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Summary; The remediation processes in psychosocial crisis intervention were modeled focusing on cognitive orlentation, Frequent
observations and subsequent process modeling constitute a novel approach to process research and reveal process-outcome associations,
A sample of 40 inpatients who were assigned to treatment in a crisis intervention unit was monitored in order to study the process of
crisis intervention, The process data consisted of patients’ self-ratings of the variables mood, tension, and cognitive otientation, which
were assessed three times a day throughout hospitalization (M = 22,6 days), Linear time series models (vector autoregression) of the
process data were computed to describe the prototypical dynamic patterns of the sample. Additionally, the outcome of crisis intervention
was evaluated by pre-post questionnaires. Linear trends were found pointing to an improvemient of mood, a reduction of tension, and
an increase of outward cognitive orientation, Time series modeling showed that, on average, outward cognitive orientation preceded
improved mood, The time series models partially predicted the treatment effect, notably the outcome domain “reduction of social
anxiety,” yet did not predict the domain of symptom reduction. In conclusion, crisis intervention should focus on having patients
incrensingly engage in outward cognitive orientation in order to stabilize mood, reduce anxiety, and activate their resources.
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Analysis of Crisis Intervention
Processes

Psychosocial crises and the ensuing crisis intervention are
by definition highly dramatic processes. As in a drama,
psychosocial events and the patient’s psychological func-
tioning usually fluctuate in quick temporal succession dur-
ing a critical episode. Given the imminent risk of suicide,
therapeutic interventions are implemented under consider-
able pressure of time, This risk, however, is also linked to
opportunity—krisis refers to “danger” as well as to “deci-
sive moment.” Thus, time and process are at the core of
crisis intervention,

To date, the investigation of process aspects has re-
ceived only little attention in the quantitative research of
crisis intervention. With few exceptions, notably Sexton et
~ al, (1996) and Hayes and Strauss (1998), even the larger
literature on psychotherapy process research is generally
confined to the examination of process variables in cross-
section and not in their natural form as time series.

The present study postulates that using single or only
several measurements is insufficient to capture the essence
of treatment process, The authors’ understanding of process
is a more literal one, so that the temporal aspects of psy-
chosocial crises were scrutinized. These aspects were as-
sessed in both a quantitative descriptive manner (time se-
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ries modeling) and with respect to the relationship between
these time series models and the success of treatment (pro-
cess-outcome relationships). Thus, the objective of the pre-
sent study was not to evaluate the efficacy of the specific
treatment approach used (for an assessment of efficacy, see
Reisch et al., 1999).

In recent years, numerous analyses focusing on the
components of successful psychotherapy have been per-
formed (for a review see Orlinsky et al., 1994). It has been
revealed that the mastery/coping-behavior of a patient is an
important mechanism of change and one of the major di-
mensions contributing to treatment outcome (Grawe,
1997). Coping capacity is manifested in different guises. In
the fields of general and personality psychology, Kuhl
(1992, 1996) made a distinction between twe modes of
volitional self-control, that is state orientation and action
orientation, After experiencing stressful life events, a per-
son’s volitional competencies may become restricted, re-
sulting in behavioral inhibition, rumination, passivity, and
perseveration (state orientation). The opposite mode of ac-
tion orientation is characterized by active attempts to cope
with fear-inducing situations (Kuhl & Beckmann, 1994).
In state orientation the focus of awareness is inward,
whereas action orientation is characterized by high self-ef-
ficacy, internal locus of control and outward cognitive ori-
entation. After stress induction, state-oriented persons tend
to neglect self-determined goals in favor of goals that were
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imposed by other persons (Kuhl & Kazén, 1994). Restrict-
ed volitional capacity was found in depressive patients
(Hautzinger, 1994), and its remediation was proven instru-
mental in the therapy of phobic disorders (Hartung &
Schulte, 1994; Schulte et al., 1997). The character dimen-
sion of low self-directedness (i. e., state orientation) was
corretated with suicide attempts in women with depression
and eating disorders (Bulik et al., 1999). The connection of
state orientation and psychological disorder is congruent
with findings on the concept of self-focused attention (In-
gram, 1990). A functional role of self-focused attention in
anxiety was found by Woody and Rodriguez (2000).

