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ABSTRACT

Throughout the last three decades there has been a shift in the provision of crisis services
from the hospital to the community (Joy, Adams, & Rice, 2007). Further, the needs of
individuals experiencing crises differ, making it essential that these community organizations are
able to adapt to each client that they serve (Krupa, Stuart, Mathany, Smart, & Chen, 2010).
Program evaluations are one way to determine if, and how, best services are being provided.

Using a utilization-focused (Patton, 1997) process evaluation (Stufflebeam & Shinkfield,
2007) framework, the purpose of this study was to explore client perspectives on the services that
they are receiving from Crisis Management Service (CMS). Semi-structured interviews were
conducted with 14 participants based on questions generated with CMS staff support. Using the
general inductive approach (Thomas, 2006), transcripts were analyzed and eight dimensions
emerged.

The results illustrate client experiences with CMS, client perspectives on the care that
they are receiving from CMS, and the benefits they are receiving from being involved with
CMS. However, the findings also indicate, that participants would like to change some elements
of the program (e.g., having more constant support and having more finances).

This study provides valuable insight on clients’ perspectives, particularly that of
vulnerable clients in crisis situations, an area that is not extensively researched. This research
may also benefit individuals in helping professions as it highlights the effects of working from a
strength-based model with at-risk individuals, and the need to engage clients in their move to a
healthier lifestyle.
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CHAPTER ONE
INTRODUCTION
Significance

Experiencing crises are a normal part of our existence; everyone feels distressed and
troubled at some point in their life (France, 2002). Unfortunately, the experience of social,
psychological, and health concerns have increased drastically in recent times (Roberts, 2005) and
all of these stressors can create feelings of affliction. Further, although two individuals may
experience many of these same pressures, this does guarantee that they will both experience a
state of crisis (Roberts, 2005).

Crisis theory postulates that how an individual perceives a situation, and his/her ability to
use his/her coping skills to resolve the concern, determines if the situation will develop into a
crisis or not (France, 2002; Roberts, 2005). The perception of a situation being a crisis is
influenced by, both, an individual’s personality characteristics and the features of the situation
(France, 2002); therefore, it is a unique experience. When a person’s coping skills are inadequate
to handle the situation, they experience emotional anguish. Depending on how the crisis response
progresses, a person can either grow and change or they can become more vulnerable than they
were previous to the crisis (France, 2002). In order to most effectively help individuals
experiencing a crisis, support should occur immediately after the person starts to experience the
crisis state (France, 2002; Rapoport, 1962). This tenant of crisis theory speaks to the need for
effective crisis intervention techniques so that individuals can grow from their experiences rather
than become more vulnerable.

The purpose of crisis intervention is to assist the person experiencing a crisis to
strengthen their existing coping mechanisms and to develop an action plan, which often involves
learning new coping skills. Additionally, crisis interventions exist to promote individual
strengths, protective factors, and resilience (Roberts, 2005). The philosophy of crisis intervention
proposes that, in order for individuals to resolve their crises, five components must be met. These
components affirm that: (1) the individual experiencing the crisis should re-balance at their
previous state or at an improved state of coping, (2) the intervention should be initiated
immediately, (3) the client is capable, (4) the intervention focuses on the problem in its primary
phases, and (5) the client is involved in the problem-solving process (France, 2002). In order to

accomplish an effective crisis intervention, these philosophical components can be applied



through Roberts’ (2005) seven fluid stages of crisis intervention: plan and conduct a crisis
assessment, establish rapport, identify major problems, deal with feelings and emotions, generate
and explore alternatives, develop an action plan, and establish a follow-up plan. After these
stages are worked through, the feelings associated with being in a crisis should be alleviated and
the person who experienced the state of crisis should be able to proceed more independently.

