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Why focus on the distinguishing components among stressors, acute stress disorders,
acute crisis episodes, and post-traumatic stress disorder (PTSD)? Can clear operational
definitions and specific case illustrations clarify the parameters and differences between
the four clinical concepts mentioned above? What types of treatment goals are effective
in treating the persons encountering the four events and disorders? What are the
components of a diagnostic Stress-Crisis-Trauma-PTSD Paradigm? This article answers
these four vital questions. In addition, this article thoroughly examines the clinical issues
and controversies, diagnostic indicators, and treatment goals necessary for advancing
mental health assessment, crisis intervention, and trauma treatment. This article aims to
enhance theory building, assessment, and practice skills in behavioral health and public
health and medical settings. [Brief Treatment and Crisis Intervention 3:3–25 (2003)]
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There are few human conditions that are so di-
versely described as stress, crisis, and trauma.
Many report that stress helps them to work pro-
ductively and meet multiple deadlines; others
report on the stressful burden of managing a
professional career, parenting children, and car-
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ing for aging parents that can lead to the indi-
vidual launching into a downward spiral culmi-
nating in physical and emotional consequences
of tremendous proportion. On the other hand
there is the term crisis, and anyone who is hav-
ing a bad day or has experienced something
that is not going their way may describe their
day as one crisis after another. In sharp contrast
to stress and crisis perceptions, trauma reactions
are frequently precipitated by a random, sud-
den, and arbitrary traumatic event such as
natural disasters, terrorism and mass murders,
violent sexual assaults, or sniper or drive-by
killings (Roberts, 2000a, 2002). One reason lead-
ing to overuse of the words stress, crisis, and
trauma is a lack of understanding of the true



definition and parameters of each term. Fre-
quently, within the academic literature the defi-
nitions of stress, crisis, and trauma are overlap-
ping. Individuals do not respond to stress in the
same manner. Responses are unique and often
determined by each individual’s personality
and character, temperament, other stressors that
day, protective factors and coping skills, adapt-
ability to change and unexpected events, sup-
port system, as well as the intensity and dura-
tion of the stressor. Therefore, what is simple
stress for one individual may result in the onset
of a crisis episode or traumatic reaction for an-
other (Corcoran & Roberts, 2000). At times this
confusion leads to a denial and underestimation
of stress and related conditions, and a build-up
of multiple stressors without effectively adapt-
ing and coping.

This article delineates and presents for discus-
sion a tri-modal approach in addressing stress,
crisis, trauma, and post-traumatic stress disor-
der (PTSD). A foundation based on the defini-
tion of each term will be presented. There will be
a comparison of each term outlining similarities
contributing to confusion among mental health
professionals. Case examples will demonstrate
methodology to accurately delineate and dis-
cuss the degree and severity of the issue facing
each individual, applying the solution-focused
approach, crisis intervention, and strengths
perspective.

Defining Terms and Historical
Overview

Stress. Any stimulus, internal state, situation,
or event with an observable individual reac-
tion, usually in the form of positively adapt-
ing or negatively adapting to a new or dif-
ferent situation in one’s environment. The
concept generally refers to the nature of an
experience, resulting from the person inter-
acting in the context of their environment,

through either over physiological arousal or
underarousal, with an outcome of psycholog-
ical or physiological distress (bad stress out-
come) or eustress (good stress outcome). Stres-
sors range from minor to major and can be
positive or negative events. Generally, stres-
sors are life events such as daily annoyances,
pressures at home or on the job, marital dis-
cord and conflicts, emergencies, motor vehicle
accidents, illness and injury. Positive stressful
life events and transitions include birth of a
newborn, graduation ceremony, a family va-
cation, or a job promotion. (Kaplan & Sadock,
1998)

Mason (1975) developed one of the most inclu-
sive operational definitions of stress, stressors,
and stressful experiences. Mason delineated a
conceptual framework and application of three
different definitions of stress in order to unravel
some of the confusion with general usage of the
concept. Stress can be referred to as (a) an inter-
nal state of the organism, also known as strain
based on both the physiological and psycholog-
ical reactions; (b) an external event or stressor
including combat trauma and natural disasters,
major life events such as marriage, divorce, or
being laid off, or noxious environmental stres-
sors such as air pollution or overcrowding, or
role strain such as a bad marriage; or (c) an ex-
perience that arises from a transaction between
a person and his or her environment, particu-
larly those where there is a mismatch or poor fit
between the individual’s resources and the per-
ceived challenge, threat or need (Mason).

Selye (1956) indicated in the findings of his
influential physiological research that: “Stress 
is part of life. It is a natural by-product of all our
activities. . . . The secret of life is the success-
ful adjustment to ever-changing stress” (Selye,
pp. 299–300). According to Selye’s General
Adaptation Syndrome (GAS) there are generally
three stages in the human body’s reaction to ex-
treme stress. First, the alarm reaction in which
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the body stirs up its defense mechanisms—the
glands, hormones, and nervous system—into
action. Second, the adaptation stage when the
body fights back (e.g., the arteries can harden
when the heart is under pressure); and third, the
exhaustion stage when the body’s defenses seem
to be unable to cope, and the individual be-
comes seriously ill and may die (Selye). Selye
concludes that the best way to survive and
thrive is to adapt and respond in positive ways
to the stress of life.

Stressors frequently are characterized as
ranging from minor to major, and negative or
positive stimuli or events. They are inclusive of
daily problems. Sometimes they appear as pres-
sure; other times stressors are described as dis-
turbing annoyances. At various times through-
out life individuals are faced with events such
as intense marital strife/discord, physical ill-
ness of family members and friends, hospital-
ization of family members, caring for children
and loved ones, accidents, emergencies, being
responsible for a special needs child or termi-
nally ill aging parent, job pressure to perform,
financial difficulties, and even moving across
town or severe weather can present as stressors.
The challenges that are framed by stress both
positive and negative provide defining struc-
tures for meaning in our day-to-day lives. The
complete absence of stress can lead to boredom
and lack of meaning in one’s life. Too much
stress or a pile-up of multiple stressors without
effective coping frequently can have a detri-
mental impact on an individual’s physical and
mental health.

