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NOTICE

This publication was prepared by the United States Government. Neither the United States Government
nor the United States Department of Justice, nor any of their employees, makes any warranty, express or
implied, or assumes any legal liability or responsibility for the accuracy, completeness, or usefulness of
any information, apparatus, product, or process disclosed, or represents that in use would not infringe
privately owned rights. Reference herein to any specific commercial product, process, or service by irade
name, mark, manufacturer, or otherwise, does not necessarily constitute or imply its endorsement,
recommendations, or favoring by the United States Government or any agency thereof. The views and
opinions of authors expressed herein do not necessarily state or reflect those of the United States
Government or any agency thereof.
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This book is dedicated 1o
Mt John E. Oto,

former Acting Director of the Federal Bureau of Investigation and Associate Deputy
Director-Investigations (retired), under whose leadership, encouragement, and
support the FBI's programs and policies regarding critical incidents grew from ideas
into realities.






FOREWORD

Since the turn of the century when Louis Terman first tested police candidates for selection using a
modified version of the Stanford-Binet, mental health professionals have been involved in various aspects of
law enforcement. Over the years, their interests and research have resulted in their increased knowledge of
law enforcement personnel, organizations, and functions. Much as medical doctors began as general
practitioners and grew into specialty areas, so too has been the evolution of psychology and the mental health
profession in general. Many mental health professionals are specializing in police psychology and are
researching virtually all aspects of this unique and stressful occupation.

In 1984, the FBI Academy at Quantico, Virginia, hosted the National Symposium on Police
Psychological Services. A major focus of the conference was to determine how psychologists could assist police
officers in their personal lives. The World Conference on Police Psychology was held at the FBI Academy in
1985 and concentrated on evaluating how psychologists could assist police officers operationally. We are
grateful to the participants of these conferences and proud of the subsequent publications, which have provided
a vast amount of new resource literature.

In August 1989 fifty mental health professionals, employee assistance providers, chaplains, and law
enforcernent officers met for the Critical Incident Conference at the FBI Academy. All gave a week of their
time to share thoughts and ideas concerning critical incidents in law enforcement. This publication is a
product of their knowledge and their dedication to assist the law enforcement community.

It is only through such efforts by those interested in the well--being of police officers that a body of
knowledge will emerge to protect and serve those in law enforcement who are sworn to serve and protect.
It is important to note that selection of options with regard to handling critical incident traurna is left to each
individual, Presented herein are numerous options and theories, ranging from therapy to spiritual wellness.
It is not the intention, nor the right, of the FBI to endorse or suggest any particular coping mechanism as being
the most appropriate; nor is the FBI in the evangelical business of promoting religious beliefs. The ideas of
the invited authors are herein presented without editing the substance of their messages. These messages
provide a range of approaches to meet the needs of those affected by trauma. Each incident is unique, as are
the many options suggested. It is impossible, however, to present all of the various options. The choices
rernain in the control of the readers.

I would like to recognize the members of the Behavioral Science Services Unit, including James M.
Horn and James T. Reese, as well as Dr. Christine Dunning, University of Wisconsin, Milwaukee. These
individuals conceptualized, organized, and worked tirelessly to bring the Critical Incident Conference together.
They have ensured that the knowledge and ideas of those who participated are available through this
publication, to assist all in law enforcement.

John Henry Carapbell
Chief
Behavioral Science Services Unit
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ASSESSMENT OF PERSONALITY CHARACTERISTICS
RELATED TO SUCCESSFUL HOSTAGE NEGOTIATORS AND
THEIR RESISTANCE TO POSTTRAUMATIC STRESS DISORDER

Scott W, Allen, PRD.
Scott 1. Fraser, PhDb.
Robin Iawald, PhD.

Recent research (Getty and Elam, 1988, Hibler, 1984, Strentz, 1984, Gelbart, 1979)
attempted to identify those personality variables that are predictive of successful hostage
negotiators. These studies basically identified personality characteristics of police officers
who were most qualified for selection to a hostage negotiation training program.

The purpose of this research was to identify those personality characteristics—-as assessed
by the Minnesota Multiphasic Personality Inventory (MMPI}) and the California
Psychological Inventory (CPI)--—that correlate positively with successful police hostage
negotiators. The sample included 12 hostage negotiators who have an average of 10 years’
experience in negotiation and have responded to approximately 500 crisis scenes. A second
purpose of this study was to determine the presence of posttraumatic stress disorder
{PTSD }~-as assessed by the criteria established by Keane, Malloy, and Fairbank (19843
in this sample of hostage negotiators.

The study delineated personality characteristics correlated with successful police hostage
negotiators. In general, this sample of hostage negotiators can be described as energetic,
cognitively conservative with the capacity for abstract and creative problem-solving, less
conforming, able to tolerate ambiguity and disorder, and a style of insight to initiate actions
that can be utilized to either assist or harm individuals. There were no negotiators scoring
in a significant pattern correlated with PTSD. Immediate crisis debriefing at the scene was
proposed to be the operative mitigating process.

INTRODUCTION

In most major studies of the assessment of police hostage negotiators, the authors have primarily relied
upon subjectively descriptive terms and personality characteristics of police officers selected solely for
negotiator training (Hibler, 1984, Strentz, 1984; Fuselier, 1988, Schlossberg, 1980; and Gelbart, 1979). A
recent study by Getty and Elam (1988 examined the usefulness of the MMPI and the CPI 1o develop general
selection cutoff rules in the selection of police hostage negotiators. Although the results of this study are
compelling, the authors were required to temper the findings since their data could not be correlated with
performance scores from a sarmple of known successful hostage negotiators,

The accurate and appropriate identification of assessed personality characteristics related to the
successful police hostage negotiator is crucial to the outcome of hostage incidents. Hence, the present study
was undertaken to document personality characteristics as assessed by scales from self-report assessment
instrurnents that can be used as adjunctive screening measures in the selection of hostage negotiators. To this
end, the sample for this study included all highly trained and operationally successful veteran police hostage



negotiators. Thus, any scales identified as being predictive for the successful hostage negotiator will be
associated with inventory scale data that consistently identify individuals who possess the personality
characteristics of the successful police hostage negotiator,

The assessment and diagnosis of PTSD has relied extensively upon the use of the clinical interview
{ Arnold, 1985, Keane, Fairbank, Caddell, Zimering, and Bender, 1985 ). Unlortunately, for some traumatized
police officers, the diagnosis of PTSD has not been conferred due to a more professional preference toward
the more recognizable anxiety and affective disorders (Keane, Wolfe, and Taylor, 1987). Thus, a second
objective of this study was to examine the utility of the MMPI in detecting the symptoms of PTSD among this
sarple of 10--year veteran police hostage negotiators,

METHOD

Subjects. The subjects were 12 veteran hostage negotiators of a large, southeastern metropolitan police
department. This sample of subjects has responded an average of 54 times per year to a multitude of complex
situations inclusive of air and ship piracy hostage taking, ground hostage taking, barricaded individuals, and
suicidal individuals. Demographic characteristics are presented in Table 1. Data were collected during March
of 1989,

Procedure, All subjects were administered the 566 items of the MMPIL, Porm R; all iterns of the CPI; and
completed the Shipley Test, which provided a WAIS-equivalent intelligence score. A rank order of the
subjects was then developed by the staff police psychologist (principal investigator) and the negotiator
supervisor. A consensus rank order of negotiating competency was established on the first attempt. The rank
order of negotiating competency was based upon four factors: skill ability, emotional managerent, listening
ability, and consistency of negotiation performance.

The decision rule for PTSD was determined following the guidelines established by Keane, Malloy,
and Fairbank (1984). The diagnostic information available from the standard clinical and validity scales was
examined. A decision rule was then devised to identify PTSD subjects. Cutoff scores were caloulated:
FA66T), D (78 T), and Sc (79 7). Subjects with scores above these points were classified as PTSD by the
decision rule, and those with scores below this point were classified as NPTSD. Next, a special subscale of
the MMPI for identifying PTSD was developed. All MMPI items were submitted to chi-square analysis to
determine which items were endorsed differentially for PTSD. Forty-nine iterns produced chi-squares with
p values less than 001, and these iterns were then summed to produce a PTSD scale.'! The specific MMPI
iterns are provided in Appendix A. Inspection of the frequency distribution of PTSD scale scores indicated
that 30 was the optimal cutting score for identifying PTSD,

RESULTS

The means and standard deviations of the negotiator sample on the MMPI and CP! appear in Table 2
and Table 3, respectively. The mean profiles of the negotiator sample appear, respectively, in Figure 1 and
Figure 2. The Shipley Test produced a mean 1Q of 117 (8D=4.06), which places this sample of negotiators
in the intelligence classification of High Average (Wechsler, 1981). It can be seen that the group did not
produce clinical elevations (»>70 T} on the validity scales or on the clinical scales of the MMPL The highest
elevations of standard scores produced were on scales Ma {(M=63.58; §D=10.29), Pd (M=61.08, 8D=10.77},

The MMPI items that discriminated PTSD at the 001 level are as follows {items were endorsed as
true by the PTSD group except where designated by an asterisk ) 2%, 3%, 8% 15, 16, 22, 24, 31,

32, 33, 39,40, 43, 57%, 61, 67,72, 76, BE*_ 94,97, 104, 106, 107%, 114, 137*%, 139, 147, 152%,

156, 182, 217, 241, 286, 303, 314, 323, 326, 3346, 338, 339, 349, 3150, 358, 359, 366, 372, 376,

and 389,



and Mf (M=61.08; 8D=993). The CPI produced highest elevation of standard scores on scales Py (M=14.67,
SD=2.31), Sp (M=4025; SD=548), Do (M=3192; SD=665), and Sa (M=2258; 8D=3.75). As can be

proficiency was associated with scales Pt (p<.05). 8¢ (p<.05), PTSD {p< 05}, R {p< 01}, Es (p<01), O-H
{p<.05). Py {p<05). Fx (p<.05), Fe {p< .08}, and Shipley (p<.05). Neither age nor educational attainment
correlated significantly with scores on the MMPI, CPL, or Shipley. These results suggest that scores on
negotiator proficiency were, in part, a function of negotiator personality characteristics, a finding that has not
been previously reported elsewhere in the lterature.

These 10 variables (P, 8¢, PTSD, R, Bs, O-H, Py, Fx, Pe, and Shipley) were standardized into beta
weights and summed into a composite score, taking into account the sign of the original correlations. The
composite was then correlated with rank order. The beta weights are shown in Table 4. A multiple R of 837
{p<.001) was produced for the dependent variable of rank order of negotiator proficiency (Table 5). Neither
age nor education produced significant results. Creating a composite of the standardized variables is a more
conservative approach than the regression analysis given the small sample size.

A post hoc stepwise multiple regression analysis was conducted with all variables o determine how
much practical prediction was actually obtained. The results of this analysis indicated that three variables
produced a significant degree of predictability for rank order of negotiator proficiency. The three variables
of Py, Pa, and M{ were able to predict rank order as porirayed in Table 6.

D

SION

The findings of the present study that scales of the MMPL CP1, and the Shipley Test were robust when
applied to a sample of veteran police hostage negotiators appear 10 strengthen the rationale for using these
seales as an aid in screening for police officers applying for placernent on hostage negotiatoy teams. These
findings are of incressed specificity when compared with the earlior conclusions of Schlossberg (1980) whe
concluded that a profile of 2 hostage negotistor could not be developed.

According to the literature, there appears 1o be 2 goneral personalily profile of 3 hostage negotiator
{Getty and Elam, 1988, Ebert, 1986, Hibler, 1984, Strentz, 1984, Fuselier, 1988, and Gelbart, 1979 of those
police officers selected for tratning in hostage negotiations or who are presently hostage negotiators, but there
has not been any documented performance data associated with competency. The results of the present study
support the use of the MMPL CPL, and Shipley scales as one component in 2 broadly based soreening package
for police hostage negotiators, Findings from the rank order stepwise multiple regression analysis strongly
suggest that the function wasg efficient in discriminating specific and prediciable psychological characteristics
of effective police hostage negotiators. The factors Fx, Pa, and Mf were found to be predictive of the successful
and competent negotiator.  Correspondingly, Pt S, PTSD, B, Bs, O-H, Py, Fx. Fe, and Shipley can be
predictable factors in police hostage negotiator selection,

Behaviorally, our findings are descriptive of a successful and competent police negoliator possessing
numerous characieristics. Relevant behavioral concomitants predictive of the successhul hosiage negotiator
frustration appropriately, abstract and creative/imaginative problem solving, tolerant of ambigoily and

disorder, ability 1o determine how others think and feel, and the use of insight to either help or hurt others.

A final fssue that s of clinical relevance is the Bnding that this sample of longterm, often utitized,
and successful hostage negotiators were significantly symptom-free {as determined by the PTED seale of



Keane, Malloy, and Fairbank) of PTSD. Lack of significant levels of PTSD within this sample may be
suggestive of the proactive insulating processes against stress inherent in the personality characteristics
identified earlier in this study. A second alternative is this may be the result of immediate debriefing at the
scene following profound negotiation scenes, It appears that direct therapeutic exposure to the traumatic event
has been identified as the single most important treatment factor in PTSD (Keane, Zimering, and Caddell,
1985; Boudewyns and Shipley, 1983}, Whether exposure to the trauma is a requisite component to the
treatrment of PTSD in hostage negotiation remains empirically debatable. Horowitz, Marmar, Weiss, Dewitt,
and Rosenbaum (1984) have posited that exploratory actions by others that uncover debilitating affective
interpretations and responses are effective for individuals who are stable and focused toward healthy response.
As a logical extension, it appears that on-the-scene debriefings provide exploratory investigation of actions
and emotions, social support as an adaptive coping strategy (Sarason, Sarason, Potter, and Antoni, 1985), and
systematic desensitization and imagery that focus on the reduction of arousal to cues of traumatic conditioning
experience (Keane and Kaloupek, 1982},

In summary, the present study is the first to utilize a sample of successful police hostage negotiators,
This sample produced empirically derived criteria from the MMPI, CPI, and the Shipley Test that are predictive
of prospective hostage negotiators. A special subscale of the MMPI was utilized to rule out significant PTSD
among these highly successful veteran hostage negotiators. Several divergent alternatives were suggested to
explain this finding. It is evident that further replication of these exploratory findings is necessary due to the
stall sample size. Also, due to the significant amount of incomplete data for the Inwald Personalty Inventory
(IP1}, it was regrettably unavoidable that no statistical analysis could be derived. Therefore, it is evident that
further comparative research is warranted as other inventories——most notably the IPI-—may offer comparable,
if not superior, predictive accuracy than that of the MMPI, CPI, and Shipley when used with police hostage
negotiators. A third area of investigation could be directed at determining if the identified predictor variables
may also militate against hostage negotiators developing PTSD.
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Table 1

DEMOGRAPHIC CHARACTERISTICS

Race

White 6

Black 2

Latin 4
Sex

Male 19

Female 2
Mean Age 4159 Range: 32-45
Mean Education {years) 14.8 Range: 12-24
Mean Bxperience {vears) 102 Range: 415



Table 2

MEAN AND STANDARD DEVIATIONS

OF THE MMPI
Scale Mean Standard Deviation
L. 4700 5,74
B 51.00 6.34
K 5767 769
Hs 5367 1298
D 5358 1321
Hy 57.08 12.33
Pd 61.08 1077
| %41 61.08 993
Pa 5642 10.62
Pt 5588 1327
8¢ 5750 1072
Ma 63.58 10.29
Si 55778 703
A 49 67 5402
R 5300 683
MAS 46,83 1197
Bs 5725 6.8%
Re 51.67 605
Py 4708 878
On 55778 10449
b 5042 1042
RAWMAL 23.58 1.78
PTSD 875 485



Table 3

MEAN AND STANDARD DEVIATIONS

OF THE CPI
Scale Mean Standard Deviation
Do 3192 6.65
Cs 21.75 3.39
Sy 28.25 512
Sp 4025 548
Sa 22.58 378
Wh 3733 4,34
Re 30.08 3.58
8o 3592 312
Se 29.67 5.38
To 2350 4.80
i 18.25 6.68
Cm 27.00 7
Ac 3117 3.38
Ad 21.67 4 .40
le 4258 4.76
Py 14.67 2.31
Fx 10.33 4.79
Fe 16.75 328
Shipley 117.08 4.06
Age 4190 4.23
Bd 14.80 217
Rank 6.50 361



ZPT
0314

- 1947
- 3454
~1.0236
29704

- 2700
1821

- B729
- 2T
- 1193
- 1193
0314

zpy

~-1.5877
1.0104
5774
~ 2887
1443
- 2887
~1.5877
1.0104
1443
~1.1547
1.0103
1.0103

Table 4

COMPOSITE SCORES BETA WEIGHTS OF VARIABLES

zsc

~ 0466
- 466
- 6061
~1.2589
26576
3264
- 6061
-~ 6994
5129
~ 0466
5129
~ 6994

ZFX

~1.1128
5564
1.5996
1.1824
1391
~1.1128
- 2782
~ A869
~ 4869
~-1.3215
1.3910
-~ 0696

CORRELATED WITH RANK ORDER

ZPTsD

1.2899
~1.1867
A644
~ 9803
23218
~ 1548
- 7739
~ 5676
2850
0516

~ 15438
- 5676

ZFE
6862
- K387
9912
~1.1437
6862
5912
-~ 5337
- 8387
~ B387
1.9062
-« 8387
- D288

ZR

-~ 2926
- 2926
~1.3166
5852
1.9018
2926
~ 2926
~ 5852
5852
14629
-1.1703
~ 8774

ZSHIP

-~ 0206
-~ 2671
- 5137
9658
~1.2535
~1.7466
9658
4726
- 5137
- 5137
7192
1.7055

ZES
~1.6359
S815
5453
5453
~1.3450
~1.3450
9815
6907
- 4726
- 4726
5453
- 9818

ZOH

A519
2477
2477
- 7116
1.3033
1.9749
- 4238
A238
-~ 4238
4326

i

~1.9589

A238

i



Table 5

MULTIPLE REGRESSION ANALYSIS AS A
FUNCTION OF RANK ORDER

Entry Order R R? Beta F df
Rank Order 8367 7001 8367 23.34%% 1, 10
** 5 001
Table 6

STEPWISE MULTIPLE REGRESSION ANALYSIS
Entry Order R gﬁ Beta F df
Fy 6313 3986 - 1.0960 6.63%* 1. 10
Pa 8077 5524 5633 §.44% 2,9
Mi 9257 8568 - 5552 15.96* 38
* pe01
Fhge 001



APPENDIX 1

MMPI PTSD SUBSCALE!

All iterns are endorsed as true except where designated by an asterisk, which indicates the item as being

answered as false.

z*
3?&
gﬁlﬂ
15
16
22
24
31
32
33
39
440
43
57%
61
67
72
76
g8*
94
97
104
106
107+
P14
137%
139
147
152%
156
182
217
241
286
303
314
323
326
336
338

- I have a good appetite.

- I wake up fresh and rested most mornings.

- My daily life is full of things that keep me interested.

- Once in a while I think of things too bad to talk about.

- 1 am sure | get a raw deal from life,

- At times | have fits of laughing and crying that | cannot control.

- No one seems to understand me,

- I have nightmares every few nights,

- I find it hard to keep my mind on a task or job.

- I have had very peculiar and strange experiences.

- At times | feel like smashing things,

- Most any time I would rather sit and daydream than to do anything else.
- My sleep is fithul and disturbed.

- Pam a good mixer.

- 1 have not lived the right kind of life.

- I wish I could be as happy as others seem to be.

- [ am troubled by discomfort in the pit of my stomach every few days or oftener.
- Most of the time | feel blue,

- 1 usually feel that life is worthwhile.

- I do many things | regret afterwards (I regret things more or more often than others seem to).

- At times I have a strong urge to do something harmful or shocking.

- I don’t seem to care what happens to me.

o Much of the time I feel as if | have done something wrong or evil.

- 1 am happy mest of the time.

- Often 1 feel as if there were a tight band about my head.

- I believe that my home life is as pleasant as that of most people | know.

e Sometiroes I feel as if I must injure either myself or others.

= I have often lost out on things because I couldn’t make up my mind soon enough.
= Most nights 1 go to sleep without thoughts or ideas bothering me.

o I have had periods in which 1 carried on activities without knowing later what I had been doing,.

- I am afraid of losing my mind.

e I frequently find mysell worrying about something,

- I dream frequently about things that are best kept to myself.

- I am never happier than when alone,

- Fam so touchy on some subjects that | can’t talk about them.

- Once in a while | think of things too bad to talk about,

- I have had peculiar and strange experiences.

- At times | have had fits of laughing and crying that [ cannot control.
- I easily become impatient with people.

- I have certainly had more than my share of things to worry about.

Keane, T. M., P. F. Malloy, and J. A. Fairbank. (1984). Empirical development of an MMPI
subscale for the assessment of combat-related post—traumatic stress disorder. Journal of
Consulting and Clinical Psychology, 52, 888891
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339
349
350
358
359
366
32
376
389

Most of the time | wish | were dead.

{ have strange and peculiar thoughts,

I hear strange things when I am alone.

Bad words, often terrible words, come into my mind and I cannot get rid of them,
Sometimes some unimportant thought will run through my mind and bother me for days.
Even when I am with people 1 feel lonely rouch of the time.

I have sometimes felt that difficulties were piling up so high that I could not overcome them.
1t makes me feel like a failure when 1 hear of the success of someone | know mysell.
Whenever possible 1 avoid being in a crowd.

13
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THE CHAPLAIN'S ROLE IN CRITICAL INCIDENT RESPONSE: AN OVERVIEW

Gary L. Benjestorf
ABSTRACT

The police chaplain of the past held a ceremonial role in the agency served. Agencies have
discovered a far greater use for chaplaincy service and thus the role of chaplain has expanded.
This paper presents an overview of this evolutionary process to the involvement of chaplains
in critical incident response.

Historically, law enforcement administrators have called upon area ministers to help out in those
occasions where protocol would seem (o demand an appropriate prayer. The opening of new facilities, a
retirerent dinner, an awards banquet and the annual Police Officers Memorial Day would be chosen as times
to feature a chaplain,

There has been reluctance on the part of law enforcement administrators to go further in the use of
the chaplaincy. Part of the difficulty would certainly lie in the lack of awareness on the part of the department
as to what a chaplain could do. Administrators would be more apt to worry about a chaplain becoming
involved in labor relations or that the chaplain would disturb the routine of the depariment. Concerns about
officers’ reactions and fears of the chaplain collaring officers and forcing scriptures down their throats and the
ideas that perhaps the chaplain would be out of touch with the real world have probably been thoughts of many
department heads.

Gradually, however, departroents have seen the chaplainey as a much more valuable resource than 2
formal evenis guest. Chaplaincies have expanded to offer marriage and family counseling and academy
instruction in the areas of ethics, stress, and the police family. Chaplains enlist the help of other professionals
to host seminars on issues ranging from family communications to financial planning. They are frequently
called upon to perform weddings and conduct funerals and memorials.

This evolutionary growth was not accidental. Agencies have begun 1o see that their worst fears about
chaplains have gone unrealized, and positive benefit has taken its place. They have received substantial
positive feedback from officers in the field through exposure as chaplains frequently ride-along and become
part of agency events. They observe the chaplain and conclude that he is a real person, and the word "God"
that they had imagined to be stenciled on the chaplain’s forehead begins to fade.

The care of the chaplain and his corps of volunteers extends beyond the perfunctory to traumatic
evenis and helps in practical ways. Perhaps it is the maid service provided to a family while the officer's dad
had a prolonged illness, perhaps the meals organized with help from the wives’ clubs when a police officer was
killed. There is the case of the records clerk who had a stroke on the job and later died. The chaplain worked
with the family through a decision to terminate life support, the grieving process, and the funeral. He then held
a debriefing in the division where she had worked.

Consider the case of Officer JR. His 13-year-old son fell off his skateboard, hit his head on a curb,
and lapsed into a coma. The coma lasted for many months. On first contact with Officer JR., the chaplain
received the "thanks for your concern and maybe I'll call” kind of response. Respecting J.R’s feelings, the
chaplain quietly and gently followed up. First, the chaplain contacted 1R.'s wife, who was most receptive of
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the support. Some meals were arranged from throughout the department and specifically JRs division,
Another low-key response to LR, by the chaplain was made, and J R. began to talk and share his feelings and
fears about the incident. His son was moved to another city for care. The chaplain assisted the Widows and
Orphans Fund in a fund raiser to help cover the medical expenses not covered by the family’s health insurance.
Upon learning of the boy’s move to yet another facility and a need for a place to park a trailer on visits,
arrangements were made for parking at the county sheriff’s department parking lot just a block away from the
hospital.

Perhaps the most dramatic development in chaplaincy service has been the involvement of chaplains
as teamn members in critical incident response teams. When we deal with a critical incident response, we
recognize that the incident could be an officer involved in a fatal accident or a hornicide scene that is
particularly disturbing. It could be that he has been shot at or has dealt with the death of a child. A plane

crash or other community disaster would certainly qualify as a critical incident,

The important thing to remember is that what is shocking 1o one might not be shocking to another.
The critical event is the one that challenges the officer’s ability to cope with its effects. His normal coping
mechanisms are not prepared or equipped to deal with what he sees or feels.

The chaplain addresses a number of needs that officers face at a time of critical incident. While,
admittedly, there have been a number of advances made into the understanding of the physiological and
psychological happenings involved in a critical incident response, chaplains have been dealing with many of
its symptoms and, thus, its causes for some time. Grief, guilt, anger, and depression have been around for a
long time. Having additional training in law enforcement needs is certainly required. There would seem to
be few clergymen truly equipped to deal with law enforcement problems without an understanding of the law
enforcement profession and the people who choose that profession as a life’s work.

Effectively addressing the needs of an officer in a time of crisis takes, I believe, a whole~body
approach to healing. Using the trichotomous model, | would suggest that support be addressed to the body,
soul, and spirit. There are physical needs to be met and certainly needs that involve the psyche and the spirit.
Thus, a team effort is needed. The chaplain helps with some peripheral issues as well as spiritual concerns.
He further can coordinate the efforts of other helpers. The peer supporter follows up as a trained observer, and
the psychologist makes evaluations and suggestions for follow-up.

The chaplain’s role begins far before the emergency call. As stated, relationships with all department
personnel already established through ride—alongs, through meetings for coffee, briefings, and visibility at
special events,

To illusirate a chaplain’s role in critical incident response, let us select a mwodel that would put an
officer involved in a shooting when the suspect has been killed. When the call comes, the immediate response
for the on-call chaplain is go to the station. The scene is 3 far too cluttered and traumatic place for
meaningful work to be done. A predesigned office is used as an interview room. The traditional place of
suspect interviews in the detective division is NEVER, EVER UBED.

The "shooting team,” comprised of a homicide detective, internal alffairs investigator, district attorney
investigator, the officer and his designated union representative, has been called. While this team is being
assembled and the stream of supervisors and other officers arrive, the homicide supervisors are notified that
the chaplain is available and that be is doing an initial interview. In this interview, the chaplain is careful not
o contaminate the investigation in any way by talking about the event or prompting responses or making
judgments, ete. The purpose of the interview i3 to reacquaint the officer with the process that is taking place,
He is usually not ready to talk about his needs vet anyway, as many things are going through his mind
concerning the staternent that he is about to make. The numbing shock is still there, but he is generally
worried about remembering all of the facts of the incident and can feel some of the pressure of being confused



on some issues that were incidental to the shooting. He might not even remember how many shots were fired
and may feel fearful about not being considered professional or capable enough of an officer.

The issues are many in number and cannot be listed completely here. The chaplain reassures the
officer by letting him know the purpose of his interview that is ahead, and also what the expectations are and
what they are not. He is reassured that here is support and that folks around him care about him and are
concerned about his welfare. Often, with the officer’s approval, a praver is offered.

