keeping at our crisis center, this question came up: how can crisis formulations be 
integrated with the our existing descriptive and dynamic concepts. We found that 
there is no contradiction between various approaches used to conceptualize 
clinical data; rather, the distinction lies in the information each selectively 
emphasizes. Clinical psychiatry deals with the description, explanation, and 
treatment of disease states, and psychoanalysis is concerned (oversimplifying the 
matter) with the genetic and dynamic components of psychological processes, 
usually those which prevail over long periods of time. Crisis theory, on the other 
hand, deals with the phenomena of the current crisis, its immediate antecedents and 
its outcome. Pathology is a secondary consideration, since crises can and do occur 
in so-called "well-adjusted" persons. Therefore it is possible in any patient to make 
(a) a descriptive diagnosis dealing with his/her pathological state, if any, (b) a 
dynamic diagnosis dealing with conflicts, including unconscious processes; and (c) a 
crisis diagnosis delineating preexisting equilibrium, one or more hazardous events, 
and an ensuing crisis state. 

Types of Crisis 

Some authors differentiate between developmental and accidental crises. 
Developmental crises are prolonged periods during which change occurs at a more 
rapid pace than the average over a lifetime; examples are adolescence and 
menopause. Accidental crises are triggered by specific life events which occur at a 
single point in time. Most crisis theory has been concerned with this latter type. 
My own preference is to consider each crisis to be a discrete one with a specific 
date of onset. I do not think in terms of developmental crisis as such. Rather, I use 
a concept of a crisis matrix, which is defined as a period of several months to 
several years, during which an individual is more likely to experience multiple 
emotional hazards and also to be more vulnerable to crises. For example, one 
adolescent may experience a crisis following break-up with a dating partner, a 
second one upon leaving home to go to college or work, and possibly a third if the 
parents divorce. This way of looking at the matter is of practical importance: 
turmoil which is observed in an adolescent person is not fully explained by the 
adolescence itself, but should be understood also in terms of the specific recent life 
events and their sequelae. 

Phenomena of Crisis 

SINGLE AND MULTIPLE HAZARDS: As most writers on crisis see it, a crisis 
follows upon one specific and discrete hazard. As my own thinking has developed 
over the years, this point has become somewhat modified. I still think in terms of 
one last event which causes the person to seek help and will return to the discussion 
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of how this last event is identified. However, I now try to understand the events 
antecedent to the crisis in terms of a series of related happenings. The individual is 
able to cope with each event but the last, by some means, and the coping failure in 
the final instance has a "last straw" effect which precipitates the crisis. 

Whether one or more events are actually hazardous can be determined only after 
the fact if a crisis does indeed develop. There is an analogy to a virus or a 
bacterium which is only a potentially infectious agent if the body has insufficient 
resistance to ward off the attack. If a crisis does develop, it is characterized by the 
disorganization and upset which have already been mentioned. The state of the crisis 
is further characterized by feelings of anxiety, depression, hopelessness, and 
helplessness and a feeling of being trapped. In popular terms it can be described as 
the perception that "I can't get there from here." To escape this dilemma, many 
rapidly alternating coping mechanisms are used as the person in crisis tries every 
possible way to resolve the difficulty. 

RELATION TO EGO PSYCHOLOGY. Looking at the phenomenon from the viewpoint of 
ego psychology, we see that a person who cannot solve a problem after a period of 
time may regress and use more primitive defense mechanisms, as well as 
being threatened by a breakthrough into awareness of earlier conflicts. This 
explains the observation that a person in crisis temporarily operates in a less rational 
and less reality-oriented way relative to his baseline prior to the crisis. Intervention is 
designed to limit and eventually reverse this regression and assist the ego forces to 
effect a more mature resolution of the current problem. 

COURSE AND OUTCOME. During the course of the crisis, new coping gradually 
ensues and equilibrium is re-established. The new level of functioning may be 
better than, the same as, or worse than that preceding the crisis. 

A crisis has a natural termination, since a continuous state of crisis is probably 
incompatible with life. The concept of a "chronic crisis" which has been proposed 
has not been useful to many. I have observed individuals whose coping, often 
characterological in nature, involves continued stormy interaction with the 
environment. A true crisis may occur in these people if for some reason they are 
no longer able to engage in these stormy interactions. 