Over the past 30 years mental health care for crisis intervention has changed from being
performed in the hospital to being implemented in the community (Joy, Adams, & Rice, 2007).
This shift in focus highlights a basic need of organizations dealing with crisis situations to be
able to change and adapt to the experiences of their vulnerable clientele (Krupa, Stuart, Mathany,
Smart, & Chen, 2010). It is through program evaluations that programs can be improved
(Fitzpatrick, Sanders, & Worthen, 2011) and can remain accountable, not only to their direct
clientele, but also to society in general. Evaluations that ask clients for their input on the
strengths and weakness of a program is one way to determine the various activities that are
being, or that could be, implemented. A process evaluation (Stufflebeam & Shinkfield, 2007)
framework meets these criteria.

Crisis Management Service (CMS) is a program that deals with individuals who
experience different crises every day. Many of the clientele that CMS serves have mental
illnesses, which are often misdiagnosed or undiagnosed. Furthermore, they may have some other
hardships that affect them in their daily lives, in their ability to function in society, and in their
ability to lead productive lives. Unfortunately, diagnosed mental illnesses affect one in five
individuals (Conway, 2003) and according to the World Health Organization (WHO; 2010),
“persistent socio-economic pressures are recognized risks to mental health for individuals and
communities” (Determinants of mental health, para. 1). These pressures can include poverty,
cognitive or intellectual disabilities, being stigmatized by one’s community, and alcohol or drug
addictions, to name a few. The clients that are seen by CMS are individuals that have been
described by these very characteristics (Saskatoon Crisis Intervention Service, 2012).

Even in today’s society, mental illness is stigmatized. Barney, Griffiths, Jorm, and
Christensen (2006) state that the stigma associated with mental illness is one of the main reasons
why people do not seek treatment. Individuals who suffer with mental illness often rely on
organizations such as CMS to help them navigate the community in which they live. Given that

CMS is an organization that seeks to help many people who suffer with mental illnesses, or other



factors that stigmatize them in society, CMS is a needed program. According to CMS, it is
therefore essential that the services it provides are effective in attaining their goal of helping each
client live at his/her optimal level of independence while utilizing community supports
appropriately. It is with this in mind that a program evaluation of CMS was conducted to ensure
the best care of its clientele was being achieved.

The Saskatoon Crisis Intervention Service (SCIS) contracted the Community-University
Institute for Social Research (CUISR) to conduct a program evaluation of its CMS department.
Based on CUISR’s mandate, partnering with them will help to bridge the gap between scholarly
research and its applicability and utility to society.

Purpose

CMS is a part of the SCIS along with Mobile Crisis. CMS deals with clientele who are
“hard to serve, and difficult to engage” (SCIS, 2012, Crisis Management Service, para. 1). Many
of the CMS clientele have mental illnesses, legal issues, addictions, Fetal Alcohol Spectrum
Disorder, and Acquired Brain Injury, among other obstacles. The activities that CMS workers
(CMWs) are engaged in include helping in the coordination of services for their clients as well as
managing the cases of their clients (SCIS, 2012). Through this client involvement and
management, the CMWSs work from a strength-based approach. Although the strength-based
approach focuses on a person’s positive potential, it does not overlook his/her vulnerabilities.
This approach asserts that recognizing a client’s strengths and working with those strengths to
reduce the client’s vulnerabilities will help the client live a healthier lifestyle (Maton et al.,
2004). Therefore, when CMWs assess their clients on the 10 ‘work areas’ of: family, mental
health, medical status, substance use, legal, housing, financial, self-care skills,
education/employment, and social/recreational, they are looking for the individual’s strengths
and vulnerabilities. It is through this assessment that CMWs help their clients determine main
areas to focus on while in programming, while always working toward the final goal of helping
CMS clients live at their optimal level of independence while utilizing community supports
appropriately. As CMS hopes to improve the lives of its clients, the organization that CMS
contracted to perform their program evaluation, CUISR, also hopes to ameliorate the
circumstances of individuals in the community through research.