His union representative is then called in and reaffirms that he is there 1o support the officer and his
rights, and that this part of the investigation is not an internal affairs investigation into his conduct but rather
a completion of the statement of facts to be presented in court in the criminal proceedings against the suspect.

After the interview with the shooting tearn, the officer is then advised by his supervisor that he has
five days off with pay and that he is not being punished. Another service weapon is issued to him as a
reassurance that he is okay and part of the family,

The chaplain then briefly asks the officer to discuss how he feels about the incident. We have come
to believe that an officer is unable to have a clear feeling about what is going on in his own life for 24 bours
or so. This is often the case; however, many times | have observed officers clearly being able to articulate their
feelings as soon as one hour after the event. In the safety of the nonjudgmental environment of the interview
roorm with the chaplain, one officer said to me, " know what vou said at the academy about the moral
implications of the shooting, but | feel shaky inside. 1 do not know if s my faith or not. Will you tell me
that part again?" This leads me to believe that even though what might be considered the most meaningful
therapy comes later, good work can be done very shortly after the event.

The interview continues by advising the officer of some of the things that can happen after a shooting
has taken place. He is advised of the various symptoms that have been developed and that have been
experienced by other people, and he is reassured that this is part of the process of his body and mind trying
to deal with the events at hand. He is given a brochure outlining the effects of postiraumatic stress for later
review. The department psychologist is given a warm and frm recommendation in order 1o reassure the
officer that this unknown psychologist is not going to give him a fitness—for-duty evaluation or possibly
damage his career in some way, but will merely try to make sure that he is okay with the shooting itself.

The department psychologist has a most difficult job. Without knowing the officer, he is required,
sometimes in only one visil, to determine what follow-up is needed. Most law enforcement budgets do not
allow for nearly enough time to follow up in a comprehensive treatment plan.

it is extremely helpful to the officer and therapist if there is some knowledge of each other prior 1o
the incident. That is why it is recommended that the psychologist volunteer his time for ride~alongs. During
a ride~along, walls are broken down and a trust is established as the officer sees a real person capable of
dealing with his problems.

Since effective and consistent follow-up are tantamount to a good treatment plan, the psychologist,

chaplain, and peer support team must work together, with the clear support of administration, with 2 well-
organized treatment plan.

Very soon alter the incident, the chaplain visits the officer’s family. The family is advised of some
of the things that the officer might be feeling and that they might see and experience. If the family is a strong
one, the support the officer receives is irreplaceable, and chances are they have been practicing good family
support skills to begin with,

All too often, however, an event like this happens in a family that is not as strong as it could be and
it seems to pull the family together for a brief time in order to help the officer. But if the family is
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dysfunctional for other reasons, the shooting can complicate matiers, and family therapy is very much
recommended. Whatever the case, the family can provide valuable insight a5 to how everyone is doing with
the event.

The chaplain, through this process, provides support for issues of personal faith. The officer usually
has one kind of faith, whether active or not. The officer will deal with the ethical and moral implications of
the shooting. He can deal with guilt, anger, or fear. If he has a chaplaincy~trained clergyman available he
can deal with the possibility that he doesn't feel bad and thinks that he should.

The chaplain addresses the needs of the spirit when, at a time of crisis, the officer is brought into
confrontation with his own mortality. The officer often has questions about his own destiny or his dwelling
on eternal issues. As one officer wrote recently, "2 stress avalanche occurs because of the guill the shooter
carries around with him. Believe me when | say there is guilt, As misplaced as you may think it is, guilt
rides heavily with the officer involved with a2 shooting, "Thou shalt not kil is 2 maxim taught from the orib.
Regardless of the legal definition of justifiable homicide, there is always “well, maybe 1 did screw up,” in the
background” (Call Box, 1989},

Then there are those who have strong~to-mild religious convictions who would be afraid 1o discuss
those issues with the psychologist for fear of being thought foolish or in other ways discounted. Fortunately,
there is beginning o be a change in the minds of many psychologists as it pertains to a person’s personal faith,

The need for support in these cases is well documented, and helpers who respond and demonsteate
a truly caring spirit are providing something called "ministry of presence.” Through all of this process, the
clergy stand as a symbol of caring. The chaplain is more than a person offering a heartfelt prayer. He is also
someone sensitive to the person’s needs and provides practical humanitarian concern and interest.

Finally, in a shooting situation, the chaplain contacts, and follows up with, officers on the perimeter
of the incident. The ones who didn’t shoot need care as well as the officer who did. In my own personal
experience as a deputy sheriff with San Joaguin County, California, 1 can recall very vividly an event of not
shooting when my partner did. For years [ always felt compelled to answer guestions that weren't being
asked. Questions like, "Why not? Were you going to7 Was it rightecus?”

In a recent shootling where one of our officers was killed in 2 barricaded subject situation, follow-up
was made with some 45 officers, some of whom were patrolling on the other side of the county. This just
amplifies the need for a chaplaincy service with a corps of volunteers able to extend themselves in emotional
and spiritual debriefings during a problem of this magnitude.

Whatever the critical incident may be, it is clear to this observer that a tearn effort is badly needed.
it is clear that the officer needs an administrator who is sensitive o his needs and clearly understands the
officer’s situation and is able to communicate that concern o him. The officer needs peers who are educated
to defeat the "suck 1t up and go syndrome” and support one another. He needs chaplains and psychologists
who understand the dynamics of police work as well as oritical incident response; then maybe we can see
officers healed and productive once again.

Unfortunately, police depariments do not have the resources necessary o follow up on officers as
much a5 is needed.  Since many chaplaincies operate at no cost or little cost 1o the agencies involved,
chaplaincies become an integral part of the law enforcement family, But whatever the case, law enforcement
administrators have agreed that a department that operates withou! g departmental chaplain and psychologist

is one that is not adequately equipped to deal with 2 critical incident.
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Richard A, Blak,

ACT

Law enforcement professionals have become increasingly aware of the disabilitating effects
on officers’ lives following traumatic or acutely stressful events. Haperience has taught us
that the psychological, spiritual, and physical damage that follow often 15 cumulative in
nature and may take years to manifest in frank symptomatology. In an attempt at secondary
intervention, many of us have taken our clinical skills to those touched and injured by the
trauma soon after that rauma. The appropriate approach is psychoeducational in nature and
has evolved from the early work of Reiser, Roberts, Stratton, and others on the Postshooting
Syndrome. "Critical incidents” now include & range of human traumsa from shootings to
plane crashes, infant deaths, search and rescue operations, SWAT actions, mass homicides,
ete. This paper will present 2 model for Critical Incident Debriefing It is 2 working
dynamic mode! based vpon 15 years’ experience during which 2,000 individuals involved
in 2635 separate critical events have been "reated.” The model will offer rationale, theoretical
underpinnings, and pragmatic recommendations for the elements and processing of such
debriefings.

The study of psychological stress and its psychological effects on human functioning has been ever
expanding since the ploneering work of Hans 8elye. The relationships between stress and emotional disorders,
disease entities, medical syndromes, work performance, family dynamics, orsanizational effectiveness, and
quality of life have been explored by social and medical scientists in 2 multitude of ways. This research has
been invaluable to those of us who provide clinical services 1o those men and women who have chosen careers
with a high exposure to the risks of stress reactions.

It is generally accepted that law enforcement personnel, fire fighters, paramedics, and the like expose
themselves to stressful events to a higher degree than most other professions. The negative effects of stress are
well known to most of us, if not on a cognitive level, certainly on an experiential level. Intense or acute stress
reactions often follow a critical incident. In defining oritical incident, Mitchell (Mitchell & Resnick, 1931
has focused on the response side of human functioning: "A Critical Incident is any situation faced by
emergency personnel that causes them to experience strong emotional reactions which have the potential to
interfere with thelr ability to function either at the scene or later”

It would appear that certain tragic events are so dramatic, shocking, or disturbing to our collective
psyches that we agree that they are stressful and therefore critical incidents. Those, of course, include natural
disasters, multiple fatalities and/or injuries, shootings or near shootings, prolonged search and rescue
operations, and death or serious injury to a lellow officer. Much of the early work in this area evolved out
of the work of Dr. Martin Reiser, Los Angeles Police Department; Dr. John Stratton, Los Angeles Sheriffs
Department; and Dr. Michael Roberts, San Jose Police Department, who were among the first to identify the
Postshooting Syndrome,

A significant powerful contribution 1o this area of investigation came from our colleagues who have
worked with Vietnam era veterans who suffered from what became known as Postiraumatic Stress Disorder
(PTED). Not only did we as a nation learn how we had scarred ourselves physically and emotionally, we
learned more about the dramatic curnulative effects of stress. In general, we learned that the more frequently
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an individual experienced threat 1o his physical and psychological integrity, the more likely he would be
injured and damaged psychologically. And while it is estimated that only 4% to 10% of those who experience
a critical incident develop a full-fledged PTSD, it has been my experience over 15 years of clinical practice

specializing in the law enforcement area, that 90% of personnel exposed to critical incidents experience some
emotional, physical, or psychological reaction to that exposure.

1 believe that critical incident stress debriefing (CISD} in its many forms and variations came out of
the experience of clinicians and healers who typically "caught the bodies downstream.” In an attempt at
secondary intervention (I believe education and training are primary interventions), CISD was developed by
a number of professionals who were acutely aware of the painful toll stressful events exact from the
professional helpers of our world, We came from various disciplines: Police psychologists, emergency health
service professionals, other public salety support personnel, and chaplains. Our common goal was to take care
of our brothers and sisters who had been injured by their exposure o stressful events,

In a pragmatic way, CISDs are conducted as a prophylactic] Le., we wish to minimize the agi
effect of the stressful event upon our officers. We want the participants in such stressful events to see their
reactions as normal responses to abnormal situations. That is to say, when an officer engages in a shooting,
or works feverishly to save an injured victim, or pulls bodies out of wrecked autornobiles or planes, or
retrieves the body of a child, or witnesses a colleague’s death, he is going to experience some major disruptions
in his biology, his cognitions, his belief systems, and his emotionality. These disruptions may result in an
acute transient stress reaction or they may accumulate to accelerate the wear and tear on the body and psyche
of the officer. Traditionally, officers have been taught to stuff their feelings and deny their hurt. The CISD
allows the affected officers to recognize and cope more effectively with their reactions.

i T ¢

A CISD

It has been my experience that CISDs should be conducted within 72 hours of the incident in question.
The rationale is based upon two issues. First, if the CI required mobilization of many personnel from different
areas and sectors, it becomes increasingly difficult to get them all together again. Second, the immediate effects
of stress reactions will already have been experienced by participants in the CI, and it is critical that they be
educated as to the nature and implication of those reactions. A related issue has to do with the reinforcement
of individual coping skills and the collective power of the group in terms of the healing process. The CISDs
promote the reaffirmation of the "family” and the unity of the group.

AL

Various agencies define the need for CISDs according to their need and experience. The following
is a suggested set of criteria that has been established at Yosemite National Park under the direction of myself
and LR, Tomasavic, EMS Coordinator. Please note that the National Park Service commissioned Rangers are
peace officers, and fire fighters, and many are certified EMTs.

T would urge each agency or jurisdiction to set policy as to the parameters and criteria for establishing
CISDs. In some instances the cogent motivation is the avoidance of vicarious liability issues; i.e., sending an

officer back to work after experiencing a critical incident when he/she is not psychologically fit to perform
safely and effectively a8 a peace officer,
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*1. Violent death of a fellow worker in the line of duty.
*2. Taking a life in the line of duty.

3 Shooting someone in the line of duty.

*4. Suicide of a fellow worker.

5. Violent or traumatic injury fo a fellow worker.

6. Responding to and/or handling of infant mortality.

7. Responding to and/or handling multiple fatalities.

g. Responding to and/or handling a prolonged rescue operation in which victims expire.
9. Responding to and/or handling a barricaded suspect.

10, Responding to and/or handling a hostage taking and negotiation.

i1 A SET Team (aka SWAT, Tactical Units, etc.) operation where dangers present.
12, Observing an act of corruption, bribery, or other illegal activity by a fellow worker.
13 Suspension and/or threat of dismissal,

4. Structural Hashover and shelter deployment.

*Indicates high priority for removing personnel from the scene.

WHO PARTICIPATES

Drawing again from the family system model, we believe that virtually all involved personnel should
be a part of a CISD, particularly if the magnitude of the CI dictates a major event for the agency. Our first

attention often goes to those in the thick of the action, but peripheral and support personnel are often deeply
affected by the CL

1 typically insist that dispatchers particularly are part of the process, for they are the link that ensures
cohesion of the operation in the first instance. Other support personnel such as officers on the perimeter of
the scene are certainly part of the team and may have as serious a stress reaction as those at center stage. In

fact, at times observers who cannot react directly to the threat to others experience significant anxieties and
frustration.

Representatives from the command level demonstrate their sensitivities to the pain and anguish of their
troops by their presence at a CISD. Itisan ﬁzppwmm&y to focus on the human side of enterprise and recognize
the psychological and spiritual parts of their family. V
hurts,

hen one member of a family hurts, the whole family

Although CISDs flow through stages, it has been my experience with 265 separate critical incidents
in which more than 2,000 individuals have been "treated,” that the demarcation of these stages is flexible and
elastic. Dr. Jeffrey Mitchell has formulated these stages.

- performed shortly after the Cl, a spontaneous sharing of feelings, support,
and ventilation; not a part of the formal CISD,

-~ mental health professional explains his role and sets the ground rules,
issue of confidentiality is addressed; prohibition of critiquing the incident from a functional
point of view (that's another forum).
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Fact phase -~ elicitation of content and {acts about the personnel involved and the nature of
the call.

Feeling phase - elicitation of feelings associated with the CI and related experience.

Syroptom phase - description, education, and elaboration of participants’ emotional, physical,
and cognitive reactions.

Teaching pha

> - discussion of siress response syndrome.

Reentry phase ~ wrapping up loose ends and returning to duty when fit,

Follow-up phase ~ may be conducted several weeks or months after the original CL

Dr. Mitchell’s model identifies the important components of 2 CISD. My approach is 1o facilitate the
telling of one’s story, Le., the participants all have a story 10 tell of how the Cl was experienced by them.
There is no right version or one way to tell the story. At times, misperceptions or events perceived out of
chronological or temporal order will be more accurately placed within the cognitive framework of the
personnel involved. ldeally the assembled participants as a group should have the answers 1o most factual
questions. As we know, under sitress incoming data are typically subjected to partial or distracted attention
and therefore are prone to distortion. In addition, those who experience strong emotions during the €1 will
have experienced the C1 through a particular set of filters.

Once the atmosphere of trust and support is set, it has been my experience that participants tell their
story and in so doing ventilate feelings that may include: frustration and anger, grief, depression, guilt,
vulnerability, general anxiety, existentialist anxiety, and feelings of inadequacy.

Often the CI will provide a catalyst for previously repressed or suppressed feelings or conflicts that
may be related or unrelated to the job. It is not unusual that the sights, smells, and sounds of a current
will take individuals back to earlier memories of violence, death, and destruction. For example, the sound
of a helicopter often resensitizes an officer to his experience in Vietnam; having to use deadly force will
certainly remind an officer of any previous similar episodes; and investigating violent injuries to a child most
undoubtedly impacts the officer who has children of his own. It is important that participants of the CISD
come to know the authenticity of their emotional reactions. The group dynamics allow for the granting of
permission for one to the other to put into words their inner experience without embarrassment or fear of
ridicule,

CISD F ITATORS

It is very umportant to conduct a CISD with a sense of cohesion and professionalism and with 2 leader
or facilitator who has specific training as a mental health practitioner. Ideally he/she would have first—hand
knowledge of the specific agency in need or at least a working knowledge of what that agency does. It is also
my opinion that the facilitator should go 1o the scene of the incident or some close proximity. From the point
of view of putting onesell in that environment, | have eropathized more accurately with others’ reactions o Cls.

Beyond relying on personal charisma, the facilitator should be well-schooled and grounded in the
symptomatology and presenting complaints of those psychologically injured by Cls. This suggests that the
facilitator have some basic clinical experience treating stress reactions, particularly PTSD, and emotional illness
in general. The appropriateness of a referral 10 a tertiary intervention such as intense psychotherapy is best
addressed by a professional in the mental health field
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RISTICS ¢

physical and psychological "security”

attachment to others who are perceived to be concerned with the individual's growth, development,
and survival

alfiliation with a normative group, which provides clear definitions of rules, reinforcements, and status
opportunities for intimacy with others

opportunities for experiencing mastery in an environment of support and acceptance regarding
relatively complex issues

reinforcement of coherent meaning structures, which relate to the developing self, the social group,
and the physical environment

{Adapted from Leonard S. Zegan, 1982)

COMMON

During the process of CI8Ds, there are a number of common issues that emerge as the affected officers
tell their stories:

distress regarding vulnerability and relative powerlessness

distress regarding threatened loss of control {leads to isolation)

distress regarding feelings of responsibility (leads to guilt)

fear of repetitions (leads to hypervigilance)

depressions and reactions to loss (leads to numbness)

distress regarding aggressive impulses (particularly in shootings)
emotional lability (may include startle response)

anger or even rage toward victims, onlookers, media, administration, etc.
questioning of career choice and professional identification

reaffirmation of one’s professional and individual efficacy and competence

#® oW H OB ¥ ¥ ¥ % #® #

FOLLOW-

During the debriefing, certain individuals will be identified who may require follow-up care from
a mental health professional. Every effort should be made to transition those individuals from the CISD mode
to a more classic treatment mode. If the facilitator has an ongoing professional relationship with the agency,
this transition can be processed relatively easily. M this is not the case, the access to treatment should be
provided through EAPs or other organizational mental health programs. Risk managers or other personnel
responsible for Workmans’ Compensation programs will be the people to contact and authorize treatment. The
former approach appears to have the advantage in regards to confidentiality issves.

For mental health professionals who provide services to the organization or agency involved in the
CL, it is important to provide a presence at CISDs even though they may not be actual facilitators or group
leaders. Again the link between the CISD and follow-up care ideally should be clear and manageable,

In the case of individual or small group CI8D's (eg., one fo three officers involved in a shooting,
single officer major injury, etc.}. 1 typically follow up with a telephone call 1o the officer’s home and speak
1o the spouse or significant other. These support people often are very solid sources of data and in addition
they are provided with reinforcement in regards to their involvement in the recovery of the injured officer.
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Either during the CISD session or the follow—up session, I recommend to the affected officer that upon
returning to duty, he physically place himself at the scene of the CI. The rationale for this is twofold. First,
it allows the officer to reinforce his mastery of the emotional reaction to the CI. Contraindicators include an
intense phobic reaction as part of the clinical picture. In almost every case of a postiraumatic reaction, the
affected officer has feared that "it would happen again” in some form. [ advise the officer 1o place himself at
the scene and allow whatever emotions and cognitions to bubble up and experience them. Second, it has been
my clinical experience that some officers unconsciously avoid the CI scene, which creates a potential
interference in safely and effectively performing their duties. I recall very clearly one officer making a car stop
immediately in front of a residence where he shot a suspect a mere three nights before. Based upon state-
dependent learning theory, we know that rearousal of strong emotions often elicit the stereotypic behaviors
involved in the highly charged critical incidents. An illustrative case in point involved a California Highway
Patrol officer who was involved in a nonfatal shooting. Three weeks later he was involved in a high-speed
pursuit that ended when the suspect’s car engine burnt out.  As the suspect lowered the tinted window, the
officer, who had his service weapon at the ready, "Hlashed back” to the face of the earlier shooting victim and
came very close fo "dropping the hammer” | believe this to be a result of reexperiencing a strong arousal state.

CLOSURE

Depending on the magnitude of the CI and the number of personnel involved, the official CISD will
typically run two to five hours. 1t bas been my experience that organizations new to CISDs require additional
time, as old business often becomes part of the process. Once the officers are familiar with the process, it tends
to flow with relative ease. Not that all feelings and cognitions are easy to process, but the nature of the process
provides a sense of security and support.

As the stories are told and the feelings disclosed, the facilitator should note which participants have
chosen not to share with the group. An invitation or gentle encouragement to do so typically elicits
verbalizations from those who have hesitated, If an individual strenuously objects to sharing, he should be
treated as someone who has the right to his own reactions and adaptations. As a way of formal closure, |
typically present this message: "There is no ‘right’ way to close this session, but this feels like the time. If
anyone has anything they want to put out there, this is the time to do so.” Typically there are further "letting
go" sharings.

Alter any additional sharing, I offer my personal reactions to the experience. It is typically an
emotional experience for me, and unlike individual psychotherapy, 1 believe it is appropriate o provide
feedback to the group in regards to my reactions to their experience. It provides a way to sum up and
synthesize the major elements of the CISD. In this process I do not believe it is troublesome to entertain the
issues of transference and countertransference.

Closure is important in the sense it allows the personnel to get back in service with the feeling that
the healing process has begun and they are ready for the next set of challenges.

it is also advisable to announce that the mental health professional will remain at the CISD site to
consult with any officers who wish to explore individual issues that they believe require a one-on-one
dinlogue,

VARIATIONS ON

THEMIE

Cls involving one officer are, of course, managed much like a psychotherapy session in regards to the
processing of feelings and cognitions, educationsl process, and the identification and assessment of the
traumnatic impact of the CI. When the CI involves more than one officer but less than 12, the CISD begins as
a group process with a fact phase and the educational phase, which includes o description of stress reactions



and symptoms, and the feeling phase follows. Following the closure of these issues, officers meet with the
mental health professional to address individual concerns and to allow for the assessment of the impact of the
1 on that particular officer. This involves a real pragmatic issue, since most agencies authorize administrative
feave of at least three days for those officers involved in Cls,

1f the number of involved personnel exceeds 12 and adequate numbers of debriefers are available, the
larger group is split into smaller groups of 6 1o 12 officers, where further processing of feelings occur.
Depending on the magnitude of the C1, those spin-off groups may be comprised of naturally defined entities,
For example, major Cls typically involve multiple agencies so that EMTs may comprise one district component,
SWAT personnel another unit, dispatchers another, perimeter personnel and support personnel another,
coroner's office personnel another, and so on. At other times it might be advisable to combine groups,
depending upon the issues that arose during the CI in regards to mutual aid and coordination of efforts, etc.
These issues may, in fact, be a major source of stress for the personnel involved. This aspect of CISDs
certainly is more art than science and requires adroit coordination when dealing with major Cls.

CONCLUSIONS

The evolution and refinement of the CISD comes with experience, and after one has conducted the
hundredth or so, one finally begins to fully appreciate what the work is about. That is not to say we ought
to prohibit ourselves from taking the responsibility of leading a CISD if we possess solid clinical skills and
an authentic caring for others. In addition, it is important to learn from each other. In that regard, conducting
CISDs requires networking with health professionals who have had this unique and specialized training and/or
experience. If you become aware of a CI in your jurisdiction or community, contact the appropriate agency
and offer your help. Perhaps you will be fortunate enough to care for others and learn valuable clinical
lessons.
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THE EFFECTIVENESS OF BRIEF PSYCHOLOGICAL INTERVENTIONS
W POLICE OFFICERS AFTER CRITICAL INCIDENTS

Mancy Bohl, PRD.

ABSTRACT

The long-term effectiveness of brief psychological interventions in police officers who have
been involved in critical incidents was assessed. Three months after the critical incident, two
groups that were similar with respect to age, number of years worked, and number of prior
incidents were compared: Officers who had been treated within 24 hours after the incident
and officers who had not been treated at all. On formal, written tests, the treated group was
significantly less depressed (p < .001) and angry (p < .02) than the untreated group; also
the treated group reported significantly fewer stress—related symptoms (p < .001) than the
untreated group. The two groups did not differ significantly on a measure of anxiety.
Overall, the data provided evidence for the effectiveness of brief interventions in police
officers. It is suggested that treatment programs be mandatory for all officers involved in
critical incidents.

INTRODUCTION

A major hazard involved in being a police officer is the possibility of being involved in traumatic or
critical incidents, incidents in which human lives are lost and/or serious injuries are witnessed. Involvement
in such episodes is highly stressful (Stratton, 1984). It is not simply that stress symptoms occur but that they
may appear with a long time delay. Specific symptoms include guilt, anxiety, depression, sleep disturbances,
flashbacks, and excessive anger (Blak, 1986; Nielson, 1986; Reiser & Geiger, 1984, Stratton, 1984).

The effects of these stress symptoms can be devastating, both at a personal and a professional level
(Blak, 1986). Therefore, there is considerable interest (Mitchell, 1986b) in finding ways to prevent, or, at
the very least, alleviate the symptoms. A promising approach that has been adopted by some police
departments is to have individuals who were involved in a critical incident be seen by a psychologist some
time during the first 48 hours after the incident. Psychologists call these treatments "brief interventions”
because, typically, the individual is seen only once and for a relatively short period of time (1 to 2 hours).

Although the approach may vary somewhat from program to program, brief interventions share certain
characteristics. First, the individual is encouraged to ventilate the strong feelings aroused by the incident.
Second, he or she is reassured about the normality of the strong feelings aroused by the incident. Third, the
person is warned that some symptoms will have a delayed occurrence. Fourth, an attempt is made to help the
individual to assimilate the experience and to see it in context (Mitchell, 1986a).

The important point to note about brief intervention programs is that they are all relatively new. Most
have been in use for five years or less. While there is much enthusiasm about their potential usefulness, there
is little in the way of real data to show that brief interventions actually work., There have been several
published reports (Mantell, 1986; McMains, 1986a; Somodevilla, 1986) in which success was claimed for
some particular program. Unfortunately, all of these reports are preliminary only. They cannot be regarded
as definitive. One reason is that these are reports that contain no actual test data. Success has been claimed
on the basis of an apparent reduction in the incidence of stress-related problems (e.g., quitting after a
traumatic incident). Another and even more important reason is that statistical comparisons have not been
made between a treated group and an untreated control group. In the absence of such comparisons, it is not
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clear that the reported changes would not have occurred anyway. Thus, the issue of bow helpful these brief
intervention programs are has not been adequately addressed.

The study reported here was designed to yield more delinitive information, A brief intervention,
1-1/2 hours in length, was given within 24 hours after a critical incident to one group of police officers but
not to another group. To determine whether the intervention was successful in reducing the severity of
symptoms, formal tests were administered to both groups. The specific variables assessed were anger, anxiety,
depression, and stress symptoms. Because, as already noted, the appearance of symptoms may be delayed by
several months, the decision was made to evaluate the long-term effects of the treatment by testing both groups
of participanis three months after the critical incident,

METHOD

Participants

Participants were 71 male police officers between the ages of 21 and 49 years, drawn from the Inland
Empire area of southern California, Al participants had been involved in a critical incident three months
previously. Specifically, the participant met one of the following criteria (from Mitchell, 1986b; Stratton,
1984): He had been wounded; had killed or wounded a suspect; had seen another police officer injured or
killed; had been at the scene of o fatal car crash or other disaster; bad narrowly escaped death; had accidentally
shot another individual; had seen a child injured, killed, or abused; had witnessed violence; had been unable
0 rescue a viclim who had died. Al of the potential participants who were contacted by the investigator
agreed to take part in the study.

The treated group had 40 participants, and the untreated group had 31 participants. Individuals in
the treated group came from departments that have a mandatory program for psychological interventions after
participation in a critical incident. Untreated or control participants came from departments that did not, at
the time of the study, have such programs, but there was considerable evidence that the two kinds of
departments were essentially similar,

First, they were geographically close.  Second, they were similar with respect to size and the
socioeconomic level of the populace served. Third, both kinds of depariments shared a common philosophy
with respect fo the kinds of characteristics they felt members of their departments should have, That
commonality was shown by the fact that all potential recruits in these departments took the same series of
psychological tests and these tests were then evaluated by the same psychologist. Fourth, and most important,
the departmenis which, at the outset of the study, did not have mandalory intervention programs now have
them. Thus, there were no fundamental differences between the two kinds of departments. The only
difference was the speed with which they implemented changes in departmental policy.

