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Introduction 

Community psychology is a special area within the broad field of  
psychology which is concerned with how individuals relate to their 
society and community. It is fairly a broad and far reaching applied 
discipline, synthesizing elements from other disciplines including 
sociology, community development, ecology, public health, an-

thropology, cultural and performance studies, public policy, social 
work and social justice movements. Through community research 
and action, community psychologists produce knowledge that can 
inform social policies, social service work, helping practices and 
community change. This subdivision of  psychology is fundamen-
tally concerned with the relationship between social systems and 
individual well-being in the community context. One of  the most 
exciting aspects of  this field is that it is developing rapidly and is 
in the process of  defining itself.

Community psychology is concerned with person environment 
interactions and the ways society affects individual and commu-
nity functioning. It focuses on social issues, social institutions, 
and other settings that influence individuals, groups, and organi-
zations. Community psychology as a science seeks to understand 
relationships between environmental conditions, the develop-
ment of  health and well being of  all members of  a community. Its 
practice is directed towards the design and evaluation of  ways to 
facilitate psychological competence and empowerment, prevent 
disorder and promote constructive social change. The goal is to 
optimize the wellbeing of  individuals and communities with inno-
vative and alternative interventions designed in collaboration with 
affected community members and with other related disciplines 
inside and outside of  psychology.

Community psychology is like public health in adopting a preven-
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tive orientation. Community psychologists try to prevent prob-
lems before they start, rather than waiting for them to become 
serious and debilitating. It differs from public health in its concern 
with mental health, social institutions, and the quality of  life in 
general. In many ways, it is like social work, except that it has 
a strong research orientation. These psychologists are commit-
ted to the notion that nothing is more practical than rigorous, 
well-conceived research directed at social problems. Community 
psychology is also like social psychology and sociology in taking 
a group or systems approach to human behavior, but it is more 
applied than these disciplines and more concerned with using 
psychological knowledge to resolve social problems. It borrows 
many techniques from industrial and organizational psychology, 
but tends to deal with community organizations, human service 
delivery systems, and support networks. It focuses simultaneously 
on the problems of  clients and workers as opposed to the goals 
and values of  management. It is concerned with issues of  social 
regulation and control, and with enhancing the positive charac-
teristics and coping abilities of  relatively powerless social groups 
(minorities, children, and the elderly).

Community psychologists simultaneously emphasize both (ap-
plied) service delivery to the community and (theory-based) re-
search on social environmental processes. They focus, not just 
on individual psychological make-up, but on multiple levels of  
analysis; from individuals and groups to specific programs to or-
ganizations and finally to whole communities. Community psy-
chology covers a broad range of  settings and substantive areas. A 
community psychologist might find himself  conducting research 
in a mental health center on Monday, appearing as an expert wit-
ness in a courtroom on Tuesday, evaluating a hospital program on 
Wednesday, implementing a school-based program on Thursday, 
and organizing a community board meeting on Friday. For all the 
above reasons, there is a sense of  vibrant urgency and uniqueness 
among community psychologists, as if  they are as much a part 
of  a social movement as of  a professional or scientific discipline. 
Thus, community psychologists grapple with an array of  social 
and mental health problems and they do so through research 
and interventions in both public and private community settings. 
Psychologists working in this field look at the cultural, economic, 
social and political and environment that shape and influence the 
lives of  people over the globe. The focus of  this field can be 
both on applied and theoretical, but it is oftentimes a mixture 
of  both. While some community psychologists conduct research 
on theoretical issues, others take this information and put it into 
immediate use to identify problems and develop solutions within 
communities.

The Community Psychology Major provides rigorous academic 
preparation for students who wish to pursue careers in human ser-
vices, community development, mental health, family and youth 
programs, counseling, prevention, program evaluation, communi-
ty arts, multicultural program development and human relations. 
The major also prepares students for graduate and post graduate 
work in a variety of  academic and applied research fields includ-
ing Psychology, Sociology, Counseling, Public Health, and Social 
Work as well as interdisciplinary work in the Arts, Humanities 
and Social Sciences including Cultural Studies and Policy Studies. 
According to James G. Kelley, it is important that community psy-
chologists exhibit several important qualities. First, it is important 
for these professionals to become part of  the communities that 
they are trying to change. They must also embrace diversity, since 

their work places them in close contact with people from all walks 
of  life. Finally, he must also be prepared to face challenges and 
deal with limited resources. In order to effect change in a com-
munity, these professionals often have to make the best of  what 
is available and seek out new ways to gain assistance and build 
partnerships within the community.

History

In the 1950s and 1960s, many factors contributed to the begin-
ning of  community psychology in the United States of  America. 
Some of  these factors include: 

1. A shift from socially conservative, individual-focused prac-
tices in health care and psychology into a progressive period 
concerned with issues of  public health, prevention and social 
change after World War II and social psychologists growing 
interest in racial and religious prejudice, poverty and other 
social issues. 