A simple crisis will end in one way or another in no more than 4 to 6 weeks of 
the date of the hazard. This situation is at times complicated by the appearance of 
multiple hazards, with the later hazard at times being the result of adaptive or 
maladaptive coping with the first hazard. Thus a crisis which begins with a threat of 
separation may result in actual separation and the actual separation can become a 
hazard in its own right. The outcome of crisis, as already mentioned, may vary 
greatly in adaptiveness, ranging from reality-oriented problem-solving to neurotic 
or psychotic manifestations, to death through suicide or inability to physically care 
for oneself. Thus nature terminates crisis. Intervention cannot end it but it can 
affect the outcome. 

TYPES OF HAZARD. Virtually any event can be a, hazard, depending on its 
subjective meaning for a particular individual. However, some life events have 
considerably more potential to constitute hazards than others. Researchers have 
compiled lists of such life events, including Holmes and Raye, Paykel Brown, and 
others. Most writers consider the most serious hazard overall to be the loss of a 



spouse or child by death and loss of a spouse by separation or divorce. Other 
generally hazardous events include death of another family member, going to jail, 
the onset of a serious physical illness, unemployment or retirement. 

Different life areas may be important in producing hazards at different ages and 
for either sex. Thus events related to emancipation of young adults from parents 
are important sources of hazard for all concerned; dating, engagement, marriage, 
and child-bearing can produce hazards for young adults. Marital separation and 
divorce are common sources of danger in adults from their twenties to their sixties. 
Successes and failure in work life may precipitate them at any age for men or 
women. Crises following illness, bereavement, and aging occur in later life. 
Kardener suggests an investigation in each crisis case of the work-school world, 
the familial world, the social world, and the intrapsychic world. I would consider the 
first three in connection with the hazard and the last as part of the crisis. 

TECHNIQUES OF CRISIS-ORIENTED THERAPY 

As mentioned, some forms of crisis-oriented treatment require a high level of 
professional training. Others can be carried out by persons of varying 
qualifications. This section will describe four kinds of crisis-oriented treatment and 
will discuss the background required for each. The concluding portions will describe 
in greater detail those techniques which should be carried out only by professionals. 

Nonspecific Crisis Treatment 

Nonspecific crisis treatment can be carried out by anyone able to establish a 
supportive, compassionate relationship with the person in crisis and who can avoid 
being drawn into the emotional distortions which are characteristic of crisis. This 
type of intervention is technically easy but emotionally hard. At its best it is 
carried out by someone who has a warm regard for the person in crisis, but is not 
overly identified with him or her and whose own psychological make-up and 
ability to cope are unlikely to be overtaxed by the other's crisis state. The 
"therapist" in this case could be a friend or family member or anyone placed in a 
helping role by profession or accident, such as a clergyman, physician, lawyer, 
teacher, bartender, hairdresser, or the person sitting next to the individual in crisis 
on an airplane or bus. Many "help line" types of activity fall into this category. 

The nonspecific intervener's most important tool is to listen with interest and 
without the emotional withdrawal that is a common reaction to the disturbed state of 
the person in crisis. Further, the intervener accepts and, within limits, encourages 
appropriate expression of affect such as grief and anger by letting the person in crisis 
"cry on their shoulder." Further, he should be objective enough to help the person 
in crisis clarify some of the issues involved and thus help him "build fences" around 
what seems a diffuse and unmanageable situation. Lastly, if the primary helper 
believes that professional help is indicated, the person in crisis may be guided to 
other resources. 

The giving of specific advice is a two-edged sword, since the advice might be 
right for the giver but not for the person in crisis. It should be given only when 
the intervener can look at the situation from the other's viewpoint and then in a 
way that allows the other person to accept or reject the advice without losing the 
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intervener's help. The only time when advice should be firmly 
given is when the person in crisis must be dissuaded from an obviously 
maladaptive course, such as irreversible and obviously destructive behavior. 

Environmental Crisis Intervention 

In the environmentally directed approach, the intervener is in a position to do 
something about the hazard, thus changing or ending the crisis. For example, a 
lawyer can prevent an eviction and a community advocate can speed up a delayed 
welfare payment. This type of activity is common in poverty areas. It is important to 
keep in mind, however, that situations which seemingly involve only external 
problems, such as economic, may have other facets that are not amenable to this 
approach. 