Test Instrumenis

There were three Tormal test instruments and 8 questionnaire devised by the author. All three of the
formal tests are known to be reliable and valid. On all of these tests, the higher the score the greater the
degree {respectively) of anxiety, depression, and anger.

The State—Trait Anxiely Inventory (8pielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983) was used
to assess anxiety, The respondent answers each item on a four--point scale, by indicating the extent to which
each itemn is descriptive {e.g. 1 feel calm}. The first 20 items assess state anxiety {how the individual feels
at the moment), in contrast o irait anxiety {how the individual habitually feels). Only the 20 items that
assess state anxiety were used.
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The Beck Depression Inventory (Beck, 1967} was used to assess depression. The respondent is
presented with 21 sets of items. Bach set contains four similarly worded statements. The task 15 to choose
the one statement from the set that best describes how the individual feels at the time.

The Novaco Provocation Inventory (Novaco, 1975) was used to assess anger. The test contains 80
items and 15 designed to provide information about both the range of situations that evoke anger and the
intensity of the anger experienced.

In addition to the three formal test instruments just described, a questionnaire designed by the author
was administered. 1t had two purposes. One was to provide information about demographic variables (eg,
age) and participation in prior critical incidents. The second purpose was to provide information about the
frequency of occurrence, during the preceding week, of six common stress symptoms that have been reported
by other authors but for which there seemed to be no formal lest instrument. These sympioms were
nightmares, flashbacks, difficalty falling asleep, difficulty staying asleep, loss of appetite, and excessive hunger,
Respondents indicated whether, during the preceding week, they had experienced the symptom often (scored
2}, oceasionally (scored 1), or never (scored 0). A total score was obtained; the higher the score, the greater
the severity of stress symploms.

Procedures

Testing. Once an individual had been identified as a potential participant, whether in the treated or
untreated group, his record was monitored.  Anyone who was involved in a second critical incident was
secluded from the study. All participants, then, were tested once only, when they were three months past a
critical incident. Testing was done individually, at the investigator’s office, by an individual who had not been
involved in the treatment.

Treatment. Treated participants received a 1 1/2-hour group therapeutic intervention within 24 hours
of the critical incident. The format of the intervention was modeled after that used by Mitchell (1983). In
brief, there were six phases. Participants described what they had actually done, expressed the feelings
experienced at the time of the incident, and talked about the symptoms they were experiencing. The therapist
then explained what reactions typically are experienced after a traurnatic episode and assured participants that
such phenomena as anger, guilt, and nightmares are normal. Participanis also were asked to relate the present
episode to past experiences. At the end, the therapist surnmed up what had been expressed during the session.

Table 1 shows the means, standard deviations, and results of the statistical comparisons for anxiety,
depression, anger, and stress symptoms. Three of the four comparisons between the treated and untreated
groups were significant (p < 02 or better). The differences obtained were in the expected direction. By
comparison with the untreated control group, the treated group was significantly less angry and depressed and
had fewer and less severe stress symptoms. The two groups did not differ significantly on the measure of
anxiety,

Table 2 shows the means, standard deviations, and results of the statistical comparisons for four
demographic variables: age, education, years worked, and number of prior critical incidents. Only one
significant difference was found. The treated group had significantly more years of education (p < .01) than
the untreated group. However, the two groups did not differ significantly with respect to age, the number of
years worked, and the number of prior eritical incidents. A chi square analysis for marital status (not shown
in the table) showed that the two groups did not differ with respect to that demographic variable either [chi
square (1, N = 71} = 0.70, p > 05]. The average participant was 30 years old, had gone to college for one
to two years, had been in the police department for five to six years, was married, and had been involved in
five prior incidents.
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DISCUSSION

Although the treatment did not decrease anxiety, it did decrease depression, anger, and such stress-
related symptoms as nightonares, flashbacks, and appetite changes. Overall, then, the treatroent seemed to be
successful in reducing the distress caused by involvernent in critical incidents.

The results showed that even a single session, 1 1/2 howrs in length, can be effective in reducing the
symptoms seen three months alter o critical incident, The fact that treatoment was administered within 24
hours after the incident may have compensated for the brevity of the treatmment. Because so little time had
elapsed, participants had not had much opportunity o repress and fo deny the powerful emotions evoked by
the experience (Stratton, 19847,

The importance of the present results is that empirical support was provided for the widespread belief
{Blak, 1986; McMains, 1986D; Somodevilla, 1986, Trapasso, 1981} that brief interventions should be used
routinely with police officers who have been involved in traumatic incidents. Prior to the time that the present
study was undertaken, there was much enthusiasm for such programs, but no empirical evidence had been
provided to show that such interventions actually work,

There are two possible weaknesses in the data that deserve discussion. The first is the fact that
participants were not assigned randomly to the treated and untreated groups. Lack of random assignment
means that any differences found between the two groups might have been due to the fact that the groups were
different to begin with and not 1o the effects of the intervention. The reason why random assignment was not
done was that it was not possible. The investigator complied with the regulations imposed by the participating
departments. Treated and unireated participants, of necessity, came from different departments. There is
reason, however, o argue that the differences reporied here between treated and untreated participants on the
four psychological variables were not due fo preexisting differences between the groups.

One possible preexisting diff was participation in prior critical incidents. However, treated and
untreated participants did not differ significantly on this variable. Other possible preexisting differences were
demographic. However, treated and untreated participants did not differ in age, roarital status, or number of
years on the job. The groups did differ with respect to number of years of education. However, although
statistically significant, the size of the difference was small. It seerns unlikely to be the cause of differences
between the two groups on such psychological variables as depression, anger, and stress symptoms,

A further possibility was that the departments that had trestment programs differed in some
substantive way from the departrents that did not have such programs.  As noted earlier, however, the
philosophies and hiring practices were similar, and departrents that, at the outset of the study, did not have
mandatory intervention programs now have them, The conclusion, then, is that, although the possibility of
preexisting differences cannot be ruled out entirely, 1 seems unlikely that preexisting differences between
treated and untreated participants account for the resulis,

iIn addition to nonrandorn assignment to groups, there is a second potential weakness in the data,
which is the use of a posttreatment only design. An ideal experiment would have involved testing the same
police officers twice. Both groups would have been tested right after the critical incident, before the
intervention was administered to the treated group. Then, both groups would have been tested three months
later. With the pretreatrnent test as a baseline, it would have been possible o determine the degree to which
psychological adjustment had changed in both groups at the three-month point. However, this experimentally
ideal design could not be carried out. Although individual reactions vary, it s nol uncommon for a police
officer who is seen within 24 bours of g oritical incident 1o be in 2 numbing and dendal stage {Blak, 1986),
Anxiety, anger, and depression may not show up until several days later. Consequently, a pretest that was
carried out just before the intervention would not have been useful as a baseline measure, against which to
assess the effects of the inlervention three months later,
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A further consideration was that a pretreatment-postireatment design would not have been in
conformity with ethical principles. Clinicians who have worked with police officers involved in critical
incidents stress their vulnerability and the need 1o ireat them with compassion (Reiser & Geiger, 1984;
Trapasso, 1981). It seemed clear that the investigator could not ask individuals who had so recently been
involved in a traumatic incident to spend close to one hour taking paper and pencil tests before the therapeutic
intervention.

The conclusion would seem 1o be that, in spite of the necessity to depart somewhat from an ideal
design, the present study successfully demonstrated the utility of brief interventions to prevent the occurrence
of delayed symptoms of stress in police officers who have been involved in critical incidents. It is
recomnmended that intervention programs be mandatory. Police officers often are uneasy about seeking help
on their own. They view such atteropts as reflections on their adequacy and manliness (Carson, 1982, Lippert
& Ferrara, 1981, Stillman, 1986). A mandatory program would mean that the decision—making process was
taken out of the individual’s hands. (Mitchell, 1983},



Table 1

Means, Standard Deviations, and Statistical Comparisons
on Measures of Anxiety, Depression, Anger, and Stress Symptoms

Treated Untreated
Variable Mean SD Mean SD t
Anxiety 3805 10.27 40.45 10.35 0.96
Depression 318 348 8.10 627 4.18%
Anger 206.33 4332 22961 3148 2A42%*
Stress Symptoms 248 2.29 6.19 226 6.77*
*p< 01
*p< 02
Table 2
Means, Standard Deviations, and Statistical Comparisons
on Demographic Variables
Treated Untreated

WVariable Mean SD Mean SD f
Years of

Education 1402 1.86 13.39 1.56 3.64%
Age 3085 5770 30.42 7.40 0.26
Years Worked 5.83 4,00 555 4.11 0.09
Number of Prior

Critical Incidents 4.43 518 581 4.66 1.19
*p< Ol
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TWELVE THEMES AND SPIRITUAL STEPS:
A RECOVERY PROGRAM FOR SURVIVORS OF TRAUMATIC EXPERIENCES

Joel Osler Brende, MDD,

ABSTRACT

Trauma is widespread in America, causing fragmenting and repetitive aftereffects that have
an increasingly destructive effect on individuals, families, and society. The repetitive self-
destructive symptoms and behaviors may appear to resemble chronic addictions (van der
Kolk, 1987y, Historically, individuals with unique disorders and addictions often banded
together in self-help groups, the most common of which have been the 12-step recovery
programs. Although these programs help participants in many ways, their major emphasis
is on surrendering to a Higher Power or God (as individually understood). The author first
developed a 12~step program to help Vietnam veterans and later broadened this program to
help victims and survivors of a variety of traumatic experiences.

Psalm 559 "Destroy, O Lord and divide their tongues, for 1 have seen violence and strife in the aty. Day
and night they go around it on its walls; Iniquity and trouble are also in the midst of it. Destruction is in its
midst; Oppression and deceit do not depart from its streets, . "

TRAUMA IN AMERICAN SOCIETY

Trauma has become too commonplace in America. Violent street crime permeates large cities.
Intergang warfare and wanton shootings invade many ghettos. Robberies, assaults, and rapes (Roth &
Lebowitz, 1988} ocour frequently, hanging like & gray cloud hovering over the vulnerable who venture alone
into side streets, parking lots, and parks (USA Today, 1989). The rising rate of alcobol and drug addiction
breeds destruction and self-destruction. And now there is a frightening increase in the use and abuse of
cocaine and associated crime, gang warfare, and hired assassinations,

Tragma can also be found within homes, where wives and children have been battered, assaulted, and
sexually violated (Ochberg, 1988), and where children have run away (McCormack. Burgess & Hartman,
1988}, There is pornography, both soft— and hard-core, and television violence, all of which reflect and breed
societal dehumanization and violence. There are satanic cults whose members violently and ritualistically
sacrifice the lives of unsuspecting victims (USA Today, 1989, Subviolent trauma is present in every part
of American soclety where individuals complain of feeling dehumanized, alienated, deprived of justice,
victimized {Young, 1988), and without purpose.

POSTTRAUMATIC CONSEQUENCES WITHIN AMERICAN SOCIETY

Psalm 554: "My heart is severely pained within me, and the terrors of death have fallen upon me
Fearfulness and trembling have come upon me, and horror has overwhelmed me. So I said, "Oh that | had
wings like a dove! 1 would fly away and be at rest. Indeed, | would wander far off and remain in the
wilderness. | would hasten my escape from the windy storm and tempest.”
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There are consequences to this epidemic of trauma: dehumanization and violence affecting individual
victims, farnilies of victims, American society, and the law enforcers called on to respond to the escalation of
trauma.

Individual Victims

Victims of severe siress or traurna suffer symptoms of postirauratic stress disorder, which include
nightmares; reenactments; and intrusive memories with associated feelings of fear, guilt, and grief. When they
are not feeling "out of control” from those symptoms, they feel "overcontrolled” by amnesia, denial, emotional
numbing, and detachment, plus other overcontrol symptoms (Horowitz, 1976, APA, 1987).

Not described in the diagnostic manual is the frequent observation that severe trauma often causes
dissociative symptoms {Brende, 1986; van der Kolk, 1987} and fragmentation. Fragmented personality
disorders are an unfortunate consequence of the betrayal and shame associated with severe and protracted
tranma, often found in sexually abused children, rape victims, incest victims (Roth & Lebowitz, 1988
Herman, 1988, and Vietnam veterans (Brende, 1983, 1986). The fragmentation to self~identity includes
dissociation {Brende, 1986, Speigel, 1988 ) and in extreme cases, multiple personality disorder (Braun, 1984,
van der Kolk & Kadish (1987

Neglected in the posttraumatic literature are descriptions sbout spiritual alienation in survivors,
particularly those who suffer guilt and shame, although described in Vietnam veterans {Lifton, 1973, Mahedy,
1986; Williams, 1988 Brende & McDonald, 1988, 1989).

Families and Society a5 Victing

There are other less obvious but desiructive consequences—~the epidemic of deaths from accidents and
suicides among our children, adolescents, and young adults; the homeless living in city streets, addicts, repeat
offenders, prostitutes, and hardened criminal.  Those who bave been victimized often perpetuate their
postirawmatic symptoms in the form of abusive bebavior, broken relationships, addiction, repeated arrests,
incarcerations, institutionalizations, and chronic medical problems. As viciimization continues, the individual
consequences mushroom and the effects on families and society are far~reaching (Ochberg, 1988, Hartman
& Burgess, 1988, Stark & Flitcraft, 1988).

The apathy, and even antipathy, of Americans toward victims perpetuates the problem. Victims in
this country are blamed and misunderstood, often becoming outcasts from families and society (Hartman &
Burgess, 1988, Stark & Flitcraft, 1988). Thousands of Vietnam veterans describe feelings of alienation
{(Brende & McDonald, 1989) and often seek isolated places to live (Brende & Parsons, 1985}
Unfortunately, independent Americans who deny weakness and vulnerabilily maintain an attitude of denial
and emotional detachment aboul the conditions of the victimized in society.

There are many other examples of cultural detachment and apathy. Americans frequently deny the
destructiveness of violent television and pornography. They tend to not believe that easy access 1o weapons
feeds violence. Americans are emotionally detached from the traumatic effects on those who are arrested,
jailed, or imprisoned. Most Americans idealistically believe their country will live on forever in spite of the
self~destructive lack of attention to pollution of water, air, countryside, and city. They don't want to believe
that i1 is vulnerable to seli-destruction or even to destruction, including the threat of teryorists infiltrating, and
exploding conventional and nuclear devices,

The increasing self-destruction, alienation, and fragmentation caused by repetitive travmalic events
within American society seems o be spiraling out of control. The mental health system cannot keep up with
the demand o treal trauma victims and never will, Furthermore, traditional therapy s often inadequate. The
government, the legal systern, and law enforcerent officials are asked to respond 1o the growing manifestations
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of this national disorder, but are also vulnerable to victimization by increasing demands and by repeated
exposure of law enforcement officers to violence, frightening close calls with death, survivor guilt, and grief
from the deaths of fellow officers and American citizens they are expected to protect.

POSTTRAUMATIC RECOVERY IN A TRAUMATIZED SOCIETY

Psalm 55:1-8: "Cive ear to my prayer, oh God, and do not hide yourself from my supplication. Attend to
me, and hear me; | am restless in my complaint, and moan noisily, because of the voice of the enemy.
Because of the oppression of the wicked; for they bring down trouble upon me, and in wrath they hate me.”

Much has been written during the past decade about the treatment of survivors suffering postiraurnatic
symptoms from a variety of traumas {(Horowitz, 1976; Figley, 1978, 1985, Brende & Parson, 1985, van der
Kolk, 1987, Ochberg, 1988; Wilson, 1989), but little has been written about the demoralizing effect that
traumatic experiences can have on self-esteern, spiritual and emotional integrity, or sense of purpose (Mahedy,
1986; Brende & McDonald, 1989).

Survivors in healthy support systems recover from their traumatic experiences when they receive
support, protection, and the empathic understanding of friends, family, church, God, and society. Victims who
receive support are better able to find commonly used recovery methods such as nutrition, exercise, and humor
{(Merwin & Smith-Kurtz, 1988}, They may also, with help, find it possible to reflect on and recall the
trauma in order to experience self-healing and a restoration of repressed emotion (Krystal, 1988). For those
who seek psychotherapy, there can be excellent results (Danieli, 1988, Horowitz, 1982; Lindy, 1988; Ochberg,
1988; Parson, 1988).

But there are thousands, perhaps millions, of victims who have withdrawn-—either directly or
indirectly--as their only way to cope with feelings of anger, fear, guilt, and grief. They do it in many ways—
~by living in the mountains, woods, or isolated wastelands like thousands of Vietnam veterans have done
(Figley & Leventman, 1980). There are others, finding no ways to break through emotional and spiritual
alienation, who have learned to cope with their symptoms through isolation. They live in the impersonal
trenches of the big cities~~they become the homeless, the incarcerated, and the institutionalized.

There are other thousands who find isolation in much less blatant ways by escaping into wealth,

power, quasi—military groups, and a variety of impersonal organizations. They may find no purpose other than
the "thrill of the adrenalin” that keeps them going, although they remain emotionally and spiritually alienated.

RECOVERY USING RELIGIOUS AND SPIRITUAL MODALITIES

I Corinthians 1411 "He comforts us in all our affliction so that we may be able to comfort those who are
in any afflicion with the comfort with which we ourselves are comforted by God”

Healing has frequently been a central focus of religion in various cultures. Historically, societies have
ased religious rituals to help their traumatized citizenry. For ages, cultures recognized that their warriors
needed to have the opportunity for emotional and spiritual "cleansing” before being reintegrated into society,
something not provided America’s Vietnam veterans (Figley & Leventman, 1980; Brende & Parson, 1985).
Native Americans traditionally use the ritual of the Sweat Lodge Ceremony, where survivors of traumatic
events meet together in the present of a tribal medicine man for an emotional and spiritual cleansing
experience {Wilson, 1988). Traditionally, Americans have helped survivors of traumatic experiences within
closely knit families, groups, and churches rather than expect professional mental health services. Church
congregations provide support for the bereaved. Groups of people working together will usually find ways to
provide mutual support. When Jaw enforcerment officers lose one of their "brothers,” they turn out as a group
for the funeral, help the surviving family, and contribute in concrete ways to cope with the loss. These ways

41



alone may not always be adequate, however, to help survivors resolve the emotional uphesval they continue
to feel for some time.

SURREN

ER AS A CONCEPT FOR SP) D EMOTIONAL

Psalm 86:1--3: "Bow down thine ear, O Lord, hear me; for I am poor and need. Preserve my soul . . . Be
merciful unto me, O Lord: for | cry unto thee daily” 131:1: "My heart is not haughty, nor mine eyes lofty”

Recovery from posttraumatic guilt, shame, demoralization, and spiritual alienation is neglected in
traditional treatment, which focuses on resolving primary symptorms of intrusive recollections, emotions, and
denial / numbing (Horowitz, 1976, 1982). For those survivors with prolonged guilt and shame associated with
protracted and repetitive postiraumatic symploms and personality disorders, recovery cannot proceed without
resolution of guilt and shame. Spiritual recovery approaches are best able to belp such individuals. These
approaches usually emphasize belief and surrender 10 God and acceptance of forgiveness.

The principle of surrender is 2 major teaching within most religions of the world. Muhammad, in
610 AD., preached a message of submission and surrender to the will of God (Allah) and founded Islam,
one of the three major religions of the world believing in a single God (Juri, 1946). Within the eastern
religions there is a belief in accepting life as it comes, including traomatic evenis. Buddhists teach that
catastrophe and suffering are a normal part of existence, meant to be accepted and dealt with as gracefully as
possible and try to find meaning in them (Lee & Lu, 1989). Christians hold to a similar belief in the
importance of surrender to the will of God; for example, the total submission unto death by crucifixion by
Yesus Christ. Other examples described in the New Testament include a willingness by followers of Jesus to
surrender to the will of God in the face of arrests, stoning, imprisonment, and death.

SURRENDER AND TWELVE-STEP PROGRAMS

Alcoholics and addicts recovering through the use of Alcoholics Anonyroous (AA) principles, learn
to "surrender” their addiction and egocentric attitudes to a Higher Power. This has been called "letting go and
letting God” (Keller, 1985},

Surrender is a core concept in [2-step recovery programs and comes out of the AA tradition. This
concept was found to be effective by recovering alcoholics who failed to stop drinking through traditional
treatments. But when they "let go and let God”; that is, when they ceased their futile efforts at breaking their
setf~destructive addiction patierns and turned themselves and their addictions over to God, the self-destructive
patterns finally ceased.

A and similar 12-step programs have helped bundred of thousands of individuals from a variety
of self~destructive patierns and addictions: Alcobol, drugs, cigarettes, food, gambling, sex, elc.
The most important healing aspect of the 12-step AA program has been described as the recognition of a
Higher Power and willingness to "surrender” to that Power, or God, as individually understood, as a way of
changing self-destructive, destructive, and self-centered behaviors and gaining power in one’s Hife. This is
described in the "Big Book” {Alooholic Anonymous, 1976) as follows:

.. Diriven by a hundred forms of fear, sell-delusion, self-seeking and self-pity,
we step on the toes of our fellows and they retalinte. Sometimes they hurt us, seemingly
without provocation, but we invariably find that at some time in the past, we have made
decisions based on self which later placed us in a position to be hurt. ..

Above everything, we . . . must be rid of this selfishness. We must, or it kills us.
God makes that possible.  And there often seems no way of entirely getting rid of seil
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without His aid. Many of us had moral and philosophical convictions galore, but we could
not live up to them even though we would have liked to. Neither could we reduce our self-
centeredness much by wishing or trying on our own power. We had to have God's help.

... Next, we decided that hereafter in this drama of life, God was going to be our
Director. He is the Principal, we are His agents, He is the Father, and we are His children.
Most good ideas are sirnple, and this concept was the keystone of the new and triwmnphant
arch through which we passed to freedom . . .

He provided what we needed, if we kept close to Him and performed His work well.
Established on such a footing we became less and less interested in ourselves, our little plans
and designs. More and more we became interested in seeing what we contribute to life. As
we fell new power flow in, as we enjoyed peace of mind, as we discovered we could face life
successfully, as we becarne conscious of His presence, we began to lose our fear of today,
tomorrow or the hereafter, We were reborn. {pp. 62-63)

TWELVE THEMES AND SPIRITUAL STEPS FOR TRAUMA VICTIMS

In 1985, the author, with help from Bay Pines, Florida, VA hospital chaplain, patients, and key staff
personnel, drew from the 12-step recovery program concepts to develop a 12-week program for trauma

victims--particularly Vietnam veterans with severe and recurring symptoms of Posttraumatic Stress Disorder.
The theres defined were as follows:

1. Power vs. Victimization 7. Guilt

2. Seeking Meaning in Survival 8. Grief

3. Trust vs. Shame and Doubt 9. Suicide vs. Commitment to Life

4. Self-Inventory 10. Revenge vs. Forgiveness

5. Understanding Anger and Rage 11. Finding a Purpose

6. Understanding Fear 12. Love and Meaningful Relationships

This psychoeducational program consisted of a didactic, educational, and discussion "Theme Group”
held three times a week that became a focus for the treatment program. Each week, the theme changed in a

step~wise progression so that by the end of 12 weeks, each Vietnam veteran patient was exposed to the entire
sequence.

Eventually, many of the veterans, particularly the recovering addicts involved in Alcoholics
Anonymous, became interested in forming a volunteer 12-step group patterned in some respects after the 12—
step AA program (Sorenson, 1986). The author found that the veterans who benefitted from this program
accepted the concept of surrendering their self-destructive and self-centered life styles to God, as they
individually understood Him, and sought His help to gain freedom from the bondage of victimization.

Combat veterans found these steps very helpful because they helped them break through the "addictive"
nature of their posttraumatic symptoms and destructive life styles described in victims of other kinds of trauma
as well (van der Kolk, 1987). Since survivors of other kinds of trauma besides combat found this program
helpful, after leaving the VA system, the author developed a similar program for survivors of a variety of
traumatic experiences, using principles similar to other 12--step programs:

Believing in a Higher Power, or God, as individually understood

An attitude of surrender, appropriate for each of the 12 steps.

Recovering is an ongoing and sometimes life~long process.

Leadership is to be provided by trained leaders initially and later by rotating leadership
within membership of self-help groups.

bl e
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Education aboutl posttraumatic symptoms 13 important,
Group sharing and helping one another during and between group meetings 15 imporiant,
Regular atiendance is important.

3 WA

The 12-step program, called TRAUMA SURVIVORS ANONYMOUS, includes the following five
mini-steps.

Acknowledging symptoms

Seeking help

Surrendering to God, as individually understood
Taking action

Daily prayer and meditation

W B el b

TWELVE THEMES AND SPIRITUAL STEPS:
AN OUTLINE FOR SURVIVORS OF TRAUMATIC BEVENTS

Use this outline as a guide to help your own recovery program. All of the steps are important, but
certain ones will apply more specifically than others. If you are a group participant or a group leader, focus
on any of the 12 steps or proceed through the steps in sequential order as your group meets.

if you have been in other anonymous 12-step prograrms, these steps are meant to supplement those
programs and not replace them. If you are receiving spiritual help, psychotherapy, or counseling, please use
the steps as an adjunct to that process.

As you take each of the 12 steps, practice breaking the victimization cycle each time, as follows:
(1} acknowledge the symptom, (2) seek help, (3) surrender the problem to God. (4) take action, and
{5) pray each day.

Step One: Power vs Victimization

"We admitied we were powerless over victimization and sought the help of a 'good higher
power’ (God, as individually understood) to gain power in our lives”

This step focuses on understanding and finding ways to gain power over victimization from our
postiraurnatic symptoms- ~meaninglessness, self-doubt and shame, uncontrollable angry outbursts, recurring
memories and dreams, frightening dreams, night terrors, panic, violent and suicidal thoughts, and isolation
from people; or gaining power over experiences of victimization from individuals, groups, or organizations that
have misused or abused their power.

As viclims, we recognize that the ways we have attempted to protect or defend ourselves from
victimization have often been ineffective or self-destructive, and include isolation, emotional numbing,
avoidance, aggressive retaliation, or abuse of others. Unfortunately, these ways merely perpetuate a cycle of
victimization,

We can begin to break our self-destructive victimization cycle in the following ways:
ACKNOWLEDGE: That we are powerless to control many or all of our posttraumatic symptoms,
protect or defend ourselves adequately from abusive or destructive forces that attempt to control our lives, or

control our own destructive use of power,

SEEK: Help from a Good Higher Power—~individuals, organizations, and God, as individually
understood.



SURRENDER: Our symptoms and destructive uses of power-~to God, as individually understood.

TAKE ACTION: As for help from individuals, organizations, and God 1o intervene in our destructive
behaviors and regain power in our lives

DAILY PRAYER: “God, help me to accept that | have little or no power over symptoms of
victimization and destructive behaviors. Help me to recognize which of these 1 can begin to change. Grant
me the wisdom 1o know the difference”

Step Two: Secking Meaning

"Came to believe that a power greater than ourselves could help us find meaning”

This step is focused on beginning to seek meaning after a traumatic experience or after the lives of
others have been taken. It is very difficult to imagine that meaning can be found, but to begin the search
means sharing our experiences with others, accepting their support and understanding, and listening to those
who may have found meaning in thelr own travmatic experiences.

We can begin to seek meaning in the following ways

ACKNOWLEDGE: That it is difficult, if not impossible, to accept what has bappened 1o us and o
find meaning in still being alive, particularly if others were injured or lost their lives.

SEEK: Support, understanding, and direction from God and others in order to help us begin to find
meaning.

SURRENDER: Despair, confusion, and meaninglessness—-to God, as individually understood.

TAKE ACTION: Seek answers from God, friends, counselors; listen to the stories of other survivors
who have survived in spite of their emotional pain and have found meaning.

