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Foreword 

Several years ago, a group of faculty, in the Yale Child Stud}, 

Center became more immersed in thinking about the pathways 

into violence aJld the large number of children in clinical services 

whose lives were burdened by aggression. At the same time, police 

in New Haven embarked on a new, community-based approach 

that relied on the development of relationships between officers 

and the neighborhood residents for whom the}, work. In both 

fields, it became clear that we had to find other approaches to being 

useful, to augment traditional policing ,and clinical responses with 

more sustained mad systemic interventions in the lives of children 

vii 



viii Foreword 

and families at risk. At this time, we met with each other and 

recognized our shared concern about the same groups of children 

and families--children who presented themselves to the police 

because their families or they were involved with violence and who 

came to the attention of clinicians as traumatized, anxious, and 

angry youngsters who defied attempts at treatment. These were 

the children, most often children of color, on our street corners, in 

the mall, suspended or truant from school, and the tougher and 

more beaten-down youth whose future entry into jobs and careers 

was threatened by poor skills or by the scars of  drugs and gang 

warfare. We saw these children from different perspectives; yet, 

remarkably, we were completely synchronized in our understand- 

ing of  their development and their needs. Discussions among us 

and our colleagues led to the Child Development-Community 

Policing Program. 
Discussions between police and psychiatrists and psycholo- 

gists are not an academic luxury. Today, mental health profession- 

als must become familiar with the goals, procedures, and philoso- 

phy of  police departments because law enforcement officers are so 

involved with their child patients. In addition, clinicians will learn 

about the important role that police play in stabilizing commu- 

nities and how individual officers may serve not only as the author- 

itative voice of the larger society providing structure but also as the 

thoughtful, compassionate professional available to children in- 

volved in trauma. 
On the other side, police officers need to be prepared for the 

new responsibilities of commtmity-based policing. The early detec- 

tion of  children on their way to trouble, of children who have 

experienced traumatic situations, of recurrent problems in fam- 

ilies, of the absence of preventative health care, places burdens on 

police officers. The new officer has a preventive role and an early 

intervention responsibility; the officer does not consider himself or 
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herself successful through making more arrests but through help- 

ing to reduce crime, diverting children from adverse outcomes, 

and helping the victims, and not simply capturing the villains. 

Where will police officers learn about children and families and 

acquire a kind of "clinical" understanding to carry out the ex- 

panded, neighborhood-based responsibilities more effectively? 

The New Haven model is a bridge of collaboration. Through 

the progranl, mental health professionals learn from police officers 

about the broad social context, the nature of the communities and 

families, the texture of children's lives, and the immediate circum- 

stances that are traumatic and the stimulus for their involvement. 

They also learn about the steps leading to violence and the after- 

math. In turn, police learn from mental health professionals about 

the preconditions for healthy development, the impact of trauma 

and stress, thc process of rccovcD,, and the emergence of patholog- 

ical patterns of adaptation. Together, police and mental health pro- 

fcssionals can learn how to mobilize treatment services more 

quickly and effectively and how to assure that treatment plans are 

carried out. 

Child mental health workers cannot aflbrd to ignore thc pow- 
erful role of police for many patients and groups of patients, nor can 

police officers simply go on their own in intervening in these most 

complicated situations. Dr. Marans and his colleagues bring com- 

munity-based policing and their model of collaboration to life. The 

program alrcady has had a national impact on scrviccs and plans, 

and this volume will help bring thc work and the dctails of how it 

can bc implemented to many other communities and to other pro- 

fessionals who arc deeply conccrncd about children and families. 

DONALD I. COHEN~ M.D., 
Director and lr~q,[O B. Harris Professor of Child l'sychiarry. 
Psycho~oy, and Pediatrics, Child Study Cent~ 
Yale Universi~ School of Medicine 

NICHOLAS PASTORE~ 
Chief Ntnv Haven 
D~artment of Police Sere,ice 
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1 Introduction 

Today, when the threat and reality of violcnce ovcrwhclm 
whole comnaunities and undermine the scnse of safety that is cru- 

cial to the optimal dcvclopmcnt :rod realization of thc potcntial of 

our children, it is timc to rethink thc ways in which we inter~,cnc 

on thcir bchalf. The Child Devclopmcnt-Communit  3, Policing 

(CD-CP) Program outlined in this manual aims to capitalize on 

the intcrcsts of two groups of profcssionals who have long becn 

conccrncd about children caught in the cross fire of comnmnity 

violence but who, until recently have worked in isolation. The 

collaboration between mental health and police professionals de- 
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scribed in this manual was born out of a commonsense recognition 

that, when properly equipped, police officers are in a unique posi- 

tion to affect the lives of children and families who are at greatest 

risk of  becoming the psychological casualties of violence. Similarly, 

when mental health professionals venture beyond the consulting 

room, they are in a much stronger position to intervene before 

exposure to violence leads to the perpetration of violence. 

The Child Development-Community Policing Program 

capitalizes on the fact that police make house calls twenty-four 

hours a day. Joining forces not only reintroduces this approach to 

mental health professionals but also is consistent with their recog- 

nition that proactive response to emotional trauma in the wake of 

community violence both broadens traditional clinical services and 

diminishes the severity of long-term effects of exposure to violence 

on children and families. When officers are properly trained and 

supported, their roles in the lives of children and families are sim- 

ilarly expanded. When officers recognize the emotional needs of 

children and have a clearer understanding of principles of human 

functioning, their sense of effectiveness is enhanced and their range 

of strategies for intervention is increased. When backup includes 

the ability to deliver psychological services to children and families 

and consultation about complex and at times dangerous behavior, 

officers' stature in the community climbs as figures of benign au- 

thority and as models for identification. 

EXPOSURE TO COMMUNITY VIOLENCE 

The daily headlines in local newspapers and thc grim reports 

on nightly news programs bring the drama and explosive nature of 

urban violence into the homes of all Americans. Man), families 

who live in inner cities, however, do not need to turn on their 

television sets to experience the threat of violence. They hear the 
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sound of gunfire nightly or wimess shootings, stabbings, and fist- 

fights in their homes and streets; both the assailants and the victims 
are their relatives and neighbors. 

Communal violence in the United States did not originate 
during the late twentieth century. However, today gangs fight not 

with fists, knives, and chains but with semiautomatic and auto- 
matic weapons. And the stakes are no longer determined by neigh- 
borhood pride, turf, and ethnic issues alone, but arc driven by 
competitive market forces of a lucrative drug trade. Gone are the 
days of zip guns and Saturday night specials, replaced now by 
high-tcch 14-shot handgtms that can be rented by the hour. Un- 
employment, multigenerational povert3, , and family dissolution 
contribute to a sense of helplessness mad rage that-- for many ur- 
ban youth - -  can find a measure of relief in the power of fast money 
and the violent resolution of disputes. The combatants are not the 
only victims of violence. Whole communities, turned into captive 
observers, experience violence secondhand and worry about who 
will be the next intended or unintended casualty. The specter of 
violence, both real and threatened, can make overwhelming their 

feelings of impotence in the face of substandard housing, inade- 
quate education, and the absence of jobs. 

For children, the experience of acute, isolated episodes of 
violence oftcn is superimposed on chronic exposurc to violcncc. 
Specific incidents may lead to a range of emotional reactions, in- 

cluding symptoms of post-traumatic strcss disordcr--disruptcd 
patterns of eating, slceping, and paying attention and relating, as 
well as fearfulness, flashbacks, and the like (DSM-IV). Repeated 
exposure to violence may also lead to persistent patterns of psycho- 
logical maladaptation. Children so exposed may withdraw, turn 

inward, and appear depressed; they may have difficulties with atten- 
tion, school performance, and social engagement; they may instead 
become the aggressive perpetrator. By engaging in delinquent and 
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violent activities, children who had been victims of community. 

violence may now organize their sense of  self around involvement 

in the type of  experience that initially was so threatening. When a 

child is exposed to violence on a regular basis, identifying with the 

power and excitement of  delinquent and violent role models may 

become a chronic hedge against feeling helpless and afraid. When 

the most powerful models in the home and neighborhood exercise 

their potency with a fist or a gun, the lure of  violent and criminal 

activity may overcome the power and rewards in productive par- 

ticipation in the life of  the community (Marans and Cohen, 1993). 

The statistics regarding the incidence of  assaultive violence 

are disturbing in and of  themselves. From 1984 to 1993 there was 

a S 1 percent increase in violent crimes (defined by Uniform Crime 

Reports as murder, forcible rape, robber},, mad aggravated assault). 

In 1993 there were 

• 24,$26 murders 

• 104,806 rapes 

• 6S9,7S7 robberies 

• 1,135,099 aggravated assaults. 

Between 1984 and 1993 there was a 46.1 percent increase in arrests 

for possession of weapons (U.S. Department of Justice, 1994). 

The potential number of children as psychological victims 

may far outnumber  the medical casualties that reach our emer- 

gency rooms or the headlines of  our newspapers. In New Haven, it 

is estimated that more than one-third of  the children seen in the 

Child Study Center outpatient clinic have been exposed to aggres- 

sion or involved in its consequences (E Armbruster, personal com- 

munication).  The number of  children who actually receive psy- 

chological care, however, represents only a fraction of the most 

vulnerable in the population who are exposed to violence. For 

example, in a study conducted at Boston City Hospital, it was 
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reported that one of every ten children seen in the primary care 

clinic had wimessed a shooting or stabbing before the age of six-- 

half in the home, half on the streets. The average age of the chil- 

dren was 2.7 years (Taylor et at., in press). In a survey of fifth- and 

sLxth-grade students in Washington, D.C., 31 percent reported 

having wimessed a shooting, 17 percent had witnessed a stabbing, 

9 percent had wimessed a murder, and 23 percent had seen a dead 

body (Richters and Martinez, 1993). Children's greater exposure 

to violence was associated with increased self reports of depression 

and aI~xiet 3, (Martinez and Richters, 1993). Similarly, in a study 
conducted in New Haven schools of sixth-, eighth-, ,and tenth- 

graders, 40 percent reported having witnessed at least one violent 

crime in the past ),ear (New Haven Public Schools, 1992). By 

their teenage years, only a small minority of inner-city children 

have not been directly exposed to violence--at home, on the 

street, or in school. The majorit-y report being afraid almost every- 

where outside their homes, and many are fearful at home, as well. 

COMMUNITY POLICING 

Criminal justice scholars and police observers have taken 

note of the transfornaation going on in policing throughout our 

nation's cities. George L. Kelling (1988a) has called it tile "quiet 

revolution in American policing:' The changes taking place are 

profound, and their effects will continue to be felt in the ),ears 

ahead. 

During the 1980s, the police began to ask some fundanlental 

questions about tile way they were doing business. The delivery of 

police service in urban areas had become high-speed, high-tech, 

anonymous, and tough. The neighborhood beat cop had long been 

replaced by the more efficient, more streamlined, professional law- 

enforcement officer. This new breed of police officer left the street 
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corner to work in a patrol car with a partner, pluggcd into a central 

dispatch center by a sophisticated communications system. Re- 
quests for police service came to be viewed as an unending demand 

that needed to be handled quickly and efficiently, so that patrol 
units were not "out of service" too long handling any one incident, 

unavailable for random preventive patrol and for the next call in the 
queue. Yet this approach did not seem to be working. Eve~, attempt 

by the police to staunch the demand for their services seemed to fail, 

and each year brought ever greater demand and records of ever 
greater police activity. Something had to change. To many people's 
surprise, what changed was police attitudes. 