In another application of this concept, we can think of a psychiatrist as engaged 
in environmental crisis intervention when he hospitalizes a patient and thus 
temporarily removes the hazard relating to difficulties in various current relationships. 
Thinking of one aspect of the hospitalization of a patient as environmental crisis 
intervention allows us to raise some questions which might otherwise be overlooked. 
Is hospitalization indeed the best way to resolve the problem for the patient and for 
the family? Is the patient or an important other seeking to avoid an interpersonal 
issue by removing the patient to a hospital? I have seen instances in which 
psychiatric hospitalization was proposed as an alternate to a more ordinary form of 
marital separation, because of discord between spouses. Such hospitalization can 
be adaptive when one spouse is so disturbed as to require it during the separation 
but it can also be maladaptive when that is not the case and when hospitalization 
enhances the view of one of the partners as "crazy" in his or her own eyes or in the 
eyes of others. Environmental crisis intervention is a powerful tool which needs to 
be exercised with caution and understanding. 

Generic Crisis-Oriented Treatment 

The term was coined to describe a type of intervention developed by Gerald Caplan 
and his associates at Harvard and elsewhere. Generic intervention began with the 
recognition by Lindemann that adaptive forms of grief should be differentiated from 
maladaptive forms. The principle is that patterns of adaptive and maladaptive 
behavior can be identified and adaptive response can be taught. Adaptive 
mechanisms in dealing with particular life situations have been described in 
connection with the birth of premature children, entry of a child into kindergarten, 
and the honeymoon. Generic intervention does not require specific training in 
mental health. It does require knowledge in depth of particular types of hazards and 
ways of coping that are used in dealing with a particular hazard. For example, public 
health nurses are likely to be familiar with coping patterns in relation to birth and 
infancy, while clergymen may be familiar with ways of dealing with grief. Generic 
crisis intervention is an important focus of some self-help organizations. Alcoholics 
Anonymous offers a prescribed form of coping for the hazard of giving up alcohol. 
Parents without Partners similarly is a resource for the newly widowed or 
divorced, where they may learn about coping behavior of those who have had a 
similar experience earlier. A number of people having the same health problems or 
having undergone the same surgery can also form a mutually supportive group. 



The advantage of generic crisis intervention is that it does not require that one deal 
with the unique characteristics of each separate individual. For purposes of this type 
of intervention, all individuals undergoing a given hazard (bereavement, prematurity, 
divorce, disaster, etc.) are assumed to have similar patterns of response. The term 
"generic" refers to the view that all such people belong to a kind or "genus." It is 
thus possible to apply this technique to large numbers of persons. This feature, 
however, also constitutes a disadvantage since not all individuals are in fact alike. 
What may be adaptive for one person may be maladaptive for another. Further, 
there are a number of hazards in regard to which little or no information about 
generic adaptive coping is available. 

Individual Crisis-Oriented Treatment 

The other three kinds of crisis treatment are often insufficient. Thus, individual 
crisis treatment was born. It may be used in addition to one or more of the above 
three methods or by itself. It requires the skills of mental health professionals. It 
differs from generic crisis treatment in that it does not assume that any particular 
way of coping is desirable for a given person. Rather, it is concerned with the unique 
assessment of the hazard(s) within the context of the individual circumstances and 
with forming a plan for intervention which is derived from that assessment. 

The remainder of this paper will deal with individual crisis-oriented 
treatment. 

INDIVIDUAL CRISIS TREATMENT 

GENERAL CONSIDERATIONS 

Number of Visits 

A firm limit should be placed on the number of visits at the outset. The most 
frequently used maximum number of visits is six, typically conducted at weekly 
intervals. Since the duration of an uncomplicated crisis is four to six weeks after the 
date of the (last) hazard, weekly crisis intervention for up to six visits dovetails 
naturally with the course of the crisis. If patient and therapist work together longer, 
non-crisis related subjects will be addressed and once that occurs there is no 
natural ending point to the intervention. Further experience indicates that a pre-set 
time limit produces a "pressure cooker" type of situation which motivates therapist 
and patient to invest maximum effort in the work of resolving the crisis optimally. 
Visits in excess of six should occur very rarely and be limited to circumstances when 
either termination would leave the patient in a life-threatening situation or when a 
second hazard which occurred during the first period of crisis treatment can be 
clearly identified. 