DAILY PRAYER: "God, help me to seek for meaning out of tragedy; to seek for understanding why
T am alive even though others’ lives may have been lost. Grant me the courage to seek clarity rather than
remain a prisoner of confusion, despair, and self-pity”

Step Three: Trust vs Shame and Doubt

"Burdened with distrust, shame, and doubt, we made a decision to seek the help of God, as
we understood Him, in order to learn to trust”

This step focuses on helping us regain our capacity to trust others, organizations, those in authority,
those who want to help us, God, and ourselves.

As victims, we may have lost our capacity to trust, even to trust those who have wanted to help us.
We may have been abandoned or betrayed by those who should have protected us. And we may have frusted
out of blind faith. We may continue o seek someone we can trust, even if we were repeatedly abused or

misused in the past. And we may not trust anyone but curselves, and eventually may have found that we
cannot even do that,

We can begin to break the cycle of shame, doubt, and distrust in the following ways:

ACKNOWL

iE: That we continue to experience shame, doubt, and distrust in ourselves and
others,
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SEEK: To gradually discover we can truly trust God and others who want to help us resolve shame,
doubt, and distrust.

SURRENDER: Our shame, doubt, and distrust—~to God,
TAKE ACTION: Put trust to the test~~in God, friends, and counselors,

DAILY PRAYER: "CGod, grant me an understanding of the shame and doubt that lies behind my false
pride. Teach me how to trust. Grant me the courage to take the risks necessary to trust, gain freedom from
shame, and overcome self-doubt”

Step Four: Self-Inventory

*Admitied to ourselves, another human being, and to God, our faults, and sought His help
to accept our positive traits and change our negative ones.”

As survivors, we may have thought of ourselves as worthwhile only if we could master frightening
situations, save others, or defeat our enemies. As victims of traumatic experiences, we may repeat
victimization patterns and not know why. We may attract abusers or victimizing circumstances and not know
why. We may suffer repeated victimization or self-destructive experiences as a means of self-punishment
because of hidden traumatic secrets we would be ashamed to reveal 1o ourselves or others,

A personal inventory can help us discover the truth about ourselves—-about hidden destructive or
self~destructive life styles or ways in which we may hurt others or destroy relationships, If we are open to
listening, a group feedback session can provide us with more truth about ourselves, enhance trust and self-
esteem, and help us more easily accept our good qualities and change those that are negative.

We can begin a self-inventory in the following ways:

ACKNOWLEDGE: That we often do not accept our positive qualities and find it difficult to change
negative ones, that we are sometimes guilty of doing self-destructive things, hurting others, breaking
relationships, punishing ourselves, and keeping shameful secrets.

SEEK: To be free from self-destructive or destructive behaviors, shameful secrets, and self-
condemning attitudes; to be open-minded to positive and constructive criticism.

SURRENDER: OQur self-destructive and destructive behaviors, our shamelul secrets, our resistances
to receiving help and constructive criticism from others.

TAKE ACTION: Be open to change and ask for feedback from God, friends, and counselors, in
order that we can learn more about ourselves. Then accept what is positive and begin to change what is
negative.

DAILY PRAYER: "God, help me to accept oy positive qualities, change those that continue to hurt
myself or others, and make amends to those | have harmed, when possible. Grant me the courage to accept
the truth-~both positive and negative——about mysell in order that I can begin to grow toward a more accurate
self-understanding,.

Step Five: Anger

"Sought God'’s help to understand anger, control its destructiveness, and channel it in
constructive ways.”
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This step focuses on gaining understanding and relief from that destructive anger that automatically
reacts in response to perceived threalening individuals or situations

As victims, anger and even homicidal rage may have been a normal reaction for us at the time we
were victimized. If we continue to be victimized, we will be chronically angry. Anger may be easier to feel
than fear, guilt, or grief. In fact, anger may be a "cover-up” for all other feelings.

But our anger, if not blocked, may now be unmanageable, frightening, ineffective, destructive, and
self-destructive ying property or hurting others. If it is blocked or suppressed, we may not be able
to recognize it or express i normally; consequently, we will not be able to assert ourselves or channel it
constructively,

We can begin to break the victimization cycle of anger in the following ways:

ACKNOWLEDGE: That we are powerless o recognize normal angry emotions, conirol angry
outbursts, or express anger constructively.

SEERK: Help from God and others to control it or express it constructively.

SURRENDER: Our destructive and self-destructive anger and the blocks that keep us from perceiving
it God,

TAKE ACTION: When anger is out of control, seek help from God, friends, and counselors. Reduce
excessive anger within by exercising and participating in healthy activities. Seek help to recognize blocked

anger. Begin to learn to express anger normally, constructively, and directly in a calm manner. Learn to be
assertive.

DAILY PRAYER: "God help me to accept my anger as 3 normal emotion even though it may be
blocked or may erupt in destructive and self-destructive ways. Help me to control it when it is unmanageable
and be more aware of it when it is blocked from my awareness. Grant me the wisdom to know the difference
between destructive and constructive anger.”

Step Six: Fear

"Sought God’s help to relinguish 'the wall’ around our emotions and His protective presence
during moments of terror and risk.”

This step focuses on helping us understand and cope with fear. Fear is normal, even life-saving. But
the terror that we may experience at times—~~both day and night—~can make it seem as if we are reliving our
trauma again and again; and our fear of the unknown may paralyze us from normal functioning.

Fear may have been so overwhelming that we blocked it from awareness. If so, we may take risks
to feel it again~~in the form of an "adrenalin high" that can both excite us and provide us with an opportunity
o control our fear and danger. But we may also be sulfering from the consequences of suppressed fear,
particularly if we have erected 2 "wall” around our emotions.  That wall causes our isolation, distrust,
emotional numbing, panic attacks, and risk~taking.

We can begin to break the fear victimization cycle as follows:

ACKNOWLEDGE: That fear is either excessively in control of our lives or completely blocked so
that we take dangerous risks and keep 8 "wall” around our emotions.



SEEK: The help of God and others that we may be able to relinquish the "wall” around our emotions;
to learn to depend on God and others during terrifying emotions, dreams, and memories; and to learn how
to take risks in constructive ways,

TAKE ACTION: Seek help, begin to let down the "wall” and learn that fear can be normal again.
Discover that depending on God and others is a healthy thing to do. Begin to take risks, but only in positive
ways. Face frightening situations with the help of God and others.

DAILY PRAYER: "God, help me to accept the fact that fear is a normal emotion even though at times
it controls my life. Help me to relinquish the "wall” around my emotions. Grant me the wisdom to know the
difference between normal fear and risk—taking and abnormal fear and risk—taking”

Step Seven: Guilt

“Sought God’s help to face guilt, to make amends when possible, to accept His forgiveness,
and to forgive ourselves”

In this theme, we will focus on understanding our guilt and to begin to find ways to gain relief from
its destructive consequences. Survivor guilt can be pervasive and self-destructive, particularly if we rightly
or wrongly believe we were responsible for the deaths or injuries of others. Guilt can be unbearable if we

suffer from repetitive horrifying or guilt-ridden thoughts, dreams, and images; or from persistent depression,
physical illness, and suicidal feelings.

On the other hand, we may have no conscious awareness of guilt. Yet its consequences can be
destructive for us and for others if we engage in abusive or perverse behavior or teeter—totter between excessive
guilt and a distorted or absent conscience. We may have been responsible for the deaths, suffering, or injuries
to others——enemies, lawbreakers, or the innocent-—but blocked our guilt feelings from awareness. We may
have been abandoned or betraved, feel ashamed because we were not in control of our lives, and continue to
feel numb or overwhelmed with the guilt and shame. Excessive and unrelieved guilt will continue to reap its
consequences, even when there is lack of conscious awareness of it, until we are free from its bondage.

We can begin to find freedom from the guilt victimization cycle as follows:

ACKNOWLEDGE: That guilt is abnormal when there is not logical reason for it; that it is normal
if we were responsible for the suffering or deaths of others; that it is self-destructive if we continue to punish
ourselves.

SEEK: Freedom from self-destructive or destructive behaviors, guilty secrets, self-condemning
attitudes, sell-destructive symptoms, and a distorted or absent constience,

SURRENDER: Our self-destructive and destructive behaviors and our guilly secrets——to God.

TAKE ACTION: Ask for help from God, friends, and counselors to find relief from irrational guilt.
Accept forgiveness from God; seek the forgiveness of others we have wronged, when appropriate; and forgive
ourselves.

DAILY PRAYER: "God, forgive me for things | have done or failed to do, particularly if those things
have led to the deaths or injury of others. Help me fo regain my sensitivity and to make amends to those |
have hurt, when possible. Grant me freedom from guilt, self-punishing symptoms, and destructive action that

have kept me in bondage.”
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"Sought God’s help to grieve those we have lost, face our painful memories and emotions,
and let our tears heal our sorrows.”

In this step we will focus on being able to complete the grief process.

Grieving is 3 normal response 1o loss, but often we may have failed to complete the grieving process
and remain victims, not only of our losses but of our unresolved emotional pain. I so, we may suffer 3
variety of consequences— - withdrawing from people, denying that the loss ever ocourred, intellectualizing rather
than feeling emotion, deciding not to depend on others any more, or keeping our relationships at an emotional
distance,

Omn the other hand, we may not be able to control our emotions, We may have outbursts of tears,
or anger, severe depression, indrusive emotions and memories that coud thinking and block normal
functioning, or obsessions about the object of our loss.

If we have not completed grieving, we remain victims of blocked emotions, unresolved anger,
depression, and emotionally distant relationships,

We can begin to break the griel victimization cycle as follows:

ACKNOWLEDGE: That we may be emotionally blocked, unable to grieve losses, and fearful about
establishing close relationships once again.

SEEK: To be free from blocked emotions, blocked relationships, isolation, and persistent unresolved
grief.

SURRENDER: Our memories and painful emotions related 1o losses— 1o God.

TAKE ACTION: Say "goodbye” to those we have lost, let down the barrier, "feel” anger and sadness
and allow the tears to flow. Take the necessary risks to establish closer relationships, with help from God,
friends, and counselors,

DAILY PRAYER: "God help me to become aware of who and what 1 have lost, to grieve my losses,
change those attitudes and behaviors that keep me from making close relationships, and grant me the wisdom

to learn the difference between "hanging on’ from fear of isolation and abandonment and remembering out
of reverence and love”

Step Nine: Lilews I

"Revealed to God and someone we trusted all remaining self-destructive wishes, and, with
His help, made a commitment to life”

This step focuses on helping us gain freedom from our self-destructive wishes and behavior; helping
us face the hopelessness, guilt, or self-directed anger that blocks us from embracing life.

Fear, guilt, grief, and rage were once normal responses to surviving traumalic events. However, these
emotions, as they persist, chronically lead to depression, apathy, suicidal thoughts, suicide, or death from
indirect methods. I suicidal thoughts begin to provide a source of comfort, the risk of self—destruction is high
now of in the future, particularly i we keep 2 "suicide plan” in the back of our minds.
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How can we change this? It may not be easy, in fact, facing death may seem easier than facing life,
particularly if we believe that we have a “just cause” that is worth dying for. Rernember that if we were to
succeed in taking our own lives, we will have made a final decision without a second chance. And those who
survive us will live with the guilt and pain of our deaths for the rest of their lives. Is that the legacy we want
to leave them?

Breaking the cycle of destructive, self-destructive, and suicidal anger can begin in the following ways:

ACKNOWLEDGE: That we are powerless to control our self-destructive and suicidal thoughts and
feelings; that we may be conterplating suicide without full awareness of the pain that would remain for the
SUIVIVOTE.

SEEK: Help from God, family, friends, and counselors to resolve self--destructive thoughts and
feelings, ways to find life worth living, and courage to make a commitment to life.

SURRENDER: Self-destructive and suicidal thoughts, feelings, and plans—~to God.

TAKE ACTION. Ask for help from God, friends, and counselors and talk about it with someone

you trust. Replace your suicidal plans and death wishes with a coramitment to life and find positive thoughts,
activities, and relationships to focus on,

DAILY PRAYER: "God help me, to surrender my self~destructive and suicidal thoughts to you and
to make a commitment to life. Grant me the wisdom to learn the difference between surrendering my life
from motives of selflessness and love, and taking my life due to self-centeredness and hatred”

Step Ten: s Hevenge
"Sought God’s help to pursue the cause of justice, gain freedom from revengeful wishes and
plans, and a desire to be channels of God's forgiveness to those we once hated”

This step focuses on helping us gain freedom from our destructive wishes for revenge and face the
hatred, bitterness, and relentless anger that victimizes us and blocks us from achieving true justice.

As victims, our homicidal rage has been a normal reaction to feeling victimized, betrayed, abandoned,
or losing the health or lives of our friends or family. And it may seem impossible to forgive those who were
responsible because hating is easier than living in peace and love, particularly if life has no other purpose
beyond achieving "vengeance”

There is a difference between achieving justice and revenge. Justice is the basis for love, peace, and
freedom-~for ourselves and those we live with. Revenge, although bringing temporary relief, ultimately
becomes a basis for repetitive hatred, destruction, and war. Revenge feeds upon itself and causes destructive
consequences, further victimization, and bondage. If our hatred persists, we can bring our friends, families,
and country into bondage with us, Revenge breeds only destructive consequences that can easily get out of
control-—an enormous price for ourselves, our friends, and our families to pay.

If we have violent thoughts, if those thoughts are buried within our minds, if we have a mental
"blueprint® to kill someone, if our hatred has become dangerous to others and to ourselves——we need help.

Breaking the victimization cycle of bitterness, violence, and revenge can begin in the following ways:
ACKNOWLEDGE: That we are powerless to control our hatred, revengefu! thoughts, and bitterness

that only victimizes us, our friends, and our families; that bitterness and hatred may lie deep within us, and
even though we aren’t fully aware, it hurts us and our friends and families.
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TAKE ACTION: Talk to others who can help us discover ourselves. Daily renew a commitment

to seek God's purpose in our lives. Renew our spiritual strength through uplifting words, thoughts, readings,
friends, and activities.

DAILY PRAYER: "God renew me as | surrender myself to You and seek Your purpose for my life
today. Lead me on a creative and fulfilling path, Grant me the wisdom to know the difference between my

seemingly fulfilling but self-centered way and Your way, a path not easily followed, of selflessness, justice,
truth, and love.”

Step Eleven: Pinding a P

“Sought knowledge and direction from God and surrendered ourselves to his leadership in
order to find a renewed purpose for our lives”

This step focuses on helping us find a purpose for our lives. As victims, our lives once seemed
meaningless. But as we have progressed through the first ten steps, we have begun to discover freedom from
the victimization of meaninglessness, distrust, shame, rage, terror, guilt, grief, suicidal desires, hatred, and
isolation. This freedom, paradoxically, results from acknowledging, seeking, surrendering, and taking action
to change old self-destructive "baggage” that we've carried with us for years.

Now that we have surrendered all of our baggage, there is nothing else to surrender but oursleves, the
next step toward finding a purpose for our lves.

ACKNOWLEDGE: That we periodically slip back into the bondage of meaninglessness, victimization
patterns, distrust, shame, rage, terror, guilt, grief, suicidal desires, hatred, and isolation; that when this happens,
we find it difficult to believe there is a purpose for our lives,

SEEK: To "let go" of the baggage of posttraumatic symptoms and find a new sense of purpose; to find
a new relationship o God.

SURRENDER: Not only our posttraumatic baggage but also ourselves——to God’s leadership and
purpose for us.

TAKE ACTION: Talk to others who can help us discover ourselves. Daily renew a commitment

to seek God's purpose in our lives. Renew our spiritual strength through uplifting words, thoughts, readings,
friends, and activities.

DAILY PRAYER: "God renew me as I surrender myself to You and seek Your purpose for my life
today. Lead me on a creative and fulfilling path. Grant me the wisdom to know the difference between my
seemingly fulfilling but self-centered way and Your way, a path not easily followed, of selflessness, justice,
truth, and love”

Step Twelve: Love and Relatio

hips

“Sought God's love in our lives, renewed our commitment to friends and family, loved those
we found difficult to love, and helped those who have been victims as we were.”

This step focuses on helping us remain free from self-centeredness and tendencies to slip back into
meaningless victimization experiences through learning to love and help others.

Having had a spiritual awakening as a result of these first 11 steps, we will find that it is important
to practice these principles with others. But we may still have some blocks that prevent us from helping others



or accepting and giving love. Thus, it is important o remove any blocks preventing us from accepting the love
of God, friends, and family.

To build a foundation of loving relationships, it is important to understand and open ourselves to
God’s love; to renew our commitment to those friends and family whose love we have taken for granted; and
to renew the vitality of love and friendships that had died from neglect. With this foundation we can be open
to building new friendships—~practicing what it means to give and receive. With an atiitude of love, we can
then carry the recovery message to other survivors and victims who are mired in the bondage of their own
unigue victimization patterns.

We can begin to love by following these steps:

ACKNOWLEDGE: That it is often difficult for us to be open 1o accept the love of others, to accept
God’s love, to love those we had taken for granted in the past, or to love those who we have found difficult
o love,

SEEK: Openness to receive God's love and the love of others in our lives; the capacity to commit
ourselves to friends and family; and the willingness to be channels of God's love to those who are difficult
to love.

SURRENDER: Ourselves to God's love so that it may flow into and through us.

TAKE ACTION: Commit ourselves to learning how 1o receive God's love and the love of others.
Cornmit ourselves to our friends and family members. Daily seek to be channels of God’s love to those we
find difficult to love. And help those who are suffering from victimization in their lives.

DAILY PRAYER: "God renew Your love in me as | surrender myself to You today. Help me to
commit myself to those whose love | have taken for granted and who depend on me. Grant me the wisdom
to love those | have not been able 1o love and to know the difference between my self-centered attempts fo
love” and the selfless love that can flow from You to others”
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PELER SUPPORT 7

The U8, Secret Service, the oldest (investigative) federal law enforcement agency in
existence, has recently recognized the importance of critical incident/ postshooting trauma and
its effect on Service personnel. Per s mandate by the Honorable John R, Simpson, Direcior,
U8, Secret Service, a Critical Incident Peer Support Team was established in February 1988,
Team representatives are presently authorized to respond (in concert with an EAP
counselory 1o the scene of Bervice-related incidents involving serious injury or death,

A noted expert in the field of critical incident stress, Jeffrey T. Mitchell, Ph.D., of the Emergency
Mental Health Services Department, University of Maryland, defined critical incident stress as "Any situation
faced by emergency service personnel that causes them to experience unusually strong emotional reactions
which have the potential to interfere with their ability to function either at the scene or later” (1989).

On March 31, 1981, John Hinckley critically wounded the President of the United States, the
President’s Press Secretary, a Washington, DC, Metropolitan police officer, and one of my colleagues, a US.
Secret Service (USSS) special agent. As one of the most infamous film clips ever recorded depicts, critical
incident trauma affected not only those who experienced physical pain, but the countless number of police,

bystanders, agents, and families of those who were present or witnessed the carnage on television.

Although this was not the first assault on protectees of the USSE, nor the first agent physically
assaulted, this incident clearly ilustrated the need for eritical incident familiarization and counseling. Asone
of the agents at the scene later commented, "We continuously strive in our training to prevent physical assaults,
to cover and evacuate our protectees, but we failed to address the inevitable: What do we do when we're shot;
when the assault is finally contained and resolved; when the wounded le next to you on the cold, blood-red
pavement?” How do peers react as the adrenaline and fears subside . . as they begin to question their own
vulnerability? As they begin to critique their own responses. Did their reactions cause injury to another?
Did they give 100%7 Did they do all they could to protect the President”? Was a network of peers in place
to comfort, to answer questions, 1o help support and validate erotions?  As these and thousands of similar
questions engulf each agent, we must ask, "Was any program in place to attend to these ‘walking wounded'?"
What about the parents, spouses, or children of those wounded, lving on the sidewalk, appearing on every
television set in every home? Did we, a8 fellow agents, do all we could to address the many and various
needs of our fallen comrades?

Was any counseling immediately available for the families of those agents on the scene” Was any
{age) appropriate explanation offered to the children? Were the spouses and children prepared for the
comments, rumors, and innuendoes of neighbors and classmates? Would basic knowledge and understanding
of critical incident stress benefit these agents, not only in addressing personal issues, but in discussing it with
their families? How invaluable might it have been if a close friend {trained in peer support) could have made
brief contact with the agents’ spouses and children—~to emphasize that their fears and concerns were normal;
to inform children that the incident depicted was now over and that their parents were sale! to emphasize the
minute odds of another assassination attemnpt occurring; to explain the media hype and possibility of
misinformed and/or irresponsible media reporting; to address the possibility of insensitive and cruel remarks
from other children. "We must ventilate and validate,” says FBI Special Agent James Horn (1988),
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It is imperative that peers assist in attemnpts to check the second-guessing and issues of sell-doubt
and guilt; 1o immediately respond and recommend courses of action for supervisors and management, as well
as attending to the needs of the wounded and those present at the scene) to coordinate and recornmend
professional mental bealth assistance, if warranted, Traumatic incidents affect all of us in different and very
distinet ways, What is a piece of cake for one agent may be described by another as gut-wrenching and
unforgettable.

On March 31, 1981, the Secret Service was fortunate in having an established Employee Assistance
Program (EAP} in place and operational. Unfortunately, however, no one was prepared for the extent of
violence and countless victims, both mental and physical, who were affected that afterncon. At the time of
the shooting, no Secret Service personnel specifically trained in critical incident trauma were on hand and
available to respond. Due to the nature and unigueness of the Secret Service, it was impractical and literally
impossible to relieve those Agents present at the scene from further duty. Obviously, the safety of not only
the President, but the President’s family and the increased security for the Vice President took top priority.
Because of the unique circumstances, all available personnel were required to continue on duty to safeguard
our nation's leaders. Fortunately, within a few days, an astute supervisor was able to detect significant
personality and performance changes in a few of the agents who had been present at the scene, and they were
referred to the BEAP for further evaluation and assistance.

In order for the general public fo appreciate the devotion and service, let me relate those days in March
from the perspective of an agent assigned 1o the Presidential detail and who was present as Mr. Hinckley fired
his first rounds, For this particular agent, March 315t began as any normal work day for agents assigned to
the White House. He departed his residence in the suburbs of Washington at approximately 515 am. A1 620,
he was on duty outside the Oval Office. Hours later, he would be at the President’s side as the first shots were
fired. Following the assassination atternpt, he and other agents rushed to George Washington University
Hospital to establish and maintain security. At approximately 11 pam., all agents present at the shooting scene
were required to meet at our Washington Field Office in order to prepare statements for the FBL
Approximately 21 hours after leaving his residence, surviving the Washington traffic commute and an
assassination atfernpl, this agent returned to his residence.

Day two for this agent began at 5:15 am,, following a night of little sleep and continuous rehashing
of the shooting, with all inherent questions, self-doubts, etc. At 6:15 am. this agent was on duty outside the
President’s hospital suite. Later that afternoon, he was questioned by our internal Inspection Division. He
finally ended bis "routine day” at approximately 7 pan. and began bis 60-minute commute to his residence.
The agent remarked that he was emotionally drained and numb.

Pinally be was home and for the first time able to relax and let his goard down. Relax? As his wife,
family, children, neighbors, and countless acquaintances inquired as to the day's events, the memories,
flashbacks, confusion, smells, and devastation. A wife, suffering her own trauma, questions, "How could you
do this 1o me? Why can’t you have a normal job?"her frustration. and finally her silence. How did this
incident impact on the agent's children, who were repeatedly exposed to the television coverage of the event?
Were the family needs, questions, and fears discussed or addressed? It was g fitting end to the most
horrendous 48 hours he bad ever experienced.

As First Lady Nancy Reagan stated following the assassination attempt, "I remember everything about
it, everything . . . going into the operating room, the smells, everything. I don’t think that's something that
ever goes away. You both have your own separate traumas. o sure he bas his, but | have mine . .. you
never think it's going to happen 1o you, and when it does, #'s a shock that stays with you" (NBC, 1986).

Mr. Hinckley's actions continue to affect a number of those agents present at the scene. Some
continue to have disturbed sleep patterns, recurring dreams, continuous second—guessing, and hypersensitivity
1o loud noises. In September 1988, some of those agents attended a Critical Incident Seminar sponsored by
our agency. Those in attendance felt the seminar greatly enhanced resolution of some of the issues mentioned
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above. Although the majority of the agents present when the President was shot experienced an event that
most of the world also witnessed, few could understand or share in their thoughts, thelr vuinerability, or their
needs. Ironically, within hours of the shooting itsell, these Agents found themselves on duty within the
confines of one of the nation’s finest hospitals, as the President and fellow agent Tim McCarthy recovered.
What is tronic is that no one from within this great healing institution specifically attempted to identify and
single out those agents who might benefit from psychological or critical incident counseling.  Also during this
tirne, there was no formal policy of mandatory referral to the EAP or any type of mental health referral. In
addition, no peer support tearn was in existence that would be capable of an immediate response to attend 1o
the needs and help validate emotions of those agents on the scene~~to emphasize they were experiencing
“normal reactions to abnormal situstions” (Solomon, 1988}, Of utmost importance is the peers’ position of
being able to recoromend and offer credibility to known mental health professionals dealing specifically with
critical incident trauma-~to help rid fellow agents of the "John Wayne mentality” (Reiser, 1973, p. 316). In
other words, there was no one to tell them not to internalize emotions {or suck it in} as is frequently the case,
1o dispel the myth that grown men, especially cops, can’t cry.

We must ask ourselves how many other agents were affected by the events of March 31st, and, more
importantly, do they continue to be affected by this incident? Approximately seven years later, as previously
noted, a number of agents present at the scene continued to have one or more of the following symptoms:

Flashbacks, recurring thoughts

Continually questioning their individual response and reaction

Sleep disorders

Difficulty discussing the event

Difficulty discussing the event with wife or family

Children of the agents are developing similar symoptoms and/or have nightmares of the
incident

In February 1988, the Secret Service sponsored the first critical incident seminar for 13 agents
{including the writer) who had been involved in life—-threatening critical incidents some time during their
careers. The seminar was led by a noted police psychologist with assistance of the project manager for the FBI
Critical Incident Team. This three~day course was unanimously rated by the attendees as one of the most
meaningful and productive endeavors ever orchestrated by this Service. It was interesting to note that the
attendees’ veactions to their particular incident fell within the parameters of reactions set forth by
Dr. Solomon-~the parameters being that one~third of all agents/officers involved in an incident have a severe
reaction, one~third a mild reaction, and one-third minimal, if any, reaction (1988).

in September 1988, a second seminar was held for additional agents and/or Uniformed Division
officers also involved in critical incidents. Again, reactions feel within these general parameters. Attendees
concurred that participation greatly facilitated the resolution of personal issues and questions. It further
promoted discussions with family who were equally affected by the incident, but frequently ignored or
forgotten. Of paramount importance was the concurrence that attendance greatly enhanced mental
preparedness and one’s mindset; in other words, the "survival instinct” should they be involved in another
critical incident during their career. All attendees felt it was imperative that inoculation to critical incident
stress be emphasized 1o new agent classes. The proper mental preparedness, coupled with the state~of-the-ant
training currently offered by the Secret Service would greatly enhance the survivability of an agent facing the
sudden confrontation of life-threatening aggression. Team members felt it was imperative that they
continually update and improve their skills in the field of critical incident trauma in order 1o avoid the
possibility of unintentionally escalating stress and / or trauma following an incident by inappropriate comments
and/or behavior. Participation in seminars/workshops such as this one would not only enhance each agent's
expertise but would further provide a network of comrades representing the whole spectrum of local, state, and
federal law enforcerment.
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One agent in particular continued to experience o number of the above symptoms following an
incident that ocovrred over 20 vears ago. 1t is important to note that regardless of when the incident occurs,
the benelits of formal (1 stress) debrieling far outweigh the philosophy that time heals all wounds or let
sleeping dogs lie. The attendees unanimously concurred that they benefitted from the debriefing regardless
of the time frame involved. Beller immediately alter the incident than later, but better late than never.