2. The perceived need of  larger-scale mental illness treatment 
for soldiers with Mental Health Problems and Injuries. 

3. Psychologists questioning the value of  psychotherapy alone 
in treating large numbers of  people with mental illness. 

4. The development of  community mental health centers and 
deinstitutionalization of  people with mental illnesses into 
their communities. 

5. Community psychology began to emerge during the 1960s 
as a growing group of  psychologists became dissatisfied with 
the ability of  Clinical Psychology to address broader social is-
sues. Today, many recognize a 1965 meeting of  psychologists 
at the Swampscott Conference as the official beginning of  
contemporary community psychology. At this meeting, those 
in attendance concluded that psychology needed to take a 
greater focus on community and social change in order to ad-
dress mental health and well-being. Since that time, the field 
has continued to grow. 

6. The Society for Community Research & Action (SCRA; 
Division 27 of  the American Psychological Association) is 
the official organization of  community psychology (web-
site: Home – Society for Community Research and Action 
– SCRA orhttp://www.scra27.org. The Society for Com-
munity Research and Action (SCRA) is an international or-
ganization devoted to advancing theory, research, and social 
action. Its members are committed to promoting health and 
empowerment and to preventing problems in communities, 
groups, and individuals. 

        
       There are four broad principles guide SCRA:  

I. Community research and action requires explicit attention 
to and respect for diversity among peoples and settings; 

II. Human competencies and problems are best understood 
by viewing people within their social, cultural, economic, 
geographic, and historical contexts.

III. Community research and action is an active collaboration 
among researchers, practitioners, and community members 
that uses multiple methodologies.

IV. Change strategies are needed at multiple levels in order to 
foster settings that promote competence and well being. 
The specific goals of  the Society for Community Research 
and Action (SCRA) are: 
(a) To promote the use of  social and behavioral science to  
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enhance the well being of  people and their communities 
and to prevent harmful outcomes; 

(b) To promote theory development and research that in-
creases our understanding of  human behavior in con-
text; 

(c) To encourage the exchange of  knowledge and skills in 
community research and action among those in academ-
ic and applied settings; 

(d) To engage in action, research, and practice committed to 
liberating oppressed peoples and respecting all cultures; 

(e) To promote the development of  careers in community 
research and action in both academic and applied set-
tings. The SCRA is also publishing newsletter of  Com-
munity Psychologist.  

7. Several historical academic journals are also devoted to the 
Community Psychology, including the American Journal of  
Community Psychology, the Journal of  Community Psychol-
ogy, the Journal of  Community & Applied Social Psychology, 
Journal of  Prevention and Intervention in the Community, 
Journal of  Community, Work and Family, Journal of  Rural 
Community and Community development, Journal of  Ap-
plied Behavioral Science and Journal of  the Community De-
velopment, Development Society, Environment & Behavior 
[6,14,15,22,23].

Definitions

According to [8-10] “community psychology is about understand-
ing people within their social worlds and using this understanding 
to improve people's well-being. Some of  the topics addressed in-
clude substance abuse and prevention, addressing poverty issues, 
school failure, community development, risk and protective fac-
tors, empowerment, diversity, delinquency, and many more”.

According to the American Heritage Medical Dictionary (Sted-
man 2001, 2001 & 1995), “The application of  psychology to com-
munity programs for the prevention of  mental disorders and the 
promotion of  mental health”.

According to Dorland's Medical Dictionary for Health Consum-
ers (Saunders 2007), “community psychology a broad term refer-
ring to the organization of  community resources for the preven-
tion of  mental disorders”.

Scope of  Community Psychology

The scope of  community psychology is vast because of  its 
uniqueness to deal with community members, families, social 
groups, cultural groups, client populations, courts of  law, policy 
makers, educators, leaders, prevention experts and community 
researchers etc. It is a specialized branch of  psychology which 
deals with human and community development in general. The 
main objective of  the community psychology is to prevent mental 
disorders and prescribe psychosocial interventions at community 
level to make community members effective contributors in com-
munity development.Community psychologists are also conduct-
ing prevalence, epidemiological and other types of  research re-
lated to community. They can work in community mental health 
centers (CMHC), General Hospitals (GHs), Psychiatric Hospitals 
(PHs), mental health clinics (MHCs), research centers (RCs), and 
rehabilitation Centers (RCs), educational institutions (EIs), social 

welfare departments (SWDs), nursing homes (NHs), sports injury 
centers (SICs) and non-governmental organizations (NGOs) at 
regional, national and international level.

Prevention of  Mental Health Disorders

The goal of  psychology and medicine is to promote and to pre-
serve health, to restore health when it is impaired and to minimize 
suffering and distress. These goals are embodied in the word "pre-
vention" which is often divided into three levels.