What the police discovered was that, in an effort to gain 
efficiency in responding to the growing demand on their services, 

they had, in fact, diminished whatever connections they had to the 
neighborhoods and communities they were sworn to serve and 

protect. Reliance on anonymit3, and rapid response had further 
decreased officers' ability to prevent or deter crime and to intervene 
early on, before developing problems took hold. As Lee Brown, 

Secretar 7 of Drug Policy and former chief of police in New York 
Ciw, Atlanta, and Houston, observed, "The police were not part of 

the communism but rather had grown "apart from it'' (Brown, 
1990). 

In the context of this critique which developed in the 1980s, 
police began to rethink their fundamental relationship to the com- 

munities they served and to recognize the value of closer personal 
connections between police and neighborhood residents. They 

gradually embraced the concept-- once found all too threatening-- 
of working with communities in a new partnership to identify. 

problems, potential hazards, and fears and work together toward 
solutions. The police moved back into the neighborhoods, bring- 

ing back beat cops and community substations. In turn, they en- 
hanced community councils and citizen-police management teanas, 
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beat maintenance, and collaborative strategies; these problem- 

solving approaches supplemented traditional strategies such as po- 
lice sweeps, tactical planning teams, and SWAT operations. Indi- 
vidual police officers returned to patrolling street corners, housing 
projects, and neighborhoods. Officers were allowed -- and encour- 
a g e d -  to become part of the communities they were serving, to 

trust and become trusted, and to work with the citizens on their 
beats to improve the qualit T of life in the neighborhood (Goldstein, 
1990; Kelling, 1988b). 

The police also began to rethink the unending demand for 
police services, most frequently reprcsentcd by citizen telephone 
calls to 911, not as discrete, independent incidents or service calls 

but rather as multiple symptoms representing more deeply rooted 
problems (Sparrow, Kennedy, and Moore, 1990; Eck and Spel- 
man, 1987). The police began to discuss strategies focused on 
problem solving rather than incident response. Officers began to 
voice an interest in working on solutions, not just repeatedly react- 
ing to symptoms (Geller, 1991; Goldstein, 1990). 

In this community-based, collaborative setting, a new role 

and job description for police officers began to emerge. An em- 
phasis on prevention, deterrence, and early intervention evolved 
naturally. Communi W organizing, networking, and social scr~,icc 

referrals became necessary day-to-day skills for communit T police 
officers. Communities recognized that enforcing the law and ap- 

prehending offcndcrs wcrc only a part of what they wanted from 
officcrs and only part of what officers actually did (Goldstcin, 

1977). 
The police arc the major reprcscntativcs of societal authority 

within the inner city. With thcir uniforms, guns, and cars, thcy 
prcscnt an image of power and control and are the most visible 
govcrnmental rcsponsc to specific incidents of violcncc. Police of- 
ricers have daily encounters with children and families in crisis-- 
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those involved in family violence, wimesses to crimes, or victims of 

aggress ion-  and increasingly come in contact with children who 

are the perpetrators or victims of aggression. 

At their best, traditional police strategies and tactics can pro- 

vide children and families a sense of security and safety, through 

rapid, authoritative, and effective responses at times of difficulty. 

All too often, however, children's contacts with police officers 

arouse fewer comforting feelings and more negative ones. In the 

psychological lives of inner-city children, the appearance of police 

officers in the context of situations of aggression makes them the 

objects for displacement of children's and families' rage. Their ar- 

rival "after the fact" strengthens children's view of society, as tin- 

protective; and the role of police as symbols of the dominant cul- 

ture may shape children's views of them as representatives of an 

alien, uncaring outside world (Marans and Cohen, 1993; Marans, 

1994). In fact, the contacts between police and children are af- 

fected by the fact that the child or parent may be a suspect or 

reluctant witness, and police officers-- especially in the midst of a 

crisis -- may not think about children's emotional needs. Negative 

encounters may further reinforce a child's view of society as tmcar- 

ing and aggressive. These experiences may create and strengthen a 

child's belief that hostile behavior-- being rough, tough, and bul- 

l y i n g -  is not only appropriate and reasonable in certain situations 

but is the normative mode of adult functioning. There are too few 

countervailing models of social authority available in an inner-cit 3, 

child's world. 

COMMUNITY MENTAL HEALTH 

Like the police, mental health professionals involved with 

children and families have also begun to change the ways in which 

they deliver services by moving beyond the consulting room and 

joining forces with other professionals and community institutions. 
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In 1970 the Joint Commission on Mental Health of Children 

issued a landmark report that called attention to the inadequacies of 

the existing system of care for children with severe mental health 

disorders and urged the development of partnerships between par- 

ents, agencies, and institutions and federal, state, and local systems 

to meet the needs of these children and their families. In the inter- 

vening decades, there have been numerous national attempts to 

implement the recommendations of the Joint Commission: to 

create sustainable models of comprehensive care which break down 

the traditional botmdaries bet~veen public and private agencies and 

institutions and to involve the entire community in identifying the 

children most in need of intervention and developing appropriate 

and responsive services. 

The histor 3, of these cflbrts was unrcmarkablc until 1983, 

when thc National Institute of Mental Health crcated the Child and 
Adolescent Services System Program (CASSP), the progenitor of 

contemporary efforts to build integrated systems ofcarc. The CASSP 

prograna, which attcmpts to synthesize the best previous efforts to 

encourage intcgratcd service systems, has four major goals: 

• creating intcragenc T collaborations within each state which 

are able to address the complex needs of children with" 

severe mental hcalth disturbances; 

• increasing capacit 3, of the state agenQ, responsible for 
children's services, including mental health, to providc 

appropriatc care; 

• cxpanding parcntal involvement in making dccisions 

rclcvant to thc care of children; 

• dcvcloping a communit3,-bascd , advocacy-oricntcd 

interdisciplinar 3, planning process. 

These goals takc into account both prior fcdcral and statc 

cxpcricnccs and the findings of Kaaitzcr (1982), who documcntcd 

the cxtcnt of children's unmct nccds and urgcd traditional mental 
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health providers to join with others who regularly serve children to 
address their multidimensional needs. As the negative effects of 

such familial stressors as disease, poverty, alcoholism, chemical de- 
pendency, violence, unemployment, inadequate housing, and lack 
of education became more widespread during the 1980s, new 

ways of intervening with children growing up in affected environ- 
ments became essential. Programs and services focused on specific 
problems in the child's life had not proven effective. 

The new paradigm for delivery of children's mental health 
services is centered in the child's community--his or her school, 

home, or neighborhood. In this model, provision of care is not 
limited to mental health professionals or constrained by the walls 

of the examining room. Others in the child's and famil)~s world 
with whom the), have ongoing relationships, including teachers, 
police officers, or coaches, may be the most appropriate inter- 

venors. In this system the role of the mental health professional 
may be to screen, assess, refer, or provide direct clinical treatment, 
or it may be to act as consultant and backup for others who have 

developed important working alliances with the child and family. 
In short, the paradigmatic service system should be sufficiently 
flexible to allow for a case-by-case determination of the most ap- 

propriate mode of intervention and should be sufficiently inte- 
grated to facilitate access to the full range of public and private 
resources available in the commtmit-y. 

A COLLABORATIVE RESPONSE TO URBAN VIOLENCE 

The Child Development-Community Policing (CD-CP) 
Program developed out of the shared concerns of the leadership 
within the New Haven Department of Police Service and the Yale 

Child Study Center facul W. The program is a collaborative effort 
aimed at facilitating the responsc of mental health professionals and 

police to the burdens of violence on children, fanailies, and the com- 
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munity. Through the application of the principles learned in work 

with schools and agencies (Comer, 1980; Comer and Haynes, 

1990; Comer et al., 1991), the program attempts to change the 

atmosphere of police departments in relation to children and to 

increase the competence of police officers in their varied interac- 

tions with children and families. Fundamentally, the program at- 

tempts to reorient police officers in their interactions with children 

in order to optimize the psychological roles which they can play as 

providers of a sense of securit3, , positive authorit-y, and models for 

identification. In turn, through a reorientation of their traditional 

relationships with police professionals, the program aims to extend 

the roles that mental health clinicians play in the lives of children 

and families exposed to violence (Marans and Cohen, 1993; Mar- 

arts, Berkman, and Cohen, in press). 

The CD-CP program is closely related to and dependent 

upon the reorientation of the New Haven police toward a commu- 

nity-based policing philosophy, which focuses on early intet~,ention 

and crime prevention rather than on incident response alone. The 

communitT-based policing philosophy provides officers with a con- 

ceptual franlework to support their efforts on behalf of children. 

The practical strateg3., of placing individual officers on long-term 

assignment in particular neighborhoods provides officers with op- 

portunities for developing relationships and assuming roles in chil- 
dren's lives that would not occur in a more impcrsonal, incident- 

driven policing system. The CD-CP program aims to providc the 

ongoing psychological training and operational support that of- 

ricers need to make the best use of these new opportunities. 

PROGRAM COMPONENTS 

The collaborative CD-CP program model consists of interre- 

lated educational and clinical components that aim at sharing 

knowledge between police officers ,and clinicians. 
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Child Development Fellowships 

Community-based policing requires supervisors to be com- 
mitted to the philosophy of neighborhood policing and prepared 
to translate the concepts into practice. The supervisors are respon- 
sible for all the work in their districts, set the tone of police work 
within the community, and serve as models for younger officers. 
Especially during the lengthy transition to community-based po- 
licing, supervisors face challenges in trying to implement goals 
in relation to early intervention, work with vulnerable children, 
youth, and families, and collaboration with other agencies. The 
Child Development Fellowship provides supervisory officers with 
special expertise in relation to these tasks. 

Child development fello;~vs are police supervisors who spend 
several hours a week over the course of several months in the 
collaborating mental health agency. With the guidance of a mentor 
from the clinical faculty, police fellows participate in a range of 
activities, similar to those of residents in psychiatr3, , which familiar- 
ize them with developmental concepts, patterns of psychological 
disturbance, methods of clinical intervention, and settings for 
treatment and care. Police supervisors involved in the fellowship 
also provide basic knowledge about police practice to their mental 
health colleagues. A major goal of the fellowship is to establish 
relationships between the fellows and the child mental health pro- 
fessionals with whom they will be collaborating in future. 

Police Fellowship for Clinical Faculty 

Basic familiarity with the concerns and practices of police 
officers is essential for mental health professionals who intend to 
develop trusting collegial relationships with officers and explore 
collaborative intervention strategies. Through the fellowship pro- 
gram, clinicians spend time with police colleagues in squad cars, in 
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police stations, and in the streets, observing officers' day-to-day 
activities. These experiences allow mental health professionals to 
familiarize themselves with police operations, local neighbor- 
hoods, and the realities of officers' interactions with children and 
families. The fellowship also provides opportunities for clinicians 
and officers to spend time together discussing their varied perspec- 
tives and approachcs to serving youth and families and to explore 

ideas for ncw modes of collaboration. 

Education of Police Officers 

In the past in the United States, the model police rccruit was 
nineteen to tavenw-t~vo ycars old, had some experience in the mili- 
tar 3, or with a security organization, and had a high school diploma 
or some collcgc cducation. Increasingly, police officers arc being 
rccruitcd from inner-city and minorit-y backgrounds, arc some- 
what older, and have a broader range of educational and profes- 
sional expcricnccs. Howcver, there is no requirement that a recruit 
have any prior education in criminal justice or any training in basic 
principles of  human functioning. Academic preparation for police 

work is provided at the police academy, where basic skills are ac- 
quired, and then in the field, where recruits receive supervised 

training. Thc education of  police officers in most cities does not 
preparc them for much of the work in which they will be engaged, 
cspecially not the demands of  commtuait3,-bascd policing--dcal- 
ing with the psychological impact of  family violence, cngaging 
with children and youth in situations of high risk, helping to divcrt 
possiblc offcndcrs, collaborating in ncighborhood improvcmcnt, 
and assisting those who havc been the victims of  crime. 