Attendees concurred that knowledge of Cl stress and its possible effects will not only assist the person
facing a life~threatening confrontation, but it will also enlighten the rank and file who may have contact with
or need to comfort a future survivor or survivoer's family.

The following quote was directed towards a financial investment article; however, [ couldn’t help but
note iis relevance: "In all my years . .. 1 have never met a person who planned to fail, but | have met many
who failed to plan” (VanCaspel, 1986).

We must do all we can to prepare the new agents//officers for the difficult task and risk they may face
down the road. It is said that in battle one reacts instinctively as one has been trained. "Fearing the future,
provides in time of peace, As a wise man should, the equipment required for war” (Bovie, 1959, 9. 108). In
other words, a wise man in time of peace prepares for war. Hopefully, the inclusion of this topic in training,
presented by guest instructors who themselves have survived a critical incident, will reduce and eliminate some
of these mistakes and risks, to emphasize that their response o attack must be spontaneous and effective,
Training Division roust address the following. What do you do i you are shot? How will vou react o
physically prepared to take another’s life? How will you react to sudden life~threatening aggression? Do you
understand and recognize the physical and emotional reactions you may experience as your body adapts to the
fight or flight syndrome? Do you have a plan? Can you succeed?

A picture of the Reagan assassination atternpt is displayed at our Office of Training. The following
quote is printed beneath it and is attributed to the agent survivors who courageously put their lives on the line
that last day of March 1981 "It is for such moments as this that the Office of Training exists”

Noted police psychologist Dr. Roger on a critical incident as "Any situation where one
feels overwhelmed by their sense of valnerability and/or lack of contrel over the situation” {1988, Critical
incident trauma affects us all. Some react strongly, some immediately, and some months later. One of our
agents in particular was involved in a fatal shooting a number of years ago. This agent advised that he
experienced very few of the symptoms we have previously described. Although he regretted being forced to
take another life, he responded as he had been trained and in self-defense. Following the death of a co~
worker he returned fire, killing his assailant. is interesting is that this agent began to experience guilt
years after the shooting because he felt he should have had a reaction to the shooting incident, but did not.
He was also the recipient of a well-meaning but most inappropriate call from a fellow agent who had himself
been involved in a fatal shooting but who lacked any formal training in critical incident trauma and/or peer
support. Again, the caller was well-intentioned; however, he had never personally resolved his own shooting
and was using the victim agent as a sounding board for his continued problems and anger with the Service.
As one of the attendees remarked, "It's imperative that you realize no matter how you fight off the impact of
the incident, at some time it will leave its mark” (Berthold, personal communication, February 11, 1988).

Too frequently, supervisors are heard commenting after a critical incident, "He’s all right; he's a
Vietnam vet. He can handle it . . . he doesn’t need a shrink or any peer support help” The following article
appeared in Police magazine and was titled "T've Killed That Man 10,000 Times”

To compare war with fatal police shootings is comparing apples and oranges, says Dan
Sullivan, a former Santa Barbara police officer (and presently a special agent with our
organization) who killed a man. . . and who served in Vietnam. Sullivan went on to
comment, "In a war that's what vou're there for- 1o wipe them out. Police work isn't like
that. You're certainly not on a search and destroy mission. Vietnam and the 1400 block
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of Gillespie Street in Santa Barbara, they're just not the same thing” Dan Sullivan was not
initially upset when he killed a man. Nevertheless he was ordered by his captain to have a
counseling session. “After | went,” Sullivan stated, "l was glad | did, 1 felt better having a
professional tell me | was okay.” (Cohen, 1980, p. 17}

On May 26, 1973, seven Secret Service agents were aboard a U.S. military helicopter that was
shuttling them off the Florida coast to an island where the President was vacationing. It was just before
midnight when the copter crashed into the water, overturned, and sank. The crew and six of the seven agents
managed to escape (underwater) from the upside down copter. They were finally rescued after 45 minutes
of hanging on in shark~infested waters. When the copter was later pulled from the water, the remaining
agent’s body was recovered, still wearing his harness and seat belt. Again, the possibility of critical incident
trauma for the survivors and their families——and once again, no specific program in place to assist. No peers
to help validate emotions or fears, to address normal reactions to abnormal situations (Solomon, 1988). A
number of high-ranking supervisors called to offer support, but no one with any expertise in critical incident
stress debriefing was available. No program of mandatory referrals, sessions with a mental health professional
and/or days off. No one trained to address issues such as loss of a fellow agent, fear of flying, guilt, and the
thousands of questions and concerns of family. One of the agent survivors who continued to work without
counseling and without peer support (i.e., peers who have been sensitized and trained in critical stress) found
himself, within a few months of the incident, assigned to a shift that was about to be transported at night by
military helicopter. This agent requested reassignment for that shift in that he was not ready for another
flight---a valid, and most reasonable request from anyone who had experienced the trauma of an aircraft crash,
underwater escape, and death of a friend and co-worker. His direct supervisor ordered him to proceed with
the flight and when he refused, relieved him of his badge and official equipment. Another survivor, who was
sitting next to the agent killed, later asked that consideration be given so that he too would not have to travel
by helicopter. A reviewing Headquarters supervisor, oblivious to his exemplary record, recommended that he
consider resigning.

Mentioning these issues is in no means any attempt to characterize or imply that the Secret Service
is insensitive or not interested in the well-being of its personnel, These are isolated incidents that
unfortunately need to be addressed in order that we may learn from our mistakes. They further serve to
awaken those skeptics among us {and within the organization) who fail to recognize that we all react and are
affected differently to the inherent stressors of our occupation.

The Secret Service continually strives to improve and evaluate its personnel, theories, and practices,
We are now just beginning to recognize and realize the importance of critical incident trauma and its effects
on our personnel, both physical and psychological. We have made our mistakes; however, of far greater
importance is the acceptance and recognition that we (the Service ) always sirive to advance from the setbacks
and address and rectify problems as expeditiously as possible. As many have said, the Secret Service is family.
1t is by far one of the most innovative, professional, and prestigious law enforcement agencies that exists today.
It is hoped thal this program will benefit not only the street agent/Uniform Division officer, but also their

greatest assets——peers, clerks, support personnel, spouses, and children who truly make up the Secret Service
family.

As a direct result of the first critical incident serninar and the recommendations of its participants,
our Director has instituted an aggressive and most impressive policy for all supervisors to adbere 1o following
a shooting or other critical incident. Our Employee Assistance Program has expanded its level of assistance
and expertise in this field. A cadre of peer support counselors has been identified, trained, and authorized to
respond (in concert with an EAP counselor) to assist any fellow agent involved in any type of life-
threatening critical incident
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Director Simpson recently commented:

The Employee Assistance Program has designed a Traumatic Incident Program for Service
personnel who are involved in life—threatening situations. The program features a traumatic
incident training unit for new agents and Uniformed Division officers, a support network of
peer counselors who have experienced a traumatic incident, and the Employee Assistance
Program counselors. Recently I attended one of the critical incident trauma seminars. Not
only was | extremely impressed by the content of the seminar, but I was deeply moved by
the understanding that this program will benefit many employees and give tremendous
support to those who have been or may be involved in a traumatic incident.” {1989)

In addition to a supportive and most understanding Director and executive staff, we are also fortunate
in that we have an extremely caring and well-structured EAP. Mrs. Christy Prietsch, C.A.C,, is the program
manager and point of contact for agents/officers of the Service to the Employee Assistance Branch. A close
and harmonious relationship exists between Mrs. Prietsch and all peer counselors.

In conclusion, recognition of critical incident trauma and the iraportance of peer support remains in
the embryonic stage at the federal law enforcement level. Both concepts continue to gain acceptance and
recognition with the Service. Secret Service peer team members have already been utilized following a number
of diverse incidents. Feedback from recipients has been positive and most rewarding. None of the respondents
felt contact was inappropriate or intrusive. All encouraged expansion of the program. Along with the FBI,
our program is in the unique and enviable position of being a trend setter in this most important field. As
this seminar attests, the liaison and good will opportunities that this program opens to all law enforcement are
endless. We at the U.8. Secret Service will continue to capitalize on these phenomena and raise our program
to the pinnacle that has come o be the hallmark of our agency. Unlike many "in vogue” programs that come
and go, the stark reality of peer team utilization in future life-threatening situations is not a matter of debate,
but a matter of time.
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THE DEVELOP T OF A CRISIS CARE UNIT

5. Peter Bush, M.

Policing produces crisis confrontations for the individual officer in duty assignments and in
situations in which members of the public are in crisis.  These situations may require
immediate and/or long-term resolution and response. Police have been inadequately
trained and prepared to provide the appropriate response o crisis in their own lives and that
of others. Crises can vary from minor 1o major, involving shootings and loss of life from
disaster. Public crisis situations present stressful occasions for police management.

This paper describes the philosophy, planning, development, and early stages of a project to provide
care Lo persons in crisis in a metropolitan environment involving police and nonpolice crisis—trained personnel

In 1979 in Melbourne, Victoria, Australia, 2 seminar was held by the ten recently established
Police /Mental Health Services Liaison Commitiee. As a result of this, a small group of citizens et to discuss
the gaps in the facilities in the provision of assistance and care to people in crisis in Melbourne. From this
humble beginning, the Melbourne Crisis Care Association was developed. Five years later, the Association
represented 270 members and organizations active and interested in crisis care.

To many people the term "crisis” may be vague and meaningless. The Association adopted a relatively
simple definition, deliberately nonspecific and comprehensive:

A time when something has happened 1o interfere with a person’s ability
to manage without assistance,

It is well-recognized that the ability to manage varies with circurnstance, time, personalily, experience,
upbringing, and many other factors. An event that may appear a crisis to one may be liftle more than an
inconvenience o another.

The Association's early activities included meetings, discussions, seminars, 2 study day, production
of a concept paper and pamphlet, and circulation of a questionnaire to agencies. In late 1980, the Association
approached the Victorian Government {The Minister for Community Welfare Services, and subsequently the
Minister for Police and Emergency Services and the Minister for Health) seeking Government support towards
further examination and research into crisis care in Melbourne, Melbourne is the capital city of the state of
Victoria, the smallest of the five mainland states of Australia, and has a population of approximately 2.5
million.

The Minister established a steering committee in 1981 made up of representatives from the
departments concerned, including Housing. The MCCA was also directly represented. The objectives of the
Steering Committee were to gain greater knowledge about the adequacy and availability of crisis care services
in the community, particularly noting questions of access, coordination, and adequacy. The police, being

emergency.

The report of this Steering Committee was finally presented to the Minister of Community Welfare
Services in late April 1984, Despite the hopes of the Executive for an early opportunity to discuss this report
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with the Minister, this did not eventuate, although the Minister addressed and opened a consultation day on
November 24, 1984, In ber address, Honorable Pauline Tone stated:

We all know that sudden crises can have a profound impact on individuals and their
fanilies. In some cases there is nowhere to turn. This is particalarly a problem when crises
occur outside normal working hours. . . Some crises may develop into domestic violence,
family separation, children being placed in institutions, and ongoing difficulties. An effective
crisis intervention service complements existing services both generalist and specialist and
should work well with them. It should, whenever possible, build upon existing services
rather than create new organizations which require further coordination.

The rhetoric was encouraging. The subsequent inactivity was not.

After much further consideration and consultation, and despite the encouraging words of the Minister,
on May 22, 1985, the Executive reached a watershed. It was then realized that unless the Association itself
took action, the prevarication and delaying tactics of the Government would continue. Accordingly, a pilot
project was planned, building on exisling crisis services. The MCCA and the Victoria Police cooperated to run
an experimental crisis service for three months, A crisis team was available for crisis calls initially made to
D 24, the police communications centre, between 6 pm and 2 am each day. This teamn comprised one police
officer from the Community Policing Squads and a crisis worker on loan from an agency for a week.

As a result of this pilot project, the need for a Crisis Care Service was confirmed. A further period
of frustrating delay by government was eventually interrupted by an bmpending State election. Promises of
assistance and finance were made. In mid- 1988, moneys were made available for this purpose. A Project
Officer was appointed,

As in the previous pilot project, the service was to be run in conjunction with the Victoria Police
Community Policing Squads, in cooperation with workers trained in crisis care management. It was planned
that these workers should come from the Departments of Health and Community Services,

In June 1989 1 learned that "the whole issue of funding has become a political one . . " and still much
effort is required for its continuation.

At the conclusion of ten weeks of operation, the following results are shown:

133 cases

178 people seen

112 wvisits

23 phone consultations

132 females 46 males

Type of case:

56 family violence situations

17 child~parent problems

12 suicide threats/ attempts

psychiatric problems

past sexual assault

accommodation, including homelessness
relationship problems

grief reactions

other (e.g., drug abuse, assault victim, prowler)

B OO 00 D

e
Tank
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It is not possible from these small figures to evaluate in financial terms the importance of such a
service, Finance is not the only nor the most important consideration. There are many who would claim
rightly that these services cannot be assessed merely on financial terrns.  There are, however, several
observations that, | believe, are relevant and underline the necessity for such a service 1o continue and to be
developed:

The clients who have used this service, though small in number, have appreciated Hs value.
it has been used for direct "counseling” of police personnel in stressful sifuations, e.g, after
& bombing.
Domestic violence situations provide major stresses for police for several reasons

risk of violence o police

inability to resolve problem

repeated calls {o same situation

frustration
* Evidence from elsewhere of the value of such a service,

The value can be stated as follows:

The preliminary benefit of the DRT {Domestic Response Team ) moodel, of a social
worker teamed with a Community Relations Officer, (Police) is the merging of the two
perspectives of social work and police work, and the accumulated experience that is
associated with these with resultant benefit to the client. The police bring to a crisis situation
experience in, and knowledge of, the law and the legal system as well as experience in
dealing with physically violent aspects of a crisis. The social workers, with their experience
in dealing with the socio—emotional aspects of relationships, are able to deal with that
component of the crises as well as utilize their extensive knowledge of the sodial service
networks in referring clients 1o the appropriate agency. (From a report prepared for the
Canadian Solicitor General)

Such a Crisis Care team, organized within the framework of a police service or not, should provide
the link for its "clients” with the many other existing care organizations—statutory, voluntary, church based,
general, or specific that will provide the necessary continuing care. The unit is likely to prove complementary
to, and not a substitute for, these.

This linking of "client” with continuing support applies equally to police personnel to the professional
police psychological (and psychiatric) services and/or peer counselling within a police force.

It would have been pleasant to have provided a glowing report of many success stories from this
limited experience in Melbourne. Life is, unfortunately, not like that. One of the great features of the service
that 1 have briefly described has been the dedication of the small number of workers to a task in which they
have had complete and sbsolute confidence and faith, despite the many problems associated with the
bureancratic machine that is unable to appreciate the values of personal care unless it can be seen in a financial
balance sheet. This applies to care of police officers as much as it does to the community at large. For the
benefit of all police officers and especially those in forces in which the Yght has not yvet dawned, it is therefore
incumbent upon us to ensure that sulficient factual evidence is laid before the anthorities 1o substantiate these
claims, which, clindcally, are obvious to us all.
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POLICE COUNSELING UNIT TO DEAL WITH CRITICAL INCIDENTS

Joseph A. Dunne, MPA, CAC

ABSTRACT

Looking back 30 years, we can discern three periods of increasing violence when law
enforcement officers are directed to control groups seeking social and political change in
America. This paper examines the rising degree of stress related to the changing role of
police from "peace officer” 1o a combat level in the war on drugs. The consequent need for
support services is served by the Police Counseling Unit, an effective and confidential
approach, designed to treat and rehabilitate victims of "burn-out,” alcoholism, drug abuse,
and gambling, returning officer to full productivity.

INTRODUCTION

America has experienced 30 years of increasing violence as reflected in the Uniform Crime Reports
and in the number of law enforcement officers who were wounded or killed each year in the line of duty.
The International Law Enforcement Stress Association lists 181 officers killed in 1988 {Donovan, 1989).

The author of this paper was appointed Chaplain of the New York City Police Department in 1958,
being in a position to witness the events that brought about change-~from the status of "peace officer” to one
of "crowd control,” confrontation, and violence. We can discern three stages of violence, beginning in the 60’s
with civil rights marches, which set blacks against city and state police in Mississippi and Alabama. In 1964,
following the shooting of a black youth, New York’s Harlem exploded into a full-scale riot, requiring
maximum effort on the part of New York’s police. This Chaplain was pinned down by a hail of bottles and
trash thrown from the houses on West 117th Street, while riding on patrol with police in Harlem. The image
of law enforcement suffered until unjust laws were changed, but the potential for violence remained.

The second wave of violence involved the "Peace Movement” in response to America’s military
involvement in Vietnam. Again, the police were placed in an ambivalent position defending national policy
on the streets, at military bases, and in our nation’s capital. In these demonstrations, however, the presence
of drugs contributed often to the physical danger for police making arrests. Ironically, many of the police
taking abuse were themselves combat veterans of Vietnam. Having returned depressed, hostile, and guilt-
laden to a country that ignored their patriotism, they entered police service, only to be further abused, insulted,
and assaulted by their fellow Americans,

At this point, a clear danger signal was given to law enforcement with the issue of the bulletproof vest,
o be worn on patrol. This was tacit admission that the police were no longer safe on the street, not feared
by criminals but in danger of death at all times. Rather than give them a sense of safety, the vest would force
officers to evaluate their role in the community and decide whether their service was worth the risk to
themselves and their families.

The third and most recent phase of rising stress in police work is the "War on Drugs” that President
Reagan ordered into action. Now there is recognition of an enemy, well-financed, better armed with
automatic weapons, and already invading every city, school, and home with death. The police are required
to infiltrate, make "buys,” and then conduct an assault on deadly killers. At this point, the role and function
of law officer truly parallel that of the military, engaging a foreign-based cartel whose goal is the total
destruction of our youth by spawning crime and violence across America.
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Today, much of the stress and frustration being suffered by police officers stems from an awareness
of their inability to perform a military role. They lack combat training, manpower, and services to handle the
stress, injuries, and personal loss upon the death of a friend or fellow officer. The peer group gathers at the
local bar. The wife and family cannot understand thelr own hostility and underlying anger and frustration.
The complaint we hear often is1 "There is no one to talk to and get it all out”

STRESS AMONG POLICE OFFICERS

We are indebted to Hans Selve for an early definition of stress. We are told that reaction to stress
is the "general adaptation syndrome,” consisting of three stages—-alarm, resistance, and exhaustion (Reiser,
1976). Police officers certainly do live in a state of alarm, from the time they dress for work, put on a
uniform and firearm, then, go on patrol answering potentially dangerous situations on each tour of duty.

Dr. Martin Reiset, a psychologist for the Los Angeles Police, writes that the nature of stress is not as
important as the person’s perception of the event and the control responses to stress, i.e., threats to the
individual, such as, losing control of himself, a threat to his conscience, or the threat of physical harm. Police
desire to serve the people of the community and are above-average in intelligence; but each has his own stress
tolerance level, which, when overloaded or underloaded, will lead to symptoms of distress.

Dr. Martin Symonds, a former police officer in New York, divides the stress experienced by police
into two categories: that due to the nature of police work and that due to the police organization itself
{Symonds, 1969). In the first instance, the recruit is trained fo enforce the law and safeguard life and
property. He is to be a "peace officer,” but, in a changing society, steadily becoming more violent, every arrest
is potentially dangerous. Community perceptions of police are often distorted by social and political events,
e.g. the movement toward civilian review boards. While more than 90 percent of complaints are not
substantiated, the threat to police service remains.

Every organization is capable of creating stress from within., Bmployees perceive rules and procedures
as restrictive and tools of management to punish mistakes. Police personnel complain that leadership is poor
and unresponsive fo the dangers of the job. "The bosses are not on the scene when the action takes place” is
a frequent cornment. In addition, promotions based mostly on civil service examination or by political and
personal appointment do not guarantee the quality of leadership needed today. While discipline is necessary,
in view of the responsibility given to police to enforce the law, the accountability must be shared by superiors.
The officers on the street, risking life itself, feel that they need and deserve leadership and support of the
department.

Among the numerous manifestations of police stress, Dr. George B. Whitmore includes fatigue,
insomnia, headache, backache, hypertension, anxiety, depression, indigestion, impotence, frigidity, and spastic
colon (Reiser, 1976, Wallace, 1985},

In view of these studies on stress, most observers conclude that police work is, indeed, stressful, taking
a serious toll with sickness, injury, and deaths in the line of duty. U we grant that the role of the law
enforcement officer has now approached that of the military in combat stress, we should look to the need for
support services akin to those in the Armed Forces; e.g.. police chaplains to counsel, identify stress, and supply
spiritual guidance in law enforcement; psychological services to evaluate or refer for treatment and therapy,
and a police counseling unit. Peer counseling in an employee assistance program has proved very successful
for government and industrial employees, reducing absenteeism and bealth costs by using poor performance
as the basis for intervention,

POLICE COUNSELING UNIT

This Chaplain became aware of the stress—related alcoholism in the New York City Police Department
early in his ministry. Police officers facing disciplinary charges were oflen placed on probation after trial,
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reporting to the Commuander and the Chaplain, for a period of one year. 1t was soon apparent to me that most
of the viclations were related to abuse of alcohol. Efforts to establish a program of rehabilitation were resisted
until Commissioner Howard R. Leary was willing to sign a written policy on May 12, 1966, authorizing a
counseling service (Dunne, 1973).

Reaching the troubled employees in bureaucratic structure, such as a police agency, requires
considerable effort to overcome ingrained obstacles. First, there is the traditional "cover-up” (Kenney &
Leaton, 1987, which is based on strict group norms of loyalty and protectionism. The stigma of addictions,
e.g., alcoholism, drug abuse, and compulsive gambling, not only delays access to treatment but contributes to
the denial {Wirch, 1980) on the part of the client that help is needed. Second, the iron-clad cloak of secrecy
is maintained in police agencies, resisting "outsiders” seeking change or knowledge regarding even health
matters of personnel. Third, there is always concern about the presence of firearms, the symbol of authority,
which must be surrendered prior to treatment even when safeguarded for a short time.

Employee assistance programs are effective in reducing stress of police personnel because they offer
a rational approach to troubled employees in a military-type organization. Using the command function, the
internal resistance can be reduced by the adoption of a clear written policy outlining the goals and philosophy
to be adopted as follows:

I Recognition that alcoholism and substance abuse are treatable illnesses, not disciplinary cases
per se.

2. Superiors are responsible for referring employees for counseling on the basis of poor
performance.

3 Records of the counseling unit are strictly confidential under Federal law (42 US Code, Pant
2, 1975).

4. Employees are assured that job rights to assignment and promotion will be protected,

5. Continued failure and resistance to cooperation may result in discipline or dismissal.

The design and function of the counseling unit holds out several unique features for the troubled
officer suffering from the pressure of the job, a cynical mistrust of the agency, an unwillingness to
communicate, and an advancing state of addiction to alcohol, drugs, or gambling debts, thinking of suicide
because no one seems interested in his/her problems.

Staffing the counseling unit with peer counselors, most of whom are recovering persons, conveys
management’s concern for the dangers and risks of police work. The intent is that the client will be meeting
"one of his own” who understands the pressure and the pain and is willing to share experience, strength, and
hope with a brother officer in trouble. A "reveal” and "heal” philosophy is more likely to facilitate coping and
personal growth after a critical incident (Solomon & Horn, 1986).

A basic key to success, however, will be establishing the atmosphere of confidentiality, locating the
unit away from the police facilities, and training all personnel! to respect the integrity of this service.

The effectiveness of this type of program consists in a holistic approach. The assigned personnel
present primary education to recruit classes and promotion candidates, explaining the function of the
counseling unit as department policy and describing its many skills in serving the stress problems of the force.

A glance at the work-flow chart of the unit reveals the function of case finding, using medical,

disciplinary, and performance records plus family complaints as the basis for interviews. Crisis intervention
follows for employees referred by commanders, doctors, chaplains, or other agencies. Referrals to treatment
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include detoxification, outpatient services, menial health clinics, psychological services, and marriage
counselors, These sources are combined with rehabilitation at halfway houses and assigrnent to imited duty
of a clerical nature, without firearms and with continuous evaluation for return to full duty. Family members
are also involved, when possible, with the counseling process.

This unit is in an excellent position to perform follow-up on a monthly basis, monitoring attendance
at self-help groups and work reports. Follow-up studies indicate that abstinence is often directly related to
the quality of follow-—up efforts (Dunne, 1973). In another study, privately sponsored, the New York City
Police Counseling Program treatment outcomes in 1985 reflected that 82 percent of its clients returned to full
duty {Lieberman, 1985}

CONCLUSIONS

This paper has dealt with a recommended philosophy of treatment for police officers currently
subjected to an increasing level of stress and serous injury and death. If we accept the theme of this paper
that police service in America is approaching that of the military, waging a real war against drugs here, then
we must broaden the physical, psychological, and spiritual resources, rouch like those supplied to the Armed
Forces.

The employee assistance program was presented as an effective approach in serving the needs of police
officers. Now we can go further, in view of current laws on confidentiality and the National Rehabilitation
Act of 1973, Sec. 503, 504,

On December 31, 1970, under the leadership of Senator Harold Hughes of Towa, Public Law 91616
established the National Institute of Alcohol Abuse and Alcoholism, appropriating $40 million for prevention,
training, and treatment of alcoholism. Part of this bill also required hospitals receiving Federal funds not o
discriminate against clients suffering alcoholism and o maintain the privacy of such patients. On May 14,
1974, Public Law 93282 extended this rule of patient confidentiality to treatment of drug abuse patients.

Today, alcoholism and drug abuse treatment facilities, including employee assistance programs, are
required by law to keep records and identifying information confidential unless a proper release is authorized
by the client. Confidentiality of alcoholism and drug treatment records is also affirmed by the US. Code, Part
3, dated 1975, and renewed by Health and Human Services, 1987,

Thus, a client who presents himself at the Police Counseling Unit seeking treatment for an alcohol
problem comes under the law of confidentiality, and his privacy must be protected. If he admits using drugs
in addition to alcohol, the same right to privacy exists. Yet some police executives would require that this right
be forfeited. Counselors are required in some instances to refer this individual with a double problem to the
medical authority to be tested and dismissed. This practice, in my opinion, is a grave injustice to the officer.
His right to privacy has been violated. The concern of the administration is centered upon the drug use, not
on the rights of the person.

Further, the National Rehabilitation Act of 1973, Sections 503 and 504, has established the rights of
alcoholics, drug asbusers, and those sulfering mental problems to employment and classifies them as
handicapped. When this impairment happens on the job, they cannot be dismissed without an opportunity to
obtain treatrnent to correct this behavior. This regulation binds all employers who receive Federal funds by
contracts in the amount of $25,000 or more. Here again, we must protect the rights of the police officer to
treatrnent, rather than dismissal.

If we evaluate the treatment for police officers suffering stress, e.g., alcoholism, drug abuse, and

compulsive gambling-—often viewed as a means to deal with the pain of loneliness, fear, and anxiety of seeing
crime and inhumanity day after day--we learn that only one in five agencies provide chaplains, counseling,
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or psychological services, We must conclude that the major emphasis is on drug testing, and not on
rehabilitating the police officer.