Setting 

A pre-set limit to the number of visits is most practical in community settings 
where treatment can be carried out in a crisis clinic separate from other programs. 
If and when further treatment is needed at the end of crisis intervention, the 
patient can and should be referred to another facility or branch of the same facility. 
Such an arrangement works better than trying to carry out crisis intervention as a 
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loosely defined activity within a general outpatient clinic. In private practice such a 
differentiation between crisis and other treatment is less easy. However, one can 
enter into an initial contract with a new patient to carry out crisis intervention for up 
to six visits and then can reassess the question whether more treatment or a 
different kind is subsequently required. 

Frequency and Length of Visits 

Usually, weekly visits are adequate, even with very disturbed persons. It is 
i mportant that the therapist (or if necessary, a colleague knowledgeable about the 
case) be available by telephone around the clock. Abuse of night or weekend phone 
calls can be curbed by a firm attitude that most of the work needs to be conducted 
during the interview and that phone calls should be limited to life-threatening emer-
gencies. 

The usual duration of the crisis interview is the same as that of an ordinary therapy 
session, that is, 45 to 50 minutes. Under some circumstances interviews after the 
first can be reduced to 30 minutes. Some policy in regard to missed visits should be 
established. One may provide for automatic termination after two consecutive 
missed visits or three missed visits altogether with, of course, the exception of life-
threatening situations. One also may count missed sessions toward the maximum of 6 
visits. 

Role of Medication 

There is a specific role for medication in crisis-oriented treatment. It should be 
used only when there is evidence of clear psychotic decompensation and/or 
overwhelming anxiety and depression. It is necessary to keep in 
mind the risk that the patient will view the medication as the answer to the crisis 
and will relax efforts to resolve the life problems. It is important that the therapist 
make it clear that the goal of crisis intervention is not alleviation of symptoms, but 
rather the definitive resolution of the life issue which had precipitated the crisis. 
Giving a prescription may enhance dependence of the patient on the psychiatrist. 
The latter can counter this trend by structuring his relationship with the patient as 
that of a collaborator in resolving a life problem. 

ASSESSMENT 

Assessment of Suicidal/ Homicidal Potential 

Assessment of suicidal and homicidal potential must occur as part of the first 
session in all crisis-oriented therapy.  The type of evaluation involved and a 
description of the management of these risks are well reviewed in the literature on 
suicidology and will not be discussed in further detail here. 

Assessment of the Hazard 

Occasionally, but rarely, one hazardous event is obvious, such as occurs when a 
marital separation has just taken place. Typically, however, a patient presents with 
feelings of upset, helplessness, and hopelessness (which are characteristic of crisis) 
but does not volunteer information regarding recent important life changes. As 
Harris and Kalis have pointed out, most applicants to a psychiatric clinic are 
unaware of the events which have triggered their appeal for help. When this 
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occurs, the non-crisis oriented therapist may come to the conclusion that the 
clinical picture is unrelated to changing life events. Such an assumption is, in my 
experience, usually in error. No matter how clear-cut the existence of long-term 
pathology, signs, and symptoms may be, it must be kept in mind that people often 
live with these for extended periods without seeking help. Leaving aside organic 
disorders and the controversial issue of whether there are purely endogenous 
states totally independent of life events, people seek help when changes in their 
world have sufficiently disturbed them to require them to do so. In other words, 
an element of crisis can be identified in every patient, provided only that the 
patient is seen quickly after requesting help. If more than two weeks have elapsed, 
it will be difficult to identify crucial recent changes. 

The assertion that an element of crisis can be identified in all new and re-
applicants for help may be surprising, but it can be readily confirmed by observation. 
In order to do so, one needs to change the usual focus of the interview to ask 
specifically about events which immediately preceded the call for help. One begins 
with the very last occurrence during or just prior to the first telephone call or the 
walk-in and then goes back to inquire into other recent life changes. This inquiry 
continues until the nature of the pre-existing equilibrium and the changes giving 
rise to the crisis are identified. Veritable detective work is required in this effort. 