CUISR is a partnership between community organizations in Saskatoon, Saskatchewan

and students and faculty members at the University of Saskatchewan. CUISR seeks to bridge the



gap between university research and utility in the community to improve the quality of life of the
individuals within that community. CUISR has been involved in a number of research initiatives
throughout the city of Saskatoon in an attempt to build “healthy and sustainable communities”
(CUISR, n.d., Building healthy, sustainable communities, para. 1).

Given the role that each of these organizations play, the purpose of the current research is
fourfold. First, it helps to bridge the gap between university research and community benefits.
Second, it can aid in the improvement of the accountability of the services that CMS provides to
its clientele. Third, it gives the clients of CMS a voice in the improvement of the services they
receive. Finally, it adds to the research literature regarding the strengths and weakness of crisis
management programs.

Target Audience

CMS programming targets individuals who are “hard to serve and difficult to engage”
(SCIS, 2012, Crisis Management Service, para. 1). These clients have a history of being
underdiagnosed or misdiagnosed in terms of mental illness. Furthermore, lack of proper
diagnosis is often coupled with a history of addictions, cognitive and behavioural impairments,
legal involvement, poverty, physical illness, and social isolation. The clients can be referred to
CMS by a number of avenues. Some refer themselves, while others are referred through their
families, a mental health worker, medical practitioners, legal professionals, or through a crisis
worker. Based on these referrals, CMWs collaboratively assess, with their clients, 10 ‘work
areas’. It is through this assessment that CMWs determine where to focus their resources.
Although there is the need to support these individuals, there is an attempt to teach clients how to
care for themselves by using their strengths. CMS and the CMWs always strive to have their
clients live at their optimal level of independence using community resources appropriately.

Evaluation Framework

Through meetings held between CMS and CUISR, a research agreement and work plan
was negotiated. Concerning this program evaluation, it was through the work plan that the needs
and wants of the CMS staff were made known. It was made clear that the focus of the evaluation
would be on the strengths and weakness of CMS as per the point of view of the CMS clientele.
Based on these meetings, the goals for the program evaluation, and the fit between the direction
of the program evaluation and the desires of the CMS staff, a process evaluation (Stufflebeam &

Shinkfield, 2007) using a utilization focused model (Patton, 1997) was chosen as the framework.



The intent of a process evaluation is to gain participants’ perspectives of a program’s weaknesses

and strengths (Patton, 1997). It is through these perspectives that program improvements can be

made (Patton, 1997; Stufflebeam, 2000b). Furthermore, employing the process evaluation model

within a utilization framework provides greater assurance that the results of the research will be

applied since various stakeholders will be engaged in many steps of the evaluation process.
Research Questions

Based on a meeting held between the researcher and the CMS staff, three research

questions were developed:
1. What are the clients’ experiences with CMS?
2. To what extent are the outcomes of CMS consistent with the services that its clients
receive?
3. To what extent is the process of client engagement with CMS contributing to the desired
outputs of CMS?

The above research questions were developed based on the current literature on crisis
intervention programs (e.g., Joy, Adams, & Rice, 2007; Vingilis et al., 2007), crisis management
programs (e.g., Simpson & House, 2002; Tierney & Kane, 2011), and the strength-based
approach (e.g., Maton et al., 2004; Smith, 2006) which is central to CMS programming. Further,
the principles of the process model for evaluation were a guiding factor in forming these research
questions. Process evaluations are focused on client engagement and how the execution of
activities contribute to outcomes rather than if outcomes are actually achieved (Stufflebeam,
2013). The above research questions mirror those characteristics.