To my way of thinking as a police chaplain, justice demands that the police officer should be given
the best care we can obtain, extensive insurance coverage, and access to the best medical care and the best
doctors in the country. One such treatment program has been open since July 10, 1989, in Davie Florida:

SEAFIELD 911
Center for Law Enforcement
5151 8. W. 61t Avenue
Davie, FL 33314
3053219400

The far—flung frontiers of freedom are now gone into history. The battle is here and now-—~for our
children, our homes, our America. The "Thin Blue Line” of police officers, thank God, stands between us and
defeat in the "War on Drugs” in America
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While trauma debrief, intervention counseling, and peer suppor! programs are increasingly
gaining acceptance both by law enforcement officers and administrators, their development
and operation has pointed to a variety of unresolved and controversial management issues.
These issues have not only affected the effectiveness of intervention strategies but also have
raised concerns as to whether programs should be implemented or continued as part of the
standard operating procedure of the organization in the event of a traumatic work place
incident. While most police officers and administrators express a hurnane and empathetic
desire to assuage the emotional suffering caused by job-related trauma, concerns for
maintaining confidentiality; rejection due to occupational and organizational norms that deny
the existence of mental injury; legal requirernents for reporting admissions of criminal
activity, as well as behavior that falls under departmental disciplinary procedure; costs of
intervention programming given the approach elected; and the potentially overwhelming costs
of workers’ compensation including paying for treatment, disability leave, and retirement
have caused a reluctance in many departments to implement and/or continue intervention
strategies 1o offset the deleterious effects of duty—related trauma. This paper addresses legal
requirements for compensation for work~related mental injuries, administrative concerns for
the costs and lability for travma programming, and legal requirements for administrative
intervention for mental injuries affecting work performance, trauma defenses used in
disciplinary actions, and the confidentiality issues.

RODUCTION

Critical incidents, resulting from natural disaster or through human—induced violence or negligence,
are most frequently described by the nurber of lives lost or of physical injuries. The focus of the event is
generally on physical damage, evidenced in pictures of destruction, fire, explosion, rubble, bodies, disfigure~
ment, and injury.  To most formal organizations responsible for the resolution of critical incidents the
parameters of the event lie between the first person threatened with injury until the last possible survivor or

victim is recovered and the cause of the event documented. The goals of critical incident intervention for
police include rescue, injury prevention, medical assistance, and investigation of criminal actions.

Subsequent to a critical incident, the attention and resources of most police departments are sorely
tested and stretched bevond the point anticipated by any planning effort. Critical incidents, by their very
sudden, unexpected, and destructive nature, overwhelm most departments despite efforts devoted to planning,
training, coordinating, and preparing for their occurrence. Whether the critical incident involves responding
to a disaster for the purposes of rescue, recovery, and protection, or for an incident of human-induced violence
resulting in the wounding or death of an officer, the department and its personnel experience a demand of
effort and attention that is unlike any previous effort. Manpower demands of g rescue operation or man-hunt
tax the department’s ability to meet U8 required mandate to continue the provision of police services to
unaffected populations, since rarely is the fotal governmental jurisdiction involved in the aftermath of the
critical incident,
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Typically the police administrator’s altention is virtually totally consumed by the tactical demands
of the critical incident, leaving little time for consideration of anything other than the physical well-being of
officers and citizens. Once immediate lfe~threat has been eliminated and the wounded attended, the attention
of the manager turns 1o overseeing securing the scene; coordinating interviews and reports of participants,
workers, and witnesses; and working toward resolution of the incident. Little consideration is given to the
potential for psychological injuries 1o those involved, as the mission of the police department is to "Protect and
Serve,” not to treat—~instead fovusing on the security of persons and property. There is no responsibility
legally, ethically, or morally—-so the administrator assumes——for mental injuries of officers and certainly not
for those of victims, The law enforcement purpose, for example, is to intervene to protect the physical integrity
of a sexual assault victim, providing defense, necessary medical Dreatment, and stlempled identification of the
assailant. The only psychological concern is to immediate erergency medical conditions and sensitivity
toward the victim in interviewing and investigation. Concern intensifies and extends when the victim is g
police officer injured in the line of duty. Psychological injuries rarely are considered, and then only when
accompanied by serious physical injury. 1t is ondy such an injury or special circurostance, such as a felonions
shooting of the officer, that drives the administrator to the hospital or to the officer’s side. Once wounds are
treated and heal or the dead are laid to rest, the depurtment and the administrator consider the matter at an
end for the department, in effect turned over 1o others. The duly owed, in the eves of most administzalors,
is to protect the physical well-being of officers, and all safety and security training, procedure, equipment, snd
police decisions are directed toward that end. Considerations of weapons, ammunition, body armor, tactics,
traindng, and certification are all divected 1o the prevention of physical injury. Clearly, administrators see and
agsume much in the way of responsibility to forestall the occurrence of such injuries. Few administralors—
in fact, few eraployers——accept and assume responsibility for mental injuries,

Critical incidents, by their very nature, reguire the police organization fo deploy manpower and
resources in a manner that straing the capacity of the department to mainiain normal functioning. Whether
responding to the rescue and recovery tasks dernanded in a disaster or mounting 2 manhunt and investigation
in an officer-involved shooting, the departmoent is hard pressed o continue normal response levels to calls-
for-service by a distracted force and to simultaneously command the eritical incident. Most organizations are
so distracted by this burden that to consider the emotional psychological impact on self and other officers
receives low priority. As any new recroit learns, the salety of the community comes belore the officer’s well-
being. The commitment to risking life and limb, to put one’s life on the line, is one obligation assumed with
the badge. The public must be protected. Officers capable of performing are expected 1o do this duty. In this
period of heightened activity, the mental health or injury of officers is of little or no concern to the majority
of administrators. It is something that can be handled, if ever, Iater. 1t can be put on hold. The officer expects
and the administrator assumes that, short of total physical impairment, the police officer will continue fo
participate to resolve the critical incident,

Mo one would dispute the responsibility of the governmental jurisdiction to equip and train officers
in such a manner as o maximize the probability of their physical security in situations in which we expect the
officer 1o respond. Certainly police managers are expecied to deploy and supervise in g manner that presents
the lenst risk to citizens and, within the bounds of the mission of law enforcoment, o the officer.
Considerations of physical security and integrity drive much of what is involved in oitical incidents. While
planning 1o reduce the probability of physical injury is common, it is rare that one would find sttention in
policy and plan development or on the implementation through training of actions to prevent or ameliorate
the possible mental injuries of police work, especially those caused by responding to trauma, disaster, or life~
threat. Yet, as we will see, the law under workers’ compensation does extend that responsibility to employers.

The issue of traumatic stress related to the duties of police officers who respond to oritical incidents
incites much disagreement in the profession. Most administrators are wary of any discussion that suggests
job-related duties and conditions might produce psychological injury to workers. The protective services have
generally believed that their selection and tralning process produces individuals who can adapt well under
stressful conditions, and in fact, that stress can bring out the best in 3 worker.
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Since mental injuries rarely incapacitate mmediately and are generally not readily apparent during
a critical incident, their mcidence is generally not correlated with the management of a eritical incident,
Rather, mental injuries are seen as something that occurs at the point of appearance, days, months, or years
after the precipitating event, and are generally regarded in the context of the contemporary situation or as the
resudt of a personal flaw rather than correlated 1o the Injurious traumatic Incident. Management of injuries
at that tirne is seen as a personnel issue, not as one of safety. Manifestation of injuries are viewed as an
individual responsibility, not one that relates to the supervision of personnel deployed in 2 special operation.
Where bulletproof vests are universally regarded as preventive salety equipment and firearms certification as
preventive training against the possible injury of 2 bullet wound during the performance of duty, no thought
or planning is generally afforded mental injuries thal might result from the incident. Yet such injuries are just
as much the resull of the shooting event a5 any fesh wound. {Solomon & Horn, 1986; Somodevilla, 1986),

WORKERS COMPENSATION

To recognize in any formal way the possible existence of trauma reactions that have as their
precipitant duty deployment through officially recognized intervention and resolution programs might increase
the likelihood of successful workers’ compensation clabms and duty disability retirements. The usual reaction
of many protective service administrators is to declare that current training and support services provide
sufficient protection against any injury, physical or psychological. Since 1955, when a landmark court case,
American Ceneral v. Bailey, extended the workers’ compensation law o psychological illness, there has been
a burgeoning number of claims that assert that on-the-job stress or unsatisfactory work environment
contributes to psychological disorders,

Workers’ compensation programs were originally intended as a legislated no-faull insurance policy
(Hadler, 1984). Programs were constructed to protect employers from tort suits alleging employer negligence
for damages bevond lost wages and medical costs and were intended 1o grovide autoratic compensation for
relevant medical expenses and lost wages to affected employees. To encourage return to work, less than full
wage coverage was awarded, thereby requiring rehabilitative atterapts. In order to receive coverage under such
a compensation program, the employee must have suffered harm in a work-related mishap. Herein lies the
liability to the organization. Historically, such injuries were considered to include only those that were
physical and the result of an accident. Today, however, both statutory and case law recognize a broad range
of both physical and mental injuries arising out of the consequences of employment. At issue is where injuries
and incidents of a mental nature are compensable under the law. Some states allow recovery for mental
injuries by state statule {for example, see Chapter 102, Wisconsin State Statutes), some allow recovery by case
law (Pappas, 1987), and some specifically prohibit such claims (Larson, 1986, Matteson and Ivancevich,
1987},

The task at hand for protective service administrators is to differentiate between stressors that clearly
are job-related and those that are not, and to intervene in job-related stressors if the symptoms grow in
intensity and frequency (Dunning and Silva, 1980). Clearly, police administrators can no longer afford to
ignore the issue of job stress, such as the traumatic stress of duty-related response to critical incidents, as it
has become 2 legal obligation. Much of the research currently emerging accepts a cause-and-—effect
relationship between stress and many somatic illnesses. The task of inistrators is to reduce lability for
the legal risk associated with work place stress, specifically the stress of response to an extraordinary event

outside the realm of normal or even infrequent occurrence.

A particular issue to administeators is that in workers’ compensation cases the law reflects a liberal
definition of work-related injury. In Wolfe v. Sibley, Lindsay and Curr Co. (1975), the court accepied the
link between the mental job stressor and the subsequent psychological disability that caused incapability to
function properly on the job without considering whether the job stressor caused the disability or aggravated
an existing condition or vulnerability,
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it should be noted that in the case of a psychological /mental injury, the courts in the past have been
reluctant to compensate workers due to the difficolty in establishing either the cause or the extent of the injury
{ivancevich, Matieson, & Richards, 19853 The current advancement in research related to stress and
specifically to the traurnatic stressors of disaster and lfe~threat experience resulting tn Post-"Traumatic Stress
Disorder (PTSD) {Mantell, Dubner & Lipon, 1985, Solomon & Horn, 1986) will, in all probability, result
in compensation for a wide range of conditions related 1o work-related stress.  Claims that are currently
successful generally result in compensation for psychological injury that arises from acadents involving
physical injury or death, Discrete, specifically identifiable incidents that are unrelated to the usual performance
of the duties of one’s job and that result in psychological injury have frequently been upheld by the courts
These claims are further advanced when the issue of psychological injury has physical manifestations. The
bottom line in decisions involving workers’ compensation is whether the employee should be treated differently
for inability to work because of a mental injury caused by employment as compared with a physical injury
caused by employment {Lublin, 1980},

If administrators accept the premise that deployment at a scene of a critical incident can result in a
psychological reaction (and many don’t), then efforts to initiate programs to reduce its negative effect and
ensuing productivity and compensation costs must be addressed. Procedures that screen prospective employees
rarely examine propensity toward stress manifestation.  Such efforts would not appear 1o be cost-effective for
most protective service agencies. Indeed, since no reliable procedures exist to measure stress other than
reaction, one must look, like the court, to considerstion of claims made by workers against governmental
jurisdiction subsequent to a critical incident (Stratton, 1986},

Obviously, it is in the administrator’s best interest to identify situations that are stressful before
substantial legal liability is incurred. The present all-too~common supervisory response, ignoring lingering
problems or disciplining workers exhibiting behavioral effects of travma reaction, may prove detrimental not
only to the operation of the department but to the financial well-being of the agency or governmental
jurisdiction. Police administrators need to decide whether they accept the fact that sufficient evidence exists
to link psychological injuries, temporary or permanent, with critical duties of the profession.

Mental injuries are just as much a consequence of critical incidents as are physical wounds. There
are four categories of work-related injuries that can be compensable under workers’ compensation:
(1) Officers could have a physical accident leading to a physical injury (physical accident=physical injury).
Physical accidents are easily understood. A police officer is shot and receives extensive leg injuries. These

document not only the injury but the course of treatment necessary for recovery, Obviously, this is the easiest
of the workers’ compensation cases to prove,

The next type that could also ocour from the same critical incident might be (2) physical accident
the physical accident. The officer may develop an accompanying mental injury as well as the physical damage.
For example, the officer may become phobic, be afraid to work in the same area again or on a similar call,
refuse 1o work with the same equipment or until new gear is forthcoming, become very depressed about
physical limitations, experience unresolved chronic pain, or be forced to take leave, People can generally
understand and accept the premise that mind and body interact, one causing the other harm. Since the mental
injury is an extension of, and an addendum to, a qualifying physical condition, there is not as much resistance
to acceplance,

It is also understood to a certain extent that (3) 2 mental accident can lead to 3 physical injury
{mental accident=physical injury); that is, something that did not involve broken bones, blood, or torn flesh
but is a mental accident on the job, such as being shot at but not hit, may be a mental accident, We generally
accept that a resulting physical injury like ulcers, heart attack, or dermatological reaction might result from
such mental stress. We accept this because the hives are measurable or an ulcer is documentable; that is, we
can examine the skin or can conduct a GI bartum test and produce an x-ray that substantiates that an injury
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exists, Physical damage that 15 documentable and alfects work performance is hard to ignore. yet the mental
accident must be of an unusual and dramatic nature to invoke acceptance for job-relatedness.

The most difficelt injury. the one that is the least understood and for which there is the most
resistance {in fact, o few states do not allow such claims under workers’ compensation), (4) is 2 mental-
mental; that is a mental accident leading to a mental injury (Mental accident=mental injury). For example,
an officer shoots and kills someone, is himself or herself not injured, and develops Posttraumatic Stress
Disorder (PTSD). Shooting someone is 4 mental accident that is ouiside the common police esperience,
When you shoot al someone, or worse, take the life of someone even if they are threatening you, this is an
unusual event even {or police officers. People increasingly understand this as being a mental accident-—that
guilt, anxiety, and depression may lead to the mental injury of PTSD, clinical depression, anxiety or panic
attacks, or phobic reactions. The problem with administrators comes back to measurement--since we cannot
x-~ray it, we cannot book someone up to an EEG, how do you know the worker really has an injury? Tt is
this type of case that causes police administrators to take pause to consider the ramifications of acknowledging
the existence of job-related mental injuries. The lack of acceptance for psychological measures of mental
injuries as being too easily faked or hard to verify cause denial of job-connectedness (see also Stratton,
19867

CONFIDENTIALITY AND IMMUNITY FROM LIABILITY

One concern frequently expressed by police administrators is that any formally recognized program
aimed at mitigating critical incident stress, such as debriefs, might result in witnessed statements that could
be construed as admissions of wrongdoing, either through negligent or intentional actions, on the part of an
officer. Since the majority of critical incidents involve departmental, administrative, civil tort, and /or criminal
review, any staternent made in front of an unprotected witness may be introduced to the appropriate
authorities. Official programs such as peer support intervention or debriefing provide the opportunity for such
statements to be made at a critical point in the investigation and resolution of the incident. The normal
admonition in situations where officer culpability is involved is to refrain from speaking about the incident
to anyone other than the investigators and then only with advice of counsel. Such a warning is intended to
reduce the likelihood that the officer (s) would make incriminating statements that could be used against them
or the department in a court of law, Since guilt is a common factor in critical incident mmme it would not
be unusual for the officer to blame himself or herself for the outcome of the event. "If only..."” and "I should
have.." are frequently expressed comments after a traumatic incident. Rather than b&mg construed as
survivor’s guilt, a mental injury, others may accept such statements as admissions of wrongdoing. Yet
ventilation is recognized as one of the basic tenets of any critical incident debriefing process (Wagner, 1979a,
1979b; Bergmann & Queen, 1986a, 1986b, 1986¢). Autention must be given to allow the therapeutic process
to proceed with the constraints of lability and confidentiality.

Police officers are required by state law and departmental rules and regulations to report all
knowledge of the possible criminal acts—~felony and misdemeanor--—of coworkers. Specific obligations in
many jurisdictions place a heavy burden on officers to report admissions relating to domestic violence and
child abuse, two possible acts that may be related to the behavioral sequelae of posttraumatic reaction. No
department can offer immunity from civil and criminal litigation, either as a defendant or as witness, to police
officers participating as social support, intervention, or debrief role in posttraumatic psychological treatment
unless that officer is protected under certification laws in state statute (e.g., a licensed psychologist). Officers
having such knowledge of wrongdoing can be called to testify at departmental hearings, administrative reviews,
and in civil and criminal proceedings concerning statements heard postincident. This breach of confidentiality
has caused the rejection of numerous intervention programs by administrators and officers alike. The
utilization of protected professions with statutorily guaranteed confidentiality and the admission of
vulnerability of the traumatized officer are frequent methods of addressing this concern.
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BUDGETARY IMPACT OF CRITICAL INt

STRESS

Early identification of symptomatology of critical incident stress and prompt intervention can result
in significant employer savings in reduced disability and early retirement claims, decreased absenteeism,
trauma-related medical costs, and litigation (Friedman, Framer & Shearer, 1988). The costs attributable to
critical incident stress in terms of reduced productivity, inattention to duty, poor decision making, introsive
or avoidant behaviors, over~ or underreaction, hypervigilance and exaggerated startle response, memory
impairment, and concentration difficulties—-all characteristic of sequelae of posttrauma--are incalculable
{Gilmartin, 1986). Freidman, et al. {1988) report that the Barrington Psychiatric Center in Los Angeles
estimated that the average cost of intervention/relief with cases in which PT8D was detected soon alter the
traumatic event totaled $8,300 per victim, whereas the average cost of cases in which detection and treatment
were delayed amounted to almost $46,000. In addition, employees who received prompt treatment averaged
12 weeks of recovery before returning to work and had a low incidence of permanent disability as compared
with 46 weeks in the delayed treatment groups who showed significant long-tenmn effects. These figures
represent costs in which employees, in fact, developed PTSD subsequent to a traumatic work event and are
not representative of the dollars spent where less serious sequelae was evidenced. The costs of the intervention
program must also be computed over the number of victim-—survivor employees who did not develop PTSD
as the result of the treatment approach. Clearly, the expense of a few sessions for all involved, especially if
conducted as a group, would be significantly less than long-term treatment and/or disability leave of
significantly involved few. A proactive approach to preventive intervention would appear to be less costly in
the short run than to wait until mental injuries fester to the point at which personal and occupational life
suffers.

Many administrators express reluctance to inform their employees of the employer’s fiscal
responsibility under workers’ compensation, fearing a deluge of claims by assurmed malingerers. Anger, one
common by-product of critical incident participation, often gets displaced from the instigator or perpetrator
of the crisis to the employer. The result of that anger can be seeking redress either through legal recourse or
through contractual demands (e.g., workers’ compensation claims, mandated equipment or procedures, or suits
alleging negligence). Mantell, Dubner, and Lipon (1985) report, however, that the number of stress disability
claims by San Diego officers was significantly reduced after the San Ysidro McDonald's massacre, in which
immediate intervention programs were implemented, compared to retirements resulting from deployment stress
injuries following the PSA air crash in 1978, Clearly, the costs of peer support programs, debriefs, and
counseling for all workers involved in or deployed at critical incidents should be more cost-effective for the
police organization. It is not just workers’ compensation claims, disability, retirement, and absenteeism that
should be of financial concern to the administrator, but also the legal responsibilities relating to impaired job
functioning as a result of an employee posttraumatic sequelae,

Administrators are also fearful that the cost of preventive and rehabilitative programs will prove
prohibitive for the organization. It is assumed that mental injuries require the services of highly paid mental
health professionals and will generally require lengthy treatment. That is not the case. Rarely do officers
experience traumatic reactions that require the intervention of a mental health professional, with most
symptoms fading on their own. In the few studies that exist regarding effective coping skills, peer support
appears to provide the treatment of choice for traumatic sequelae (Diskin, Goldstein, & Grencik, 1977,
McCammon, Durham, Wilkinson, & Allison, 1989). Commitroents of officer tirne and training resources o
developing effective Peer Officer Support Teams (POST) seem to be a cost—effective alternative to the more
expensive resources of a consulting or on-staff counseling staff (Klyver, 1986; Linden and Klein, 1986)
Those cases that do require professional intervention can be handled through private insurance or workers’
compensation reimbursement, depending upon the election of the distressed officer(s). That is not to say that
the services of a contracted mental health professional or agency or the establishroent of an in-house
counseling staff is not beneficial to the resolution of traumatic stress.  Such personnel could not only treat
those officers requiring intervention, but could also participate in debriefing subsequent to the critical incident
Intervention programs do not need to be elaborate or expensive and, if well-constructed, should not interfere
with the ongoing operation of the police department (Dunning, 1988). As with physical injuries, the legal
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requirement of the police department is to make available money and time for rebabilitalive sessions. It s
not required 1o provide those programs, but many departmenis have found i budgetarily and administratively
wise to do so.

LIABILITY AND PERPFORMANCE

Mental injuries associated with traumatic incidents frequently result in behavioral manifestations.
Alcohol and drug usage, sleep disturbances, flashbacks, hypervigilance, exaggerated startle response, dampened
affect, and impairment of concentration and memory associated with posttraumatic reactivity could conceivably
have a detrimental effect on officer work performance subsequent to a critical incident, Administrators who
choose to ignore the psychological aftereffects of critical incidents in officers under their command risk suits
alleging negligent supervision, retention, or training if mental injuries of officers contribute to work actions
that injure citizens, Even if the supervisor is unaware of specific individual mental injuries and accompanying
behavioral manifestations, an argument could be made that the department should have known of the potential
for such situations given that officer’s previous involverent in a work-related critical incident. Putting officers
back out on the streets alter a shooting, without intervention or assessment for mental injury, may expose the
organization to lability,

Conversely, intervention in the form of disciplinary acts aimed at behaviors {eg., alcohol usage)
clearly prohibited by departmental rules and regulations, but indicative of the symplomatology of a mental
injury due 1o 2 work-related incident, may precipitate jurisdictional responsibility for treatment, requirernent
of work ~related disability leave or retirement, or countersuit by the officer. If a department cannot discipline
an officer shot in the leg in the course of duty for not subsequently carrying out law enforcement duties in
accordance with departmental regulations, so too might work-related mental injuries that impair job
functioning be protected. The responsibility of any police departroent is 1o field a corps of police officers both
physically and mentally §it for police work. The obligation of the department 1o those officers is to do
everything reasonably within s power to provide-—with some obvious constraints——training, equipment,
manpower, and procedures to ensure both the physical and mental safety,

CONCLUSION

The most important aspect of critical incident recovery management is organizational understanding
that police occupational duty can result in psychological /mental injury. The first step in intervention strategies
is for police departments to determine the extent to which the organization is willing to program itself to
mitigate the potentially deleterious psychological effects of critical incident deployment on officers and the
department. Intervention requires that pohice departments be proactive in developing a critical incident stress
response, treating the lkelihood of the incidence of psychological injury with the same concern currently
expressed for physical safety and physical injury. Reactive measures--POST and debrief response~~should
be examined in the light of what the organization wishes to accomplish-~the prevention or rehabilitation of
duty—incurred mental injury, The financial implications of work-related mental injuries points to the need
for police administrators to act to prepare for incidents of psychological injuries among workers. This not only
represents sound management practice, but has legal and ethical implications as well. Awareness of the legal
implications of job-related stress can help administrators initiate intervention programs that can reduce
compensation costs, bad relations, and potentially divisive litigation, Matteson and Ivancevich (1987) suggest
management strategies involving preventive planning, stress diagnosis, program evaluation, and documentation
can significantly reduce an organization’s lability.

At the very least, efforts should be made by police agencies to miligate the occurrence of critical
mncident stress and ameliorate the traumatic sequelae in deployed police officers. Programs that result from
preincident commitroent on the part of police administrators would seem to have a greater chance of preventing
and rehabilitating mental injuries in police officers involved in critical incidents. The department must assume
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responsibility for analyzing tasks and training in relation to the psychological effects of critical incidents, for
planning and implementing policies and procedures related to deployment and supervision, and for creating
or linking with mental health delivery systems to facilitate mental injury rehabilitation. The goal of a good
critical incident stress program is first fo prevent duty-incurred mental injuries. But if they occur, the police
department has a clear responsibility to the worker to assist in recovery.
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CRITICAL INCIDENT TRAUMA TREATMENT OF AN OFFICER /SON OF A SLAIN OFFICER

Chatles B. Fisher, PhD

A body of knowledge is developing relative to crisis intervention, trauma treatment, and therapeutic
follow-up for surviving family and colleagues of law enforcement officers killed in the line of duty. A
national organization, Concerns of Police Survivors (COPS) has evolved that addresses the unique needs of
farpily members coping with the loss of an officer family member. Given that it is not unusual for children
of law enforcement officers to themselves pursue o law enforcement career, this paper focuses on that situation
involving intervention with an officer /son of a slain officer father, the premise being that unigue intervention
may be required when working with a surviving family member who is also a law enforcement officer. In
my experience, an officer relative of 4 slain officer finds it imperative 1o Jook at the travmatic event through
the eves of a police officer from his unique experience and training. He will generally require more data from
his unique perspective as compared 1o g non-law-enforcement family survivor,

In my opinion, as a general rule, surviving family and colleagues will question and pursue only that
degree of specific data that they are prepared to deal with and that they are emotionally capable of bandling
at different points in tme following a traumatic death. Traumatized survivors will usually ask only those
questions for which they are emotionally ready to hear, and cope with, the answers. Therefore, it is inportant
not to provide more detail before the survivor is emotionally capable of dealing with it, as it can be
overwhelming if dealt with en masse and prematurely. 1 believe it is beneficial to allow the surviving family
member or colleague o set the pace, tming, and level of detail dealt with at the outset of therapeutic
intervention as well as during subsequent follow-up. Allowing the survivors to control the pace and depth
of the process during any given session allows them to consciously or unconsciously set their emotional
“rheostat’ for that level of pain they can tolerate at any particular time. This may be sccomplished by
suggesting the survivors express any guestions they may have surrounding the traumatic incident, some of
which may never be answerable, or the answers to which may only be reasonably hypothesized.

The following is a brief case history: On Decemnber 26, 1988, the day after Christmas, 3 50-vyear—old,
20-year veteran sergeant of @ metropolitan area shertfl's department responded to a family disturbance with
two other deputies. They were met at the door by the husband and allowed to enter, whereupon the sergeant
directed one of the other two deputies to cross the street to the neighbor's and interview the wife who had
initiated the call via the husband’s alcohol counselor. When the entering officers requested identification, the
husband reached behind him and pulled 2 25-caliber semiautomatic handgun and opened fire on the two
officers, killing the sergeant and wounding the deputy, who subsequently shot and killed the suspect.

The sergeant’s son was an eight-vyear veteran officer and himself 3 sergeant in a smaller neighboring
metropolitan police depariment. He had once worked in another department and knew the deputy who was
wounded when his father was killed. The son was off duty at the time his father was shot and, upon receiving
a phone call from a friend that his father had been shot, he monitored the rescue and ambulance activity on
his home scanner before leaving for the hospital.

In subsequent intervention with the surviving officer /son, at his request, it was determined that he
had specific and unigue needs in bandling his father’s death that arose from the fact that he himsell was a
police officer. 1t had been helpful to him to interview the emergency room physician and thereby determine
that death had been virtually instantaneous. In later sessions, he went over the scene in minute detail to
validate that his father probably never knew what had happened, that he had not suffered, and had in fact died
instantly. As an officer, he felt it necessary to go 1o the scene and study it on more than one occasion.
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During the ongoing sessions with the officer /son, it was arranged for him to go through the entire
case file accurnulated from the tra ic incident, excluding the autopsy data and photographs. Regarding the
autopsy material-~he requested official reassurance that all data and photographs would be handled discreetly
and delicately within his father's department, being aware that his father’s colleagues might exhibit unnecessary
curiosity. The department psychologist had been thoroughly briefed relative to the traumatic incident and had
been involved individually and in small groups in the debriefing of all departmental personnel. The entire
case file was covered in detail by the officer /son with the psychologist, followed by discussion of salient points
and new information.