The CD-CP seminar on child dcvclopment, human ftmc- 
tioning, and policing stratcgics aims at providing supervisors with 
both kiaowlcdgc and a scnse of pcrsonal cmpowcrmcnt to think 
about and hclp their officers intcrvcne positivcly with children and 
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families. The seminar meets weekly for ten weeks. Exposure to 

child development principles introduces officers to the importance 

of  thinking about children's development and their own influence 

on children. Mso, the course provides officers with the experience 

of  working alongside mental health professionals and with con- 

cepts and methods for working cooperatively with other social 

sen, ices on behalf of children. The knowledge gained in this semi- 

nar improves the effectiveness, impact, and safety of police officers 

interacting with young people. It also enhances officers' self-image 

as positive role models within the community. 

Consultation Service 

When an officer comes into contact with a child or youth in 

great danger or distress or becomes responsible for disposition, or 

action to be taken in the case, he or she must make an immediate 

decision whether to intervene and what is in the child's best inter- 

est (Goldstein, Freud, and Solnit, 1973, 1979; Goldstein et al., 

1986).  At times, intervention is clearly mandated, as when a child 

is determined to be the victim of  abuse and the local child welfare 

agency must be notified. At other times, the critical nature of  a 

medical condition (following an assault or a suicide attempt) dic- 

tates the invok,ement of emergency medical services. Yet officers 

frequently face situations in which there is no clearly mandated and 

available service. An officer who finds children who have wimessed 

an accident or assault, who has a teenager confide in him or her 

about  being worried about gang membership, or who observes a 

child becoming truant is offered "clinical" opportunities for inter- 

vention which are broader than thosc usually considered the prov- 

ince of  police work. It is within the officer's discretion as to how to 

proceed. As police officers work more closely with communities, 

these situations occur with greater frequency, mad officers need a 

resource to turn to for discussion, guidance, and an immediate 
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clinical response, especially when the child is in great distress, as 

happens so often in relation to inner-cit3., violence. 

The consultation service of  the CD-CP program allows file 

police to make referrals and to have clinicians respond to officers' 

immediate needs for guidance, especially following children's trau- 

matic experiences. Consultation sen, ice clinicians cart 3, beepers 

and are on call twenty-four hours a day to discuss problems of  

children and youth with the police. At times, tile consultation leads 

to referral to a clinical program, for example, the child psychiatric 

emergency service, a local child welfare agency, an outpatient men- 

tal health clinic, or mental health personnel within the child's 

school. However, at times a direct clinical response is needed be- 

cause of the urgency of the child's distress. At such times, consulta- 

tion service clinicians can respond immcdiatcl), and scc children 

and youth at the clinic, in the police station, or at the child's home. 

Program Conference 

Police officers and clinicians who staff the CD-CP program 

meet weekly to discuss difficult and perplexing cases that arise from 

the officers' direct experience, as well as to plan and evaluate pro- 

gram activities and to integrate kaaowledge gained through the 

program. The program conference provides a regular forum for 

discussions aimed at maintaining the program's overall coherence 

and fostering the individual and institutional relationships on 

which the program is based. 

In the conference, cases arc discussed fl'om many different 

points of  view--in relation to the child and family's specific prob- 

lems, the reasons for their interaction with the police, the D~pcs of  

services that the), have used or may require, barriers to intervention, 

and specific problems posed to police officers and other agencies 

involved. Ttle case discussions emphasize the importance of  tt3,ing 

to understand tile inner experience and meaning of events to chil- 
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dren and adolescents; how psychological tmderstanding can guide 

police and clinical work more effectively; the feelings aroused in the 
professionals by the children, families, or situations; and how the 
feelings of the professionals may interfere with or be used to inform 

intervention. The program conference also provides a forum for the 
discussion of systemic, institutional, and administrative issues. 

THE EXPERIENCE OF COLLABORATION 

During the first three years of the CD-CP program's opera- 

tion in New Haven, more than four hundred and fifty children 
were referred to the consultation service by officers in the field. The 
first calls, involving children exposed to some form of violence, 

were made by officers who had participated in the child develop- 
ment seminar or worked in neighborhoods supervised by the clini- 

cal fellows or by the supervisors themselves. A sample of these 
incidents follows. 

A five-year-old girl was caught in the cross fire of a gang 

shooting and was struck by a .45 caliber bullet that lodged 
in her lower right jaw. She and her family were seen by a 

psychotherapist from the moment she entered the hospital 
and after she was discharged. 

A twelve-year-old girl ran away from home when her 
mother and the mother's boyfriend began fighting at home. 

When the girl was five years old, a similar situation had de- 
veloped between her parents and ended with the mother 
shooting her father after he beat her repeatedly. The girl and 

mother were referred for psychotherapy, for the first time, 
by neighborhood police officers. When the mother ended 

her relationship with the abusive boyfriend, the police re- 
mained in close contact with the family and negotiated and 
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supervised the boyfriend's move out of the home. The girl 

then returned home. 

A thirteen-year-old girl was charged with murdering her 

newborn infant. The girl and her mother were referred for 

evaluation and treatment by the investigating police officers. 

A sLxteen-year-old gang member was referred by the police 

after suffering a full-blown panic attack while being ar- 

raigned for the shooting death of a close friend. Despite his 

having spent t~vo ),cars in a correctional facility, this was the 

first time the boy had been evaluated by mental health pro- 

fessionals. 

A fifteen-year-old girl was sccn in the hospital and for 

follow-up consultations after she was shot in the chest and 

arm while sitting in a car with threc friends. The shooting 

was apparently drug related. Her best friend died as a result 

of the shooting, and another companion suffered serious 

neurological damage as a result of his wounds. 

Prior to the institution of the Child Dcvelopment-Comnlu- 

nit 3 , Policing Program, officers probably would have not taken 

notice of the psychological distress these children suffered; if they 

noticed, it would havc been unlikely that they had knowledge of or 

access to appropriate mental health services to meet the children's 

needs. These children and many others like them probably would 

not have come to the attention of the mental health or social ser- 

vice systems until they experienced serious behavioral disturbances 

months or ),cars later. 

With the cases seen through the consultation service, clini- 

cians and police officers in New Haven arc learning about the 

impact of inner-cir), violence on children and their families. Work- 

ing together, they arc developing stratcgics for both the consulting 
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room and the streets for interrupting and minimizing the effects of 

that violence. In addition, the relationship forged between clini- 

cians and police has generated a broader understanding of the 

needs of inner-cit-y youth and ideas about how best to serve them. 

This manual oudines the components of the Child Develop- 
ment-Communit), Policing Program. Although individual com- 

munities may vary enormously in terms of available resources, the 

manual attempts to convey a framework for mental health and 

police collaboration. For too long these professionals have oper- 

ated independendy in pursuit of similar interests and concerns. 

Now mental health clinicians and police are collaborating to mini- 

mize the effects of violence and interrupt the cycle of destructive 

and antisocial behavior. When these professionals begin to discuss 

common challenges and act in tandem, they do so on behalf of 

children and families who are most ~ulnerable to violence in the 

community. 
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2 Child Development Fellowships 

A child development fellowship provides selected supervi- 

so U, police officers with an extended period of training and con- 
sultation with mental health professionals and :ua introduction to 
available programs for the evaluation and treatment of children 
and families. The basic clinical content of the fellowship includes 
material similar to the CD-CP seminar, however, the experiential 
and collaborative format of the fellowship facilitates the develop- 

ment of working relationships bet~veen officers and clinicians and 
provides police supervisors with additional tools for leading other 

officers. Simtdtaneously, the fellowship exposes a selected group 

19 
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of clinicians to the daily activities and concerns of police profes- 

sionals. 
The fellowship has four primary goals: 

• to provide leaders in the police force with the psychological 
expertise they need to guide other officers in a variety of 
crime prevention, early intervention, and relationship- 
building activities involving children, adolescents, families, 

and community agencies; 
• to develop a group of specially trained, respected veteran 

officers who can disseminatc the CD-CP program's 
philosophy and methods within the police department 
through their relationships with other officers; 

• to provide the mental health professionals most involved in 
the CD-CP collaboration with the basic knowledge of 
police practices they need to work effectively with their 
police colleagues; and 

• to develop close, trusting working relationships between 
police supervisors and clinicians which facilitate the training 
and consultative elements of the CD-CP program. 

The fellowship program permits supervisory officers and 
clinical faculty to establish basic knowledge, respect for each 
other's work, a core of common experience, and a shared frame of 
reference. This shared exposure, teaching, and learning encourages 
ongoing, trusting relationships betaveen officers and mental health 
professionals. The CD-CP program depends on these relation- 
ships to support collaboration in response to specific crises referred 
to the consultation service and in developing the CD-CP program, 
as well as increasing interest in collaboration among other officers 
and clinicians, through both training and informal contact. 

Child development fellows are supervisory police officers 
who spend several hours a week for ten weeks in the cooperating 
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mental health setting. During the fellowship, they are exposed to a 

range of  clinical activities, including clinical case conferences and 

observations of  clinical evaluations, in order to become familiar 

with developmental concepts, patterns of  psychological distur- 

bance, methods of  clinical intervention, and settings for care and 

treatment. The knowledge these officers gain regarding develop- 

ment and human behavior, faaalily relations, and available mental 

health services is applied in their work as police officers and as 

supervisors. Basic familiarity with psychological concepts and ap- 

proaches of  mental health sen, ice also allows officers to become 

active partners widl mental health professionals in formtdating 

collaborative interventions for children and families who are un- 

likely to benefit from traditional law enforcement or mental health 

approaches applied in isolation. 

Collaboration can take different forms. In one scenario, a 

sergeant just beginning the fellowship was called to the scene of a 

fatal stabbing. After the incident he was disturbed by recurring 

thoughts of a girl whom the police had told to wait on the porch 

alone while they interviewed adults in the house. After presenting 

the case for discussion with clinicians and other officers, the ser- 

geant went back to the house and offered the fanlily a referral to the 

constdtation ser~,icc. The case also stimulated a more general dis- 

cussion among officers and clinici,'ms about how to balance chil- 

dren's need -- for the consistent presence of  familiar adtdts at times 

of stress and trauma and their need to bc shielded from gory, scenes 

of violence-- and officers' need--  to conduct prompt investigative 

interviews with parents who arc witnesses to crimes. Officers sug- 

gested a variety of alternatives, including designating a family 

member or a police officer to stay with the child, away from the 

immediate scene of violence. 

During the course of  the fellowship, police supervisors visit 

the local juvenile detention facility, which can also open new ave- 
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nues of communication. Although the officers arc familiar with 
some of the institution's residents, this is usually the first time that 

they have seen the reformatory. After a tour, officers listen while a 
clinical faculty member interviews a resident about the youth's life 

and the youth's understanding of the pathways leading to his or 

her delinquent behavior, the experience of incarceration, and what 
it would take for the youth to avoid further criminal activi~,. Such 

interviews often reveal poignant histories of abuse, neglect, paren- 

tal loss, academic and social failure, and hopelessness for the fu- 
ture, as well as repeated and escalating criminal activity. Officers 

thus confront the complexity of these teens' internal experience, 
the inaccuracy of categorical concepts of "victim" and "perpetra- 

tor" and the need for creative thinking regarding approaches to 
both treatment and law enforcement for this population. Follow- 

ing these visits, officers have proposed communiw-based collab- 
orations among police officers, probation officers, and mental 

health clinicians to combine structure, external control, and clini- 
cal interventions in efforts to decrease juvenile crime in the com- 

munity. 
Officers participate in the program in small groups (four to 

six members) so that each fellow can develop personal relation- 

ships with clinicians. After they have completed the fellowship 
training, fellows remain involved in the CD-CP program as mem- 

bers of the program conference, as trainers of rank-and-file officers, 
and as members of the consultation service. 