Methods

A process evaluation (Stufflebeam & Shinkfield, 2007) within a utilization-focused
framework (Patton, 1997) was used to conduct the current study. The CMS staff supplied their
active and assessment clients with letters of potential involvement outlining that they may be
contacted to be part of a program evaluation of CMS. CMS then supplied the researcher with a
list of active and assessment clients to be potential participants. Although convenience sampling
was used to select the participants, special attention was given to selecting an equal number of
female and male clients of diverse ages. This was done to ensure that varied experiences and
perspectives were acquired. Participant recruitment continued until no new raw data themes

emerged after the 14 CMS clients were interviewed. One meeting time was set up with each



participant, individually, to meet the researcher and to participate in the semi-structured
interview. Due to the nature of the participants, many of whom have no permanent address or
telephone, a second interview was not scheduled with the participants. All interviews were
conducted at the Canadian Mental Health Association in Saskatoon, SK, and each took
approximately 45 minutes to complete. Prior to the commencement of the interviews, clients
were explained the concept of consent and signed a form to document the same. At the end of the
interview, participants were given an honorarium and were asked if they wanted to meet at a
later date to review their transcript. All semi-structured interviews were conducted using
questions generated through a meeting involving the CMS staff and the researchers, as well as
through a literature review. Participant interviews were recorded for ease of transcription. The
transcripts from the interviews were analyzed using a general inductive approach (Thomas,
2006) to determine program strengths, weakness, possible avenues for growth, and client
satisfaction.

Role of the Researcher

In order for the reader to gain a clear understanding of how the researcher became
involved in conducting a program evaluation of CMS, a summary of the researcher’s
involvement with CUISR will be explored.

In the summer of 2011 the researcher was contacted by the Strategic Research
Coordinator of CUISR and was asked to conduct a program evaluation of CMS. Based on
meetings with the researcher and her thesis supervisor, it was decided that this program
evaluation would also form the basis for the researcher’s thesis. A second student researcher was
also added to the research team. The role of this second researcher was to help with the
formation of the interview guide, to be present at all client interviews, and to help to control for
the subjectivity of the primary researcher. This was done by ensuring that both researchers
agreed on the dimensions formed and the quotes which show the essence of each dimension. The
role of the primary researcher was to form the research questions and the interview guide, to be
present for each interview with participants, to transcribe and analyze the data, and to form
conclusions based on the results. Prior to this program evaluation neither of the researchers had
any affiliation with CUISR or with CMS.



Definitions
Active clients: CMS defines active clients as those who are experiencing the most direct services
from the CMS staff and organization. This is the fourth stage in the possible fives stages of a
CMS client. Before becoming an active client the client is an assessment client.
Assessment clients: CMS defines assessment clients as those who have just left the “alert status’
and whom have been determined to need further care. These clients are assessed based on 10
‘work areas’ and recommendations may be made to move the client to active status. The
assessment stage is designed to fill in the gaps in the picture of the client’s life and develop a
working relationship between CMS staff and the client.
Circle of care: Circle of care in this research is defined as individuals who are part of the
treatment and care of a person and the various activities they engage in. Therefore, it covers
professionals and health care providers (Government of Canada, 2013) as well as informal
supports such as a client’s family.
Crisis: Crisis in this research can be defined as a state of instability due to one’s perception of an
event or situation. A crisis develops when the event or situation cannot be resolved by the
individual through the coping mechanisms that he/she has. A crisis is often a defining moment
for the person experiencing the crisis (Roberts, 2005).
Program evaluation: Program evaluation in this research can be defined as the exploration and
investigation of a program’s characteristics, worth, and merit (Fink, 2005; Stufflebeam, 2001). In
this research, the participants’ views of CMS’ strengths and weaknesses will form the basis of
the program evaluation.
Stakeholders: Stakeholders include any individual or agency that has an investment in the
program that is being evaluated or in the results of the program evaluation (Fitzpatrick, Sanders,
Worthen, 2011). In this study, this includes other agencies that provide services to CMS clients,
agencies who deal with crisis management work, individuals in the community, CMS, SCIS, and

the CMS clients themselves.



CHAPTER TWO
LITERATURE REVIEW

This chapter begins with a review of the literature on crisis theory and crisis
interventions. Additionally, the strength-based approach to helping clients will be considered as
it relates to crisis intervention. A review of the current research on crisis intervention and
management programs will be undertaken. Finally, the role of Crisis Management Service
(CMS) will be reviewed as well as how the program aligns with the available literature on crisis
intervention and management.