With the consent of the officers involved, meetings were arranged with the other two officers that were
at the scene as well as with the coordinator of the peer support team who had attempted CPR with his father
en route to the hospital. It was important to this officer/son to listen to the incident from these other officers
who were at the scene. The incident itself had been handled well by all officers involved and there was no
question that they had all performed appropriately. The surviving officer /son at no time had any doubts on
this point--which could have complicated the process. He himself, as a son and police officer, needed to
know as much about his father’s last moments as he was aware other officers knew. He was not comfortable
knowing that other officers knew more about his father’s death than he did. It was also important for him to
listen to the audiotape of the call and the ensuing emergency response to the shooting.

As he became increasingly able to adjust to the trauma, he became more comfortable being able to
talk about his father having been murdered as opposed to simply having died. As an officer himself, he was
concerned about hig ability to handle family disturbance calls without undue anxiety, and that his officer
colleagues might question his ability handling the type of call that had led to his father's murder. Subsequent
exposure to family disturbance calls, with attentive cover provided by his team colleagues out of their concern
for him, satisfied all of them that he had no difficulties in that area. He was also concerned about colleagues
expecting him to leave his law enforcement career. For a brief time, he requested reassignment from graveyard
shift because it was traditionally 2 slow shift and there was not enough activity to prevent him from being
preocoupied about the murder,

Had the murderer not died in the incident, it would have been necessary to follow through over time
and focus on the officer /son’s reactions to the judicial /legal process and feelings about subsequent sentencing,
which has been known to test most officers’ dedication to their careers.

The above case history has been cited as an example of the unigue process that can ensue when
working with a survivor/officer whose parent, sibling, spouse, or c¢hild has died in the line of duty as an
officer. It is presented as an option for intervention in specific individual cases where the department
psychologist or therapist believes it to be appropriate and not as a process to be applied in all similar situations.



POLICE STRESS RESPONSE TO A CIVILIAN AIRCRAFT DISASTER

William A, Foreman, M.A.

Early work on critical incident stress in law enforcement has focused on posishooting
trauma. Such incidents are highly distressing for the involved personnel and their families.
The effects are further compounded when an officer is injured or killed. Agencies have
developed a variety of responses when their personnel bave been involved in a shooting.
This paper discusses findings from a civilian aiy crash disaster. A light plane crashed into
a shopping mall at Christmas time {7 people were killed and over 80 burned). Of the 17
responding officers, 14 were reviewed at 6 months and 7 at 12 and 18 months, Similarity
of this traumatic incident to postshooting trauma will widen the understanding of stress in
police work. Findings suggest areas for further study.

INTRODUCTION

This paper explores selected reactions found among law enforcerent personnel after responding to
a civilian plane crash. Partial results are reported from a fuller study that includes civilian survivors. Results
are consistent with other disaster studies and suggest directions for further study. The design is Umited and
lacks robustness. The literature of posttraumatic stress disorder (PTSD) is reviewed for features and issues
that may be pertinent to law enforcement agencies. The literature regarding traumatic stress reactions is
reviewed with respect to a relationship with PTSD,

THE STRESS RESPONSE

The stress response, as first defined by Selye (1976), occurs in the presence of an immediate or
perceived threat. This autonomic physiological state of arousal prepares the body to survive injury, and enables
the individual to either run or fight. There are stereotypic psychological reactions that occur either
simultaneously with, or in reaction to, the physiological response. These psychological reactions distort
perceptions and sensations and alter emotional and thought processes.

Job stress and burnout in law enforcement, as described by Mitchell (1981, Fishkin (1988, O'Neil
{1986), and others, can be seen as distingt from the stress reactions of ¢ritical incidents where actual threats
and dangers are immediately apparent. Certainly in police work there are those situations that require
adrenalin and singleness of purpose provided by the stress response.

POSTSHOOTING TRAUMA

Postshooting trawma has been recognized by the law enforcement community, with Solomon and Horn
(1986) suggesting specific intervention to reduce the stress reactions and maintain officer effectiveness. An
officer can be distressed by exposure to danger or actual hamm to sell or vo-workers. Even when all
procedures were followed and the shooting of another human unavoidable, the officer can continue to have
disturbing reactions. Observing the victims of a gunman can be just as disturbing, especially, as pointed out
by Mantell (1986}, when the setting or victims are reminiscent of one's own family.



C STRE

There are other incidents that are just as charged and also may initiate reactions that seem to develop
a life of their own. These have led to the description of "Critical Incident Stress” as a specific response with
expected patterns of reactions. Mantell (1988) and Solomon (1988) have described these as "normal
reactions to an abnormal situation.” Critical incidents can be endlessly replayed and reexperienced. Seeking
effective assistance may be prevented by the officer’s concern with these reactions. Normalizing these reactions
can be crucial to reducing critical incident stress. Such reframing gives a certain predictability to the reactions
and assists the officer to regain control of his life.

Critical incident stress can be distinguished from "job stress” by the actual encounter with a horrible
or threatening situation. Training and experience can develop mechanisms that allow officers to handle most
situations with the necessary professional detachment. Such calm, cool, and collected demeanor can be

breached by a life~threatening situation or by a particularly terrifying incident. The critical incident stress
reactions may not end with the shift and may emerge much later,

At five months following rescue work and body recovery, Wilkinson (1983) found a significant
number of personnel continued to experience guilt and anger. Acute, chronic, recurrent, and delayed PTSD
were found by McFarlane (1988a) in a 29-month follow-up study of fire fighters involved in an
exceptionally destructive brush fire. These reports show that individuals can be deeply affected by either
personal or community Joss,

Taylor and Frazer (1982) evaluated those charged with recovering and identifying human body parts
from a plane crash and found that, for up to 20 months, individuals can have seriously disturbed sleep and
appetite, as well as social relationships. Jones (1985) found among those recovering bodies a greater
identification with the victims. The normal defenses of detachment and ial can be overcome by
identification with, or degree of exposure to, the victims,

POST

¥

5 Dl

Unless critical incident stress is lessened, Posttraumatic Stress Disorder (PTSD) may develop as a
debilitating chronic condition. Horowitz, Wilner, Kaltreider, and Alvarez (1986) describe PTSD as a
psychological reaction to an extreme stressor that, at best, may take years to fully resolve.

PTSD symptoms have long been associated with disaster and war trauma. Mendelson (1987)
describes the long evolution of the current understanding of the emotional and behavioral reactions secondary
to war and disaster. Goodwin (1987) has republished his early work that defined PTSD among Vietnam
veterans. A good measure of the current knowledge continues to come from work with veterans. PTSD was
standardized with its inclusion in the Diagnostic and Statistical Manual of Mental Disorders, Third Edition
(APA, 1980). Although part of the legacy of Vietnam, PTSD is not viewed as unique to that war; it is
recognized as a long-standing and pervasive disorder caused by exposure to human tragedy.

This disorder can become a personal tragedy as it becomes disruptive and chronic in the officer’s life.
Ybharrondo (1988 states that a department that responds 1o a horrible disaster, which includes burned or
dismernbered women and children, might expect to lose more than 20% of the responding personnel over the
next three to five vears,

PORT

Social support has been viewed by Kulka et al. (1987) as an important distinguishing factor in the
prevalence of PTSD among combat veterans returning from Southeast Asia.  Keane, Scott, Chavoya,
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Lamparski, and Fairbank (1985) stress the importance of social support in resolving PTED. Emotional
debriefing after critical incidents is, in part, meant to open commaunication about reactions to allow expressions
of support and discussion of coping strategies. The acceptance of a peer group is important to the individual's
sense of self-worth, In PTSD, the individual's reaction 1o the symploms is often an important barrier o
overcome.  An officer’s first experience of these reactions can cause concern about his/her own sanity,
Families and fellow officers require training, as their reactions can prove crucial fo the resolution of PTSD.

Y

IONS

Following a shooting at the San Ysidro McDonald’s restaurant, Mantell (1988 found a wide range
of reactions to extend to other personnel and family members. In studying the sarme incident, Hough et al.
(1986) looked beyond those immediately involved in the tragedy, finding seriously disturbing reactions across
the local comrmunity. Clearly, PTSD symploms can be found among personnel who were not directly involved
and perhaps not on duty at the time of the incident. Mantell (1986) includes family members as having to
deal with the reactions of their loved one and with thelr own reactions,

Troubled police families have been described by Reese (1982}, Ribbins (1986}, and Statton (1975
as having issues and patterns of behavior similar to those found among families of those with PTSD. Family
patterns of low expressiveness, low cohesiveness, and high conflict were associated by Solomon, Mikulciner,
Freid, and Wosner (1987) with high rates of PTED.  Others have noted how other disasters have affected
families. McFarlane (1987 found increased levels of irritability, conflict, and withdrawal within families,
Erikson (1976) found after the Buffalo Creek flood a loss of communality, demoralization, and increased
divorce rate. DeFazio and Pascuccl (1984) describe how spouses can become enmeshed in PTSD symptoms.
Famnilies can become dysfunctional as described by Verbosky and Ryan (19883, Similar reactions were
identified by Coughlan and Parkin (1986) among the women partners of Vietnam veterans,

TION

SSIOM

The birth of a child can stimulate a crisis during which reemergent PTSD interferes with closeness
in family relations, as found by Haley (1984). Children are shaped by their environment, and "secondary
traumatization,” as termed by Rosenbeck (1986), can develop among the children of those suffering PTSD.
Sigal, DiNicola, and Buonvino (1988) describe this condition among the children and grandchildren of
Holocaust survivors.

Although child abuse may be a cause of intergenerational transmission of PTSD, it is not a necessary
factor. Brett, Holland-Brett, and Shaw {1986) observed PTSD symptoms in children of Vietnam veterans
and did not find significantly high levels of domestic violence or other trauma. Solomon, Kotler, and
Mikulincer (1988) investigated wounded Israeli combat veterans and found a significantly increased
likelihood of PTSD among those who were children of Holocaust survivors,

SCUBBION

The possible consequences of PTSD and its ripple effect through a community of people raises
concerns for law enforcement beyond the reactions of an individual. Terror is highly personalized, but the
effect can be widespread. Given the range of expected disruption by PTSD, law enforcement must take
measures to pul programs in place 1o respond to critical incident stress. In a three-year follow-up 1o a
collision at sea, Hoiberg and McCaughey (1984 reported those who stayed on the ship showed less emotional
disturbance than those who were removed during the early evacuation. Completion of the mission and peer
support may assist recovery from traumalic stress reactions.
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Williams (1987} concludes that immediate debriefing and short-term counseling with trained
professionals can reduce and manage the PTSD symptoms as evidenced by less than expected disability and
workers” compensation claims. Following a workplace trawma, agencies may find disrupted routine and
lowered productivity, As the Veterans Administration has experienced, there i a tendency for traumatized
people to develop strong transference of resentment and rage onto those in charge and the organization
{Williamns, 1986, Parson, 1986, Specific and early intervention after the critical incident can diminish, or
prevent, the potentially devastating effects of PTSD. Understanding the nature of PTSD will lead to more
effective training and creation of early intervention programs.

Monday night, two days before Christras in 1985, over 50,000 people were shopping inside the Sun
Yalley Mall in Concord, California. A Beecheraft with three people on board had veered slightly off course
while on its final approach to Buchanan Field. The pilot had routinely flown in and out of this airport over
the past 20 years; he had more than 50 years of flying experience. Santa Claus had been placed in a small
plaza where shoppers could look down through a second floor well and watch him talk to young children.
Suddenly, the Christmas music was lost to the sound of ripping sheet metal. The light plane had hit directly
above the well.

Flaming aviation fuel and melted roof tar spilled onto shoppers on both levels and on the adjacent
escalators. Seven people died, and over 80 people were taken to hospitals throughout the Bay area. The last
of the survivors were en route to hospitals within 14 minutes of the initial call,

This incident was sudden, unexpected, and particularly tragic in its scope of sheer horror. Images and
reactions continue to disturb the survivors. A significant number of police and fire responders were deeply
affected by the carnage they witnessed. Of course, other situations and critical incidents occurred before and
after the crash that have added to the stress and distress of personnel (and compound this study).

This was a panel study that surveyed reactions among survivors and rescue workers following the Sun
Valley Mall disaster. Data were gathered at periods of 6 months, 12 months, and 18 months postincident.
The survey materials consisted of a cover letter, a demographic sheet, and two questionnaires. The sample size
was small and will present limitations on the ability to draw significant inferences. Multivariant analysis will
be performed by an independent statistician,

A 29-item demographic and symptom-specific questionnaire was developed to round out information
sought by other instruments and provided demographic information for independent variable analysis. Most
of these guestions allowed for multiple answers.

The Impact of Event Scale (IES) provided by Horowitz, Wilner, and Alvarez (1979} has been
validated in a variety of cross—cultural trauma studies. Results of this study were related o control and
subject groups reported in the literature. Comparisons were made for between-group differences and for
independent variables within groups.

The Life Bvent Scale (LES) was provided by Horowitz, Schaefer, Hiroto, Wilner, and Levin (1977},

Comparisons were made of preevent and postevent cumulative stress for within- and between-group
differences. This measure was to establish preevent life stress differences.
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hoppers are all those who identified themselves as such, even if they were off-duty police, fire, or
mall employees. For the most part these were people very close to the crash site. Police are those who
responded or were already on the scene and may have included mall security. Fire personnel are those who
responded to the scene. Mall employees were working (not shopping on break ) that night and were at varying

distances from the crash,

Control Groups

No unaffected subjects were sought for a control group. Thought was given to this inherent
shortcoming. Other officers in this department could have served as a control group, although they could have
been affected, as this happened in their community. The alternative will be to compare groups whose members
did nor did not possess a specific condition (e.g. did or did not receive counseling).

Independent Variables

A review of cited literature suggests the following as important independent variables: Age, race,
economic status, religion, support system, proximity to danger, injury or death to self or companions, and loss
of property. Immediate reaction to the danger and having a role to assume during the danger were thought
to be important indicators,

Resulis

Of the 14 officers who responded to this plane crash, 13 (93%) returned questionnaires at 6 months,
7 (50%) at 12 months, and 7 (50%) at 18 months. Below are the reported reactions.

Reactions
Reactions Related to Incident
Months

Reactions 6 12 18
returned to the mall 117 117 20
stayed home 0.17 0,33 06.29
startled 033 1.67 143
skipped usual activities .58 0.67 043
kept distant from others 0.25 0.83 0.71
felt guilty 083 1.0 1.57
had poor concentration 0.67 117 0.86
used alcohol/drugs 0.08 0.0 0.0

The data were weighted from 0 to 5, such that "1" would read "for several days in the past month,”
3" would read "for several weeks in the past month,” and "5" would read "still continues to occur”

"I returned to the mall within: " was quite distinctive for groups other than the police. Although there
may be some avoidance of the crash scene at 12 months, which was Christmas time, more time at the mall
would be expected at the 12-month point than at the others.
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“1 stayed home: " does not seem to be an issue for this group.

‘] startled easily for: " This clearly is markedly pronounced for this group at 12 and 18 months. Such
reaction might be due to heightened anxiety or hypervigilance.

i skipped usual activities for: *  Although the average response was not pronounced, this could
indicate disrupted routines,

"I kept distant from others for: © This could show further isolation and disruption of routine.

T felt guilty: © This suggests some degree of "survivor guilt” persisted over the 18 months. These
officers responded after the plane crashed and yet express guilt,

"1 had concentration: * This seems to be an important feature at each measure. Other reactions
and symptoms may well interfere with concentration.

“T used alcohol or drugs for: " was not an issue for this group and is taken as valid given the seeming
honesty of other answers. Counseling experience with survivors of this disaster has indicated that subsiance
use is not an issue during acute PTSD, as it becomes a hinderance to self-control and suppression of feelings.

The 12-month reactions are the strongest overall and may represent an anniversary reaction, or that
defenses became overwhelmed between the 6~ and 12-month measures. The relatively high level of expressed
guilt persists through the 18-month study and is of special concern, as "survivor guilt” is often associated with
chronic PTSD.

Support Network
hom Incident was Discussed
Months
6 _12 18
Discussed with {helped by)
Counselor 29 (245 59 42 8 4
Physician 10 (10} 0 () 0 (0
Family 46 (463 42 {42y 42 (42
Friends 56 (383 42 (42 T O(58)
Clergy HERL1) 8 (0 HEREE)
Stranger 0 (0 0 {0 0 (!
Mo one 0 0m 30015 13 (o

Support had been sought by all officers in the 6-month measure, This question was worded such that
these would have been made within the past month at each measure. By the 12~ and 18-month measures,
13% stated they had talked to no one. Counselors and friends were not found to be as consistently supportive
as were the families. Unfortunately, friends and co-workers were not distinguished from one another.

interestingly, counselors, although not talked with at 18 months, were viewed as having been
supportive by 42% of the respondents, This gives hope that counselor effectiveness can have a delayed and
continuing impact. Note those who felt they were helped by no one. This is a profoundly disturbing
statement.
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impact of Event Scale

The responses to the IES provided average scores of 26,2 at 6 months, 29.6 at 12 months, and 19.2
at 18 months. These are well within the range of, and consistent with, results found in other studies.
Horowitz et al. (1979), in describing the IES, found traumatic stress clients, upon entering therapy, had a
mean score of 43.7, and after treatment these clients had a mean score of 24.3; in contrast, medical students,
one week after wilnessing their first autopsy, had a mean score of 9.8, McFarlane (1988b) used the IES and
found the mean scores {range 13.1 to 334} to have a positive correlation fo the severity of PTSD. In this
study, the mean scores are elevated with some apparent decline at 18 months,

Posttraumatic Stress Disorder

The survey was designed with the intent to elicit symptoms of PTSD as found in the DSM-111. These
questions did not lend themselves to a full coverage of the diagnostic symptoms as found in the revised
DEM-TH. The earlier diagnostic criteria are used here and do not represent much deviation from the revised
diagnosis. The following discussion of PTSD symptoms sufficient for meeting the DSM-III criteria is not
intending to represent these findings as clinically diagnosed.

The "percentages” are used to indicate the proportion of respondents in a given condition who report

sufficient symptoms to fulfill the criteria for PTSD. Severity of symptoms is presented as mean score derived
from the severity of the reported symptoms. Actual clinical assessments would be preferred.

Percentage Reporting Sufficient Symptoms for PTSD

Months
6 12 13
% mean % mean % mean
30 375 71 359 43 460

PTSD symptoms were reported in the surveys and constitute an important finding. Surveys assume
to some extent that those not returning responses are somewhat represented by those who do return responses.
Nevertheless, if for the 12 and 18-month measures those who did not return responses were symptom free,
the percentages would be 35.5 and 23.0, respectively.

A higher percentage is reported at 12 months, yet the mean score is higher at 18 months. This may
show that those suffering symptoms become more distressed over time. The percentages above are very high
in respect to the population average suggested by Helzer, Robins, and McEvoy (1987), who found in a
financially stable community that had not experienced a disaster in recent memory, the level of PTSD was 1%,
Kulka et al. (1987) report PTSD level of 15% among combat veterans 15 to 20 years after leaving Vietnam.

Variables Related to PTSD

The development of PTSD and severity of symptoms have been found to be correlated to aspects of
the trauma. In this study, some of the independent variables to be studied are. whether significant others were
killed or injured; whether separated from companions; proximity to the crash; and whether the role was active
or passive involvement in the disaster.
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The 12-month measure seems fo indicate that someone who felt in danger or was separated from co-
workers might have strong reactions at the anniversary, or alternately, their defenses have worn down. An
important observation is that someone who felt terrified might expect to have strong reactions that continue
across time. Terror is a highly personalized experience and can be viewed as a perceplion of internal danger.

Percentage Reporting Sufficient Symptoras for PTSD

Months
6 12 13
in danger 60 100 50
terrified 100 100 100
separated 30 100 100

Social Support

Social support has been negatively correlated with the severity and persistence of PTSD among
returning veterans. This study included a number of variables that relate different forms of support. A
significant distinction at the 18~month measure shows that those who felt supported by family or friends had
a mean score of 28.1, whereas those who did not feel supported by family or friends had a mean score 0 499,

Counseling
Percentage Reporting Sufficient Symptoms for PTSD

Months
6 12 18
0 50 30 60
ance 30 100 g
258 100 100 o
> 5 0 100 100

The most likely time to seek counseling is at approximately 12 months. Note the percentages not
seeking counseling. Those seeking counseling reported sufficient symptoms for PTSD.

Burvivor Guilt
Guilt was found among the respondents to this study, but not yet correlated with the independent

variables. Guilt was reported by 23% at 6 months, 29% at 12 months, and 29% at 18 months. This finding
was unexpected, as these officers were on duty at the time of the crash but were not in the vicinity.

92



Life Biress

Freqguency of Life Stress Bvents

Months
preevent 6 i2 18
employees 6.6 54 75 104
shoppers 54 4.5 7.2 7.1
fire 74 2.6 n/a 390
police 49 30 60 50

The above table shows a significant difference {p < 01) between police and employees at 18 months,
All other measures were not significantly different. No group expressed any greater preevent level of life stress,
Preexisting high levels of stress can affect coping skills following a traumatic incident, but this is clearly not
a necessary antecedent. Furthermore, it is of interest that the employees who continued to work at the mall
were reporting significantly higher life stress. This has tmoplications for workplace travma. Future research
may better explore life stress following disasters.

Media

Percentage Agreeing with Statement

Months

12 18
Media coverage
well done 50 29
poorly done 0 29
important 33 29
disrespectful 17 29
Media contact
helpful 33 43
harmful 0 id
upsetting 67 43
UNNeCessary 0 i4

The media are a part of any disaster and the results indicate a positive attitude towards news coverage.
There is » potential for added travma through roedia pressure and news accounts. During this disaster, the
media were generally respectful and well-behaved.
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There 1s some reluctance to view police as susceptible to the above reactions. The "John Wayne
Syndrome” has encouraged real men to just tough it out. Such an ideal is ough to maintain; still, under stress
the officer must remain in control of emotional reactions. Candidates are screened for their inclination to
suppress emotions in stressful situations.

To officer selection criteria Hargrave and Norborg (1986) add " . . . an extroverted, independent,
guarded, controlled, assertive, secretive, authoritarian individual who is average to above intelligence and
relatively free of psychopathology™ (p. 35). Such individuals are not inclined to discuss fearfulness or self-
doubts. They would be unlikely to admit to feelings of guilt, for fear of someone believing them guilty of
something. This need to be in control at all times requires the world and people to be predictable and follow
rules of probability.

In general, the evaluation of candidates attempts to select for officers who will be honest teamplayers
as evidenced by traits for good social adjustment and strong group loyalty. Such a distinction separates police
from thugs. The officer may be an aloof leader but remains a member of the herd. Rules of social conduct
and tradition may help make the world predictable, and protection of the community becomes a personal
responsibility.

The desirable characteristics that make for good officers also make them valnerable to strong reactions
to their own or another’s destruction. When these characteristics are lost, so is much of the officer's
effectiveness, Fear that the reactions are previously undetected flaws that no one else is experiencing can lead
to isolation, irritability, and avoidance. Solomon (1988) describes training methods that acknowledge fear
and its usefulness during a life~threatening situation. He encourages officers to learn to cope with their own
vulnerability.

The survey solicited reactions with specific reference to this disaster and the course of symploms are
consistent with other disaster studies. Those responding to this plane crash were disturbed by its sheer horror.
Kovel (1988) reported similar results from a study of police officers who responded to a plane crash in
Wisconsin.  The long-lasting reactions were pronounced and the officers took action to resolve their
symptoms. All respondents agreed to the need for emotional debriefing for rescue workers and survivors,

Suggestions for further study:
1. Exploration of the relationship between traumatic stress and life stress or hassles.

2. Compare and distinguish the relationship of PTSD with emotional reactions during incidents (e.g.
terror, fear).

3. Anniversary reactions have not been clearly shown in the research literature. It is suggested 1o
look at a life stress or hassle index.

4. Explore outcorne data for different formats of debriefing and counseling with respect to immediate
and long-term traumatic stress reduction,
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A Peer Support Team is an answer to providing law enforcement officers with an
opportunity to receive counseling to assist them in coping with the complex stressors of the
profession. There are many steps involved in the organization and initiation of a Peer
Support Team including assessment of the need for this type of program, obtainment of
funding, selection of a psychologist, selection of Peer Support Team members, and training
of tearn members. A functioning Peer Support Team in the law enforcement profession can
promote optimal employee performance, minimize the negative consequences of daily stress,
and reduce the emotional impact of critical incidents.

ODUCTION

You are sitting in the squad room, the shift is over, and you bhave just arrested a
suspect for domestic violence. The suspect is yelling and screaming and very difficult to deal
with. He has bratally assaulted his wife and she has been admitted to the hospital. The sight
won't leave your mind for a long time. The Sergeant is demanding the end-of-shift
paperwork now! You pick up the phone and call your wife o tell her you will be late and
will miss the kids' softball game. Your wile indicates that she is disgusted with your job.
Az you turn in your paperwork the Sergeant harps at you about the way you handled a call
last week.

As vou drive home the picture of the domestic violence victim runs through your
mind. You pull in your driveway, the house is dark, and you curse under your breath——
another night staring at the TV. You get a2 beer, sit down, and question why no one
understands what you feel and realize how much vou've changed over the vears. You also
realize how distant you have become from your family. The thought runs through youwr
mind, "What do 1 do?”

How many times has this scenario been played across the country by thousands of officers? There
is a solution to this problem and others like it that the Adams County Shenills Department and other
departments across the country have developed to relieve this kind of employee stress. The solution is the
implementation of a department Psychological Unit/Peer Support Team.

In Colorado this idea is not unique. This of psychological support program originated in the late
1970s in the Colorado Springs Police Department. Now, in the 1980s, several major departments have similar
programs. A Peer Support Program gives an officer a place to go for help and someone to talk to in strict
confidence. The American Heritage Dictionary (Boyer, Harris and Soukhanov, 1983} defines peer as "one
who has equal standing with another” {p. 506} and defines support a3 "o keep from Railing during stress”
{p. 683).
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STEP 1. BSTABLISHING AWARENESS OF THE NEED FOR PEER SUPPORT

How do you start a program of this nature? The first step is to show a need for the program. The
International Law Enforcement Stress Association (1989 states that stress kills more law enforcement officers
throughout the world than do criminals. Law enforcement productivity is also severely hampered by police
stress.  Alcoholism, divorce, drug abuse, and suicide are additional by-products of stress. Often, stress
becomes so severe that individuals internalize the stress to avoid bnmediate mental anguish (Adams County
Sheriff's Department, 1987}

The impact of having an overstressed officer is far-reaching. It affects the officer, the coworkers, the
public, arrestees, and the officer’s family and significant others. It can lead to faulty decision making by the
officer, disciplinary problems, excessive use of sick time, tardiness, on—the~job accidents, citizen complaints,
and high officer turnover. All of these results cost the department money. The Adams County Sheriff’s
Department determined that it costs the department approximately 100,000 to replace a five-year veteran.
Included in this figure are the costs of retraining, overtime and benefits, testing for replacement, and
background investigations. In contrast, a monetary value cannot be placed on the experience and knowledge
that is lost when an officer leaves the department.

In approaching police administration with the request to implement a Peer Support Program, you must
show how the program will save the department money. I the program prevents one officer per year from
leaving the department, approximately $100,000 may be saved. It is guaranteed that any police administrator
will sit up and listen when you talk dollars and cents. Traditionally, law enforcement departments have not
been humane in nature towards their employees. The broplementation of a Peer Support Program within the
law enforcement agency can change the department into becoming more humanistic and caring towards its
ernployees.