Primary Prevention:  Primary prevention is concerned with pre-
venting the onset of  disease, to reduce the incidence of  disease 
and the interventions that are applied before there is any evidence 
of  disease or injury. Examples include protection against the ef-
fects of  a disease agent, with proper vaccinations. It can also in-
clude changes to behaviors such as cigarette smoking or diet. The 
strategy is to remove causative risk factors (risk reduction), which 
protects health and so overlaps with health promotion.

Primary prevention may be aimed at individuals or communities. 
Individual approaches (encouraging your patient to stop smoking) 
have the advantages that the clinician's personal contact should 
be motivational; the message can be tailored to the patient and 
support can be given which will help in to reduce the smoking. Or 
also teaching him the ill effects of  smoking and how dangerous it 
can to his as well others related to him. Therefore, a community 
or population approach (e.g. via mass media advertising, increas-
ing taxes, or banning smoking in public places) tries to change 
risk factors in the whole population. It is more radical and may 
produce cultural and contextual changes that may support indi-
vidual efforts. Examples of  primary prevention include smoking 
cessation, preserving good nutritional status, physical fitness, im-
munization, improving roads, or fluoridation of  the water supply 
as a way to prevent dental caries.  These are the roles of  health 
promotion and public health. A successful primary prevention 
programme requires that we know at least one modifiable risk 
factor, and have a way to modify it.

Secondary Prevention:  Secondary prevention is concerned with 
detecting a disease in its earliest stages, before symptoms appear, 
and intervening to slow or stop its progression: "catch it early." 
The assumption is that earlier intervention will be more effective, 
and that the disease can be slowed or reversed. It includes the use 
of  screening tests or other suitable procedures to detect serious 
disease as early as possible so that its progress can be arrested and, 
if  possible, the disease eradicated. An example is the Pap test to 
screen for cancer of  the cervix, or a PSA blood test for prostate 
cancer; other instances include teaching people about the early 
signs of  disease that they should watch for, and what type of  
treatment to seek.  This is the task of  preventive medicine.

Screening is central to secondary prevention because it is the 
process by which otherwise unrecognized disease or defects are 
identified by tests that can be applied rapidly and on a large scale. 
Screening tests distinguish apparently healthy people from those 
who probably have the disease. To be detectable by screening, a 
disease must have a long latent period during which the disease 
can be identified before symptoms appear (link to discussion of  
natural history) [39]. This is the purpose of  screening tests. Im-
plicitly, secondary prevention is used when primary prevention 
has failed.
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Tertiary Prevention: Tertiary prevention refers to interventions 
designed to arrest the progress of  an established disease and to 
control its negative consequences: to reduce disability and hand-
icap, to minimize suffering caused by existing departures from 
good health, and to promote the patient's adjustment to irremedi-
able conditions. "Minimize the consequences." This extends the 
concept of  prevention into the field of  clinical medicine and re-
habilitation. 

There is also a concept of  "Primordial prevention" which seeks 
ways to "avoid the emergence and establishment of  the social, 
economic and cultural patterns of  living that are known to con-
tribute to an elevated risk of  disease. This would include environ-
mental control of  disease vectors, and eliminating predisposing 
factors such as illiteracy and maternal deprivation (JM Last, Dic-
tionary of  Public Health). 

An obvious criticism of  medical care is that it tackles health issues 
without addressing their underlying determinants. The pattern of  
health problems can be expected to continue until someone ad-
dresses health determinants.

Psychological Crisis Intervention

Definition

Crisis intervention refers to the methods used to offer immedi-
ate, short-term help to individuals who experience an event that 
produces emotional, mental, physical, and behavioral distress or 
problems. A crisis can refer to any situation in which the indi-
vidual perceives a sudden loss of  his or her ability to use effective 
problem-solving and coping skills. A number of  events or cir-
cumstances can be considered a crisis: life-threatening situations, 

Level of Prevention Secondaryprimary Tertiary

Target Population

Goals 

Underlying clinical 
course of disease  

Susceptible  Asymptomatic Symptomatic

Reduce Disease 
incidence

Reduce Prevalence 
or consequences

Reduce Complications 
or Disability

First defect or lesion First symptom Death(if fatal)

such as natural disasters (such as an earthquake or tornado), sexual 
assault or other criminal victimization; medical illness; mental ill-
ness; thoughts of  suicide or homicide; and loss or drastic changes 
in relationships (death of  a loved one or divorce) [1].