Crisis Theory

The origins of crisis theory have a relatively short history, with a foundation that can be
traced back to the 1940’s and 1950’s. The creation of crisis theory is credited to a research study
that gathered information from psychiatric patients who were grieving the loss of a close relative
(France, 2002; Roberts, 2005). Through this research, Lindemann (1944) explored grief and
created an intervention plan for people who were going through the grieving process. Caplan
(1951, as cited in France, 2002), who in the 1950°s did work with immigrant families from Israel
after World War 11, is also recognized for the theoretical underpinnings of crisis theory (France,
2002; Roberts, 2005). Caplan’s work is often seen as an extension of Lindemann’s; however,
Caplan was the first to outline the states of crisis (Roberts, 2005).

Crisis theory proposes that events perceived as crises can occur throughout a person’s
life, are a result of a threat to one’s goals, can disrupt the homeostatic balance of a person’s life,
and, if not resolved, can cause instability. Moreover, this disruption in balance results from an
individual’s usual coping mechanisms not being appropriate or sufficient to resolve the crisis
(France, 2002; Golan, 1978, as cited in Roberts, 2005; Rapoport, 1962). If the crisis is resolved
in a timely manner, the individual can grow and become stronger, however, if it is not resolved,
increased vulnerability may be the outcome (France, 2002). France (2002) also postulates that
everyone can experience crises and that they are personal. That is, the experience of a crisis not
only depends on that individual’s coping mechanisms (France, 2002; Roberts, 2005), but also
his/her personality traits (France, 2002), and his/her perception of the situation (Roberts, 2005).
Essentially, even though two people may experience the same or similar circumstances and
situations, it may only result in the experience of a crisis for one of those individuals (Roberts,
2005).



Caplan (1964, as cited in Roberts, 2005) describes four stages that a person enters after
experiencing a crisis. First, the individual feels increased emotional strain because of the
situation. Second, due to the individual’s inability to solve the crisis, the distress rises and routine
activities become disrupted. At the third stage, the person may feel so strained that they become
depressed. Finally, the person may experience a breakdown or they may partly overcome the
crisis through new coping techniques. Many of Caplan’s crisis reaction components can also be
found in France’s (2002) stages of crisis. Unlike Caplan (1964, as cited in Roberts, 2005),
however, France (2002) states there are three stages of crisis: (1) impact, (2) coping, and (3)
withdrawal. At the impact stage, the individual reacts to the perceived problem that cannot be
dealt with. The second stage, coping, is when the individual attempts to dissipate the apparent
crisis through different coping techniques that the individual may have used in the past (e.g.,
ignoring the situation, self-medicating). If the crisis is not dealt with within these first two stages,
the individual enters stage three, withdrawal. At this stage, the individual essentially shuts down
and stops attempting to deal with the crisis he/she is facing (France, 2002).

In order to avert a state of withdrawal or increased vulnerability, there often needs to be
some sort of involvement from other individuals (i.e., an intervention). One way to support those
experiencing a crisis is to employ effective crisis intervention techniques. Below is a description
of some of these interventions.

Crisis Interventions

The term crisis can be traced back to the Greek word krisis which means a ‘decision
making point’ (France, 2002); further, the Chinese translation for the word crisis results in two
symbols, one meaning danger, and the other meaning opportunity (Greene, Lee, Trask, &
Rheinscheld, 2005). Knowing this, one can extrapolate that a crisis can be seen as a time to make
a choice that could result in greater vulnerability or greater strength. It is often through crisis
interventions that individuals can grow from their experiences rather than surrender to the state
of crisis. Like crisis theory’s short history, crisis interventions are still in their infancy. In fact,
there was no shift to help people who were experiencing crises until 1906 when a New York
prevention center was opened entitled the National Save-a-Life League (Roberts, 2005). The
Save-a-Life League was essentially the first large scale crisis intervention center of its kind.