‘What causes the stress in police work? According to Goolkasian, Geddes, and Delong (1985), police
stressors may be classified into “four categories: (1) stressors inherent in police work; (2} slressors stemming
from the policies and practices of the police department itself; (3) external stressors stemming from the
erigninal justice system and society at large; and (4} internal stressors confronting individoal officers” (p4).

Certain critical incidents have been identified as the most stressful events in the law enforcement
profession. The Adarns County Sherifl's Department (1987} has defined critical incidenis as, but not limited
to: {a) a shooting involving injury or death; (D) the death of a lellow officer or partner, {¢) an assanlt on
an officer involving a deadly weapon; (d) an officer hostage situation; or (e) any other unusual or stressful
event such as a serious or fatal automobile accident or an incident involving a family member.

A Peer Support Program can help alleviate the lpact and negative consequences of stressors such as
these. In addition, a Peer Support Program can reduce the law enforcement department’s ¢ivil Hability, A
department can be subject to a lawsuit if no corrective action is taken to alleviate an officer’s stress-related
problems and job performance becomes impaired because of the problem.

Following the needs assessment phase of prograro planning and oblaining administrative approval,
the next step is to seek funding for the program. The Adams County Sheriff’s Department has been funded
for the past two years by the 17ih Judicial District Victin and Witness Assistance and Law Enforcement
{(V.ALE.) Board. The funding was obtained by submitting a grant for $26,000 per year. The grant focused
on the concepts of police officers and department employees as victims, and the provision of better public
service with the maintenance of mentally healthy emplovees. For vears it bas been the locus of the VALE.
Board 1o provide money for service providers in assisiing crime victims.  The Adams County Sheriff's
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Department portrayed its eraployees as also being victims of crime and deserving of optimal resources to assist
them in dealing with the emotional stress of law enforcement.

The $26,000 grant was solely for the purpose of paying the salary of a psychologist. The grant does
not cover the department cost of overtime/compensation time for team members to attend monthly training
meetings, office supplies, periodicals, journals, books, or outside training costs. The Adarns County Sheriff's
Department has figured its cost to be approximately equal to that of the grant (826,000},

The availability of potential funding sources varies across the country. Some sources of funding may
be found within the department, However, with today’s budget restraints it is not always possible to fund this
type of program solely from departmental sources. In a medium-sized department {300-400 employees),
the cost of a Peer Support Program is approximately $50,000. One way to approach the funding problem is
to solicit assistance from police officer associations such as the Fraternal Order of Police or Police Protective
Associations. Another potential source of funding can be found in the private sector. Grants for community
projects are frequently provided by large corporations such as Coors, Anheuser—Busch, or R.J. Reynolds. Each
region of the country has different funding sources available. Investigation of the potential funding sources
and application for funding is the most difficult phase in the development of a Peer Support Program.

STEP 3: SELECTING A DEPARTMENT PSYCHOLOGIST

Once the commitment for funding has been obtained, the next step in the development of a Peer
Support Program is the selection of a licensed psychologist. The psychologist should possess expertise in the
area of law enforcement stress. The Adams County Sheriff's Department approached this selection process with
several factors in mind. The primary goal was to select a psychologist with extensive experience in dealing
with law enforcement personnel and the problems associated with the profession. The psychologist must have
expertise in treating posttraumatic stress disorders and be capable of overcoming the suspiciousness and distrust
characteristic of law enforcement employees. The psychologist must be available 24 hours a day, 7 days a
week for crisis intervention. The psychologist must also be willing to respond to any location o meet with
officers as requested. Another responsibility of the psychologist is to respond to the work place and interact
with employees, This serves to build a bond between the psychologist and the employees and helps to break
down barriers that are present due to the cynicism of the officers.

The Adams County Sheriff's Department began its selection process by recruiting psychologists in the
Denver area with law enforcement expertise. Each psychologist was asked to submit a proposal of services
rendered for $26,000 per year. The final step consisted of a nontraditional, subjective oral board conducted
by the Sheriff and members of the department. Following an extensive review of all the applicants, a final
selection was made.

The department psychologist's duties are extensive. These responsibilities include one-on-one
counseling, family therapy, crisis intervention, group therapy, critical incident debriefings, suicide crisis
intervention, and substance abuse counseling. In addition, the police psychologist functions as a liaison
between the administration and Peer Team; provides clinical review for Peer Team members; and develops
and implements training for Peer Team members, command level officers, new recruits, and victim advocates.

STEP 4. SELECTING PEER TEAM COORDINATOR AND MEMBERS

Once the psychologist has been selected, the next phase involves selection of a Peer Team Coordinator
and Peer Team members. A qualified Peer Team Coordinator should have a strong belief in the program, as
well as counseling knowledge and well developed interpersonal communication skills. The role of a Peer
Team Coordinator has been described as "a balancing act between police administration and the line staff” (W,
Phillips, Denver Police Department Peer Team Coordinator, personal communication, May 1, 1989).
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The Peer Teamn Coordinator is responsible for developing the policies and procedures to govern how
the team functions. The coordinator must be knowledgeable on available resources and be capable of wtilizing
these resources. The coordinator must also prepare the quarterly reports informing the administration of the
number of employee contacts and hours spent by the Peer Team members. Additional responsibilities include
training new Peer Team members, inoculation of departmental employees regarding the Peer Team concept,
presentation of departmental in-service education on siress, and availability to function as a contact person
for outside agency requests.

The department psychologist and Peer Support Team Coordinator jointly develop guidelines for the
selection of Peer Team members, The criteria used by the Adams County Sheriff’s Department in this
selection process consisted off {a) employment within the department for a minimum of two years, (b)
demonstration of a high interest in Peer Support and a genuine concern for fellow employees, (¢) the
capability to adhere to strict rules of confidentiality, and (d) a willingness to devote the time and energy
necessary to maintain a high level of commitment to the program.

The recruitment of Peer Team applicants began by providing a briel explanation of the Peer Support
Team concept to employees through briefings and training sessions. Officers were recruited on an individual
basis and asked to submit a letter of interest for participation in the program. Following a review of the letter
of interest, applicants were interviewed in lengthy one-on-one sessions with the psychologist, examining each
applicant’s qualifications, attitudes, thoughts, and feelings in relation to the Peer Team concept. Based upon
this information, the final selection of members was made by the psychologist.

STEP 5 IMPLEMENTING THE PEER SUPPORT TEAM

The Adams County Sheriff’s Department currently has 16 members on the Peer Support Team. The
team consists of employees from the Patrol, Detective, Jail, and Administrative Divisions. There are sworn
and nonsworn personnel on the team. Team members are appointed for two-year terms and are eligible for
reappointment following the expiration of a term.

Training for Peer Support Teamn members covers many topics. New members are given an eight-hour
orientation covering basic counseling skills utilizing Rogers’ (1951) model of client-centered therapy, client
management skills, role playing client-advisor confidentiality, assessment skills, substance abuse counseling,
suicide intervention, crisis intervention, posttraumatic stress disorder, and critical incident debriefing.

Team members are required to attend monthly meetings to discuss problem areas and employees in
distress. Programs, such as rap sessions for employees and mini-academies for significant others, are planned
during the monthly meetings. This time may also be used to update counseling or intervention skills. Each
tearn member develops an area of expertise and reports on this area in the monthly meeting. Specific areas
include critical incident debriefing, alcoholism, suicide intervention, and community support services. In
addition, the psychologist meets individually with each team member to clinically review each contact and
assess each Peer Team member with regards to signs of burnout or overload.

FUNCTIONS OF THE PEER SUPPORT TEAM

One function of the Peer Support Team is to conduct training for departmental employees and
significant others. In training for departmental members, the Adams County Sheriff’s Department believes that
pre~inoculation for stress reactions is one of the best ways to reduce the stressful effects of a critical incident
(T. Williams, Psy.D., personal communication, December 1987). The department psychologist and Peer Team
members conduct semiannual training within the various divisions within the department. Topics covered in
this training have included normal stress reactions to critical incidents; ways to relieve stress; and support
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services available to employees such as the Peer Support Team, the department psychologist, the Employee
Assistance Program, and the Chaplain Program.

The department psychologist also conducts command level training for first-line officers and above.
The topics covered in this training include how to identily a troubled employee and pre~inoculation stress
training for traumatic incidents. This training has increased the supervisors’ awareness of the effects of stress
in law enforcement, imited the administrative pressure imposed on officers, and promoted success of the Peer
Support Team.

The Peer Support Team has also acknowledged the needs of significant others. A mini-academy was
provided for the significant others of department employees. The mini-academy 15 an eight—week course
meeting two nights per week for two hours each night. Topics covered in the mini-academy range from a
brief overview of the various functions within the departiment 1o detailed classes on police stress and
interpersonal skills among family members. The Adams County Sherifl's Department has found this training
for family members to be valuable in reducing the effects of job siress among eroployees and their families.
Positive feedback from significant others attending the mini~academy has emphasized this effect. Another
benefit of the frst mini-acaderny was the formation of the Ladies Auxiliary of the Fraternal Order of Police,
Lodge Number One, of the Adams County Sheriff's Department.

One role of the Adams County Peer Support Team was pul into action on December 26, 1988, when
the department experienced the Joss of a veteran patrol Sergeant and the serious wounding of a patrol officer.
Within one hour of the incident, members of the Peer Support Team, along with Dr. Chuck Fisher, the
departroent psychologist, and Dr. Thomas Williams, a local expert in posttraumatic stress disorder, had met
with officers involved in the critical incident. Within two hours of the incident, Dr. Pisher and members of
the Peer Support Teamn had conducted a critical incident debriefing  Attendees of the debriefing included
officers directly involved in the situation, dispatchers, and officers that had responded to the scene. Members
of the Peer Support Team conducted phone notification to all employees of the Sheriff's Department within
hiours following the incident.

Dr. Fisher and Peer Support Team members attended all briefings held in the various divigions within
the department for five days following the incident to provide explanations and discuss the emotional reactions
to a loss of this magnitude. Members of the Peer Support Team were involved in providing support for
employees and family members of emplovees at the funeral home. Close contact was maintained with the
members of the departroent that were working the night the shooting occurred. Dr. Fisher spent an extensive
amount of time with several officers who were directly involved in the incident. The officer that was seriously
wounded was kept in close contact with Peer Support Team members by daily hospital visits.

The demands of the week following the incident were a2 strain on the Peer Support Team. Additional
assistance was sought from the Chaplain Program and members of the Victino Advocate Program. Officers
that requested a rider for their shift were accompanied by 2 Peer Support Team member, a chaplain, or 2
vigtin advocate volunteer. All members of the Chaplain Program and Victim Advocate Program were
thoroughly briefed on critical incident siress reactions and grief counseling.

The Peer Support Team logped in excess of 300 hours during the week following the shooting. A
critique of the overall response 1o the critical incident found the years of Peer Support Team and departmental
training 1o be highly beneficial. In reviewing the Peer Support Team members’ responses and reactions, the
most common themes were burnout and exhaustion. There was 2 high demand placed on the Peer Support
Team during this crisis, requiring the maximum use of all skills and resources, at a great personal expense to
pach team member. Debriefing of Peer Support Tearn members uncovered evidence that, during the first week
following the incident, the members became overwhelmed with the varetaker role and were not allowed to
expedience their own emotions. It is imperative to remember that Peer Support Team members are also
victims. Debriefings and close networking among tearn members must be maintained throughout the
aftereffects of a traumatic incident.
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ISBUES OF CONFI

A crucial factor in the success of a Peer Support Program is the maintenance of confidentiality. Peer
Support Team members use the same ethical guidelines as used by the department psychologist. These are the
first eight Ethical Principles of Psychologists adopted from the American Psychological Association (1981).
Confidentiality is the issue of most importance to employees working with Peer Support Team members and
the department psychologist. Peer Team members must build a trusting relationship with individual members
of the department. Confidentiality is openly discussed with employees during in-service training. Employees
are educated to the fact that Peer Support Team members are sworn police officers with a duty to take action
regarding criminal activity. Employees seeking support from the Peer Team members are informed that
criminal activity, such as substance abuse or domestic violence, will be reported. An employee making an
outcry for help is then aware of the consequences of revealing certain information. Peer Support Team
members will support an employee through the process of reporting criminal activity. The Adams County
Sherifl’s Department has adopted the philosophy that officers who have violated the law and are seeking help
will be dealt with on a case~by-case basis in a humane and caring manner,

The duty to warn is another issue of confidentiality requiring case-by-case examination (D’ Agostino,
1986). The Peer Support Tearn member consults with the department psychologist and a decision will be
made regarding the appropriate course of action. Options available to an officer range from reassignment to
a less stressful position to taking a leave of absence. It is the employee’s responsibility to request a change;
however, the department psychologist will provide input into the decision. Details of the problem are not
disclosed 1o supervisors unless consent is obtained from the employee. In severe cases, when an employee is
hospitalized due to the possibility of harming himself or others, a very limited report is given to the Sheriff
without revealing the details of the situation.

Neither the Peer Support Team nor the department psychologist keep detailed clinical notes. The only
forms used by the Peer Support Team are contact sheets that provide information on the date of the contact,
the length of time spent, and the general nature of the problem discussed (job stress, marital stress, critical
incident, etc.}. Peer Support Tearn members inform the coordinator of the number of contacts and time spent
on a monthly basis. This procedure is explained to the employees in the semiannual training conducted by
the department psychologist and Peer Support Team members. It is felt by the Adams County Sheriff’s
Department that an open approach to confidentiality procedures is an effective way to break down the barriers
of distrust.

CONCLUSION

In today’s complex and changing role of the law enforcement officer there is a great need for law
enforcement departments to become more humane and caring towards their employees. With a program such
as a Peer Support Team, the law enforcement employee has a place to turn when support or assistance is
needed. The benefits of a program such as this are not only to the employee but to the employees’ families,
the coworkers, and the community at large.
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"BEXPOSURE

Working as a law enforcement professional presupposes exposure to traumatic incidents as
almost a fait accompli. Much of the focus on recovering from the severe impact of such
incidents has been directed at post-trauma interventions and support processes, This is a
cathartic mechanism that also attempts to rebuild coping strategies in order to functionally
work through the impact of the trauma. Survivors of such occurrences indicate feeling
helpless and out of control, The same elements that generate these reactions after the fact
can prepare the individual to handle involvement in upcoming critical incidents, This article
explores proactive preparatory measures that could offer effective strategies for coping, both
during the incident and in the recovery phase. Steps to construct a functional format that is
useful in the officer’s environment, as well as field experiences utilizing this training model,
will be discussed.

INTRODUCTION

The experience of trauma is highly predictable in the law enforcement profession. When it occurs,
each officer then becomes at risk to resultant postiraumatic stress reactions.

Trauma comes in various forms. The officer, or someone with whom he or she closely identifies may
be the victim of a shooting or a serious traffic accident, for example. Or the officer could be a witness, a
back~up, a squad member, a friend, an acquaintance, or a family member who gets marred by the traumatic
incident. Although not as obvious, we must not exclude from this discussion the near—miss incident. A brush
with death, escaped by luck, often does not leave physical scars but can leave long--lasting emotional problems
{(Janis, 1971, Solomon & Hom, 1984).

Kreitler and Kreitler (1987) report that intense, often overwhelming, anxiety is a characteristic
response to the stress of a major critical incident. How the officer interprets the situation is crucial to the
degree to which his anxiety increases. These emotions can create body reactions out of proportion to the threat
and cause feelings of uncertainty and helplessness.

The officer can interpret his or her physical reactions as meaning that he or she was physically
overwhelmed by fear and confusion in the beat of the incident. This is further interpreted as a failure to live
up to performance expectations, much like many combat veterans returning from Vietnam (Blank, 1982).

Being involved in a previous experience such as a shooting does not make the person less susceptible,
but most probably more susceptible, to new traumas if the incident is not dealt with and put into perspective
(Williams, 1987). This supports the indication that experience alone, left to chance, may not equip the officer
to deal with future effects of a critical incident. Waiting for experience to teach may indeed prove damning
by allowing officers to pick up inappropriate strategies that will leave them ill-prepared to act or recover and
without the requisite variety of appropriate behavioral responses.

The trauma of a critical incident is a catastrophic event to the person experiencing it. Like any

disaster, a critical incident is not a single event in a person’s life, but one of a series of events through time,
which include events that precede and follow other events (Melick, Logue, & Frederick, 1982).
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The police community, just as any community, will adversely reverberate the effects of the
interdependence of the officers and their work settings. Melick et al further state the recovery of an individual
following trauma is dependent upon several mediating variables, including the amount and guality of resources
available to them in their support system. This umplies that not only the recovery process and the social
environment are interrelated, but also that the morale and well-being of 3 departiment can be dependent upon
the ability of the officers 1o successfully recover after a traumatic event. The critical incident will continue
to ruminate in the minds of those involved unless reality and therr inner models reach accord (Horowitz,
19807, These stresses could easily result in burnout. In my law enforcement training and clinical
experience over the past 23 years | have noted scores of officers who have left the profession as a result of the
burnout from these stresses. Yeu, developing skills and strategies to counter on-the-job trauma is most often
not recognized as a major necessity in law enforcement training,

IMNG BASIS

Mastery of a situation refers to one’s perception of the event as being under control, which in turn
reduces the deleterious effects of the resulting stress (Mandler, 1982}, Janis (1982) argues that the most
promising approach to intervening and countering the disruptive consequences of the stress from a critical
incident is to prepare the officers by providing them vivid information as to what they are likely to experience

during and after a critical incident while developing skills and strategies for coping.

Janis further states this inoculation process is the developing of tolerance to anticipated loss or
wopending crisis using preparatory information.  This is accomplished by correcting faulty beliefs,
reconceptualizing the threat, engaging in realistic self-persuasion about the value of protective action, and
developing concepts and self~instructions to enable the person to deal effectively with setbacks.

Wagner and Gagne (1988) indicated belief systems, however they are learned, can be affected by
recognizing the cause and effect between behavior and attitude. The resistance to altering beliefs may be
lessened by attempting to provide evidence and allowing the listener to entertain these ideas without denying
what he already knows to be true. They indicated that providing information without conclusions—-by simply
helping them to process these data~~allows them to draw their own conclusions, taking them to discovery with
minimal guidance using information about the existing state of affairs about death or shooting, for example.
This is accomplished by selecting components they wish to use and obtaining feedback on how it works vis—
a~vis the rules they have learned {Wagner & Gagne, 1988},

Performance issues during a traumatic incident, especially involving a combat setting, are related to
the recovery issues of failure to live up to one's expectations, overwhelming fear reactions, poor judgment, and
survivor’s guilt {Blank, 1982). Barriers to recovery from trauma in emergency workers is their image of self-
control during emergency operations, and that one must suppress anxiety and fear in order to concentrate on

tasks (Hartsough, 1985). Success is also often unrealistically measured by the outcome of the incident
{Hartsough, 1985}

Anchoring is the process by which an external stimulus is paired with an internal state {Van Nagel,
Siudzinski, Reese & Reese, 1985). If the negative effects of the trauma are not countered by previously
installed positive anchors, the negative anchors from the trauma will develop additional baggage to be dealt
with in post-trauma counseling. Van der Kolk (1987) asserted that the overwhelming feelings of the original
experience of helplessness can be easily triggered by sounds, smells, or situations. These anchors may often
not be identified because they are forgotien or screened out with the tunnel vision frequently experienced
during the event {Williams, 1987},

These small steps using positive anchors would help disconnect what Janis and Mann (1977)
described as the anxiety that had been conditioned to a whole range of stimuli that form the traumatic
situation. This feedback is also a mechanism for them to realize that sounds, smells, or situations easily



stimulate feelings of earlier traumatic events and the helplessness associated with the original trauma, o just
the present event {van der Kolk, 1987},

Janis (1971} stated that information processing sirategies lessens one's vulnerability during 2
traumatic event. He added that recognizing the symptomatology attached to trauma as soon as possible allows
one to clarify information, interpret the situation, and consider altering their response. Another tool is the
utilization of facilitative self-statements in order to create and maintain 2 sense of self-efficacy {Cameron
& Meichenbaum, 1982) during and after the crisis situation.

In discussing factors thal contribute to effective functioning, Cameron and Meichenbaum (1982)
suggest that the ability to successfully negotiate stressful events in which the automatic adaptive responses are
exceeded by the demand of the event can be assisted by preventative action. The prerequisites for effective
coping were described ast Possessing the ability to accurately appraise the situation and one's resources to
handle it, a repertoire of responses, and the capacity to deploy the appropriate response. The development of
a variety of coping responses is more effective than a single coping strategy (Moos & Billings, 19823,

TRAINING DESION

Inoculation training may be looked at as moving a debriefing in advance of the critical event o
activate some new information pathways for processing traumatic inforroation and building some alternative
pathways to add flexibility to respond to a variety of situations that may ocour. Three organizing treatment
goals were noted as valuable by Horowitz and Kaltreider (1979) in post—trauma therapy. Retaining a sense
of self-worth, continued realistic and adaptive actions, and the framing of the traumatic event as an
opportunity for additional growth and maturation,

Taylor (1983) described three components of adjustment to threatening events: (1) Understanding
how to discover the meaning of the experience, (2) gaining a sense of mastery and control over the event and
control over one’s life, and (3) restoration of self-esteem. One of the objects of the inoculation training is
to install these components in the person’s repertoire prior to involverent in a critical incident rather than
rebuild thern as part of the debriefing process. This strategy restructures one's basic assumptions prior to the

critical event, which would diminish the disorientation and resulting anxiety described by Janoff-Bulman
(1985).

The object of the inoculation approach to critical incidents is to instill in the officers mastery over each
occurrence. This also irmplies the ability to perform and meet the demands during the situation itself. The
skills, technigues, and knowledge available to the officer to manage his or her emotional state appear to have
a direct impact on the guality of performance (Mechanic, 1970},

Confidence increases one's chances for success { Arnold, 1970), while anxiety decreases performance
(Funkenstein, Ding, & Drolette, 1957}, with the anxiety state increasing as the perception of a situation is
interpreted as crucial (Lazarus, 1966,

Experience in providing training of this type both at the in-service and academy level has made
apparent that using the construct of performance in traumatic incidents is much more palatable to officers than
dealing in terms of emotional deficiencies.

Demonstrating the correlation between the officer’s emotional state and his or her ability to function
makes the rationale of dealing with emotions seem more pragmatic. Since we are all emotional animals and
cannot not experience ernotions, we may as well learn to accept and deal with them,

A strong influence on this model is the treatment approach developed by Cameron and Meichenbaum
(1982) to teach general coping skills that could be used under conditions of high stress. Their treatment,
called Stress Inoculation Training, isted of a conceptualization phase, a rehearsal phase, and an application
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phase. Their technique has been adapted for various clinical problems and treatment formats. It is found to
have direct application to inoculation training for trauma as well. Their evolved process of cognitive-
behavioral coping skill training focused on conceptualization, skill acquisition and activation, rehearsal, and
application phases.

The process of effective coping has been described by Cameron and Meichenbaum (1982} in terms
of performance as being built on an ability to accurately appraise the environment, having an adequate
repertoire of responses or skills to ongoing events, deploying appropriate responses at the appropriate time, and
an efficient return to the normal after the event has passed. These prerequisites outline a strategy fo work
through a major trauma. A valuable outcome of this processing could best be observed in the ability to retain
a sense of competence and self-worth, continued realistic adaptation to ongoing events, and frame the
traumatic event as an opportunity for growth and maturation (Horowitz & Kaltreider, 1979}, The search for
the meaning of a critical incident and putting it into a perspective of one’s responses are crucial to the coping
process {Taylor, 1983; McCammon, Durham, Allison & Williamson, 1988). Together these components set
the framework for the training package that provides answers as to how to prepare for trauma, how to respond
to trauma, and how to recover from trauma.

Denial may reduce stress before the incident but hinder adequate coping during and after the situation
(Lazarus, 1968). This type of training program may create some minor discomfort. Its effectiveness becomes
evident in the face of a atic o¢ ce. The positive aspects of confronting these issues that may create
worry about the existing threats is that fear is actually reduced at the point of contact (Janis, 1962). This
work of worry will also allow more opportunity to develop coping strategies with which to deal with the threat
{Lazarus, 1968},

G

To interact successfully with police officers depends on the ability to establish and maintain rapport
{(Dilts, Grinder, Bandler & Delozier, 1980). Just as when working with traumatized victims, the presenter
must adapt to the context and expectation of the police population to be effective (Garrison, 1986}, Those
outside the law enforcement profession often deplore the cynicism and deviance employed by officers as a
coping strategy (Williams, 1987; Violanti & Marshall, 1983). Agosta and McHugh (1987) concluded that
professionals should not become involved in providing services unless they can set aside their biases,
prejudices, and stereotypical attitudes about the police culture. They suggest for the professionals or trainers
to understand their own motives for providing this type of material: Personal healing, personal gain, or
providing a service,

Presenters of this material must be able to accept themselves and their potential for victimization and
aggression to congruently present an understanding model of the world (Agosta & McHugh, 1987). The
officers can then accept themselves and their defense mechanisms, which have been pervasive in critical
incident debriefings | have conducted over the past ten years: Their gross or sick humor, rage toward things
or people that they could not control, their nonacceptance of anything less than fotal success in an operation,
and their need to be competent. These observations were supported by Griffin (1987), Williams (1987), and
McCammon et al. (1988}

The denial systerns that allow police officers to dissociate from their inner feelings in order to function
in a crisis also make it easy for them to discount the message that they need to prepare for a trauma occurring
to them. The effectiveness of the training they receive depends upon the officers’ perception of the magnitude
of the threat, the probability of trauma actually occurring to them, and the effectiveness of the recommenda-
tions proposed to provide for their survival through the ordeal (Hovland, Janis & Kelley, 1953; McGuire,
1969; Rogers & Mewborn, 1976).

A graphic presentation of several situations with which officers can easily identify in their work
setting is necessary to bring it home. This evaluation increases their predisposition to reevaluate their
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meanings on such events and begin planning for their response to trauma. The planning for exposure to
critical events needs to be taken step by step and metered so as not to threaten flooding (Horowitz, 1982).
Fear must be relieved by reassurances or the officer will ignore, minimize, or deny the importance of the
message (Janis & Mann, 1977},

Use of videotape news coverage of actual incidents is beneficial to break the denial of the officers” veil
of invincibility in their pragmatic world, Interest is also heightened by supplying specific details or little-
known facts of a major incident that hits close to home for the officers. Major incidents that have little
relevance for the officers in their work environment will be of little interest to them if they cannot relate to
them. The case studies should involve a person they can identify with so that they can apply what they know
to be true to the situation.

The attainment of the officers’ atfention is primary so that they will entertain this information long
enough to build a sirategy. A method of consideration for building a response potential for a reason to learn
about trauma is focusing attention on the aspects of the officers’ lives that are seen as important to them and
then relating how they will be affected by traumatic incidents. Highly graphic information may be required
1o penetrate their threshold of interest, in that their tolerance for stimulation is often elevated by their exposure
to the intensity of situations on the street.

Stimulating recall of prior traumatic situations or events by polling the class for personal experiences
with shootings or death is useful. This pulls out old learning about trauma and creates a personal orientation
with the subject. These discussions in a classroom setting are best kept objective and general rather than
subjective and personal, emphasizing that self-disclosure is not necessary. This training is not designed as
a clinically safe environment 1o process unfinished business from past traumatic experiences, A need appears
to exist to qualify these discussions so they are not judgmental regarding how the individuoal has reacted to a
past traumatic incident. Explain to the attendees that this type of training is designed to bring about
familiarization, insight, and preparation in order o lessen the destructive impact of a critical incident on their
lives; however, it is not a group therapy experience. Recognition that others have similar experiences
normalizes ther and breaks down feelings of isolation (Taylor, 1983).

A major underlying goal for this exposure is 1o frame the meaning for the event, the meaning for life
decisions and life processes {McCammon et al, 1988), seeing death and trauma a5 real and part of life and
as something with which to deal. Further, they must see themselves as capable of de<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>