Purpose

Crisis intervention has several purposes. It aims to reduce the in-
tensity of  an individual's emotional, mental, physical and behavio-
ral reactions to a crisis. It helps individuals return to their level of  
functioning before the crisis. Functioning may be improved above 
and beyond this by developing new coping skills and eliminat-
ing ineffective ways of  coping, such as withdrawal, isolation, and 
substance abuse. In this way, the individual is better equipped to 
cope with future difficulties. Through talking about the incidents 
which occurred and the feeling associated with it and developing 
ways to cope and solve problems, crisis intervention aims to assist 
the individual in recovering from the crisis and to prevent serious 
long-term problems from developing. Research documents posi-
tive outcomes for crisis intervention, such as decreased distress 
and improved problem solving.

Description

Individuals are more open to receiving help during crises. A person 
may have experienced the crisis within the last 24 hours or within 
a few weeks before seeking help. Crisis intervention is conducted 
in a supportive manner. The length of  time for the intervention 
may range from one session to several weeks, with the average 
ofl four weeks. Crisis intervention is not sufficient for individuals 
with long-standing problems. Session length may range from 20 
minutes to two or more hours. Crisis intervention is appropriate 

for children, adolescents, and younger and older adults. It can take 
place in a range of  settings, such as hospital emergency rooms, 
crisis centers, counseling centers, mental health clinics, schools, 
correctional facilities, and other social service agencies. Local and 
national telephone hotlines are available to address crises related 
to suicide, domestic violence, sexual assault, and other concerns. 
They are usually available 24 hours a day, seven days a week.

Responses to Crisis

A typical crisis intervention progresses through several phases. It 
begins with an assessment of  what happened during the crisis and 
the individual's responses to it. An individual's reaction to a crisis 
can include emotional reactions (fear, anger, guilt, grief), mental 
reactions (difficulty concentrating, confusion, nightmares), physi-
cal reactions (headaches, dizziness, fatigue, stomach problems), 
and behavioral reactions (sleep and appetite problems, isolation, 
restlessness). Assessment of  the individual's potential for suicide 
and/or homicide is also conducted. Also, information about the 
individual's strengths, coping skills, and social support networks 
is obtained.

Education

There is an educational component to crisis intervention. It is 
critical for the individual to be informed about various responses 
to crisis and that he or she has normal reactions to an abnormal 
situation. The individual is also instructed about the responses 
being temporary. Although there is not a specific time that a per-
son can expect to recover from a crisis, an individual can help 
recovery by engaging in the coping and problem-solving skills 
described below.

Figure 1. A Classification of Preventive Strategies
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Coping and Problem Solving

Other elements of  crisis intervention include helping the indi-
vidual understand the crisis and their response to it as well as be-
coming aware of  and expressing feelings, such as anger and guilt. 
A major focus of  crisis intervention is exploring coping strate-
gies. Strategies that the individual previously was acknowledged 
with but that have not been used to deal with the current crisis 
may be enhanced or bolstered. Also, new coping skills may be 
developed. Coping skills may include relaxation techniques and 
exercise to reduce body tension and stress as well as writing down 
these thoughts and feelings instead of  keeping them inside. In 
addition, options for social support or spending time with people 
who provide a feeling of  comfort and caring are addressed. An-
other central focus of  crisis intervention is problem solving. This 
process involves thoroughly understanding the problem and the 
desired changes, considering alternatives for solving the problem 
and discussing its pros and cons, selecting a solution and devel-
oping a plan to try it out, and evaluating the outcome. Cognitive 
therapy, which is based on the notion that thoughts can influence 
feelings and behavior, can be used in crisis intervention.

In the final phase of  crisis intervention, the professional will re-
view changes the individual made in order to point out that it is 
possible to cope with difficult life events. Continued use of  the 
effective coping strategies that reduce distress will be encouraged. 
Also, assistance will be provided in making realistic plans for the 
future, particularly in terms of  dealing with potential future crises. 
Signs that the individual's condition is getting worse or "red flags" 
will be discussed. Information will be provided about resources 
for additional help should the need arise. A telephone follow-up 
may be arranged at some agreed-upon time in the future.

Purpose of  Suicide Intervention

Suicidal behavior is the most frequent mental health emergency. 
The goal of  crisis intervention in this case is to keep the indi-
vidual alive so that a stable state can be reached and alternatives 
to suicide can be explored. In other words, the goal is to help the 
individual reduce stress and survive the crisis [2].

Assessment

Suicide intervention begins with an assessment of  how likely it is 
that the individual will kill himself  in the immediate future. This 
assessment has various components. The professional will evalu-
ate whether or not the individual has a plan for how the act would 
be committed, how deadly the method is (shooting, overdosing), 
if  means are available (access to weapons), and if  the plan is de-
tailed and specific versus vague. The professional will also assess 
the individual's emotions, such as depression, hopelessness, hos-
tility and anxiety. Past suicide attempts as well as completed sui-
cides among family and friends will be assessed. The nature of  
any current crisis event or circumstance will be evaluated, such as 
loss of  physical abilities because of  illness or accident, unemploy-
ment, and loss of  an important relationship.