Thc police fellows ,also bring to the CD-CP program a broad 
range of experiencc that the), use to tcach their mental health col- 

lcagucs about the realitics of police work. These include risks to 

pcrsonal safctT, burdens of exposure to multiple traumatic events, 
developmcnt of relationships with the full range of community 
members (including criminals), and frustrations associated with 

immcrsion in the daily lives of impovcrishcd inner-city rcsidents. 
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In addition, clinicians have an opportunit T to see officers' refined 

skills of observation, their understanding of people with whom 

the), come in contact, and the various productive uses of authorit T 

with community members who call for assistance as well as with 

those who participate in criminal activity. These phenomena are 

especially apparent when clinicians ride with officers on patrol. 

Extended contact with officers can also help clinicians expand their 

understanding of the day-to-day lives of the children and families 

the clinicians often see in isolated clinical settings. Basic familiarity 

with the concerns and practices of police officers is essential for 

mental health professionals to develop trusting, collegial relation- 

ships with officers and allows clinicians to think realistically about 

collaborative intervention strategies. Clinicians who have devel- 

oped pcrsonal relationships within the police department and are 

familiar with police operations are also able to spread this kmowl- 

edge within the collaborating mental health institution. 

In an example of the valuc of observing policc officers at 

work, a clinician and a sergeant spent an evcning shift together 

responding to a series of calls regarding domestic disputes. The last 

call of the evening came from a twent3,-three-year-old woman who 

had been beaten by her boyfriend. She screamed a litany of obscen- 

ities and revengc fantasics at the officers who took her complaint, 

while two young children anxiously clung to her side. When thc 

sergeant, one of the first CD-CP fellows, commented about how 

upsetting the violence was for the children, the mother stopped 

screaming and began to talk about her four-year-old son's fears, 

nightmares, and aggressive bchavior. Thc mother accepted the 

clinician's offer of a follow-up visit to discuss the child's experience 

and needs and then suggested that she was about to leave her 

children to go to a bar. As the sergeant and the clinician drove 

away, the sergeant observed the clmician staring out the window 

and commented, "It's the volume. You see some of these people m 
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your office. Maybe you see them once a week. You know a lot 

about what makes them tick, maybe, but you only see them a little 

bit at a time. It's different out here. We see those kids all the 

t i m e . . ,  and there's been nothing we could do?' 

The ride-along can provide a rare perspective on police work. 

A senior clinician spent an evening shift with an officer who had 

ten years' experience in a wide range of police work, including 

community patrol and undercover operations. As they rode from 

job to job, often more than one police car responded to a call. On 

several occasions, after completing their investigation, the officers 

spent a few minutes talking among themselves. The clinician's 

guide would then introduce him to the others. In general, officers 

expressed faint, if any, interest in the clinician's presence; he was 

essentially invisible. At one point in the evening, the officer pulled 

into a parking lot to write up a report. After a few minutes, she 

looked up and said, "I just realized that here I am writing this 

report and somebody who doesn't like cops could walk up to the 

car, put a gun to my head, and pull the trigger. The only people 

who know that feeling are cops?' The clinician then understood his 

experience of invisibility in the context of the officers' shared sense 

of unique ~q,ilnerability. 

SELECTION OF PARTICIPANTS 

The police supervisors and mental health professionals who 

participate in the fellowship constitute the core group who will be 

responsible for developing and maintaining interagency collabora- 

tion, training rank-and-file officers, and staffing the consultation 

service. Ideally, both the police fellows and core clinicians should 

be leaders in their own institutions and creative collaborators 

across disciplines, and should be committed to the development of 

the CD-CP program. 
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Police Fellows 

Broad representation of all sectors of the police department 

within the fellowship is essential. Criteria for selecting police fel- 

lows should include: 

• leadership roles within the department; 

• assignment to specialized positions involving children and 

families; 

• interest in and commitment to addressing the needs of 

children through policmg activities; 

• personal strength as leaders of other officers; and 

• interest and experience in interagency and interdisciplinat 3, 

collaboration and institutional change. 

In New Haven, for example, a majorig, of fellows have been com- 

munity-based sergeants and lieutenants who are responsible for 

supervising district substations. It has been important to include 

other leadership positions: assistant chief of police, shift command- 

ers, head of juvenile services unit, head of family violence and sex 

bias unit, and head of narcotics unit. From these leadership posi- 

tions, the police fellows are able to spread the knowledge they gain 

in the fellowship training to rank-and-file officers under their super- 

vision and introduce other officers to the personal relationships 

the}, have formed with the clinicians involved in the program. 

Selection of the police fellows may bc based on assignment 

by the chief and /or  requests to participate. Whatever selection 

process is used, it is important to the acceptance of the fellows by 

their colleagues for the chief to articulate at the outset of tile pro- 

gram a rationale for inclusion and a schedule for rotating the se- 

lected participants through the training and to distribute within 

the department a roster of those supervisors in key positions who 

will be included in the fellowship training. 
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Mental Health Prolessionals 

Selection of a core group of clinicians who are committed to 

developing and staffing the CD-CP program is also essential. Un- 

like the police fellows, who join an expanding core group with 

waves of three or four new fellows ever}, four to six months, the 

core group of mental health professionals remains relatively con- 

stant, with expansion of clinical staffing determined by growth of 

the program mad expanding demands for sen, ice. The difference in 

CD-CP staffing reflects the disparity in size between most police 

departments and mental health agencies: the greater numbers and 

multiple shifts within the police force requires a larger number of 

CD-CP fellows to disseminate the program's approach within the 
department. 

Criteria for selecting the core clinical group should include: 

• experience in clinical assessment and psychotherapy with 

children, adolescents, parents, and families, including those 

exposed to violence and other traumatic situations; 

• experience and interest in modes of clinical intervention 

based at home, at school, and /o r  in the community; 

• experience and interest in interdisciplinar}, and interagency 

collaborations and institutional change; 

• leadership roles within the participating mental health 

agenw; 
• familiarit 3, with mental health and social service resources in 

the community; and 

• willingness to participate in a twenty-four-hour, on-call 
service. 

Selection of the clinicians involved in the program may be 

based on assignment or request. For the program to have cred- 

ibility within the mental health agency, the clinicians must have the 

active support of the agency director. 
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FELLOWSHIP TRAINING 

Familiarizing Police Officers with Mental Health Concepts 
and Activities 

The mental health resources available to serve children and 

families vat 3, from communit  T to community, and the specific con- 

tent of a child development fellowship will therefbre depend on 

the general resources available and the strengths of  the participat- 

ing local mental health institution. In most communities, the men- 

tal health institution that provides the most comprehensive range 

of  services to children and families is likely to be in the best posi- 

tion to provide police officers with exposure to the most varied 

clinical services as well as full discussion of the psychological con- 

cepts underlying those services. The officer training component  of 

the fellowship has two central elements, clinical rotations for ob- 

servation and post-observation discussions. 

Clinical Romrionsfor Observation Officers are exposed to ob- 

servations mad discussions of a wide range of  mental health services 

for children and families, including outpatient evaluations, emer- 

gency room seta, ices, juvenile delinquency institutions, and case 

conferences regarding home- ,and clinic-based treatments. Officers 

in the fellowship may also view videotaped materials as in the 

CD-CP seminars. These direct observations aUow officers and 

clinicians to share their common skills of careful observation and 

drawing inferences from small behavioral details. The rotations for 

observation and discussion are coordinated for each group of fel- 

lows, with some rotations at-tended by officers individually and 

others by the entire group. The rotations expose officers to the 

day-to-day work of the clinicians with whom they will be working 

and to useful ways of thinking about mad understanding human 

behavior. (See figure 2.1 for a schedule from the New Haven 

fellowship. ) 
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Figure 2.1. Sample Schedule from the New Haven Child Development-Community 
Policing Fellowship 

Week Day Time Session Comments 

1 Wednesday 9:45-11:00 Program conference CD-CP weekly meeting 
Thursday 10:30-12:00 Child development Introductory discussion 

2 Wednesday 9:45-11:00 Program conference 
Thursday 10:30-12:00 John Film and discussion 

3 Monday 10:30-11:30 Outpatient clinic Introduction to clinic 
Wednesday 9:45-11:00 Program conference 

4 Monday 11:30-1:00 Outpatient clinic Observe team meeting 
Wednesday 9:45-11:00 Program conference 

5 Wednesday 9:45-11:00 Program conference 
Thursday 8:30-10:00 Home-based services Team meeting with 

child welfare 
6 Wednesday 9:45-11:00 Program conference 

Thursday 10:15-11:45 Outpatient clinic Observe evaluation in- 
terview 

7 Wednesday 9:45-11:00 Program conference 
Thursday 10:15-11:45 Outpatient clinic Observe evaluation in- 

tcrwiew 
8 Wednesday 9:45-11:00 Program confcrcncc 

Thursday 10:15-11:45 Outpatient clinic Observe evaluation in- 
terview 

9 Wednesday 9:45-11:00 Program conference 
Thursday 10:15-11:45 Outpatient clinic Obscrare evaluation in- 

terview 
10 Wednesday 9:45-11:00 Program conference 

Thursday 9:00-11:30 Juvenile reformatory Tour -- no uniform 
11 Wednesday 9:45-11:00 Program conference 

Wednesday 11:10-12:00 Case consultation with 
CD-CP faculty 

12 Monday 9:00-11:00 School 
Wednesday 9:45-11:00 Program conference 

13 Wednesday 9:45-11:00 Program conference 
Wednesday 11:10-12:00 Case consultation with 

CD-CP facul W 
14 T u e s d a y  1:30-3:00 Hospital emergent 3, 

room and pediatric 
~,val-d 

Wednesday 9:45-11:00 Program conference 

Tour/discussion 

Tour/discussion (2 fel- 
lows) 
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Week Day Time Session Comments 

15 Tuesday 1:30-3:00 Hospital emcrgcn W Tour/discussion (2 fel- 
room and pediatric lows) 
ward 

Wednesday 9:45-11:00 Program conference 
16 Wednesday 9:45-11:00 Program conference 

Wednesday 11 : 10-12:00 Case consultation with 
CD-CP faculty 

17 Wednesday 9:45-11:00 Program conference 
Friday 10:00-11:30 Inpatient psychiatric Tour/discussion -- no 

unit tiniform (2 fellows) 
18 Wednesday 9:45-11:00 Program conference 

Friday 10:00-11:30 Inpatient psychiatric Tour/discussion -- no 
unit uniform (2 fellows) 

19 Wednesday 9:45-11:00 Program conference 
Wednesday 11 : 10-12:00 Case consultation with 

CD-CP faculD' 
20 Wednesday 9:45-11:00 Program conference 

Wednesday 11 : 10-12:00 Case consultation with 
CD-CP faculty 

Note: Not all rotations will be available in all communities, and other rotations mav be 
added depending on available local resources. 

A descr ip t ion  o f  the rota t ions ,  a long wi th  their  in tended  goals  and  

effects, follows. 

• Outpatient  dinic. Observa t ion  and discussion o f  an 

ou tpa t i en t  evaluat ion exposes officers to  a clinical approach  

to unde r s t and ing  a child or  adolescent 's  p rob lemat ic  

behavior  and to  clinical techniques  for in teract ing with  

chi ldren and parents.  This  ro ta t ion  gives officers f i rs thand 

knowledge  of  wha t  a child and family arc likely to 

experience in a clinical setting. 