People in many high-stress careers—such as
rescue workers, emergency service personnel,
surgical and emergency nurses and physicians,
and law enforcement officers—are known to
have highly stressful and physically demanding
jobs, with potential for thriving, continual reen-
ergizing, and occupational growth, or encoun-
tering vicarious traumatization. Selye, a Nobel
Laureate and founder of the International In-

stitute of Stress in Montreal, Canada, in an in-
terview with Modern Maturity (Wixen, 1978)
stated that he thrives with and enjoys consider-
able satisfaction from an extremely demanding
schedule. Directly prior to the interview Selye
had spoke at a major medical conference in Eu-
rope, slept 4 hours, then traveled 2,500 miles to
Houston, Texas, and his next interview and con-
ference speaking engagement. The next day he
flew to Montreal and two days later to a 9-day
speaking engagement throughout Scandinavia.
Selye never tried to avoid stress; instead, he in-
dicated that stress gives him pleasure and a great
degree of satisfaction (Wixen, 1978). In contrast,
Regehr’s (2001) recent article focuses on vicari-
ous traumatization of the hidden victims of dis-
aster and emergency rescue work, as well as 
the positive and negative effects of group crisis
intervention and critical incident stress de-
briefings with worker stress reactions and the
symptoms of PTSD. Further, Regehr (2001) sys-
tematically reviews the strengths and limita-
tions of crisis debriefing groups.

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

Stress, Crisis, Trauma, and PTSD
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Many have attempted to answer the question
of the impact of stress. Simply put, how much
stress is too much? There appears to be no defini-
tive answer, as the same amount and type of
stress may lead to negative consequences for one
individual and have little to no impact on an-
other. Holmes and Rahe (1967) constructed a so-
cial readjustment rating scale after asking hun-
dreds of people, from a variety of backgrounds,
their response to changing live events and to
rank the relative degree of adjustment necessary
to address these Life-Change Units (LCUs). For
example: a child leaving for college = 28 LCUs,
job promotion = 31 LCUs, marital separation =
56 LCUs, and death of a spouse = 100 LCUs. An
accumulation of 200 or more life-change units in
a single year increases the incidence of psycho-
somatic disorders.

Dohrenwend and Dohrenwend (1974) trace
the relationship between stressful life events
and physical illnesses as well as psychiatric dis-
orders. Their review of the research studies in-
dicate that a pile-up of certain types of stressful
life events are correlated with depression, heart
disease, and attempted suicide. There is some re-
search evidence that specific types of stressful
life events such as marriage, marked trouble
with your boss, being incarcerated, or the death
of a spouse can play a significant role in the cau-
sation of several psychosomatic and psychiatric
disorders (Dohrenwend & Dohrenwend, 1974).
However, it should be noted that Dohrenwend
and Dohrenwend document the methodological
flaws and sampling biases in many of the early
studies, and aptly recommend greater use of
prospective designs, controlled studies, devel-
opment of reliable and measurable attributes of
stressful life events, and environmentally an-
chored measures.

Specific psychic stress. May be defined as a
specific personality or an unconscious conflict
that causes a homeostatic disequilibria con-
tributing to the development of psychoso-
matic disorder. (Kaplan & Sadock, 1998)

The changes that the body experiences in re-
sponse to stress have long been thought to pres-
ent a remarkable health threat. Alexander (1950)
hypothesized that unconscious conflicts are as-
sociated with certain psychosomatic disorders.
For example, Friedman and Rosenman (1959)
identified the high-strung, highly competitive,
impatient, compulsive workaholic personality
with generally tense muscles as the Type A per-
sonality, and as a patterned chronic stress re-
sponse that predisposes a person to coronary
heart disease and severe coronary atherosclero-
sis. Currently, clinical studies continue to con-
firm the connection between stress and poor
coping skills, and vulnerability to illness.

Clinical studies have demonstrated a positive
correlation between stress and decreased resis-
tance to infection. For example, there is remark-
able evidence that persons under intense stress
for long periods of time are more susceptible 
to the common cold. Recent research demon-
strated some of the impact of stress on the im-
mune system’s ability to fight illness. One such
study demonstrated that women who scored
highest on psychological stress scales had a
shortage of cytokines, a set of proteins produced
by the immune system to aid in the healing pro-
cess. Despite recent advances in research med-
ical researchers are unable to explain the highly
individualized response to stress. Many con-
clude that environmental factors combined with
genetic make-up and innate coping skills are the
best determinates for the individual’s personal
reaction to stress (Powell & Matthews, 2002).

Crisis. An acute disruption of psychological
homeostasis in which one’s usual coping
mechanisms fail and there exists evidence of
distress and functional impairment. The sub-
jective reaction to a stressful life experience
that compromises the individual’s stability
and ability to cope or function. The main
cause of a crisis is an intensely stressful, trau-
matic, or hazardous event, but two other con-
ditions are also necessary: (1) the individual’s
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perception of the event as the cause of consid-
erable upset and/or disruption; and (2) the in-
dividual’s inability to resolve the disruption
by previously used coping mechanisms. Crisis
also refers to “an upset in the steady state.” It
often has five components: A hazardous or
traumatic event, a vulnerable state, a precipi-
tating factor, an active crisis state, and the res-
olution of the crisis. (Roberts, 2000b)

The definition of a crisis stated above is par-
ticularly applicable to persons in acute crisis be-
cause these individuals usually seek help only
after they have experienced a hazardous or trau-
matic event and are in a vulnerable state, have
failed to cope and lessen the crisis through cus-
tomary coping methods, lack family or commu-
nity social supports, and want outside help.
Acute psychological or situational crisis epi-
sodes may be viewed in various ways, but the
definition we are using emphasizes that a crisis
can be a turning point in a person’s life. Crisis in-
tervention generally refers to a counselor, be-
havioral clinician, or therapist entering into the
life situation of an individual or family to allevi-
ate the impact of a crisis episode in order to fa-
cilitate and mobilize the resources of those di-
rectly affected. Rapid assessment and timely in-
tervention on the part of crisis counselors, social
workers, psychologists, or child psychiatrists 
is of paramount importance. Crisis intervenors
should be active and directive while displaying
a nonjudgmental, accepting, hopeful, and posi-
tive attitude. Crisis intervenors need to help cri-
sis clients to identify protective factors, inner
strengths, psychological hardiness, or resiliency
factors that can be utilized for ego bolstering.
Effective crisis intervenors are able to gauge the
seven stages of crisis intervention while being
flexible and realizing that several stages of inter-
vention may overlap. Crisis intervention should
culminate with a restoration of cognitive func-
tioning, crisis resolution, and cognitive mastery
(Roberts, 2000a).

Personal impact in the aftermath of poten-

tially stressful and crisis-producing events can
be measured by:

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

• Subjective time clock. The greater the dura-
tion (estimated length of time exposed and
estimated length of exposure to sensory
experiences, e.g., an odor of gasoline com-
bined with the smell of a fire) of time that
an individual is affected by the community
disaster, violent crime, or other tragedy,
the greater the stress.