Treatment Plan

A written safekeeping contract may be obtained. This is a state-
ment signed by the individual that he  will not commit suicide, and 

agrees to various actions, such as notifying their clinician, family, 
friends, or emergency personnel, should thoughts of  committing 
suicide again arise. This contract may also include coping strate-
gies that the individual agrees to engage in to reduce distress. If  
the individual states that he or she is not able to do this and then 
it may be determined that medical assistance is required and vol-
untary or involuntary psychiatric  hospitalization may be imple-
mented. Most individuals with thoughts of  suicide do not require 
hospitalization and respond well to outpatient treatment. Educat-
ing family and friends and seeking their support is an important 
aspect of  suicide intervention. Individual therapy, family therapy, 
substance abuse treatment, and/or psychiatric medication may be 
recommended [3].

Critical incident stress debriefing and Management

Critical incident stress debriefing (CISD) uses a structured, small 
group format to discuss a distressing crisis event. It is the best 
known and most widely used debriefing model. Critical incident 
stress management (CISM) refers to a system of  interventions 
that includes CISD as well as other interventions, such as one-
on-one crisis intervention, support groups for family and signifi-
cant others, stress management education programs, and follow 
up programs. It was originally designed to be used with high-risk 
professional groups, such as emergency services, public safety, 
disaster response, and military personnel. It can be used with any 
population, including children. A trained personnel team con-
ducts this intervention. The team usually includes professional 
support personnel, such as mental health professionals and cler-
gy. In some settings, peer support personnel, such as emergency 
services workers will be part of  the debriefing team. It is recom-
mended that a debriefing occur after the first 24 hours following 
a crisis event, but before 72 hours have passed since the incident.

Purpose of  CISD

This process aims to prevent excessive emotional, mental, physi-
cal, and behavioral reactions and post-traumatic stress disorder 
(PTSD) from developing in response to a crisis. Its goal is to help 
individuals recover as quickly as possible from the stress associ-
ated with a crisis. There are seven phases to a formal CISD which 
are as under:

1. Introductory remarks: team sets the tone and rules for the dis-
cussion, encourages participant cooperation.
2. Fact phase: participants describe what happened during the in-
cident.
3. Thought phase: participants state the first or main thoughts 
while going through the incident.
4. Reaction phase: participants discuss the elements of  the situa-
tion that were worst.
5. Symptom phase: participants describe the symptoms of  dis-
tress experienced during or after the incident.
6. Teaching phase: team provides information and suggestions 
that can be used to reduce the impact of  stress.
7. Re-entry phase: team answers participants' questions and makes 
summary comments.

Precautions

Some concern has been expressed in the research literature 
about the effectiveness of  CISD. It is thought that as long as 
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the provider(s) of  CISD have been properly trained, the process 
should be helpful to individuals in distress. If  untrained person-
nel conduct CISD, then it may result in harm to the participants. 
CISD is not psychotherapy or a substitute for it. It is not designed 
to solve all problems presented during the meeting. In some cases, 
a referral for follow-up assessment and/or treatment is recom-
mended to individuals after a debriefing.

Medical crisis counseling

Medical crisis counseling is a brief  intervention used to address 
psychological (anxiety, fear and depression) and social (family 
conflicts) problems related to chronic illness in the health care 
setting. It uses coping techniques and building social support to 
help patients manage the stress of  being newly diagnosed with a 
chronic illness or suffering a worsening medical condition. It aims 
to help patients understand their reactions as normal responses 
to a stressful circumstance and to help them function better. Pre-
liminary studies of  medical crisis counseling indicate that one to 
four sessions may be needed. Research is also promising in terms 
of  its effectiveness at decreasing patients' level of  distress and 
improving their functioning.

Models of  Community Psychology

Mental Health Model

The mental health model, which has its roots in the community 
mental health movement, is based on the explicit intention to 
prevent mental illness and its consequent disruption of  the usual 
patterns of  living. It seeks to strengthen, conserve and develop 
human resources in order to prevent mental disorder [7,21,25,27]. 
By increasing the coverage and impact of  services, and the pos-
sibility of  more people receiving help sooner, this approach seeks 
to alleviate the ever-mounting pressure on mental hospitals. This 
represents a shift from the waiting-mode of  mainstream psycho-
therapeutic practice [20,30].

Preventative efforts move beyond the exclusive treatment of  indi-
vidual patients towards various ecological levels that include entire 
populations or small groups and organizations within them [24]. 
The efforts include not only the mentally ill, who may or may 
not avail themselves for treatment, but also the healthy [19]. It 
is designed to alleviate harmful environmental conditions, avoid 
unnecessary psychic pain and to strengthen the resistance of  
communities to inevitable future stressful experiences. Rather 
than merely redressing deficit and pathology, it focuses on the 
development of  competencies and coping skills. Prevention may 
be utilized to plan and implement programmes for reducing the 
incidence of  mental disorders of  all types in the community (pri-
mary prevention); the duration of  a significant number of  those 
disorders which do occur (secondary prevention); the impairment 
which may result from those disorders (tertiary prevention) [16].