It is not unusual to find that a major life event such as a marital separation or 
a significant job change occurred several weeks to a few months prior to the call 
for help. Under such circumstances, the person coped for a time in ways which 
prevented the crisis from becoming full blown. Eventually another event occurred 
which, though perhaps relatively minor, finally established that no way of coping 
existed which was workable over the long term. At that point a crisis state 
developed. For example, a spouse may have handled a separation initially by 
denial, then by returning to the parents' home, and then by trying to live with 
friends, and the last event may be some threat to the living arrangement with the 
friend. It can also happen that there is a chain reaction because the way in which 
one crisis is resolved creates new problems, such as when a spouse leaves a pa-
tient because he/she has a serious physical illness. 

How far one needs to go back to identify relevant life changes is somewhat 
arbitrary, since each life event is influenced by the prior one. The determination 
of when to stop is made by the clinician on the basis of his judgment that a 
reasonably clear picture of the crisis has emerged. In most cases the time involved is 
a few months prior to the application for help. In some instances it can go back 
several years and key events in adolescence and childhood may be considered. 

In addition to identifying the events, the therapist must understand their 
emotional meaning in order to understand why and how they constitute a hazard. 
Bereavement, for example, may have a number of meanings, including loss of 
emotional support, loss of financial support, loss of sexual satisfaction, and social 
role of spouse. An adolescent run-away may disturb the mother because she fears a 
loss of control, because she is concerned that she will be deprived of the child's 
company, because she is reminded of her own delinquency as a teenager, or for a 
number of other reasons. In general, we find that the events preceding a crisis 
i mply, at least subjectively, actual or potential losses either in regard to important 
others or in the areas of self-esteem and sense of mastery. 



The end result of this investigation is a time line which can be drawn on a piece 
of paper. At one end of the line is the date and time of the first contact with the 
helping resource, and the event that occurred closest to that contact is listed. 
Further along the line are earlier dates and the associated antecedent events that are 
relevant to the crisis. Events are recorded as far back in time as is necessary in 
order to make the line a graphic representation of the genesis of the crisis. 

Assessment of the Crisis 

In addition to plotting a time line, the therapist also assesses the intensity of the 
crisis and the existing reservoir of ego strength. This understanding is necessary to 
determine whether outpatient treatment is possible or whether hospitalization is 
indicated. Beyond that, it is of use in alerting the therapist to the fragility or strength 
of the ego. The therapist will also, as part of his assessment of the crisis, obtain an 
understanding of longer-term coping mechanisms, both adaptive and maladaptive, as 
well as of emergency or short-term mechanisms used in the crisis and those that 
he believes will be available and useful to the patient in resolving the crisis. 

TREATMENT 

In general, the therapist must be consistently concerned, involved, attentive and 
empathic. He or she needs to be active in exploring the situation but not authoritative 
in imposing a solution. More specifically, treatment can be divided into cognitive 
understanding; acknowledgement of affect; and establishment of new coping. 

Cognitive Understanding 

Cognitive aspects of crisis treatment help the patient gain a better grasp and 
therefore a greater mastery by understanding the nature of the crisis and the events 
which have generated it. To this end the therapist communicates to the patient his 
understanding of the chain of events at a level which the patient can integrate 
within the available time. In all cases the formulation should include identification of 
the specific hazardous event(s), the meaning of these events to the patient, the 
previous coping mechanisms used, the reasons why they are no longer available and 
an exploration of what adaptive mechanisms may now be brought into play. In 
discussing these matters, formulations relating to ego functions and to reality are 
usually employed. For example, a patient may learn that what appears to be 
inexplicable anger and depression is related to a recent departure by the spouse on 
an extended trip. Similarly, a patient may realize that the unexpected arrival of a 
disturbed relative has upset her previous balance and requires measures to resolve 
the issues. Such explanations are more easily integrated than those which focus 
on intrapsychic conflicts and they also lead directly to the formulation of appropriate 
courses of action. In other words, intervention should stay relatively close to the 
surface in terms of a surface-depth continuum. There are a few exceptions relating to 
individuals with much ego strength and/or with considerable prior insight therapy. In 
such instances the crisis provides opportunity to learn or to reconfirm insights. 