A large body of work addresses the concept of self-ef-
ficacy. Self-efficacy expectations are particularly crucial if
psychotherapy is viewed as both facilitating and being de-
pendent on self-management and self-regulation (Bandura,
1997; Kanfer et al., 1996; Carver & Scheier, 1998). It was
found that self-efficacy was predictive of better outcome in
cognitive-behavioral therapy (Tschacher et al., 2000); self-
efficacy was also shown to be an important process dimen-
sion in the modification of substance use (Reilly et al.,
1995) and a mediator of distress due to medical conditions
(Ormel et al., 1997).

In summary, it may be assumed that coping capacity,
both as a dispositional variable (preferred mode of self-
control) and as a therapy process variable (self-efficacy),
is important for therapy process as well as for therapy out-
come. This premise should hold true most particularly for
psychosocial crises as these are states arising from severe
stress induction and are characterized by depressed mood
and suicidal ideation which latter were found to correlate
with restricted volitional capacity.

The objective of the present study was to assess the
dynamics of the volitional variable cognitive orientation.
What are the sequential relations of this variable with gen-
eral psychological parameters such as mood and tension?
We evaluated multivariate linear dynamical models in or-
der to explore the dynamics inherent to psychosocial crises
under inpatient treatment. Consequently, the relation of
process to treatment outcome was examined on the basis
of these dynamical models.

Method
Participants

The sample consisted of patients who were admitted to the
Crisis Intervention Unit (CIU) of the University Hospital
of Social and Community Psychiatry in Bern, Switzerland,
The time frame comprised of four consecutive months in
1996. Patients were selected solely on the basis of treat-
ment duration; the criterion being an observation period at
the CIU of 7 days or more. Shorter treatment epi-
sodes—where the CIU functioned as a triage facility within
the psychiatric service network—were not considered.
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51 patients (32 women, 19 men) agreed to participate
in the study on the basis of informed consent. No system-
atic deviation of age, gender, or diagnosis was detected in
this sample as compared to a small group of nonconsenters.
Of these 51 patients, 11 were excluded from the process
investigation on grounds of insufficient data (i. e., fewer
than 7 days of treatment or noncompliance with monitor-
ing). Thus, a total of N = 40 patients took part in the study.

The mean age of participants was M = 33.6 years (SD =
12.5); the mean observation period was M = 22.6 days
(SD = 13.7), 56% were female. 43.6% were suicidal or had
attempted suicide prior to admission. The sample was het-
erogeneous with respect to the proportion of diagnostic
subgroups (according to the International Classification of
Diseases, ICD-10): adjustment disorders, 50%; psychotic
disorders, 22.3%; affective disorders, 15%; personality dis-
orders, 10%: substance abuse, 2.5%. The composition of
the present sample was remarkably similar to CIU patient
statistics of previous years (Schnyder & Sauvant, 1993,
p. 53; Tschacher, 1996; cf. Schnyder et al., 1999), and can
therefore be considered representative of the population of
psychosocial crisis patients in the Bern catchment area,

Treatment

The CIU, an open ward with 12 beds, is part of the com-
munity-based psychiatric facilities of Bern, the capital of
Switzerland. In line with the prevailing treatment philoso-
phy, duration of hospitalization should be confined to two
to three weeks. All of the patients included in the study
participated in eclectic group therapy, consisting of work
therapy, movement therapy and training in problem-solv-
ing skills (Ciompi, 1977). The latter focuses mainly on re-
ducing distress, understanding crisis and increasing self-es-
teem. Sedative, neuroleptic, or antidepressive drugs were
administered when indicated. In general, approximately 14
hours of group therapy, two hours of individual therapy,
plus milieu therapy were offered each week. Family inter-
ventions were implemented bi-weekly where appropriate.