According to Bloom [24] primary intervention efforts may take 
on three different forms; the population wide approach; the mile-
stones model; and the high risk group approach [8,13]. Secondary 
prevent aims to, “identify and treat at the earliest possible mo-
ment so as to reduce the length and severity of  disorder” [12,24]. 
By way of  early detection, it promotes growth-enhancing pro-
grammes that are geared to reduce problems before they become 
severe. It is really a treatment based strategy that strives to make 

available more services to the community. For this process to gain 
momentum, it must also be accompanied by an increase in the 
utilization of  services by the community [31].

Tertiary prevention strives to minimize the degree and severity of  
disability by preventing relapses among recovered patients. It en-
deavours to ensure that ex—patients are offered maximum sup-
port for rehabilitation and re—integration into the community. It 
attempts to reduce obstacles that may hinder the full participation 
of  ex-patients in the occupational and social life of  the commu-
nity. Half-way houses and after-clinics all aim to foster tertiary 
prevention [19].

Cautions that prevention programmes “may not change our cur-
rent social institutions but might add on to them ... and might add 
with little evidence that they actually prevent anything” (p. 18) 
[35]. Prevention programmes can also become a new arena for 
colonialization with people being forced to consume the goods 
and services of  the psychologists. Prevention efforts assume the 
existence of  universal values in the catchment area, but ignore 
how such consensus about these values may be reached [31].

Promoting prevention requires a conceptualization of  mental 
health that moves beyond a mere semantic shift. The new defini-
tion does not simply equate mental health with the absence of  
mental illness. Instead, it moves beyond individuals so as to take 
cognizance of  the broader social and economic stresses created 
by their contexts [4,5,24]. According to White [31] any such defi-
nition transcends beyond using the concept health as a metaphor. 
Despite differences in outlook, all definitions entail some concep-
tion of  growth and development, of  autonomy and individuality 
as well as some conception of  relatedness to one’s environment 
[31].

In keeping with its emphasis on prevention and positive mental 
health this approach superficially attempts to understand people 
within their total personal and social environments rather than 
as isolated human beings [20]. However, it does not attempt to 
underplay the role of  the individual’s psyche and trauma. It asserts 
that mental illness is the product of  an interaction of  both indi-
vidual and environmental factors. In essence, the model attempts 
to locate the seat of  pathology at the interface of  the interaction 
between individuals and their environment. Thus far, it has failed 
to provide a theoretical base for such a conception of  pathol-
ogy. Consequently it has to revert to established explanations of  
mental illness based on the individual model. Without a theory of  
pathology, it is almost inevitable that its treatment strategies are 
conventional crisis intervention and consultation.

Consultation refers to the provision of  technical assistance by an 
expert to individuals or groups on aspects pertaining to mental 
health [29]. It is essentially an indirect, “within systems” strategy 
which aims at modifications, renewal or improvement of  existing 
social institutions or environments. It seeks to create some reme-
diation and basis for change in the environments represented by 
consultees, in a manner that fosters the positive mental health of  
clients.

This approach, according to [18] contains the potential of  maxi-
mizing the limited amount of  person-power available. This can 
be achieved by fully exploiting the roles of  the natural care-givers 
in the community. Natural care-givers include people like health 
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nurses, teachers, parents and ministers who are physically and 
psychologically available. Based on a geographical conception of  
community, this model is committed to rendering mental health 
services to an entire community through a community mental 
health centre [31]. The role of  the psychologist in this setting is 
that of  a professional, rendering expert services to a client popu-
lation.

Social Action Model:  The social action approach, which has 
its foundations in the “War on Poverty” strategy [34] arose out 
of  discontent with structural inequities and the unresponsiveness 
of  the political apparatus of  American society. Like the mental 
health approach it is initially aimed at prevention, but from a radi-
cally different perspective.

Located within the Community Action Programme, the pover-
ty-programme addressed itself  to the needs of  the poor and to 
the complex nature of  interrelated social problems. Thus, in its 
Endeavour to equalize opportunities for upward social mobility, 
it sought to make available more social resources to the ‘poor’. 
It simultaneously attempted to alter the social and psychological 
characteristics of  the poverty-stricken in order to prepare them 
for more meaningful participation in society [17].