• Home-based dinical services or Family Preservation Program 

case conferences. Exposure  o f  officers to discussions o f  cases 

served by  intensive home-based  clinical services provides  a 
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sense of the clinical complexity of the families the officers 
encounter every day and introduces the types of clinical 
intervention that can be accomplished in very difficult 

families without removing children from their homes. 

• Juveni le  ,'eforn,ato~y. Touring an institution for adjudicated 
juvenile delinquents shows officers the setting in which 

delinquents are confined and the limitations of the 
treatment offered there. Because of traditional boundaries 

between police departments and the juvenile justice system, 
many officers will never have seen this facilit3.,. 

• Public schools. Exposure of officers to local public schools and 

their personnel encourages the development of good 
working relationships bem'een police and school 

professionals. The rotation also familiarizes officers with the 
sorts of problems children may exhibit at school and some 

of the ways that school personnel can intervene. 
• Local hospital~consultation and  liaison service. Exposure of 

officers to the environment of the hospital, including 

emergency room and pediatric wards, provides a forum for 
discussing children's reactions to trauma and to hospitaliza- 
tion, stimulates officers' thinkmg about their interactions 

with hospital staff'in emergency and investigative situations, 
and introduces them to some of the hospital personnel with 
whom they will collaborate in the future. 

• Psychiat,@ inpatienrservice. The inpatient rotation exposes 
officers to children with the most severe psychiatric and 

b'ehavioral disturbances in a carefully controlled treatment 
setting and provides a forum for discussion of some of the 

psychological bases of violent behavior. 

Post-Obsen,ation Discussions In post-observation discussions, 
the group of clinicians designated as collaborators from the par- 
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ticipating mental health institution meets regularly with the fel- 
lows to discuss the underlying psychological principles that inform 
the various clinical services, questions and ideas that arise in re- 
sponse to the officers' observations, integration of  officers' obser- 
vations into a developmental framework, aald the application of  
developmental principles to policing strategies. The regularity of  
the meetings and stead), attendance by all participants promote 
continuity, an amlosphere supportive of inquiry, and the develop- 

ment of honest working relationships. 

Familiarizing Clinicians with Police Concepts and Activities 

The clinician training component of the fellowship allows 

clinical factflt 3, to familiarize thenlselvcs with police operations, 
local neighborhoods, and the day-to-day experiences of officers in 
the community, including issues of  safety for officers and commu- 
nity members, uses of police authority, and tile range of commu- 
nit), response to police activiB,. These experiences provide oppor- 
tunities for officers and clinicians to discuss their perspectives mad 
approaches to serving youth and families in the city and to explore 
ideas for new modes of collaboration. As in tile case of officers' 
training, the specific content of the clinicians' training will vary 

from community to comnmnit3q depending on the organization of 
the local police department, the assignments of the central police 
collaborators, and the issues of most concern to the police and 

mental health participants in the program. 
The fellowship training for clinicians has two main elements: 

regular ridc-alongs, and observation and consultation in othcr po- 

lice settings. 
On ride-alongs, the clinician rides with the officer on a regu- 

lar shift and observes while the officer responds to calls for assis- 
tance, has casual encounters with neighborhood residents, includ- 
ing children and adolescents, and collaborates with other officers. 



32 Child Development Fellowships 

Clinicians riding with officers observe police responses to a variety 

of  situations, including domestic disputes, other assaults, burglar- 

ies, calls regarding shots fired, street interdiction of narcotics, and 

so on. Children may be present at ant' of these scenes, and officers' 

responses to children and parents offer valuable opportunities for 

discussion and collaboration. Discussion before and during ride- 

alongs also teach clinicians about the risks officers face and the 

precautions they can take to ensure their safer3,. 

The ride-alongs should take place in a variet3, of neighbor- 

hoods and on all shifts to allow clinicians to become familiar with 

the diversity of the police department's work and to become visible 

to a greater number of rank-and-file officers. Although clinicians 

mat: ride with supervisors or other officers who are not part of the 

fellowship program in order to see neighborhoods or shifts that 

are not  represented within the core group of police collaborators, 

ride-alongs with supervisors within the fellowship group ordinar- 

ily offer more opportunities to build on the relationships devel- 

oped in the other components of the fellowship training. When 

clinicians ride with officers outside the fellowship, it is important 

that a police fellow introduces the clinician to his or her fellow 

officers so that clinicians may more readily be perceived as col- 

leagues. 

In addition to ride-alongs, clinicians spend time with police 

supervisors observing the activities of neighborhood police teams 

and specialty units, including juvenile services, family violence, and 

narcotics. For example, a clinician who spends a shift with the head 

of  a narcotics unit gets a much clearer understanding of the daily 

operations of street-level drug activity as well as various policing 

intervention strategies. A clinician who spends a shift with the head 

of  a domestic violence unit participates in discussions among detec- 

tives regarding patterns of escalating violence, options for en- 

hanced prosecutions, the impact of ongoing violence on children in 
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the family, and officers' frustration when victims of violence return 

repeatedly to violent relationships. Clinicians' presence in police 

stations, substations, and specialty units allows them to learn more 

about the work of officers, build relationships that will facilitate 

future collaboration, and participate in case conferences or informal 

consultations regarding situations in which officers come in contact 

with children and families in trouble or in which police activities 

may have a psychological impact on children. 

ISSUES RAISED BY THE FELLOWSHIP COLLABORATION 

The child development fellowship program creates new roles 

for police officers as participant-observers in clinical settings and 

for mental health professionals as participant-observers in police 

settings. As in any form of collaboration, involvement in another 

profession's domain raises inevitable concerns regarding potential 

disruptions of established routines and scrutiny. When police and 

mental health professionals collaborate, other issues may arise. As 

exan~ples, some conflicts that arose in New Haven and thcir reso- 

lutions are discussed below. Similar issues may be resolved in dif- 

ferent ways in other communitics, depending on law, profcssional 

norms, mad personal prefercnccs, by the relevant collaborators as 

part of their work togethcr. 

Conlidentiality 

During the child dcvclopment fcllowship, officers obscrve 

clinical cvaluations and confcrcnccs rcgarding childrcn and familics 

whosc identities bccomc known to the policc fcllows. In addition 

to the general conccrn common to all clinical teaching programs 

about disclosing such confidcntial clinical data to individuals not 

directly involved in a patient's carc, policc participation in thcsc 

activities poscs a unique potential for conflict between officcrs' 
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sworn duty to enforce the law and their du D, as members of an 

interdisciplinary clinical team not to disclose confidential clinical 

information. In order to protect the subjects of discussion from 

inappropriate and unwanted clinical disclosure and the officers 

from an}, charge that they have failed to uphold their police duD,, 

some of the following measures call be useful. 

• Any patients whose evaluations are observed directly by the 

police fellows must give informed consent. Patients should 

be informed that observers will not interrupt the interviews 

in any way and, if possible, that observers will be out of view 

behind a mirror. Where possible, patients selected for 

observation should live outside the jurisdiction of the 

participating police department so that officers will be less 

likely to know the individuals observed. 

• When clinical material is presented in a conference in order 

to illustrate principles of human development, clinicians are 

advised to remove any identifying information from their 

accounts or to present hypothetical or composite examples. 

• Officers participating in the fellowship may sign waivers 

stating that information concerning specific individuals 

learned in the course of fellowship activities will be kept 

confidential and will not be used as the basis of any police 

action, unless independently reported pursuant to state 

mandate. (See figure 2.2 for a copy of the waiver form used 

in New Haven.) 

• Officers should absent themselves from any clinical 

discussion if they are aware that the subject of discussion is 

also the subject of a criminal investigation. Although it is 

extremely unlikely that information about a patient 

presented in a clinical case conference will be relevant to a 

police investigation, the only way to protect the patient's 

confidentialit T is to exclude the officers from the discussion. 
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Figure 2.2. Sample Waiver Form 

I, , understand that my participa- 
tion in the Child Study Center-New Haven Police Department Clinical 
Fellowship program requires that any and all information learned about 
patients or individuals seeking consultation and/or other clinical services, 
as well as any and all information learned incidentally about any other 
person in the course of my participation in the Clinical Fellowship pro- 
gram, will be regarded by me as confidential; such reformation will not be 
communicated by mc to any other person on or offthe New Haven Police 
Force, and will not form the basis of any arrcst or criminal investigation or 
bc used in any other aspect of policc work. 

Signed: 

Date: 

* Clinicians may find that thcir exposure to information about  

a patient, without the patient's ka~owledge, in the context of  

discussions or conferences with police officers, makes it 

difficult for the clinician to maintain a sense of  therapeutic 

neutrality in relation to dae patient. In such cases the 

clinician should absent himself or herself from an), 

discussions with the police about the patient. (See chapter 4 

for further discussion.) 

These guidelines provide helpful starting points for address- 

ing many dilemmas regarding confidentiality and professional 

boundaries. Especially at the beginning of the collaboration, careful 

attention to issues of  confidentiality allows professionals of  dif- 

ferent disciplines to explore tlaeir common interests and learn from 

each other without jeopardizing their own professional values and 

identities; it also increases the likelihood of support  for the collab- 

oration from members of  both institutions who are not directly 

involved in the program. Ongoing and open discussions about  
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these issues are an essential part of developing an enduring collab- 
oration between mental health and police professionals. 

Clinicians' Participation in Police Activities 

The CD-CP program familiarizes mental health profession- 

als with the basic workings of a police department by placing clini- 
cians in police cars, community substations, and other neighbor- 

hood settings. Clinicians' presence in these environments presents 
challenges regarding possible danger and civil liability. These issues 
can be addressed in several ways, both formal and informal. 

Some concerns regarding danger and disruption can be ad- 
dressed individually between officers and clinicians. In New Haven, 
for example, officers have taken the lead in showing their mental 

health colleagues a wide range of their work, including routine 
patrols, narcotics raids, and hostage negotiations. Clinicians have 
not been invited into situations in which the officer felt the clinician 

would be in danger or would be in the way-- for instance, clinicians 
waited in the car until the premises were secure before entering an 

apartment that was the subject of a search warrant. 
Clinicians riding with police officers may be required to sign 

waivers of liability assuming the risk of any injury that might occur 

to the civilian clinician during his or her presence with the police. 

Lawyers for the city and the participating mental health agency 
may be consulted in drafting and approving any such waiver. (See 

figure 2.3 for a copy of the form used in New Haven.) 
Clinicians may be required to obtain permission for each 

ride-along or other observation from the chief of police or his 
designee so that the potential for danger and disruption is mini- 

mized and tightly controlled at the highest levels of the police 
administration. However, this option places obstacles in the way 
of spontaneous, independent collaboration between officers and 

clinicians and may inhibit the development of open, collegial rela- 
tionships. 



@ DEPARTMENT O__F_F PO__LIC_ E_ S__ERVICE 
One Union Ave, New Haven CT 06519 

N ~ I a U  Pasmra John DzS~f#no, jr. 
ChitJofPa :,EC# Mayor 

Mr./Mrs./Ms. has my permission to ride 

as an observer with a unit 

on from to 
(date) ( hours ) ( hours ) 

This slip will be retained by the Division Supervisor, effected, 

and attached to Waiver slip signed by the above. No permission 

to ride in vehicles will be allowed beyond the dates and hours 

stated ab .... ~ f ~  
NICHOLAS PASTORE 
CHIEF OF POLICE 

W A I V E R  

TO BE EXECUTED BY EACH SWORN OR CIVILIAN OBSERVER ASSIGNED TO 
ACCOMPANY POLICE PERSONNEL. THE WAIVER FORM IS TO BE FILLED OUT 
PRIOR TO EACH ASSIGNMENT, REGARDLESS OF WHETHER PRIOR WAIVERS 
HAVE BEEN EXECUTED. 