Time Series Data

A self-rating method was used to generate time series data
for each patient. The variables mood, tension, and cogni-
tive orientation were rated on a seven-point Likert scale.
Throughout the duration of treatment at the CIU, each pa-
tient assessed these three variables three times a day (morn-
ing, noon, and evening at fixed equal intervals). Patients
were given formal instruction in self-monitoring for the
purposes of the study and were provided with a booklet
similar to a diary which included the rating scales and a
written version of the self-monitoring instructions. The
booklet fits into a pocket and can therefore be easily and
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unobtrusively carried. Hence, self-ratings could be made
even during leaves and visits home over weekends.

Low levels of the variable mood indicated an uncom-
fortable and aversive general emotional state; high levels
indicated feeling comfortable and positive. The quality of
these emotional states was not further specified, only an
evaluation as “‘good” or “bad” was demanded of the patient.
The variable tension could vary between the poles of very
tense / strained and without tension/calm. Thus, the vari-
ables mood and tension were selected to map the overall
emotional state of an individual (cf. dimensions of evalua-
tion and potency in Osgood et al., 1957). These variables
are frequently evaluated in the context of field studies and
in ambulatory assessment (e. g., Perrez & Reicherts, 1996).
The third variable, cognitive orientation, was included to
assess the volitional status of an individual. Low levels of
this variable indicated that the patient’s awareness was di-
rected toward his or her inner world, toward oneself. This
can be assumed as being equal to the concept of state ori-
entation defined by Kuhl (1992). As opposed to this, high
scores indicated external orientation toward the environ-
ment, which is equivalent to Kuhl’s action orientation. Pa-
tients were informed that mood, tension, and cognitive ori-
entation could be treated as orthogonal variables, i. e., they
could be rated independently of one another,

Time Series Modeling

Time series analyses were performed for each of the 40
courses of the variables mood, tension, and cognitive ori-
entation.

A mandatory step was to ensure stationarity (i. e., con-
stant levels within a time series) of these data by eliminat-
ing any statistical trends in the time series of the three vari-
ables. The respective linear trends were removed from the
series using the procedure AUTOREG in SAS. An alterna-
tive method of making the time series stationary would
have been to difference the data first and then compute
models composed of differenced variables, Differencing,
however, has the disadvantage that all further discussion
would necessarily address the differenced variables (e. g.,
change in mood) instead of the observed variables (e. g.,
mood), thereby rendering interpretation more difficult. Af-
ter the elimination of linear trends but prior to time series
analysis, missing data were replaced by the mean values of
the respective time series for each participant.

Autoregressive models of first order (so-called lag 1
models) were computed throughout the sample. The reason
for modeling all time series in the same manner was to
ascertain comparability across all patients which is a nec-
essary condition for later aggregation of the models across
the sample. The AIC criterion of Akaike (1976) is a tool to
estimate the optimal modeling order for a given time series.
According to this criterion, lagged models of order 1 or
above were recommended in 51% of this sample. Lag 1
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modeling was the preferred lagged model (30% of AIC
criteria). In general, no systematic bias is introduced by
autoregressive modeling even if a less than optimal model
was estimated.

We used the procedure STATESPACE of SAS/ETS
software (1993) to compute the lag 1 interrelations between
variables. Statespace models of lag 1 are equivalent to vec-
tor autoregression (VAR) of first order (the method is called
vector autoregression because each time step of the treat-
ment process is given by a vector of three variables). In
other words, we determined the regressive association of
each of the three process variables mood, tension, and cog-
nitive orientation at time #~I with these variables at the
following time of measurement ¢, Additionally, we comput-
ed the autocorrelations that denote the impact of each vari-
able on itself at the succeeding point of time. Including
these three autocorrelations, the Statespace procedure
yielded 3 x 3 =9 VAR parameters, which quantified the
strength of the sequential associations. Time series analysis
provided T-values of all VAR parameters (defined as the
parameter values divided by their individual standard er-
rors) for each individual patient. In random processes, these
T-values are distributed normally around an expected mean
value of zero, The empirical T-values of the sample were
used to evaluate the process data by testing the null hypoth-
esis that they are zero with the r-statistic (if data were not
distributed normally, Wilcoxon’s signed-rank test was used
alternatively).