This model criticizes traditional psychology’s individualist orienta-
tion that locates pathology solely within individuals. It asserts that 
it is imperative to take cognizance of  the structural inequities of  
society, which may include factors like inadequate housing, over-
crowding, the absence of  free speech and political powerlessness 
(Brown, 1978; Reiff, 1968, [31]). The shift is from prevention to 
empowerment. [36] argues that empowerment should be “the call 
to arms”. While prevention is founded on the needs approach, 
empowerment is based on a “rights” model. Accordingly, Rappa-
port asserts that because many competencies are already present 
in people, what is required is a release of  potential. “Empower-
ment implies that what you see as poor functioning is a result of  
social structure and lack of  resources which make it impossible 
for the existing competencies to operate” [37].

By including power in its explanatory model, the emphasis shifts 
from “blaming the victim” to implicating the social arrangements 
of  society. This means that a pre-requisite for empowerment is a 
redressing of  social inequalities. This model conceptualizes com-
munity process and inter-group relations in terms of  conflicting 
interests between groups. Accordingly it argues that the poor do 
not have any power, influence or control in the society. Since the 
dominant group has vested interests in maintaining political and 
economic inequities, differences are not easily reconcilable. Logi-
cally then, social action advances the mobilization and organiza-
tion of  an “appropriate constituency” to exert pressure on the 
ruling elite ([24], Reiff, 1968, cited in Mann, 1978). In the South 
African context it would probably involve organizing the un-en-
franchised, with a view to shifting the power balance and institut-
ing structural changes [11,32,33].

By arguing that health is not possible in the context of  repression 
and domination, social action programmes address themselves 
to issues of  finance, power, increasing resources, education and 
community development. Reiff  [31] asserts that self-determina-
tion must be an integral part of  any social action programme. The 
acquisition of  power is a pre-requisite for the fulfillment of  hu-
man needs. For him, the powerlessness of  the poor renders self-

actualization unrealistic. It is imperative that the working-class ex-
perience themselves as being able to determine what happens to 
them, both as individuals and as a group [26]. Some theorists have 
pointed out that in order to advance and maintain this process 
of  self-determination, community psychology should be a so-
cial movement rather than a professional enterprise (Rappaport, 
1981). Confirmation for this position is provided in the added 
thrust that community psychology gained from being juxtaposed 
with a series of  civil rights and youth protest actions during the 
1960’s in the United States of  America [31].

In accordance with its view on the acquisition of  power, this 
model stresses and encourages community participation and 
equality in community relations, relying on grass-roots support 
for its programmes. Establishing a power base and commanding 
grass-roots support are vital, for as [6,24] implicitly points out the 
dis-empowered cannot achieve their goal without struggle.

In accordance with its tenet of  self-determination and commu-
nity control, this model has devised various strategies to foster a 
sense of  power and community participation. This is achieved by 
increasing community morale, tapping community resources, de-
veloping social skills and generating opportunities for promoting 
local leadership (Lewis & Lewis, 1979; [31]).

As part of  its intervention strategy, the social action approach 
capitalizes on natural support systems. It employs the services of  
“indigenous” non¬professionals and attempts to mobilize con-
sumers of  services to assume control of  the activities of  the pro-
gramme [31]. Given the assumption that non-professionals are 
fairly sensitive to the needs of  the community, they are consid-
ered to fulfill a good liaison function for the professional services. 
They are able to provide valuable input for programmatic plan-
ning and are also in a position to encourage the community to uti-
lize the services [31]. It is argued that because they have the same 
social background as the clients, they are able to interact with a 
greater degree of  therapeutic effectiveness. The amount of  trust 
they receive and the emotional significance that they hold for the 
clients, allow them to render informal support and communica-
tion within the community itself  (Guerney, 1969; Zax & Specter, 
1974). Despite these advantages, experience the world over indi-
cates that the professional/non-professional relationship is often 
unidirectional. Non-professionals are not always accorded equal 
status and are perceived to be in need of  training and upgrading. 
The emphasis appears to be on incorporating the indigenous into 
a professional framework.

To foster independence, various multi-purposes, locally con-
trolled, community development corporations (CDC’s) were es-
tablished in ghetto and rural areas all over America. Functioning 
on a non-profit basis, these CDC’s have been able to promote 
economic and social development, as well as some degree of  po-
litical power (Bower, 1973). They essentially provide a permanent 
source of  income and collective power for the ghetto residents 
and for the community as a whole. If  programmes like the CDC’s 
are not an integral part of  a broader movement, they run the risk 
of  merely becoming little enclaves with greater scope for self-
sufficiency and material advancement.