Despite the fact that crisis theory originated from two pieces of research which focused

on people experiencing loss (Caplan, 1964, as cited in Roberts, 2005; Lindemann, 1944), crises



can be caused by many factors. Unfortunately, violent crimes, stressors, mental illness, natural
disasters, and transitional stressors have increased in recent years, and all of these factors can
induce a crisis situation (Roberts, 2005), which may require intervention.

The goal of effective crisis intervention is to stabilize the disequilibrium that was created
from the perception of being in the crisis state and to ensure that the individual does not become
stabilized at a more vulnerable state than they were prior to the crisis situation (Greene, 2005).
This can be done by strengthening the coping skills the individual already possesses, by
increasing the amount of coping skills the individual has access to, and by making an action plan
to overcome the individual’s distressing feelings and thoughts toward the situation (Roberts,
2005). By allowing individuals agency in developing their own coping skills that are meaningful
to them, the individuals will be more able to resolve crises on his/her own in the future (Greene,
2005; Roberts, 2005).

In order to meet the goals of crisis intervention, France (2002) outlines five components
of the philosophy of crisis intervention: restoration or improvement of coping, immediacy, client
competency, secondary prevention, and problem solving. Restoration or improvement of coping
is the term given to the act of helping the client deal with the crisis situation. The hope here is
that, through this experience, they learn the coping skills necessary for future crises and, at a
minimum, will be no worse off then they were prior to the crisis. The second component,
immediacy, speaks to the notion that people are more open to receiving help when they are still
in a crisis situation or when they are still experiencing anxiety (France, 2002; Rapoport, 1962).
Within this context, crisis intervention should be provided while the person is still trying to cope
with the crisis situation to ensure maximum benefit and to ensure that maladaptive coping skills
(e.g., substance use, withdrawal) are not being employed. According to France (2002), the third
component is client competency. Client competency involves advocating for and allowing the
client to help him/herself as much as possible. Helping clients to be a main actor in their crisis
resolution serves to empower the client and helps them realize that he/she has strengths. The
fourth component is secondary prevention (France, 2002). Secondary prevention involves
working with a client through his/her current crisis or problem in hopes that the crisis is shorter
or less severe in its effects. This stage differs from preventative crisis aversion (primary
prevention) and helping with the enduring effects of a crisis (tertiary prevention) because it is

employed while the individual is still attempting to cope with the crisis his/herself. Finally, the
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fifth component is problem solving. By having the client actively engaged in the problem solving
process and the generation of possible solutions, it gives the client a sense of agency and helps
the client feel empowered.

France’s (2002) philosophy of crisis intervention can be interwoven into Roberts’ (1991)
seven stages of crisis intervention. Roberts’ (1991) seven components include: plan and conduct
a crisis assessment, establish rapport, identify major problems, deal with feelings and emotions,
generate and explore alternatives, develop an action plan, and establish a follow-up plan. The
first component, plan and conduct a crisis assessment, helps to determine if the individual
seeking assistance is in any danger, either from external forces (e.g., another individual) or from
themselves (e.qg., at risk for death by suicide). If there is impending danger, emergency medical
personnel or the police must be contacted. Throughout this stage, the crisis intervention worker is
also collecting information (e.g., if there are any children present and in danger, if they need
medical attention, and if the individual is under the influence of any substance(s)). Although the
second component, establishing rapport, commences during the initial assessment, this stage is
concerned with displaying respect, acceptance, and support to the individual. Third, during the
identifying the major problems stage, the crisis intervention worker explores what directly
preceded the individual seeking help and the coping techniques already used. The fourth
component, dealing with feelings and emotions, allows the person to explore their crisis while
being listened to in an empathetic way. Through this stage, the individual can feel more heard
and understood, and in turn, supported. Fifth, the generate and explore alternatives stage, allows
for a deeper exploration of the coping techniques that the individual attempts to use when in a
crisis. This exploration includes both maladaptive and adaptive coping methods. According to
Roberts (1991), it is at this stage where the client’s strengths should be explored, new coping
methods should be introduced, and alternative courses of action should be investigated. The sixth
component involves creating an action plan not only to resolve the current crisis situation, but
also to avert similar crisis situations in the future. Finally, through the seventh stage, establishing
a follow-up plan, the crisis intervention worker ensures that the client knows that they will be
present to support the client in the future should the need arise to come back for additional help
(Roberts, 1991).