Treatment Outcome Data

Outcome was assessed by four standard questionnaires that
measured pre-post changes based on patient self-ratings.
Effects of treatment were defined for each patient as the
difference between values at admission and values at the
time of discharge. The following questionnaires were ap-
plied: Social Anxiety Questionnaire (UFr: Ullrich & Ull-
rich, 1977); Emotional Comfort Inventory (EMI-B: Ullrich
& Ullrich, 1978); Symptom Check List (SCL-90-R: Dero-
gatis, 1977; Franke, 1994); Beck Depression Inventory
(BDI: Beck, 1994). In addition, the Giessen-Test (GT:
Beckmann et al., 1990) was used to assess personality vari-
ables (social resonance; dominance; undercontrol; prevail-
ing hypomanic mood; permeability; social potence).

In order to simplify the process-outcome investigation,
we applied a principal component analysis (PCA) with
yarimax rotation that condensed the outcome variables into
a set of principal components-or factors (Cattell’s R-tech-
nique). Bach factor score was calculated by taking the lin-
ear combination of all standardized original variables. PCA
was performed across all records of outcome variables tak-
en from the patients. Bach record consisted of 22 subscales
of the outcome questionnaires mentioned above (UFr: five
subscales; EMI-B: seven subscales; SCL-90-R: nine sub-
scales; BDI: one subscale), Owing to its small communal-
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Figure 1. Determination of the number of
PCA factors (see Table 1) by comparing the
empirical eigenvalues with psendo-eigen-
values from a shuffled data set, The cross-
ing of graphs indicates that three factors are
meaningful by explaining more variance
than their shuffled counterparts.

factors

=@~ Empirical data ~@- Shuffled data

Tuble 1. Factor loadings resulting from principal component analysis of outcome measures (varimax rotated Factors).

Outcome variables Factor loadings
Beck Depression Inventory
Depression 58 - 10 -13
Emotional Comfort Inventory [EMI-B]
Anxiety 82 -35 =03
Depression 92 -23 02
Exhaustion .88 27 09
Aggression 64 -27 18
Inhibition 85 .03 -11
Loneliness 73 -30 04
General mood 94 - 18 -02
Symptom Check List [SCL-90-R]
Somatization 17 -.83 A3
Obsessive-compulsive A4 -74 09
Interpersonal sensitivity 19 -85 -13
Depression 55 -.64 07
Anxiety 40 -73 12
Anger-hostility 09 -69 26
Phobic anxiety 10 -5 -1
Paranoid ideation 03 -75 27
Psychoticism -08 -.80 04
Social Anxiety Questionnaire [UFr]
Fear of criticism =07 -31 80
Fear of contact Al -.11 .59
Abitity to demand .03 -05 -90
Ability to refuse 01 A1 -71
Guilt feelings -05 .05 54
Outcome domain
Improvement in Symptom Reduction of
Emotional Reduction Social Anxiety
Well-being
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ity, the subscale UFr6 (dependency on norms) was exclud-
ed from this and further analyses.

The number of outcome factors was determined by
comparing the empirical eigenvalues to the pseudo-eigen-
values that resulted from factorizing a surrogate data set.
This surrogate data set was generated by shuffling (i.e.,
mixing) afl empirical scores of the 22 subscales indepen-
dently, This produced records composed of random scores
where all scores were nevertheless distributed in the same
way as the empirical data. The factors the eigenvalues of
which fall below those of the corresponding surrogate fac-
tors may be considered as negligible. The crossing of
graphs (see Figure 1) indicated that three factors permitted
the optimal factorial reduction of the empirical data in prin-
cipal component analysis. A three-factor solution was
therefore chosen for subsequent factor rotation with the
varimax method. 66.0% of the total variance was explained
by these three factors. The factor loadings are given in Ta-
ble 1. The rotated linear components were labeled accord-
ing to the outcome domains they predominantly covered:

W. Tschacher and N. Jacobshagen: Analysis of Crisis Intervention Processes 63
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Reduction of Social Anxiety (dominant subscales UFr1 to
UFr5), Symptom Reduction (SCL-90-R1 to SCL-90-R9),
Improvement in Emotional Well-Being (BDI and EMI-B1
to EMI-B7).