• Reoccurrence (perceived). The more the
perceived likelihood that the tragedy will
happen again, the greater the likelihood 
or intense fears, which contribute to an
active crisis state on the part of the sur-
vivor. (Young, 1995)

Acute stress disorder. The development of
characteristic anxiety, dissociative and other
symptoms that occurs within one month after
exposure to an extreme traumatic stressor. As
a response to the traumatic event, the individ-
ual develops dissociative symptoms. Individ-
uals with acute stress disorder may have a
decrease in emotional responsiveness, often
finding it difficult or impossible to experience
pleasure in previously enjoyable activities,
and frequently feel guilty about pursuing
usual live tasks. (American Psychiatric Asso-
ciation [APA], 2000)

Beyond a physiological response to stress, a
sudden remarkable stressor, such as physical vi-
olence or threatened physical violence, can pro-
voke more than a “flight or fight” response, trig-
gering a psychiatric illness referred to as acute
stress disorder. This disorder is an anxiety dis-
order characterized by a combined grouping 
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of dissociative and anxiety symptoms with the
avoidance of reminders of the traumatic event.
Dissociative symptoms are frequently present
and include emotional detachment, temporary
loss of memory, derealization, and depersonal-
ization. Potential anxiety-based symptoms asso-
ciated with acute stress disorder may include
but not be limited to irritability, confused and
disordered thoughts, sleep disturbance, and be-
ing easily startled. The emergence of symptoms
occurs within 1 month of a traumatic event. As-
sociated features within the diagnostic criteria
are that symptoms significantly interfere with
normal social or vocational functioning and symp-
toms associated with acute stress disorder last
between 2 days and 4 weeks. This disorder is a
relatively new diagnostic category. It was
introduced in 1994 in an effort to differentiate
time-limited reaction to trauma and to provide
clear delineation between brief stress reactions
from extended reactions to trauma from PTSD
(APA, 2002).

Trauma. Psychological trauma refers to hu-
man reactions to traumatic stress, violent
crimes, infectious disease outbreaks, and
other dangerous and life-threatening events.
For psychological trauma to occur, the indi-
vidual’s adaptive pathways become shut off as
a result of overexposure to stress hormones.
Persistent hyperarousal mechanisms related
to the traumatic event continually reoccur
and are amplified by traumatic recollections
stored in the brain. The victims of trauma find
themselves rapidly alternating their mental
states between relatively calm and peaceful
states to states of intense anxiety, agitation,
anger, hypervigilance, and extreme arousal.
(Roberts, 2002)

Psychological trauma or the human trauma re-
sponse can take place soon after observing or
being the victim of a traumatic stressor or event.
This is usually the case in an acute stress disor-

der. However, many times individuals have a de-
layed reaction to a traumatic event, and this de-
lay of several weeks to several months usually
surfaces in the form of symptoms of psycholog-
ical trauma such as avoidance of familiar sur-
roundings, intense fears, sudden breaking of ap-
pointments, social isolation, trance-like states,
sleep disturbances and repeated nightmares, de-
pressive episodes, and hyperarousal.

According to Terr (1994), there are two pri-
mary types of trauma among children. Type I
refers to victims who had experienced and suf-
fered from a single traumatic event, such as the
26 Chowchilla, California, children who were
kidnapped in 1976 and buried alive in their
school bus for almost 27 hours. Type II trauma
refers to experiencing multiple traumatic events
such as ongoing and recurring incest, child
abuse, and/or family violence. The exception is
an extremely horrific single traumatic occur-
rence which is marked by multiple homicides
and includes dehumanizing sights (e.g., dis-
membered bodies), piercing sounds, and strong
odors such as fire and smoke (Roberts, 2002).

The American Academy of Experts in Trau-
matic Stress is a multidisciplinary network of
professionals dedicated to formulating, and ex-
tending the use of traumatic stress reduction
protocols with emergency responders (e.g., po-
lice, fire, EMS, nurses, disaster response person-
nel, psychologists, social workers, funeral direc-
tors, and the clergy). Dr. Mark D. Lerner, a clin-
ical psychologist and President of the Academy,
and Dr. Raymond D. Shelton, Director of Emer-
gency Medical Training at the Nassau County
Police Training Academy and Director of Profes-
sional Development for the Academy, provide
the following expert guidance for addressing
psychological trauma quickly during traumatic
events:

All crisis intervention and trauma treatment
specialists are in agreement that before inter-
vening, a full assessment of the situation and
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the individual must take place. By reaching
people early, during traumatic exposure, we
may ultimately prevent acute traumatic stress
reactions from becoming chronic stress disor-
ders. The first three steps of Acute Traumatic
Stress Management (ATSM) are: 1) assess for
danger/safety for self and others; 2) consider
the type and extent of property damage and/
or physical injury and the way the injury was
sustained (e.g., a terroristic explosion), and 3)
evaluate the level of responsiveness—is the
individual alert, in pain, aware of what has
occurred, or in emotional shock or under the
influence of drugs. (Lerner & Shelton, 2001,
pp. 31–32)

PTSD. A set of typical symptoms that develop
after a person sees, is involved in, or hears 
of “an extreme traumatic stressor.” PTSD is 
an acute, chronic, delayed, debilitating, and
complex mental disorder. It includes altered
awareness, detachment, dissociative states,
ego fragmentation, personality changes, para-
noid ideation, trigger events, and vivid intru-
sive traumatic recollections. PTSD is often co-
smorbid with major depression, dysthymia,
alcohol or substance abuse, and generalized
anxiety disorder. The person reacts to this
experience with fear and helplessness, sleep
disturbances, hyperarousal and hypervigi-
lance, persistently reliving the event through
graphic and magnified horrific flashbacks and
intrusive thoughts, and unsuccessful attempts
to avoid being reminded of it. The symptoms
must last for more than a month and must
significantly affect important areas of life.
(APA, 2000)

Some stressors are so severe that almost anyone
is susceptible to the overwhelming effects of the
experience. This disorder can arise from wars,
torture, natural disasters, terrorism, rape, as-
sault, or serious accidents. A recent example
reflective of this was the random sniper shoot-

ings in Rockville, Maryland, and Virginia. In to-
day’s society the televised media is spreading in-
dividual reaction to traumatic stressors. Ex-
amples of this could be seen daily as persons cast
their eyes to the sky in fear as an unusually loud
jet flew over or when persons stooped beside
their car while pumping gasoline, fearful of be-
coming the next target of the sniper. The com-
plete impact of vicarious stressors as delivered
through multimedia bombardment will not be
examined in this article; however, this subject
warrants further examination.