I, , VOLUNTARILY AND WILLINGLY 
ASSUME ALL RISKS INCIDENT TO ACCOMPANYING A NEW RAVEN POLICE 
OFFICER IN THE PERFORMANCE OF HIS/HER DUTIES. DURING SUCH 
ACCOMPANIMENT, I SHALL ACT ONLY AS AN OBSERVER. 

(NAME) (ADDRESS) 

(ORGANIZATION) (CITY/STATE) 

TO BE NOTARIZED BY DESK OFFICER 

SUBSCRIBED AND SWORN TO BEFORE ME THIS DAY OF 

19 

/ ' r i de  t ,  Pro,~, r,, ~ 

Figure 2.3. New Haven Department of Police Service Waiver Form 
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i g  ~ : . , : 1 :  . . . . . . . .  1 . . . . . .  L ~  Clinicians may be des natcd as ~,,,,,,~,, ~,,,,u,t~,L, to u,~ 

police department and provided with appropriate identification 

cards entitling them to be present at scenes of police activity. By 

limiting the identification cards to the core group of  clinicians 

staffing the CD-CP program, the police department may suffi- 

cicntly control civilian observation without requiring day-by-day 

authorization from the chief for each ride-along by a mental health 

professional. 

Guns and Uniforms in a Clinical Setting 

Police officers in uniform carrying guns, nightsticks, hand- 

cuffs, and other equipment graphically represent power and physi- 

cal strength in the hands of societal authority. Concerns are com- 

mon among mental health professionals that the presence of 

uniformed officers in the halls and conference rooms of the child 

mental health clinics may frighten and alienate patients. Clinicians 

worry that children can be made anxious by the officers' presence 

and, by association, feel unsafe in the clinic where the), come for 

treatment. Similarly, clinicians may worry that parents, some of 

whom have previous or current criminal involvement that did not 

involve their children, might withdraw their children from care 

rather than maintain alliances with professionals who were now 

identified with the police. 

Traditionally, police have entered child mental health facili- 

ties only in response to crises or criminal activity. The CD-CP 

program provides an opportunity for officers to be seen by clini- 

cians and patients alike as positive figures of benign authority, and 

as agents of service. For this opportunity to be realized, it is crucial 

for the police and mental health collaborators to be centrally in- 

volved in developing the program and to be sensitive to the issues 

raised by the presence of uniformed officers in clinical settings. 

Officers, the core group of clinicians in the CD-CP program, and 
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other clinicimls from the collaborating mental health agency 

should have opportunities to discuss the psychological implica- 

tions for children, parents, and mental health professionals of reg- 

ular exposure to uniformed officers in the mental health setting. 

Officers may also be required to attend some clinical rotations 

during the fellowship unarmed and in street clothes. For example, 

seriously disturbed or psychotic children on a psychiatric inpatient 

unit may not be able to understand that unifomled officers are 
present on the unit to observe and not to punish the child's "bad" 

thoughts or deeds. 

In general, the observations and discussions that makc up the 

fellowship program provide supervisory, otticcrs and clinicians 
with a forum and a process to develop both an undcrstanding of 

one another's work and the collegial relationships that will facili- 

tate collaboration between their rcspective institutions. Especially 

in the earl}, stages of the program's implenlentation, the fellow- 

ship--together with the experience of the first cases referred 

through the consultation service--set the tone for developing tile 

open working relationships, including tile resolution of inevitable 

interdisciplinary, tensions, on which the program's success de- 

pends. 
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3 Training Seminars 

The Child Development-Communi t  3, Policing training sem- 
inars are intended to introduce police officers to the basic princi- 

ples of  child development and humaal behavior as useful tools of  
daily police work. The seminars capitalize on police officers' well- 

developed observation skills, aiming to expand an officer's field of 
observation to include child and adolescent behavior, as well as 

parent-child interactions. The practical nature of  the seminar sub- 
ject is emphasized through the use of  field-based scenarios and the 
experiences of the seminar participants. Although the seminars 

proceed according to developmental sequence, each discussion at- 
tempts to link the inner life of  the child and manifest behaviors 

40 
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seen at the original phase of  development with the ways in which 

these phenomena may be observed in various forms throughout  

the life cycle. 

Throughout  the seminars it is crucial that the leaders convey 

the notion that a greater understanding of human functioning 

does not mean inaction, decreased vigilance with regard to issues 

of personal safety, or simply feeling sympathetic toward any and all 

subjects of their interventions. The goal of the seminars is to dem- 

onstrate the ways in which officers' consideration of principles of 

development and human functioning can enhance the range of  

strategies for dealing with various situations and can help establish 

a realistic appreciation of the potential inlpact they can have on the 

lives of children and families with whom they interact. 

Training seminars are led by a tcam comprised of  a clinical 

facult T member and a supervisory police officer who has completed 

the child development fellowship. This teanl provides credibilit-y of  

course content and police experience. The working relationship 

between instructors is an important model of police-clinician col- 

laboration. Instructors are encouraged to spend some time work- 

ing together in the field and preparing the course in order to de- 

velop a comfortable, mutually respectful parmership. 

Seminar groups are kept small (~velve to fifteen officers) in 

order to foster informal discussion in sessions that gencrally run 

for ninety minutes each. It is a good idea to open each session by 

asking whcther anyone has had a situation or a case which bears on 

the topics last discussed. This givcs the instructors and class mem- 

bers the oppom,  nit 3, to apply the principlcs and ideas of  the semi- 

nat directly. Instructors are encouraged to use experiences from 

their work and from their own lives. Officers may be reluctant to 

be more personal or to disclose more than the instructors, so the 

instructors must set the tone. 

The seminar has three main aims in preparation of officers. 

Awareness of the p,q,,ciples of child and family d~,elopment in 
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order to understand and appreciate the effects of violence and other situa- 
tions on children and to make appropriate referrals so the consultation 

service. For example, a woman on her way to the laundromat with 

her five-year-old daughter is robbed at gunpoint  in front of  her 

home. In addition to taking the information about  the crime, an 

officer asks the mother  about her daughter 's reaction and offers a 

referral to the consultation service if the mother  wishes. 

Use of the principles of child and adolescent development to better 

inform their field judgment as they deal with children and adolescents in 

their daily routine. For example, after being called to the scene of  a 

fight be~veen two teenaged girls in front of  a large group of  their 

peers on a street corner, responding officers separate the young 

women  from each other and from the crowd in order to diminish 

the effects o f  the peer group. 

Understanding of their own reactions and counterreactions to anx- 

iety, stress, and frustration as these affect their performance. For exam- 

ple, a nineteen-year-old mother  of  two children under three years 

old swears at an officer who is responding to a complaint that the 

children have been left alone in the dark and messy apartment. The 

officer is able to bear in mind his or her own frustration at the situa- 

tion of  the children and the mother 's  defensive reaction to any au- 

thority and persists in an at tempt to engage the mother  in a conver- 

sation which can result in a referral to the consultation service. 

SEMINAR OUTLINE 

Week 1. Introduction. Rationale for course, relationship to 

police work, introduction to psychological concepts 

Week 2. Infancy: Birth to Three Years. Basic needs of  

children; the central role of  the parent 

Week 3. Separation and Trauma: Eighteen Months to 

Three Years. The effects of  separation on young 

children 
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Week 4. 

Week 5. 

Week 6. 

Week 7. 

Week 8. 

Week 9. 

Young Children: Four to Six Years. Observations 

and case presentations 
School-Age Children: Seven to Eleven Years. 

Observations and case presentations 

Puberty and Early Adolescence. Developmental 

challenges and symptomatology 

Issues of Race and Socioeconomic Status in Child 

Development and Communi~, Policing 

Adolescence. Developmental challenges and 

symptomatology 

Conclusion. Communit  T mental health resources 

and course evaluation 

Notes to Instructors 

The session-by-session oudines that follow are intended as a 

guide to course development for the instructor teams who lead tile 

course. The), are designed to give some direction to those who are 

leading this course for the first time and are ,lot intended to replace 

the experience, training, and judgment of the instructor teams. 

The officers and clinicians in each locali W that implements this 
series of seminars will have different backgrounds, experience, and 

training. For this seminar to be successful, it must be tailored to the 

situation ill which it is presented. In addition to the practical ncccs- 

sit'}, for site-b),-site course dcvclopnlcnt, the process of working 

together on thc course, wc have found, has bccn rewarding, en- 

lightening, and fun for the instructor teams. 

The scenarios that accompany the session oudincs arc taken 

from the experience of officers and clinicians in the New Haven 

Child Devclopnlcnt-Conamunit 3, Policing Program. They arc in- 

tended as examples of the kind of scenarios that have been used 

in teaching situatio,as. Instructors are encouraged to develop sce- 

narios from their own experiences--a profitable exercise for new 

instructors to learn with and about each other. Spccificatly devel- 
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oped scenarios have more detail and local color, which enhance 

their usefulness. 

1. INTRODUCTION 

Key Concepts 

The course is about a way of seeing and thinking, not about 

learning a specific body of child development knowledge. 

Success m this course will be measured by officers' ability to 

ask the right questions, not by their ability to give the right 

a n s w e r s .  

The world looks different through the eyes of a child. 

Officers will be asked to consider the perspective of children 

throughout the course. 

Child, adolescent, and adult behavior has roots in 

developmental struggles and tasks, as well as in reason, 

logic, obedience, and morality. All these considerations are 

important tools for officers as they attempt to respond safely 

and authoritatively in their work. Behavior that seems to 

defy logic may reflect an individual's experiences of threat 

a nd / o r  danger and the individual's attempts to deal with 

those experiences. Internal and external distress (which may 

revive memory of past distress) may reverse development or 

throw it off the expected course. These problematic 

responses will look different at each developmental phase, 

depending on the individual child's strengths, weaknesses, 

family, environment, and so on. 

ProceSS 

Although this first session has the least content as such, in 

many ways it is the most important of the series. The co-leaders 

must create an atmosphere of seriousness of purpose, confidential- 
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it 3, (what is said here stays here), usefulness to police work, and 

openness. The session should be held in a seminar setting with 

officers and instructors seated around a table or in a circle. A formal 

classroom setting with instructors in front of  a class is not recom- 

mended. I t  is important to emphasize the issues of confidentiality 

and the lack of  right and wrong answers. This will set the stage for 

the entire course and will set it apart from other, more formal types 

of  training situations with which officers will be fanliliar. Each 

officer should be invited to introduce himself or herself. Introduc- 

tions should include siblings, children, previous or current in- 

volvement with children, and ,any thoughts they have about  the 

course or their work with children as policc officers. This task 

should take up most of  the session. Instructors can comment  on 

the officers' stories and draw individuals out. By doing so, they set 

the conversational and informal tonc for the rest of  the course. 

2. INFANCY: BIRTH TO THREE YEARS 

Key Concepts 

• Attachment is a crucial conccpt in the development of  

children. Reliability and consistency in those who care for a 

child form the basis of  a secure attachment. This is the 

cornerstone of developmental progress and of  the capacit3, 

to deal with stress and trauma. When the primary 

attachments to caregivers are disrupted significm~tly, d~e 

child may be over, vhclnaed and unable to cope with normal 

developmental tasks and strcss, as well as with situations of  

H-al. lHla.  

• Infants need protection and num~ring. They are unable to 

care for themselves. 

• Infants have limited ability to cope with stress and trauma. 

The main capacity an infant has to respond to any situation 
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of stress is to cry and thereby signal his or her need for help 

or to withdraw into lethargy and /o r  sleep if repeated crying 

is ignored. Infants who are overwhelmed may exhibit 

disturbances of sleeping or eating and the inability to be 

soothed due to their limited capacity to cope with stress. 