Associations Between Process and Outcome

The impact of treatment process (given by VAR parameters)
on treatment outcome (given by outcome domains) was as-
sessed using multiple regression analysis. All 9 VAR param-
eters were included in a whole model ANOVA test to deter-
mine whether they predicted an outcome domain in a statis-
tically and clinically significant way. In addition to these
three whole model tests (one for each outcome domain), we
performed backward stepwise regressions to identify those
VAR parameters that were most predictive for outcome. In
order to clarify the meaning of the outcome domains, we
additionally tested their relationships with patient character-
istics expressed by the Giessen-Test subscales.

08
06 -
04 -
02 A

Rated 0
values .02 -

0.4 -
-0.6
08 -

-1 -

Time step

Cognitive orientation =~ Tension ==& Mood

Figure 2, Averaged values and linear trends
of the process variables tension, mood, and
cognitive orientation during the first 7 days

of crisis intervention.

Table 2. Averages and standard deviations of time series parameters; Test of the null hypotheses that VAR parameters were Zero.

VAR parameter M SD

mood[t-1] — mood][] Q.73 143
tension[s~1] — mood][¢) -0.09 1.08
cognitive orientation[t~/] — mood][t] 0.34* 1.02
mood[#-1] - tension[(] -0.33 1.13
tension[t~1] —» tension[f] .97 1.70
cognitive orientation[s-I] - tensions] -0.24 0.81
mood[#~!] — cognitive orientation[#] -0.00 1.16
tension[t—1] — cognitive orientation[t] 0.18 1.04
cognitive orientation[s~/] — cognitive orientation[#] 0.90++* 1.12

Note. The sequential association of each of the three variables mood, tension, and cognitive orientation at time #-/ with these variables
at the subsequent time of measurement ¢ (in short notation, e. g., cognitive orientation[t—J] — mood[f]) is qu antified by the T-values
pravided by time series analyses in each patient. “Wilcoxon Test was used because of nonnormal distribution.

*p < 01, ** p <.,001, #*¥p <0001
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Table 3. Summary of the whole model ANOVA fests and stepwise regression analyses for VAR parameters predicting the outcome
domains.

Multiple regression  Stepwise regression

(backward)
Outcome domain R? F R? F Significant predictors
Improvement in 30 0.99 5% 5.14 cogn. orient.*[t-1] — cogn, orient.[¢]
Emotional Well-Being
Symptom Reduction A6 044 - - -
Reduction of Social Anxiety S54% - 2,71 Sk 7.15 cogn. orient.[i~I] — mood[¢]

cogn. orient.[+-1] — tension{f]
mood[t~1] — tension[{]
mood[t-7] — cogn. orient.[¢]

Note. Dashes indicate that backward stepwise regression analysis could not be performed because all VAR parameters failed to enter
the model, N = 30 (several patients not used due to missing data), *Cogn. orient. = Cognitive orientation
*p < 01, ** p <.001

Results

Patient HO5

{-1 {

A general description of the process observed during crisis
intervention was obtained by the averaged values of the
variables mood, tension, and cognitive orientation. These
averages were plotted for the initial week of treatment,
starting with the first measurement of each patient (see Fig-
ure 2). The data showed significant linear trends toward
improved mood (standardized B = .76; p < .001), outward
cognitive orientation (standardized f§ = .73; p < .001), and
decreased tension (standardized [} = —44; p <.05) (see lin-
ear regression lines in Figure 2).