The therapist should not raise long-term issues unrelated to the crisis. A classic 
example of what not to do relates to individuals in the acute phase of marital 
separation. All too often the therapist, perhaps at the request of a depressed and 
self-blaming patient, will go into all of the mistakes which the patient made which 
contributed to the failure of the marriage. Such a stance will result not only in 
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inability to work toward resolving the issues about the separation, but will further 
i mpair self-esteem, disrupt ego integration, and generally worsen the clinical state. 
Appropriate crisis work here deals with determining whether or not the separation 
is permanent and with working through the loss, if it is. 

Once the crisis is formulated at an appropriate level, it is not unusual for the 
patient to respond with a literal or figurative sigh of relief. Determining specific issues 
"builds fences" around what previously seemed to be an unmanageable multitude 
of stresses. Much of the therapeutic work is done right then and there. 

Acknowledgement of Affect 

The therapist must be genuinely open to acknowledgement and expression of 
appropriate feelings such as grief and anger, and should be careful lest a pedantic 
approach to the cognitive portion of crisis treatment block such affects. If there is a 
real loss, recognition and expression of grief is very important. Other crisis-related 
affects, particularly anger, should also be brought into awareness. However, the 
patient should be encouraged to deal with guilt over anger before expressing it and 
also be helped to direct his anger into appropriate, reality-oriented channels. 
Repressive affects including those based mainly on projection should not be elicited or 
encouraged. 

Establishing New Coping 
When crisis treatment works best, understanding the nature of the crisis is 

gained and shared in the first or at most, the second visit. The treatment visits - up 
to six - consist of the patient and therapist jointly working together to determine 
what approach is best to deal with the now defined problem. While some of the 
crisis approach may be intrapsychic, it typically includes discussions of appropriate 
problem-solving behavior which enhances a sense of mastery. Advice is not usually 
needed or helpful. The patient is often a much better judge of what is possible and 
adaptive for him than the therapist. 

The limits of what can be achieved in the way of adaptiveness differ for each 
person and the therapist must be very sensitive to these limits. It is quite possible for 
the therapist to expect in his or her mind either too much or too little in regard to 
the ultimate outcome. One particular pitfall into which the intervener who is 
usually achievement-oriented often falls is to expect a great deal of independent 
action, of which the patient may not be capable. The patient, sensing he has 
disappointed the therapist, may become discouraged and not return. During the 
phase of developing and consolidating new coping behavior, the therapist may offer 
resource information and/or refer the patient to other places where such information 
is available. 

Termination 
In the last phase of crisis intervention the gains made are reviewed. Possible 

future hazards and ways of dealing with them should be discussed. This step 
completes the intervention. Only after intervention is over should the patient and 
therapist discuss the question of whether further treatment is indicated for long-
standing problems. Such therapy ideally should not be by the person who did the 
crisis intervention, though in private practice it is usually impossible to have a 
different therapist for the longer-term treatment phase. We have found that in a 
crisis clinic the majority of people are not referred for ongoing treatment. Lastly, the 
therapist deals with feelings of separation, relating this issue to dealing with losses 
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that may have precipitated the crisis, when appropriate. On that note the therapy 
ends. 

OTHER ISSUES 

The scope of this paper permits only brief mention of a number of other 
subjects. Family-oriented crisis intervention uses many of the same principles of 
the individual kind but also considers the family as the focus of the crisis 
process. Group crisis-oriented treatment is a most interesting venture which 
combines aspects of group and crisis treatment and is effective when therapists 
have skills in both areas. Criteria for crisis intervention can be narrow or 
broad, depending not only on the patient but also on the therapist's interests 
and orientation. 

SUMMARY AND CONCLUSION 

Crisis-oriented treatment is positive approach to the definitive resolution of crises 
arising as a result of changing life events which have disrupted a previous 
equilibrium. Based on crisis theory, the therapeutic modality involves a relative de-
emphasis on pathology as such and a focus on clear identification of the chain of 
events which has led to the crisis, first by the therapist and eventually by both thera-
pist and patient. A major goal of crisis treatment is a shared understanding of 
hazardous events and their sequelae at a level of awareness which is appropriate to 
the ego structure of the patient. Along with the cognitive formulation, crisis 
treatment provides for the expression of appropriate affect and for the joint 
formulation by patient and therapist of coping strategies to deal with the newly 
defined problem. Referral for longer-term treatment, if required at all, should occur 
only at the end of crisis-oriented therapy. 
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