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1. Using a battle fatigue or shell shock paradigm, in-home interven-
tion will often prevent evacuation to an unfamiliar setting like
hospital or alternative to hospitalization. Hence, the client will
be able to remain in relationship to the natural, known support
group.

2. 1t provides externally generated social support in the individual’s
own territory. Meeting new people on foreign territory is always
more difficult than meeting people on one’s own ground. As a
result, observations made in the home are likely to reflect family
reality more accurately than those made in the clinic.

3. Meeting with the in-residence living group (usually, but not always,
the family) provides an opportunity for the clinical team to frame
the intervention as a healing ritual experience to help alleviate the
problem behavior. The usefulness of rituals in facilitating change
in social networks has been highlighted by Imber-Black, Roberts,
and Whiting (1988) and others (Selvini-Palazzoli, Boscolo, Cec-
chin & Prata, 1977).

4. The in-home context allows the crisis team to actively unlabel by
use of positive reframing of “symptoms” or problem behaviors
as normal, or at least understandable, responses to the stresses
attendant to the particular situation.

5. By expecting the identified patient to be an ally/helper, mainte-
nance of normal role functioning is promoted from the outset.
This process helps preserve personal power and responsibility, goes
on in the person’s usual social context, and is framed in a normaliz-
ing way (see Chapter 8).

Basically, we believe that the in-home intervention paradigm mutes the
potentially deleterious side effects of mental health system interventions by
minimizing institutionalization and its inevitable decontextualization (even
in community-based alternatives) of the individual. The process of repeated
decontextualization and associated institutionalization —medicalization of
an individual —is critical to the development of a view of that person,
by the network and the system, as someone with a “chronic” illuess. The
disease-in-the-person view also provides the nidus around which the process
of stigmatization forms; this process is a major culprit in the development
and maintenance of “chronicity.”

There are, of course, times when someone must be removed from a
situation. Serious continued risk of violence or suicide, despite the family
crisis intervention, requires that the situation be defused by removal of the
person 5o disposed. This should be required in only a minority of instances.

We wish to draw readers' attention to the fact that, although for simpli-
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city we label what the mobile team does as “crisis intervention,” whenever
possible its work should be seen as involving crisis resofution. Crisis inter-
vention is too frequently limited to assessment, triage and disposition. Qur
view is that the crisis team should continue to be involved until resolution
occurs or an alternative course of action is clearly indicated.

There will also be situations in which the identified patient has already
been taken out of the home and brought to an emergency room or some
other intake point without the living group. In these instances it is often
difficult to get the person back into the home and regroup the family or
other persons in a way that will allow successful negotiation or settlement
of the difficulties. However, approaching the problem from a systems per-
spective, even if it is not possible to send the patient home, will aid in
the development of a plan that will facilitate returning there—or at least
understanding of why it’s not possible to do so. The availability of residen-
tial alternatives to hospitalization will allow a minimally decontextualizing
response to the crisis; without alternatives, unwarranted institutionalization
will take place.

Residential care must be considered when the person has no social net-
work, when the person’s social network is worn out physically and psycho-
logically and in need of respite, when there is imminent danger to others,
and when there is imminent danger to the self which clinicians judge cannot
be successfully handled by a natural social network provided with mental
health team support. A final indication for the use of residential care is
when the in-home family crisis intervention has not led to a successful
return of normal role functioning. Ergo, a situation in which the problem
has not resolved or that continues to escalate despite the best ongoing
efforts of the crisis intervention team necessitates the use of residential
care, This response should be used infrequently.

The configuration of the crisis team will vary considerably across settings
because of differences in geography, population density, manpower avail-
ability, and local regulations governing personnel use. One configuration
used frequently in Italy is a four- or five-person team with two M.D.’s
(staff and trainee), a nurse, and a social worker. Trainees from any other
disciplines refated to mental health may also be added to the team. A team
configuration where psychiatric time is hard to find or very expensive and
there are no M.D. trainees could be four non-M.D. mental health workers
with psychiatric backup and consultation. However, each team should have
at least three regular staff so as to provide continuity of persons, over time,
for the clients.

Incoming calls are routed to the team responsible for the geographic
area from which the call is coming. The call is then screened as to whether
or not an immediate home visit is indicated. When it is unclear as to what
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