Some diversity was found among the VAR time series
models of individual patients. Two examples of individual
time series models are presented in Figure 3. A prototypical
general model was calculated which aggregated the indi-
vidual results of the whole sample (see Figure 4). Two pa-

MOOD

TENSION

COGNITIVE
ORIENTATION

tients were identified as statistical outliers using Mahalano-
bis distances and therefore were excluded from the aggre-
gation (thus, N = 38). The sample T-values of four out of

Patient M23

[-1

MOOD

nine VAR sequential parameters differed significantly from
the statistically expected zero (see Table 2), namely, all
three autocorrelative parameters (horizontal arrows in Fig-
ure 4) and the association of cognitive orientation at time
-1 with mood at time ¢ (or, in short notation, cognitive
orientation [—1] — moodJr]). All of these parameters were
positive, indicating positive autocorrelations and positive
impact of cognitive orientation on mood. In other words,
outward cognitive orientation generally preceded im-
proved mood at a subsequent point in time.

These VAR parameters that spell out the aggregated
process model of the crisis sample are shown in Figure 4.
The significant residual correlations—i. e., correlations
that remain after estimation of the VAR sequential param-
eters—indicated that there was still some synchronic
correlative structure in the process data. Tension was cor-
related inversely with both mood and (to a lesser degree)
outward cognitive orientation, whereas the synchronic cor-

TENSION

COGNITIVE
ORIENTATION

Figure 3. Individual time series models of two patients. Arrows
starting from the left column (i. e., value at time £-1) to the right
column (value at time ) indicate significant associations between
process variables. Gray lines indicate negative significant associ-
ations. The respectlve weights of the assocmtwns as well as their
T-values are given (*p < .05).
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Whole Sample (N=38)

L

MOOD

TENSION

COGNITIVE
ORIENTATION

Figure 4. Aggregated time series model of the sample, Arrows
starting from the left column (i. e., value at time #-7) to the right
column (value at time ) indicate significant average associations
between process variables of the sample. The respective averages
of sample T-values are given by numbers (probability that aver-
ages deviated from T =0, *p < .05; ¥*p < 01; ***p <.001).

relation of mood and outward cognitive orientation was
positive.

Subsequent to PCA, the set of outcome measures was
expressed by the three outcome domains Improvement in
Emotional Well-Being (27.0% of total explained variance),
Symptom Reduction (26.0% explained variance), and Re-
duction of Social Anxiety (13.0% explained variance). Re-
duction of Social Anxiety was closely related to the person-
ality characteristics measured by the Giessen-Test (whole
model test of a multiple regression analysis of this outcome
domain with all Giessen-Test subscales, p < .0001, R*=
82.08, F = 18.33; significant subscales after performing
backward stepwise regression were social resonance and
prevailing hypomanic mood; p < .0001, R*= 7747, F =
48.13). Patients with high social resonance and prevailing
hypomanic mood experienced a higher reduction of social
anxiety.

The process-outcome findings based on multiple re-
gression analyses are given in Table 3. The outcome do-
main Reduction of Social Anxiety depended significantly
on the process described by the time series analyses; the
parameters responsible for this effect were cognitive orien-
tation[£-I] = mood][t], cognitive orientation[t—I] — ten-
sion[], mood[z—]] — tension[#], and mood[t-I] —» cogni-
tive orientation[f]. Improvement in Emotional Well-Being
was not related to VAR parameters in the whole model test,
yet there was a significant contribution of one parameter
(autocorrelation of cognitive orientation) to this domain of
outcome according to stepwise regression. Finally, the ovt-
come domain Symptom Reduction was not associated with
the crisis intervention process.
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Discussion

Psychosocial crises treated in an inpatient psychiatric facil-
ity were monitored three times a day by means of patient
self-ratings entered in a diary booklet. These ratings re-
vealed significant trends in the process variables cognitive
orientation, mood, and tension, Whereas the improved
mood and reduced tension generally experienced by crisis
patients were not unexpected in the course of the successful
treatment and the stabilization of these patients (Reisch et
al,, 1999), the finding that cognitive orientation became
increasingly focused on outward events is a novel observa-
tion in research on the crisis intervention process. Conse-
quently, we investigated the two most prominent questions
that may be derived from this result: is cognitive orienta-
tion instrumental in the improvement of mood and tension
during crisis remediation? And is there a link to the overall
outcome of treatment?