It is important to note that these seven components are not worked through in one session

with a client. Further, some clients may work through some of the stages and then decide to
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terminate the crisis intervention work (Roberts, 2005) and, in doing so, prevent effective crisis
resolution. However, if all seven components are explored with a client experiencing a crisis,
that individual should experience a state of greater equilibrium with more skills and support than
he/she previously had.

Crisis Management Models

Although crisis intervention is applicable to crisis management programs, they differ in
that the latter are generally more long-term (Roberts, 2005) and are for individuals who are
vulnerable to experiencing many pervasive crises. While components of crisis intervention can
be found in crisis management programs, the literature describes six different crisis management
models (Bond, Drake, Mueser, & Latimer, 2001; Mueser, Bond, Drake, & Resnic, 1998).

The first crisis management model is the broker or expanded broker model (Bond et al.,
2001; Mueser et al., 1998). Within this model, the function of the case manager is to assess the
client and then connect that client with the services that they deem necessary, while monitoring
those same services. This model was one of the first attempts to help individuals navigate their
way in the community after the deinstitutionalization movement occurred. Even though the case
managers are assessing their clients, unfortunately, they do not provide any clinical services to
clients. Their role is primarily to be a liaison between various services and the client.

A second type of crisis management is the clinical case management model (Mueser et
al., 1998). This model was developed in response to the broker model as case workers were often
working as their clients’ clinicians. According to Kanter (1989, as cited in Mueser et al., 1998),
there are four areas in which clinical case managers are involved: assessment, environmental
interventions (e.g., connections to community organizations), client interventions (e.g., teaching
living skills), and client-environment interventions (e.g., crisis intervention). The main difference
between the clinical case management model and the broker model is that, in the former, the case
managers are able and encouraged to provide the client with psychotherapy and psycho-
education.

The third model is the assertive community treatment (ACT) model (Bond et al., 2001;
Mueser et al., 1998). The ACT model is a team effort and was originally developed for high-
service users and those with severe psychiatric illnesses (Mueser et al., 1998). There are often
many professionals involved in treatment including a psychiatrist, a nurse, and case managers.

Six characteristics set the ACT model apart from the models described above: there is a low
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staff-client ratio, the majority of the services are implemented within the client’s community,
caseloads are shared with different case managers, there is 24 hour coverage, most the services
are provided by the ACT team, and support is not restrained by any time limits (Bond et al.,
2001; Mueser et al., 1998). Further, it is reported that ACT programs help to increase client
choice (Bond et al., 2001). These characteristics are in place to help the client learn daily living
skills to use in the community, while still being actively supported by their case manager
(Mueser et al., 1998).

The fourth model is the intensive case management (ICM) model, which was originally
established for high service users (Bond et al., 2001; Mueser et al., 1998). As with the ACT
model, there is a low staff-client ratio, there is outreach for the clients in their environment, and
there are chances for clients to learn about daily life-skills. The main difference between the
ACT model and the ICM model is that there is not usually caseload sharing in the ICM model.

The fifth model is the strengths model (Mueser et al., 1998). This model was developed
because of the tendency of other models to focus on a client’s limitations and vulnerabilities
rather than their strengths. In this model the interventions are based on the client’s own
aspirations and there is a drive to utilize the resources in the community to help the client learn
and make changes.

The sixth and final model is the rehabilitation model (Mueser et al., 1998). As in the
strengths model, the rehabilitation model’s goal is to help the client strive to reach their own
endeavours rather than goals that are set out by society. A distinctive element of this model is the
importance placed on helping clients with the skills necessary for them to be integrated and
connected to their community.