Proposed Community Intervention Model

Since there are many models of  community intervention, the 
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model which will be discussed in this article is a new one and has 
been developed by Ganaie, S.A., Shah, S.A., Nahvi, N.I. & Chat, 
A.N. (2014). This is a conceptual model and has been developed 
on the basis of  crisis observation during the recent flashfloods 
in Jammu and Kashmir, India (September, 2014).The proposed 
Community Crisis Intervention Model (CCIM) is an integrative 
model which includes pre-crisis, during crisis and post-crisis inter-
ventions at community level. The researchers have followed the 
principles of  Bio-Psycho-Social Model to design a new model es-
pecially for community crisis management. There are three stages 
of  proposed CCIM which are as under:

Pre-crisis

In pre-crisis stage, masses will be sensitized about social skills, 
life saving skills and self  help skills during crisis situations like 
floods, earth quakes & cyclones etc. in community. Information 
will be spread through media, self  help groups and social net-
working sites. The self  help groups of  community members will 
be prepared for voluntary service delivery during crisis situations 
in community. All types of  resources and aids will be collected 
and stored for crisis situations in community. This stage will be 
the crisis preparedness and prevention stage.

During-crisis

In during-crisis stage, all community members will apply skills 
which they have learnt in pre-crisis stage. All community mem-
bers will take care of  themselves and their family members. All 
the stored resources will be used to rescue people during crisis 
situations. Self  help groups will also take part in rescue operation. 
Community halls can be used for temporary living. Some govern-
ment departments and non-governmental organizations will work 
continuously during these crisis situations in community. Govern-
ment transportation should be used to move people from crisis 
places to safer places and transportation of  food, water, medi-
cines and other essential things.

Post-crisis

In post-crisis management stage, all types of  interventions should 
be given to people affected by crisis. Most professionals should 
focus on medical, psychological and social interventions. Pro-

fessionals who prescribe Interventions should try to reinforce 
positive attitudinal changes in community members which will 
finally lead to community development. The crisis intervention 
also includes crisis counseling which will help community mem-
bers how and where to approach to fulfill the basic needs. NGOs 
and governmental organizations should work hand by hand to 
rehabilitate community members who have been affected by crisis 
situation. Damaged infrastructures have to be re-constructed to 
improve the living standard of  community members. The basic 
needs of  the community members should be fulfilled with the 
help of  community stored aid in pre-crisis and governmental & 
non-governmental support. These post-crisis management tech-
niques will help community members in social inclusion, social 
integration and restoration of  community life.

Application of  PCCIM

The proposed community crisis intervention model is an integra-
tive model to rehabilitate communities before, during and post 
crisis situations in communities. The proposed model requires 
multi-disciplinary rehabilitation team. The team should be pre-
pared from different sectors like Health & Medical Education, Pa-
ra-medical, Social Sciences, Finance, Construction, Fire Service, 
Food & Supplies, Banking, Water Supplies, Flood Control and 
Non-Governmental Sector. When the inter-sectarian collabora-
tion will happen to fight against the crisis situations in community 
naturally the impact of  crisis will be reduced to a large extent. 
The proposed model can be used in different crisis situations like 
Floods, Earth Quakes, Cyclones, Wars and Epidemiological Dis-
eases Control etc.

Current Trends in Community Psychology
 
The community psychology movement developed in the U.S.A. 
during an era when there was growing concern about both the 
lack of  resources and treatment facilities and the impact of  social 
systems on the human psyche. Psychologists and other helping 
professionals began to take note of  the effects of  social vari-
ables like poverty and alienation on mental health [28]. Modern 
community psychology is focusing on multiple aspects of  indi-
vidual and community development in general. Community psy-
chology is fast developing discipline and concentrated on social 
and mental health needs of  community members at community 
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Figure 2. Community Crisis Intervention Model

*PCCIM by Ganaie, S.A., Shah, S.A., Nahvi, N.I., & Chat. A.N. (2014)
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level. Community psychologists are busy to conduct research on 
incidence, prevalence and epidemiology of  mental disorders in 
community. They are a part of  policy making and development 
of  special schemes for different sections of  society. They are try-
ing to reduce the social evils and issues which are responsible for 
poor mental health and social well-being of  Community members 
and also providing specialized clinical and rehabilitation services 
to community members at community mental health centers.

Conclusion

Community psychology draws on interdisciplinary perspectives 
and approaches to examine social problems and promote the 
well-being of  people in their communities. While the field draws 
heavily from psychology, it also draws from theory and practice 
in sociology, community development, ecology, public health, an-
thropology, cultural and performance studies, public policy, social 
work, and social justice movements. Through community research 
and action, community psychologists produce knowledge that can 
inform social policies, social service work, helping practices, and 
community change. There are few existed models of  community 
psychology which can be used for community intervention like 
mental health model, social action model, organizational model 
and ecological model. Modern community psychologists should 
try to explore different variables related to health of  community 
members and come up with new integrative models for commu-
nity development. In present paper, researchers have proposed 
conceptual framework of  community crisis intervention model 
for crisis management during disasters and crisis situations in 
community. The proposed model will be effective for community 
development because it covers maximum areas related to com-
munity development during crisis and disasters.
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