The history of PTSD stems from the work of
Jacob DaCosta’s 1871 paper “On Irritable Heart”
describing the symptoms of stress witnessed in
Civil War soldiers. The disorder was referred to
as traumatic neurosis resulting from the strong
influence of psychoanalysis. However, this was
replaced by the term shell shock during World
War I, as psychiatrists hypothesized this was
the impact of brain trauma resulting from the
percussion blows of exploding bombshells. It
was not until 1941, when the survivors of the
Coconut Grove nightclub fire began to demon-
strate symptoms of nervousness, nightmares,
and graphic recollections of the tragedy, that the
operational definition was expanded to opera-
tional fatigue, delayed grief, and/or combat neu-
rosis. It was not until the return of Vietnam War
veterans that the notion of PTSD emerged in the
current context. Throughout the history of this
disorder an inescapable fact has been present:
the appearance of the disorder was roughly cor-
related with the severity of the disorder, with
the most severe stressor resulting emergence 
of characteristic symptomatology in 75% of the
victims.

The critical feature of PTSD is the develop-
ment of characteristic symptoms following ex-
posure to an extreme traumatic stressor involv-
ing direct personal experience of an event in-
volving direct or threatened death or severe
injury, threat to one’s physical integrity or that
of another person, or being witness to an un-
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expected violent death, serious harm, or threat
of injury to self or another. DSM-IV-TR (APA,
2002) criteria specify that the presence of symp-
toms of hyperarousal, avoidance, and reexperi-
encing the trauma must have been present for
more than one month. A further delineation of
time frame indicates that in patients who have
experienced symptoms for less than 1 month,
the diagnosis should be acute stress disorder.
The DSM-IV-TR provides clinicians the oppor-
tunity to specify acute (with symptoms hav-
ing lasted less than 3 months) or chronic (with
symptoms lasting greater than 3 months). There
is also provision for delayed onset, if the ap-
pearance of symptoms occurs 6 months or more
after the stressful event.

The need for a consolidated approach to indi-
vidual and group psychological crisis interven-
tion appears to be significant. Breslau, Davis,
Andreski, and Peterson (1991) indicated that
89.6% of adults may experience a traumatic
event over the course of their lifetimes. Previ-
ous thought has linked the risk of exposure to
trauma to specific occupational groups, includ-
ing military, firefighters, and law enforcement.
However, events over the past 5 years have ex-
panded this scope to educators and emergency
medical personnel. The most recent events in
North America have expanded the scope of
trauma to innocent bystanders, as demonstrated
following the terrorist attack in New York 
City and sniper attacks in Rockville, Maryland,
and northern Virginia. Previously, Everly and
Mitchell (1999) indicated that conditional risk
of developing a stress disorder for the general
population was in excess of 9%, with high risk
population potential ranging from 10–30%. It is
too soon to measure the direct impact of recent
events in North America on the general popu-
lation; however, it is certain that many more
persons are experiencing significant exposure 
to risk for stress, acute stress, crisis, and post-
traumatic stress.

The need for prompt intervention cannot be

underestimated. Over a decade ago Swanson
and Carbon (1989) began writing on the need for
prompt intervention in cases of stress, crisis,
and trauma for the APA’s task force on the treat-
ment of psychiatric disorders. Concurrently Ro-
berts’ Seven-Stage Model of Crisis Interven-
tion emerged urging a systematic and eclectic
approach to crisis intervention (Roberts, 1990,
1995, 2002). There is an emergent need and
strong argument for providing immediate aid
and forming a treatment alliance with victims 
of trauma with psychological trauma victims.
Thus the question appears to be not whether to
provide rapid crisis intervention and trauma
treatment, but rather how to frame the inter-
actions and diagnoses in a manner that facili-
tates accurate and consistent individualized
care approaches.

A Clinical Framework

It is not difficult to understand the confusion
experienced by practitioners surrounding the
terms stress, trauma, and crisis. These terms are
interchanged to describe not only the event or
situation, but also the individualized response
to the event and at times the diagnosis associ-
ated with the individual’s response to the event.
Therefore, it is important to differentiate sever-
ity of event against the patient’s perception and
his or her unique abilities to cope with the
event. In doing so the clinician will have a
clearer picture of the appropriate diagnostic
framework criteria and categories to be applied.

To utilize the diagram in Figure 1 the practi-
tioner must first examine the severity of the
event and its potential impact on the individ-
uals response when accounting for individual
personality and character, temperament, other
stressors that day, protective factors and coping
skills, adaptability to change and unexpected
events, and support system, as well as the inten-
sity and duration of the stressor.
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FIGURE 1
Stress, crisis, PTSD classification paradigm. This construct provides an overview for
practitioners differentiating among Stress, Crisis, Acute Stress Disorder, and Post Traumatic
Stress Disorder. The center directional arrow leads practitioners to assess the severity of the
initial event, symptomatology associated with the event, and aftermath of the initial event.
Each diagnostic category associated with the directional arrow demonstrates diagnostic
symptoms presented within each case sample, providing clues to diagnostic decision making
and treatment planning processes.



Once the nature of the initial event is clearly
understood the practitioner can construct an
accurate depiction of the individual’s condition
and to assign the appropriate condition. Note
that accurate differentiation between stress,
crisis, acute stress disorder, and PTSD should 
be accomplished through a multimeasurement,
multidisciplinary approach. This is accomp-
lished through completion of informational in-
terview, examination of social environment, ap-
plication of scale measurement, and consulta-
tion with medical practitioners. This process is
one of leading to a greater understanding of the
factors impacting on the individual. Determina-
tions made through this process are approxima-
tions, seeking to construct a framework to serve
as a foundation for treatment planning and care
delivery. This process is not a diagnostic crite-
ria, nor is it intended to replace DSM-IV-TR
classification.

What follows is an example of such a frame-
work based on a series of case examples to dif-
ferentiate among stress, crisis, acute stress dis-
order, and PTSD. Special emphasis will be placed
on the event, the individual’s response to the
event, application of appropriate diagnostic cri-
teria when warranted, resiliency factors, and
treatment planning.

Case Illustrations of the Events

Case Example 1. Kevin is a manager within a
large insurance corporation. He was brought in
during a point of transition within the organiza-
tion, replacing a less than effective but well-
liked manager. Kevin has held this position for 
a period of 2 years. He has consistently found
himself in the middle of critical and sensitive is-
sues between department staff and administra-
tion. At this point in his life Kevin is responsible
for the care of his elderly frail mother who was
diagnosed with terminal cancer 3 months previ-
ously. He is a single parent with three children
of which the eldest has recently left for college.

Kevin is experiencing financial difficulties and
may be facing foreclosure on his house. He pres-
ents for counseling to address job stress, as he is
fearful the company is looking at demotion or
termination from his position. On the positive
side Kevin reports that he has become involved
in a significant new relationship, but fears that
this will end when “the wheels come off in his
employment.”