The importance of the mother- or caretaker-infant 

relationship. The mother's ability to "read" the infant and 

anticipate and /o r  react to the infant's needs is central to the 

infant's physical and emotional development. The mother, 

therefore, needs to be protected and nurtured as part of the 

mother-infant unit. 

The infant has an inner world and is more than a passive 

acceptor of care. The infant has perceptions and experiences 

of physical and emotional states which are highly significant 

to future development. These occur primarily within the 

mother-child relationship. 

Process 

The session can begin with officers relating how they come in 

contact with infants during their routine assignments. This will 

often result in stories of calls at which officers have discovered 

infants in various states of stress -- for exanaple, crying, wearing wet 

diapers, being hungry. Officers generally say that scenes such as 

these make them feel frustrated and disgusted. They identify with 

the infant, who is helpless and cannot care for herself or himself. 

This leads into a discussion of what infants can and cannot do 

for themselves. Particular attention should be paid to the interplay 

among physical maturation, emotional development, and the pro- 

tective role of the mother. All parenting-- especially parenting of 

infants--requires that the adult acknowledge the difference be- 

tween his or her need and that of the child and that the adult 

respond to the child's need. (No adult has a need to get up at 3 
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A.M. tO change a diaper.) The instructors should encourage the 

class to address these issues. 

It is more important that the class generate a list of  what an 

infant needs than that the list be complete or comprehensive. This 

will lay the groundwork for the officers' active participation in the 

seminar. If instructors lecture while officers take notes, then the 

course will be less likely to achieve its goal of  engaging officers in a 

new way of  thinking. 

Instructors may ask what kinds of responses officers usually 

receive when they address the needs of  the infant along with those 

of the mother. This will often produce stories of  neglectful a n d / o r  

hostile mothers who mistook an officer's good intentions for crit- 

icism and who were dismissive and disrespectful of  the officer 

without provocation. Officers can be helped to consider that the 

mother's response may not be about anything particular or per- 

sonal about the officer. The mother may already be uncertain or 

uncomfortable about her treatment of  the infant. These mixed 

feelings may lead her to react in a hostile manner in order to ward 

off her sense of  her own inadequacy or "badness" She may also see 

the officer as someone who will remind her of  that and make her 

feel bad as others have -- perhaps her own parents. 

Throughout  this session, care should be taken to distinguish 

between abuse and neglect situations, in which infants are in life- 

threatening danger and must be reported to child welfare authori- 

ties, and situations in which officers are disgusted by the condi- 

tions under which they find children but there is no clear condition 

which would require that the case be reported. 

There are no right answers in this discussion. Officers often 

recommend removal of  the children from these disturbing home 

situations and bemoan the fact that child welfare authorities do not 

act according to officers' wishes. It is useful (and realistic) to leave 

this discussion to be continued at the next session. 
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Cp~e V2~n~e 

An officer is called to a domestic disturbance. A neighbor has 

reported loud arguing, threats, and a baby crying. After the 

officer repeatedly pounds on the door, a woman in her early 

twenties opens the door. She is wearing a housecoat, her hair 

is wild, her eyes are dull. The stereo is blasting. She is sullen 

and uncooperative. She denies any violence and says she is 

home alone with her two children, a two-year-old and a three- 

month-old. The apartment is dark and littered with takeout 

food boxes, dirty dishes, and dirty clothes. The children are 

sitting in front of the television on a filthy rug. The children's 

diapers are wet. The crying infant is holding an empty bottle, 

which the two-year-old takes to the mother. The mother tells 

the two-year-old to shut up and leave her alone. 

3. SEPARATION AND TRAUMA: 

EIGHTEEN MONTHS TO THREE YEARS 

Key Concepts 

• The role of  a secure attachment to the psychological 

development of a child. John Bowlby (1988) writes about a 

"secure base" as necessary to the healthy development of 

children. The idea that this base is a person or persons-- 

usually a child's parent or parents-- is not obvious to some 

people. It needs to be developed through case examples, 

discussion, and /or  videotape. 

• What capacities are available to a very young child to cope 

with distress and /or  trauma? The young child's increased 

physical abilities (walking, holding a cup and spoon), 

cognitive capacities (remembering and recognizing), 

language development (understanding what is said and 
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speaking), and the normal developmental struggles around 

feeling separate from the parents play a part-- helpfully and 

negatively-- in the child's response to separation or other 

trauma. Children who are overwhelmed by distress or 

trauma at this phase may exhibit eating and /or  sleeping 

disturbances, attachment difficulties, and inconsolable 

co, ing. 
The other important mediator of the effects of trauma is the 

capacity of the parent to help the child cope. A parent's 

response to a child's distress has a significant impact on the 

child's responses because the parent represents the most 

significant base of security for the child of this age. When 

the parent is unavailable or absent, the child is further 

traunlatized by the loss. 
Even very, young children are capable of complex emotional 

reactions. Two-year-olds, for instance, can be depressed. 

They will demonstrate that in a manner consistent with 

their age and stage of development, through behavior, 

regression, crying, sleep or appetite disturbance, and so on. 

Process 

This session examines the impact of separation on very young 

children (eighteen to thir'q,-sLx months ), which is used as the model 

for the effect of trauma on children. These issues are addressed by 

exploring the question of what happens when a child's experience 

and feelings overwhelm her or his capacity to cope. It is useful in this 

session to extend this way of thinking to adults -- that is, what is the 

impact of childhood trauma on adult capabilities and expectations, 

and what are the parallels to children who arc overwhelmed and 

adults who feel in danger of being overwhelmed by their experi- 

ences? 
The session builds directly on the previous session. There 
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may have been discussion of removal of an infant from the home in 

the previous session. What happens when young children are sepa- 

rated from their parents can then be a topic of this discussion. 

One useful way to address this topic is by viewing the film 

John by James and Joyce Robertson (1969). This documentary 

about a seventeen-month-old English boy who is placed in a 

twenty-four-hour nursery for nine days while his mother has a 

second baby and recuperates details the daily changes in John as he 

becomes increasingly despondent and disorganized. It is the chron- 

icle of his descent into a depression caused by separation. 

The film provides an opportamity for officers to use their 

observational skills from a different perspective, that of the de- 

velopmental observer. Officers can be asked to monitor John's ac- 

t_ions and affects. They can see his attempts to engage adult care- 

takers and his gradual withdrawal due to the lack of response he 

receives. Adequate time should be allowed for discussion. 

At the end of the session, the instructors might return to the 

discussion of removal and placement from the previous week's 

meeting about infants. A discussion of the balance between physi- 

cal and emotional risk in the decisions officers and others make for 

children can be significant in setting the tone for the rest of the 
c o u r s e .  

4. YOUNG CHILDREN: FOUR TO SIX YEARS 

Key Concepts 

The role of play as a means for children to express feelings 

and ideas about themselves and the world. For young 

children, symbolic and dramatic play is a way to enact and 

experiment with their ideas about themselves and the world. 

Increased cognitive capacity leads the young child to shift 
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from the role of the toddler "explorer" who is discovering 

the world and learning about its properties to the role of 

"scientist" who is trying to figure out how things work, 

including one's family and oneself. 

The role of the child's growing awareness of his or her 

parents' relationship with each other and their separateness 
and independence from him or her. Along with the cog- 

nitive development of this stage comes the growing aware- 

ness that parents have relationships with each other and 

othcrs which are not solely related to their roles as parents. 

This awareness is often expressed in scxual curiosity, anger, 

fantasies, and action aimed at feeling important and powcr- 

ful like adtdts. 

What capacities are available to a young child to cope with 

distress and trauma? The toddler develops the use of 

language to cxpress ideas and affects. Along with this 

improved ability to comnaunicate, there is generally an 

increased capacity to cope with stress. The development of 
the use of language to convey thoughts and feelings rather 

than action is a key factor in the manner in which a child 

copes with impulses as he or she matures. A yotmg child 

overwhelmed by stress or trauma may exhibit agitation, loss 

of prcviously attained developmcntal milestones around 

toilet training, rcpctitive nightmares, temper tantrums, and 

SO 011. 

Process 

This session looks at tile developing cognitive and symbolic 

capacitics of young childrcn (four- to six-ycar-olds) and how these 

capacitics affcct a child's abiliq, to copc with intcrnal and extcrnal 

stresses. 
Bccausc this session focuses on the child's inner world, it is 
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useful for the clinician-instructor to present videotapes of young 

children in a play setting. These can be commercially available 

training tapes or tapes made in the instructor's institution. It may 

also be possible for the seminar group to observe young children in 

a nursery school or kindergarten classroom. 

In addition to talking with officers about how they normally 

come in contact with children of  this age, instructors can use tapes 

a nd / o r  in-person observations to move the conversation toward 

the child's inner life and fantasies. Fo r example, watching a video- 

tape of  a five-year-old only child play as if he had a baby sister can 

stimulate a discussion of the rivalry fantasies of children. Similarly, 

viewing a videotape of  a child who is disturbed and anxious may 

foster a conversation about the importance of  the developing ca- 

pacity of the young child to distinguish betxveen fantasy and reality. 

The observation skills of officers as they watch taped and /or  

live examples should lead to a discussion of the potential effects of 

various scenarios on young children -- for example, the arrest of a 

parent, domestic violence, injury to a parent, to a child, to a friend, 

the problem of reliability of  young children as witnesses in court. 

Such a discussion should include consideration of the kinds of 

interventions that could be helpful in situations like these. The first 

such intervention is the police officer's positive use of benign au- 

thority to provide safety and securiq: Other interventions, such as 

referral to a consultation service, can also be discussed. 

Case Vignette 
During a routine patrol, an officer in a squad car observes a 

motorcyclist pass him at high speed. There is a small rider 

on the back of the bike. The officer does not chase the mo- 

torcyclist due to the potential danger to the rider and others, 

but later he sees the bike parked outside a convenience store. 

He pulls up and approaches the driver. He is angry that the 

driver of the motorcycle was a risk to himself, his rider, and 
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everyone else on the road at that time, including the officer. 

He is going to write up the driver for every possible infrac- 

tion. He notices that the rider is a five-year-old girl. 

5. SCHOOL-AGE CHILDREN: SEVEN TO ELEVEN YEARS 

Key Concepts 

• The continuum of psychological development. The pattel:n 

of development, with more complex responses to key 

issues -- mastery and control, threat and defense, separation 

and individuation, self-awareness and self-esteem- can be 

reviewed during this session. It is important to emphasize 

the inclusive, or layered, model of development ill which 

one stage builds on the next, rather than supplanting it. 

• The role of sublimation, competition, and fairness. As the 

child's sexual interests and impulses develop, they often shift 

at this time to less direct expression, and the energy 

associated with these impulses is directed toward school, 

sports, and friends. The intensity of these impulses fuels the 

drive that underlies school achievement and athletic and 

peer competitiveness. Rules and a strong sense of what is 

fair and acceptable within the child's experience are 

connected to containing these impulses. 

• The beginning of peer pressure. Peer group pressure begins 

relatively earl),, in some cases as early as third grade. The 

influence of older children and adolescents as role models 
is extremely powerful in these settings. The attitudes of 

children toward the police often begin to shift in a negative 

manner at this time. 

• What capacities are available to a school-age child to cope 

with stress and trauma? As the school-age child continues to 

develop, she or he has increasing capacity to cope with stress 
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and trauma. These include the greater capacity to dis- 
tinguish reality, from fantasy and the increased ability to 

use language to moderate impulses and to express 

complicated ideas. These capacities are closely tied to 

the ability of parents and other sign!ficant adults to be 
supportive and protective. Some markers of being 
overwhelmed by stress or trauma are poorer academic 
performance, lying, stealing, fighting, sleep and eating 

disturbances, clinginess, and false bravado. 