With these six models in mind, Bond et al. (2001) and Mueser et al. (1998) report that
there is some evidence that clients who are engaged with crisis management services that follow
the ACT or ICM models tend to have higher client satisfaction. Although different programs
modify the ACT model to fit their clients’ needs, it is further reported that there are generally
better outcomes (e.g., lower hospital admissions, increased quality of life, and increased social
adjustment) for the clients in programs that generally follow the ACT model (Bond et al., 2001;
Mueser et al., 1998; Simpson & House, 2002).

As evident in the models above, crisis intervention and management models have the

potential to bolster and enhance a client’s strengths, resilience, and coping skills (Greene et al.,
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2005; Roberts, 2005). Further, Greene et al. (2005) reported that, in order for crisis intervention
and management programs to be successful, a client’s strengths must be emphasized as well as
developed to a further extent. The strength-based approach to working with clients is particularly
suited to meet these requirements.

Strength-Based Approach

The strength-based approach is a relatively new method of working with individuals and
is in stark contrast to the traditional deficit-based models. The, once highly dominant, deficit-
based model was concerned with ‘fixing’ individuals who did not fit society’s ideals. Moreover,
there was a drive to diagnose, punish, or ignore those who were vulnerable. Unfortunately, this
model can lead to individuals being stigmatized and shunned from their community (Maton et
al., 2004). With the introduction of positive psychology (Seligman & Csikszentmihalyi, 2000)
and resilience theory (Luthar, Cicchetti, & Becker, 2000; Roberts, 2005; Walsh, 2006), the
strength-based approach is now much more common and recognized among helping
professionals. Maton et al. (2004) and Smith (2006) state that the strength-based approach is
based on the positive capabilities of individuals, and that an individual’s strengths and assets are
the primary focus of any intervention.

Accordingly, Smith (2006) states that strengths can be found in various parts of an
individual’s life (e.g., cognitive, emotional, physical, and cultural). Further, they can include the
belief in one’s abilities, coping skills, aptitude, and perseverance (Maton et al., 2004). In order to
find an individual’s various strengths, one must look at a client’s qualities, the unique aspects of
the client, how the client has been able to adapt in the past, what resources are available to
support the client, and how the client interacts with the environment surrounding them (Smith,
2006). Additionally, Maton et al. (2004) goes on to state that, for communities, these strengths
include the opportunity to make satisfying and significant relationships and to create a sense of
openness rather than judgment.

Within the strength-based approach to working with clients is the idea that clients are
resilient (Roberts, 2005). Resilience has been described as an individual’s ability to endure
adversity and, further, to be able to adapt and change to counteract these detrimental situations
(Luthar et al., 2000; Walsh, 2006). In order for individuals to be able to adapt despite distress
and hardships, they must have coping skills and some form of support (Saleebey, 2002).
According to Saleebey (2002), however, it is often the case that clients seeking help are either
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not accessing these skills, are under-accessing these skills, or are unaware that they possess
them. It is, therefore, the obligation of the clinician to bring out these latent abilities (Saleebey,
2002). The capability of building new strengths through the assistance of another can also
function as a protective factor in stressful situations (Maton et al., 2004). In this sense, a clinician
is a driving force in his/her client’s tendency to realize, use, and create his/her own resources to
attain individual goals. When clients are able to see that they have capabilities, their confidence,
ambition, and feelings of agency often increase.

Crisis theory postulates that a crisis partially results from an individual not having strong
enough or appropriate coping skills to resolve the crisis (France, 2002; Golan, 1978, as cited in
Roberts, 2005; Rapoport, 1962) and there is a large focus on a client’s vulnerability. However, it
also postulates that depending on how the crisis is resolved, an individual can grow and become
stronger (France, 2002). Therefore, although there are elements of the strength-based model in
crisis theory, it is mostly dominated by the previous deficit-based approach. Although based o