Case Example 2. Jill is a nurse manager with 27
years of experience in critical care working in
the transplant unit of a large metropolitan med-
ical center. Two days prior to seeking assistance
her last living and favorite uncle was admitted
to the medical center following a mild heart
attack. Jill reports on the first day of her uncle’s
hospitalization she assured him and his wife
that they were in “the right place.” Knowing the
medical staff Jill arranged for her uncle to be
seen by the very best cardiologist and followed
by a group of nurses that she personally knew
and felt would do excellent work. Jill left the
unit that day feeling very good about her work.
When she returned to work the next day she
checked in on her uncle. A unit assistant told
Jill he had been moved to a critical care pod and
that his condition has worsened over the last
shift. Jill approached the critical care pod as her
uncle experienced a major cardiac event. She re-
mained present throughout the code, assisting
the residents, cardiologist, and anesthesiologist.
Unfortunately, her uncle did not survive the
event. Still Jill remained focused. She accompa-
nied the cardiologist as he informed family of
the unanticipated outcome. Jill contacted pas-
toral care to provide a private area for her aunt
and cousins to grieve their loss. Jill was present
until all arrangements had been made and her
family had left the medical center. Realizing she
could not work Jill took the nearest stairwell to
her unit to explain her absence. She was unable
to proceed and was found by staff sitting on the
stairs tearful and overwhelmed by the experi-
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ence. Since that time she has relived the experi-
ence of the code, reporting vivid recollections of
the death of her favorite uncle and the faces of
her family members.

Case Example 3. Thomas is a firefighter with en-
gine house one within a large metropolitan area,
who presents following the loss of three peers
during a warehouse fire. Tom accounts that the
fire was intense. He and his brigade had been
called to a fire within the garment district. Tom
notes, “This is the most intense fire I had ever
seen. The smoke was extremely thick and very
toxic. As time progressed the heat was over-
whelming.” Tom notes that he and three peers
were on the third floor of the warehouse when
he heard a large explosion. “I knew it was bad;
when you hear anything above the roar of the
fire it’s got to be very big and very dangerous.”
At the time of the explosion Tom had moved
away from the team to secure equipment for
advancement and to direct the reinforcement
team. Tom reports, “After the explosion I turned
around to see where my buddies were, but I
didn’t see them. . . [. A]t first I thought it was the
smoke, so I moved closer. . . . Then I saw what re-
ally happened. . . [.T]he floor had given way, it
just fell out from under them, two of my buddies
were on the next floor down, I could hear them
screaming, they was in the middle of the fire,
there wasn’t anything I could do for them. I
just sat there and watched them thrash, kick,
scream, and die. I didn’t see Vince at first, then I
saw him. He was hanging on a pipe about four
feet below me. I reached down for him. I had a
chance . . . but when he reached up for my hand
all I grabbed was his glove . . . I still see his face
as he fell. After I got out I realized his glove was
still in my hand . . . what I realized is . . . oh my
God . . . the flesh of his hand was still in the
glove. I hadn’t missed there just wasn’t nothin’
there to grab, now I know what that look on his
face was about . . . I can’t seem to shake it . . . I
haven’t had a decent night’s sleep for about 6

months . . . I was doing all I could to help. . . . It
haunts me. Sometimes it’s not even a dream. I’m
just thinking and there it is boom . . . right in my
face, like I’m living it all over again. I’m just not
sure how much more of this I can take. I don’t
know how I got out . . . worse yet I don’t know
why.”

Case Example 4. William is a 54-year-old Infor-
mation Technology Director for a large manufac-
turing firm. While working in the plant one af-
ternoon, William was struck by a large piece of
equipment that was being moved via overhead
crane. This resulted in a closed head trauma.
Once physically stabilized, the true effects of
William’s injuries became apparent. William
experienced moderate cognitive impairment
affecting his ability to concentrate and to con-
sistently complete logical problem solving ac-
tivities. The head trauma had also impacted
William’s ability to ambulate. It became appar-
ent that his rehabilitation was going to be diffi-
cult and lengthy, as William would be chal-
lenged to learn to walk again. To further com-
plicate matters, William was plagued by chronic
pain in the form of migraine headaches, which
would present without warning, often lasting
for days. William is the sole support for his fam-
ily and found that he had no short-term disabil-
ity and that his long-term disability was 60% 
of his income. William was faced with not only
remarkable health issues, but also remarkable
financial stressors. William’s wife and family
were extremely supportive and actively partici-
pated within each phase of his rehabilitation.
William was connected with a social worker to
begin the process of establishing social, emo-
tional, and vocational rehabilitation.

Clearly conceptualizing each of the cases pro-
vides the opportunity for examination of the
defining factors between stress, crisis, acute
stress disorder, and PTSD. The five-way diagram
in Figure 2 provides a roadmap for practitioners
to process the nature of the individuals pre-
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senting problems and precipitating event, and
serves as a springboard for intervention based
on the ACT Intervention Model (Roberts, 2002).

Within the onset of crisis, stress and trauma
the single common event is an episode that chal-
lenges or threatens the individual, and their
perception of the world around them. Based 
on the severity of the event, and the individ-
ual’s perception of the acute stressor, situational
stressor, or accumulation of stressors, each per-
son will progress in their response to the trigger/
precipitating event.

The ACT Intervention Model

A—Assessment of the presenting problem.
This is inclusive of triage assessment,
emergency psychiatric response based on
crisis assessment/appraisal of immediate

medical needs, and trauma assessment
including the biopsychosocial and cul-
tural assessment protocols.

C—Connecting to support groups, the deliv-
ery of social services, critical incident
stress debriefing, and crisis intervention.

T—Traumatic reactions, sequelae, and PTSD.

Immediate assessment of risk to self or others
(e.g., suicide attempts, self-injurious behavior,
and assessment of the individual’s ability to care
for self) or harm to others (e.g., potential for ag-
gression toward others, attempted murder, mur-
der) is the first step or “A” of the ACT Model. In-
dividuals presenting with homicidal or suicidal
ideation or the demonstrated inability to care
for self will require a brief hospitalization to sta-
bilize the individual. The primary objective of
assessment is to provide data to better under-
stand the nature of the event, the individual’s
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Four-way diagram of initial or trigger-precipitating event. This diagram highlights specific
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as related to stress, crisis, and acute stress disorder and post-traumatic disorder.



perception and response to the event, extent of
support system, effectiveness of coping mecha-
nisms, and perceptions regarding willingness to
seek assistance. Intake forms and rapid assess-
ment instruments should be utilized to gather
sufficiently accurate information to assist with
the decision-making process. It is important to

note that while the assessment is of the individ-
ual, the practitioner should always consider the
person’s immediate environment; this is inclu-
sive of seeking information into supportive in-
terpersonal relationships (Lewis & Roberts,
2001, 2002). Accurate assessment will lead to ac-
curate diagnosis of the individual condition and
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in turn will facilitate concise treatment inter-
ventions that are understandable, measurable,
and accomplishable for the client.