The first of these questions was answered affirmatively.
Time series analyses of the crisis process (after all trends
had been eliminated from the data) showed that outward
cognitive orientation had a significant time-lagged impact
on positive mood. It should be noted that the opposite did
not hold true (the average of the VAR parameter mood[z-/]
— cognitive orientation[f] was M = —.004, which did not
differ statistically from zero). This time-lagged impact may
reflect a causal relationship in that the direction of the as-
sociation between the two variables is from cognitive ori-
entation toward mocd, not vice-versa. The residual corre-
lations indicated that cognitive orientation was also syn-
chronically correlated with mood as well as, inversely, with
tension. It was concluded that cognitive orientation played
a pivotal role in the process of crisis intervention.

The second question—is there a link to outcome?—was
investigated by the process-outcome analyses. It was found
that the process patterns documented by the time series
parameters were predictive of the outcome of treatment.
Yet, treatment outcome was only partially linked with pro-
cess. Reduction of Social Anxiety was significantly asso-
ciated with several process parameters, especially those ad-
dressing the process variable of cognitive orientation. Im-
provement in Emotional Well-Being was enhanced by one
time series parameter, namely the autocorrelative stability
of cognitive orientation. Both findings imply that process
measures, especially those connected to cognitive otienta-
tion, have influenced the outcome quality in a positive
manner. Cognitive orientation may have been instrumental
in the reduction of social anxiety. This is consistent with
the results of Woody and Rodriguez (2000) who found that
self-focused attention had a functional role in social anxi-
ety. Seen from a clinical point of view, social anxiety levels
would be among the first variables to be relieved by the
stay in an inpatient environment. The important outcome
domain of Symptom Reduction, however, was unrelated to
the process models. This may show that the present map-
ping of treatment process was insufficient to explain the
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effects of crisis intervention processes in their entirety. Our
preferred interpretation is that this finding indicates a sub-
stantial function of crisis intervention, namely to stabilize
the patients and increase their resources necessary to en-
gage in subsequent symptom reduction work.

In summary, it was found that the process variable cog-
nitive orientation was responsible for the experienced af-
fective effects of crisis intervention, such as reduced social
anxiety, improved mood, and emotional well-being. An en-
compassing formulation of process would be the next log-
ical step toward a more comprehensive prediction and, pos-
sibly, explanation of all aspects of outcome. Obviously,
there is a great potential variety of alternative process mea-
sures. The present results strongly indicate that cognitive
orientation ranks among these relevant process variables.
This evidence substantiates the notion that outward cogni-
tive orientation in the sense of action orientation and en-
hanced self-efficacy expectations is a powerful mechanism
of change (de Jong-Meyer et al., 1999).

The process models were based on exploratory obser-
vations in a naturalistic treatment setting where neither ex-
perimental control nor randomization was introduced.
Thus, there was no definite guarantee that the temporal
sequences found in the process models actually indicated
causal sequences. Because of the lack of a control condi-
tion, the observed changes may be attributed less to the
treatment but to the spontaneous process of restabilization
after the critical events. Nevertheless, the considerable heu-
ristic value and ecological validity of the findings encour-
age us to hypothesize about possible avenues for optimiz-
ing the treatment of psychosocial crises. This should be
accompanied by process-oriented evaluations that focus on
cognitive orientation, observed from both the patients’ and
therapists’ perspectives. Our claim is that crisis interven-
tion should help patients to increasingly engage in outward
cognitive orientation; this in turn will make them feel better
and activate their resources for ensuing therapies.
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