The “C” in the ACT Model addresses crisis
intervention and connection to services. While
practitioners have training in a variety of theo-
retical approaches, this training is not easily ap-
plied to the nature of cases seen in actual prac-

tice within an emergency or crisis setting. By
nature of the criteria for admission to inpatient
psychiatric treatment, patients must be homici-
dal, suicidal, or unable to care for self; while this
is a very simplistic view of admission criteria,
those working in psychiatry are acutely aware
of the accuracy of this brief/overarching admis-
sion criteria.
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FIGURE 4
Roberts’ Seven-Stage Crisis Intervention Model. © 1991 Albert R. Roberts. Reprinted by
permission of the author.



The ability to apply a clear concise approach
to crisis intervention regardless of diagnostic
category or where the individual presents on
the continuum of care need, practitioners are
finding that traditional theoretical paradigms
are not as effective as clear protocols. Roberts’
(1991, 2000b) Seven-Stage Crisis Intervention
Model (Figure 4) provides practitioners with
such a framework.

The “T” in the ACT Model refers to trauma
assessment and treatment. Traumatic events
refer to overwhelming and highly emotionally
charged experiences that remarkably impact the
individual’s ability to maintain psychological/
psychiatric stability. It is also important to note
that long term exposure to series traumatic
events, such as domestic violence, may lead to
deterioration of psychological well-being (Rob-
erts, 2002). Furthermore, it is important to note
that of those who experience traumatic events,
only 3–5% develop PTSD.

Lerner and Shelton (2001) have developed a
model of intervention that they believe is effec-
tive in intervening with traumatic stress and
psychological trauma survivors to prevent in-
dividual escalation into PTSD. The model is as
follows:

1. Assess for danger/safety for self and others.
2. Consider the physical and perceptual

mechanism of injury.
3. Evaluate the level of responsiveness.
4. Address medical needs.
5. Observe and identify each individual’s

signs of traumatic stress.
6. Introduce yourself, state your title and

role, and begin to develop a connection.
7. Ground the individual by allowing him or

her to tell their story.
8. Provide support through active and em-

pathic listening.
9. Normalize, validate, and educate.

10. Bring the person to the present, describe
future events, and provide referrals.

Application of ACT Model and
Seven-Stage Crisis Intervention
Model

Case 1

Kevin presents with and accumulation of stress
factors (Figure 5). Application of the LCU rating
of common stressors indicates that Kevin has a
cumulative stress score of 270. Kevin’s psycho-
somatic symptoms are beginning to emerge as
headaches and remarkable weight loss, accom-
panied with fleeting feelings of anxiety and
hopelessness. Following assessment of Kevin’s
situation crisis intervention, in this case con-
sisted of addressing the issues that Kevin prior-
itized in the first session. These were addressed
as follows:
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Problem. Job stress.

Goal. Increased understanding of your personal
reaction to stress.

Methods
1. List stressful situations experienced in

order of severity (Stage 3 of Roberts’
Seven-Stage Model).

2. Consider alternatives to stress that have
worked (Stage 5 of Roberts’ Seven-Stage
Model).

3. List alternative actions for given stressful
situations (Stage 6 of Roberts’ Seven-Stage
Model).

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

Initially, Kevin was reluctant to complete this
task. In fact his first list consisted of looking at
the employment listings on a daily basis and
finding a new position. It was noted that this
would be helpful, but would not resolve all 
of the problems Kevin was faced with. In sub-
sequent sessions Kevin did complete a list of
stressors that encompassed each identified in
the initial assessment. He acknowledged that he
needed to take better care of himself. His list of
activities included: cut back on caffeinated and
alcoholic beverages; improve his diet by staying
away from fatty and fried foods, take a walk
each day on his lunch break, and make time af-
ter work to do something fun with his family
and friends versus focusing on the stressful
daily events and how to “fix them.”

Kevin experienced an accumulation of stres-
sors that were transitioning him into a state of
specific psychic stress that was impacting his
personal health. Following accurate assessment
Kevin was able to work through the seven-stage
crisis intervention model to address the stres-
sors in his life. Within Kevin’s log there was a
statement that demonstrated his understanding
of the impact of stress on his life. It said:

I now understand that it is not my job or those
around me that is causing my problems, it’s all
about what I do with what is given to me. If I
focus on every little issue I will never be able
to see my way out of the hole I am continually
digging!

The “T” in the ACT Model was combined with
the seventh step of Roberts’ Seven-Stage Model
“follow-up.” Kevin indicated the pending loss of
his mother would be a remarkably difficult time
for him. He was able to process his concerns of
this with his group. He shared that of all of his
problems this was the final remaining issue. In
the closing session Kevin shared a plan of whom
he will utilize for support and the actions he will
take following the loss of his mother. He was re-
assured that should there be a need to come for
additional sessions that there would be open-
ings for him. Kevin agreed to do so, if necessary.

Case Autopsy. Kevin attended a total of six 1-
hour sessions. These sessions were based on 
a solution-focused approach combined with
Roberts’ Seven-Stage Crisis Intervention Model.
Within each session clear goals were outlined.
Homework sessions focused on specific actions
to be taken based on collaborative interaction
between Kevin and his therapist. Kevin did not
change jobs. Rather, he chose to maintain his fo-
cus on completing the day- to-day tasks and re-
moving himself from the office politics. He ran
his division strictly by the book and docu-
mented every action according to company pol-
icy. The therapist capitalized on the strengths 
of Kevin’s family, and their willingness to make
changes to address pending issues. Kevin devel-
oped a plan to sell the home he was living in, 
as his family no longer required this large of a
home. After speaking with his children Kevin
purchased a smaller house with a pool and recre-
ation room in the basement. He reports this has
been an excellent compromise for him and his
children. Kevin was able to remove the majority
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of his financial stressors following the sale of 
his home. Kevin was careful to remove himself
from office politics, and while he was walking 
at lunch one day his boss was terminated. Kevin
reports working to build a more positive rapport
with his staff.

Factors of Resilience. These factors include a
supportive significant other or family, willing-
ness to assess need for change, ability to enact
changes, financial equity within his home to uti-
lize for reduction of financial stressors, and/or
consistent and steady full-time employment
with good health benefits.

Case 2

In this case the unanticipated outcome associ-
ated with the loss of Jill’s favorite uncle precipi-
tated a situational crisis. Jill was quite skilled in
dealing with stressful situations; however, this
situation was more than the typical stressor
faced in her work environment. Assessment of
this case included application of the Beck Anxi-
ety Scale. Jill’s score reflected significant anxi-
ety associated with this experience. Assessment
of competencies of nursing practice indicated
minimal impact; however, emotionally Jill was
not prepared to return to her work. There are
many strong arguments for providing acute
psychological counseling and forming a thera-
peutic rapport as early as possible following the
traumatic event (Roberts, 2000a). Slaikeu (1984)
argued that rapid intervention is essential to
successful resolution of crisis. McGee (1974)
cites Hansel’s Law, indicating the successful
outcome for individuals addressing traumatic
events increases directly as a function of its
proximity in both time and place to the crisis
event.

In Jill’s case the “C” and “T” of the ACT Model
took the form of brief solution focused inter-
vention, combined with Roberts’ Seven-Stage
Crisis Intervention model. This intervention

was instituted within 48 hours of the trauma
event. The intervention occurred within the de-
partment of psychiatry associated with the hos-
pital facility, thus providing proximity to the
event. Jill’s therapist provided support and as-
sured her that the sessions would not be shared
with her immediate supervisor, and that they
would work together as a team to develop her
ongoing plan of care. In this case Jill felt treat-
ment within the institution of her employer was
appropriate. These actions served to rapidly es-
tablish the therapeutic relationship between Jill
and her therapist (Stage 2 of Roberts’ Seven-
Stage Model).

The function of the debriefing was to “psy-
chologically deescalate” Jill, permitting the op-
portunity for Jill to explore and express feelings
of guilt and her perception that she had not pro-
vided all of the assistance possible for her uncle
(Stage 4 of Roberts’ Seven- Stage Model). As the
debriefing continued, a pattern materialized of
Jill believing she had a greater level of responsi-
bility for her uncle’s death than was warranted.
Jill was experiencing remarkable difficulties
sleeping and maintaining concentration, which
ultimately resulted in significant distress in so-
cial and occupational functioning. Finally, Jill
was isolated from her primary support system,
her family, as she felt her failure to do every-
thing possible made it impossible for her to seek
assistance from what would normally be her
support system. Interventions associated with
Jill’s case utilized an integrated multicomponent
approach as debriefing as a stand-alone therapy
has not been found to be as successful as a multi-
component approach. Jill worked with her ther-
apist to develop and formulate her treatment
plan (Stage 6 of Roberts’ Seven-Stage Model).

Interventions included:

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

Stress, Crisis, Trauma, and PTSD

Brief Treatment and Crisis Intervention / 3:1 Spring 2003 19



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

3. Pharmacotherapy including the use of
tricyclic medication (Elavil) and mild
doses of sedatives as needed for sleep.

4. A family conference was utilized to pro-
vide education, and to permit cathartic
ventilation in a manner that empowered
family members to provide constructive
support in the face of a demanding crisis
situation.

5. Finally, Jill reported her strength being
strong spiritual beliefs, and thus pastoral
intervention was utilized to build upon
the identified strength.

Jill responded almost immediately to the sup-
port of her family, indicating that she felt for the
first time since the event that she was not alone.
Within a one-week period of time Jill felt it 
was no longer necessary to utilize the sedative
medication prescribed, however, she maintained
compliance to the prescribed tricyclic medica-
tion. By the end of the second week of therapy
Jill requested to return to her unit and visit her
friends. Soon after this visit she related her be-
lief in her ability to return to the workforce.
Three weeks to the day after the traumatic
event, Jill returned to her work function. It is
important to note that Jill’s experience met the
diagnostic criteria for acute stress disorder (Fig-
ure 6), specifically the time component. Jill’s
disturbance occurred within 4 weeks of the
event, and persisted for approximately 3 weeks,
which is within the maximum four-week dura-
tion (APA, 2002).

Case Autopsy. While Jill was no stranger to
stressful experiences within the hospital set-
ting, she was not prepared for the emotional
trauma associated with the loss of her uncle
within her work environment. Jill related dur-
ing the therapy that the resident reported to her
later that he felt it strange that she was on this
unit; however, with the current nursing short-
age, he assumed that Jill was covering an addi-
tional shift. In fact none of the crisis team re-
sponding to the code had been aware that this
was a relative. It was not until the cardiologist
arrived that team members were aware of the
true nature of the event. Jill reports that the car-
diologist asked her in the hall while going to
speak with the family if she was “all right.” To
this date Jill is uncertain of her response. Jill at-
tended six follow-up sessions over a 4-month
period of time and has not experienced signifi-
cant symptoms associated with the traumatic
event. By the final session Jill had discontinued
the Tricyclic medication.
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This figure demonstrates key diagnostic decision and
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Factors of Resilience. The presence of preinci-
dent training and preparation, strong family
support, support within the work environment,
rapid response of debriefing and initiation of cri-
sis intervention, spiritual beliefs, and cognitive
abilities to apply multicomponent approach.

Case 3

Assessment of Tom indicated that he had been
experiencing numerous diagnostic criteria for
acute PTSD (Figure 7). Symptoms identified
during the initial assessment included a re-
sponse of intense feelings of helplessness and
horror associated with the event. Tom also re-
ported recurrent distressing recollections of the
event. Specifically, images of his friend’s face
and the realization of why his friend was unable
to hold on during his rescue efforts. Tom de-
scribed intense feelings to suggest the presence
of flashbacks relating to the episode, and re-
ported that he had been experiencing recurrent
distressful dreams of the event, which are un-
characteristically real. Tom reported feeling es-
tranged from his peer group. There was a re-
markable tendency toward isolation and reduc-
tion of participation in significant activities.
Most importantly, Tom began to avoid thoughts,
feelings, and conversations associated with the
traumatic event. Finally, Tom was experiencing
sleep disturbance, including insomnia and early
morning wakening, difficulty concentrating, and
had demonstrated in the course of this inter-
view an exaggerated startle response.

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

for Tom consisted of a selective serotonin reup-
take inhibitor (SSRI) and Triazodone to assist
with sleep.

Tom struggled to become involved in group
therapy. He experienced remarkable difficulty
relating to his peers on the unit. This was further
complicated by the events of September 11,
2001, which occurred on the tenth day of Tom’s
treatment. On two separate occasions Tom expe-
rienced violent physical outbreaks after watch-
ing televised accounts of this tragedy. On a third
occasion, Tom was triggered by the unit fire
alarm. This event was so severe the crisis team
was involved, and Tom was placed in seclusion
to minimize stimuli. Zyprexa (5 mg) and Ativan
(2 mg) were administered to minimize Tom’s
agitation.

Tom worked with the multidisciplinary treat-
ment team to develop an integrated treatment
plan. Development of the treatment plan was a
slow process initially focusing on integration
into the community.

Problem. Lack of participation in programming.
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Goal. Increased involvement in programming.

Objective

1. Tom will meet with Mary Ann Jones,
LISW, each morning and pick three
groups to participate in each day.

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

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

4. Tom will limit his time watching the tele-
vision to 1 hour per day.

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

The focus of the initial goals were to establish
relationships with his peers and staff. (Stage 2 of
the Seven-Stage Crisis Intervention Model). As
time progressed Tom found art therapy and mu-
sic therapy to be helpful in relaxing him and
improving his interactions on the unit. As time
progressed and Tom became more active in
group therapy he was challenged to identify his
major problems (Stage 3 of Roberts’ Seven-Stage
Model). Tom shared that trusting again would
be difficult. He continued by sharing the recur-
rent thoughts and dreams, first in the form of
questions then in more detail. Within 3 weeks
Tom was beginning to deal with the feelings and
emotions associated with the traumatic event.

Tom transitioned into the partial hospitaliza-
tion program. One day while in group Tom re-
gressed as a result of an ambulance entering the
emergency department with lights and sirens
on. However, he was able to utilize the group to
explore alternatives to his natural response to
isolate and relive his trauma. Tom worked with
the group. He contracted to remain with two
peers throughout the remainder of the day and
to participate in art therapy as he felt this would
be relaxing. Tom was able to build upon his

strengths and to utilize a solution-focused ap-
proach to develop a plan that functioned for that
day.

Case Autopsy. Tom’s treatment has been lengthy.
He continues to follow up in the outpatient
clinic twice monthly for therapy and medication
management. Tom has not been able to return to
his work. He has not returned to the firehouse or
the now empty site of the warehouse fire. Tom’s
treatment plan continues to be solution focused,
primarily dealing with environmental triggers.
He has applied for vocational rehabilitation, 
and is interested in education surrounding com-
puters. Tom occasionally attends a community-
based support group for persons with PTSD;
however, he acknowledges his ambivalence re-
garding the effectiveness of this group. Tom con-
tinues on medication and reports better results
with low dose Risperdal than previously experi-
enced with the SSRI.

Factors of Resilience. These factors include a
strong will to survive, willingness to learn, and
discovery of the ability to express emotion
through art, crafts, and music.

Case 4

In the case of William, a series of neurocognitive
testing indicated severe closed head trauma. Wil-
liam was facing life-changing and lifelong ad-
justments secondary to his crisis event (Figure
8). Remarkably enough William was open and
willing to do whatever was necessary. Once medi-
cally stable William was transferred to a long-
term residential physical rehabilitation facil-
ity. Assessment indicated the need for physical
strengthening and rehabilitation to establish op-
timal functioning capacity.

William and his family met with the team con-
sisting of a physician, neurologist, physical
therapist, and social worker. Of the team mem-
bers William connected best with the social
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worker. Building upon this strength the treat-
ment team selected the social worker to review
and develop treatment planning with William.
Initially the treatment plan addressed strength-
ening and integration into a physical rehabilita-
tion program. However, as time progressed all
team members became involved in assessment
and reassessment of functioning. For example, 2
weeks into rehabilitation William decided the
process was too painful and he could not go on.
Rather than engaging in arguments with Wil-
liam, the team took the approach of establishing
a treatment plan based on William transitioning
into an extended care facility rather than re-
turning to his home as he intended. The physi-
cian, physical therapist, and social worker met
with William to discuss the nature of his ex-
tended care placement and the need to refocus
attention of transition planning rather than on
rehabilitation (Stage 5 of Roberts’ Seven-Stage
Model).

This shift in planning evoked a remarkably
emotional response. The team made time for
William and listened to his complaints of their
lack of caring, validated this feeling, and pro-
ceeded to rewrite his treatment plan to move 

in a more aggressive manner toward strength
training and rehabilitation (Stage 6 of Roberts’
Seven-Stage Model). In application of solution-
focused therapy, setting goals receives more em-
phasis than defining problems (DeShazer, 1985).
In William’s case goal setting was based on a
desired future state, based on how the client
perceives he or she will be acting, thinking, 
and feeling differently once the goal is accom-
plished. Without exception, William demon-
strated willingness to work with the team and
his family to successfully complete his rehabili-
tation (Yeager & Gregiore, 2000).

Resolving financial stressors was a remarkable
issue in this case. Initially, William’s wife as-
sumed the responsibility for this process. How-
ever, the social worker arranged for a case con-
ference with the company, William, his wife,
and his attorney. Setting the process into mo-
tion led to a quick and fair settlement rather
than a prolonged court hearing. Prior to estab-
lishing this conference William was asked with
his family to establish concrete, precise indica-
tors of changes for themselves. This process led
to the ability to clearly articulate what their
needs were and what concessions the family
would be willing to make to facilitate the change
process.

Case Autopsy. William was able to return to his
home. Today he is able to walk with the assis-
tance of support devices. William and his family
are living a modest life. William is receiving dis-
ability from his company. This disability was
supplemented by the corporation, based on
agreements made within the rehabilitation facil-
ity. In this case crisis intervention and solution-
focused therapy integrated commonalities focus-
ing on time-limited, intense interventions. In
this case resistance was avoided through the
presentation of alternative realities. William
made his choice to continue in rehabilitation as
this supported his perception of where he would
like to be once discharged from the facility.
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FIGURE 8
This figure demonstrates key diagnostic decision and
treatment factors presented in Case #4.



Factors of Resilience. These factors include uti-
lization of multidisciplinary team approach, clear
focus of ongoing living plans, supportive fam-
ily, integrated treatment planning, utilization of
problem-solving approach to address financial
issues, and family cooperation.

In each of the case examples the critical com-
ponents for completion of diagnosis and devel-
opment of treatment planning are addressed.
This is in addition to the previous diagram out-
lining characteristic symptoms associated with
each disorder. This has been completed in an
effort to provide an integrated overview of the
critical factors associated with accurate classi-
fication of each disorder. More importantly this
article provides a paradigm to clarify critical
components, operational definitions and demon-
strates a method to examine parameters and dif-
ferences both within and between stress, crisis,
acute stress disorder, and PTSD.

Conclusion

Differentiating and operationally defining the
related concepts and disorders known as stress
or stressors, crisis or acute crisis episodes, psy-
chological trauma, acute stress episodes, and
PTSD are both challenging and complex. This
article has carefully reviewed the professional
literature and developed a theoretical paradigm,
with case illustrations and treatment goals to
help clinicians, administrators, and researchers
to respond effectively to persons in stress, crisis,
and trauma. Because of the significant increase
in stressful life events, crisis episodes, psycho-
logical trauma, and PTSD experienced by mil-
lions of persons throughout the world each year,
it is the authors’ hope that clinicians and ad-
ministrators will find the classificatory frame-
work useful in early intervention, biopsycho-
social assessments, and treatment planning. We
urge researchers and program evaluators to
gather systematic data on the effectiveness of

the paradigm (Figure 1) described in this article
for reducing crisis episodes, acute stress disor-
ders, and PTSD.
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