Process 

This session can begin by the instructor asking officers about 

their elementary school memories. They can be encouraged to re- 
call what was important to them at that time and what they re- 
member about their relationships with their families, their increas- 

ing sense of independence, their continuing sense of vulnerability, 

and where they looked for reassurance and security. 
Officers can be asked about current experiences with children 

this age in their role as police. Particular attention should be paid 

to their thoughts about who and what they represent to children at 
this time. 

Case scenarios should be developed which illustrate the key 

concepts for this session. At about this age children begin to be 
thought of as possibly helpful witnesses at crime scenes. Scenarios 

that explore the positive and problematic aspects of this, as well as 
some involving predelinquent activities, can be created and dis- 

cussed. 

Case Vignettes 
On a hot summer afternoon an eight-year-old boy "hangs 

out" with a sixteen-year-old neighbor whom he idolizes. 

The neighbor is playing basketball with another teenager 



Training Seminars 55 

from the project where they live. An argument over a foul 

begins to escalate into a fight. The other teenager takes a 
gun out of his pocket. The sixteen-year-old yells for his 

eight-year-old friend to run. They both run, and the sixteen- 

year-old is shot in the back of the head and killed. The eight- 

year-old runs home and tells his mother what happened. 

She walks the boy back to the basketball court and tells an 

officer whom she knows that her son was a witness. It is 

later learned that dais boy saw his father die of an accidental 
shooting a year earlier. 

In one neighborhood a group of nine-, ten-, and eleven- 

year-old boys ambushes cars driving through the area with 

super soaker water guns. When officers pull up to chase the 

boys, they too are soaked as the boys escape laughing. 

6. PUBERTY AND EARLY ADOLESCENCE 

Key Concepts 

• The physical changes that are part of early adolescence-- for 

example, the growth spurt, voice change, beginning of men- 

struation, breast development, and appearance of axillary, 

pubic, and facial hair-- all have a powerful effect on the psy- 

chological development of the early adolescent. These 

changes make adolescents preoccupied with their bodies. 
There is often an attempt to control facial and bodily changes 

over which the adolescent feels no control, leading to an 

intense concern with hairdos, clothing, tattoos, and so on. 

• The sexual issues that are part of early adolescence--for 

example, the increased focus on genital sexual gratification, 

increased propensity and capacity for masturbation, and the 

possibility of heterosexual and / or homosexual 
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experiences -- all create potential discomfort, frustration, 

and anxiet): 

• The reorganization of the self that is common in early 

adolescence. Along with the maturational and devel- 

opmental issues, the adolescent must develop a sense of 

herself or himself as an individual who is distinct and 

independent. Relationships with parents and other 

authority figures often become the testing ground for this 

reorganization and establishment of a sense of self. 

• Tensions between internal conflict and external behavior 

may be displaced and discharged in ways that can involve 

police officers, including fights, vandalism, harassment, and 

disturbances of the peace. Officers are better able to deal 

with these situations if they have an understanding of the 

developmental dynamics that contribute to the externalized 

problems. 

• The effects of peer pressure. The peer group influence on 

the adolescent's view of the police and on the police's view 

of  adolescents can be powerful and problematic. Officers 

need to consider both of these effects whenever they deal 

with adolescents. 

• What capacities does a young adolescent have to cope with 

stress and trauma? As the young adolescent develops a 

better defined sense of himself or herself as a separate 

independent individual, his or her capacity to engage  

cognitive, physical, and experiential capacities in the service 

of  coping with stress increases. A sense of the difference 

between reality and fantasy allows the adolescent to consider 

the difference between real and imagined fears stimulated by 

traumatic situations and to use positive identifications with 

strong and helpful adults to cope with those fears. Yet the 

wish to be adult and the physical resemblance to an adult 

may leave yotmg adolescentsparticularly vulnerable to 
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unrealistic feelings of guilt and inadequacy in the face of 

overwhelming situations. These feelings may lead to fearful, 

withdrawn behavior or to identifying with--  or modeling 

behavior after-- the aggressive delinquent activities of 

others. 

Process 

As in the previous session, officers' life experiences can be 

helpftfl in the discussion. Ifa  safe and comfortable atmosphere has 

been created, it should not be surprising if officers describe aspects 

of their own early adolescent struggles, which may also help older 

officers to recognize ,and understand the patterns of adolescent 

misconduct displayed by younger colleagues. This misconduct 

may have included drug experimentation and threatened violence, 

with lethal weapons rather than with fists and sticks, that was 

simply their generation's version of the adolescent acting out that 

the older officers engaged in when they were young. It is often 

helpful for instructors to discuss experiences from their own lives 

that illustrate the universality of developmental struggles. Even 

when initially embarrassing, trading stories, which are often ribald 

and funny, serves to help officers focus on the commonality of their 

experience with those of the adolescents with whom they come in 

contact on the job. Instructors can help officers move beyond sim- 

plistic distinctions about how it was different and better when they 

were growing up. One strategy is to ask officers to remember how 

they fclt when their parents took that attitude with them. 

As thc universal issues of adolescent strugglcs emerge, in- 

structors can move the conversation to scenarios out of the officers' 

experiences. By reviewing these, officers can be encouraged to 

come up with responses and interventions that arc informed by 

knowledge of the dcvelopmental issues under consideration. For 

instance, when an officer is called to the scene of a knife fight 

bet~vccn two pregnant teenage girls who arc dueling over the fa- 
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ther of  their children, the officer cannot think only about separat- 

ing the combatants, but can help each girl look for a friend or peer 

to vent her anger to safely and save face. 
Case Vignette 
A group of twelve-, thirteen-, and fourteen-year-olds sets 

fires in Dumpsters in the project where they live. They hide 

and laugh and call out as police and firefighters respond. 

7. ISSUES OF RACE AND SOCIOECONOMIC STATUS IN 

CHILD DEVELOPMENT AND COMMUNITY POLICING 

Key Concepts 
• Development occurs in a social context. The world in which 

children grow up affects their psychosocial development. 

Their sense o foppommi ty  and hopefulness is in large part a 

reflection of the culture and society of contemporary 
America. 

• Issues of class and race are both objective and subjective. 

Although there is little question that race and social class 

have profound effects on the experience of  children and 

families, there are few, if any, universal certainties about 

these effects. Individuals experience and react differently to 

the same circumstances. 

• Officers and clinicians bring their own experiences and 

reactions to the situations they confront as professionals. 

Individual backgrounds and responses are Central to this 

session. 

Process 

The purpose of  this session is to bring to the forefront the 

idea that both child development and policing occur in a social 

context that has a powerful effect on the experiences of individuals 

and groups. The session is conceived of as a freewheeling discus- 
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sion in which the instructors can pose provocative questions and 

act as facilitators of  the discussion. 

Some questions that have generated worthwhile conversa- 

tion follow. 

Is this a racist city? A classist city? 

What does it feel like for an officer to deal with citizens and per- 

petrators of  the same race? Of  a different race? 

Can a police officer be a role model for a child of  a different race? 

We have heard the phrase "poor  people's medicine" to refer to the 

care that the uninsured receive. Is there such a thing as poor 

people's justice? 

Can we really kaaow the experiences of someone of  another race or 

class? Is that important? 

What process might help us learn about the experiences of people 

of  another race, class, religion, region, or culture? 

8. ADOLESCENCE 

Key Concepts 

Adolescence represents the revival and culmination of  all of  

the developmental issues addressed thus far. 

A major fcature of  adolescence is that sexual and aggressive 

urges, along with the dcvclopmcntal movement toward 

autonomy and independcnce, can ,all bc put into action in 

thc world at largc. 

What capacities does an adolescent have to copc with stress 

and trauma? As far as cognitivc and physical maturation mad 

dcvclopmcnt arc concerned, an adolescent has the same 

cquipmcnt as an adult. However, adolescents' limitcd lifc ex- 

pcriencc and judgment make them vulnerable to stress mad 

trauma as a threat to dtTvelopmcntal progress. Adolescents 

who arc ovcrwhelmcd by these situations may act like 
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younger children as they struggle to regain their psychologi- 

cal equilibrium. They may also seek self-centered or un- 
healthy short-sighted solutions to situations; these solutions 
can be physically dangerous to themselves and/or others. 

Process 

This session lasts three hours and is devoted to viewing and 
discussing John Singleton's film Boyz N the Hood (Singleton, 
1991 ). The film presents a view of adolescence in South Central 

Los Angeles which is rich in developmcntal detail. 

The session can be introduced with a brief statement asking 
officers to watch the film with child and family developmental 
issues in mind. Afterward, the instructors lead a discussion in 

which officers are asked to compare their own adolescent expe- 
riences with those of the film's characters. Particular attention 

should be paid to the effects of family experiences, issues o f  de- 
veloping independence, sexuality, peer group influence, and per- 

ceptions of hope and opportunity. 
The aim of the session is to promote thoughtful discussion of 

the relationships be~veen police officers and adolescents from mul- 

tiple viewpoints. It is inevitable that there will be a wide range of 

opinions and feelings within the group. The success of this session 
should be measured in the appreciation of complexity and uncer- 

tainty that the discussion reflects. 

9. CONCLUSION: COMMUNITY MENTAL HEALTH RESOURCES 

AND COURSE EVALUATION 

Key Concepts 

• Officers need to know about the local mental health 
resources for children so that they can make appropriate 

referrals. 
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Evaluation and review of the seminars will help plan future 

training for others in the police department and for further 
training of officers who have completed this series. 

Process 

Thi s  session begins with the distribution of a handout listing 

all community mental health resources with telephone numbers, 

names of contact staff, and brief program and eligibility descrip- 

tions. Officers should be encouraged to share any previous experi- 
ences with these agencies with the group. 

Following the discussion of resources, instructors can lead a 

review of the course and ask officers for their assessments of the 

strengths and weaknesses of the course. This can be franled as what 

riley would like to spend more time on and what aspects could be 
shortened or eliminated. 

If there is to be formal post-training evaluation, it can occur 
at the end of this session. 
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4 Consultation Service 

Police officers, who are the first on the scene and most reg- 

ularly in contact with children and families exposed to community 

violence, are in a unique position to intervene to ameliorate the 

psychological consequences of children's chronic experience of vi- 

olence. Officers' stabilizing presence offers distressed children and 

their parents a sense of  security and safety. The consultation service 

of the CD-CP program is intended to provide case-by-case assis- 

tance to officers in support of this role. 

62 
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BASIC ELEMENTS OF THE CONSULTATION SERVICE 

The consultation service provides a wide range of coordi- 

nated clinical and police responses, including round-the-clock 

availability, crisis response, coordination of community response, 
clinical referral, interagency collaboration, home-based follow-up, 

and officer support. 

On-Call Availability 

A team of clinicians and supervisory officers is available on 

twenty-four-hour call to consult with officers in the field. The clini- 

cians who staff the consultation service are the designated collab- 

orators from the mental health agency, a group kaaown to officers 

from the training seminars mad from their regular presence at 

scenes of police activity. The police who staff the service are officers 

who have completed the fellowship program and have developed 

both special expertise in dealing with children and families and 

close working relationships with the collaborating clinicians. At 

least one clinician and one officer are available to respond in person 

at all times. It is important that officers in need of consultation may 

call either a fellow officer or a clinician, as they find most appropri- 

ate or comfortable, and that the police and mental health members 

of the consultation service team involve each other in their re- 

sponses as needed. If possiblc, on-call staffcan be provided with a 

mobile telephone for both safety and accessibility. 

Direct Clinical Response 

Calls from officers to the consultation service may lead to 

immediate clinical interviews with victims or wimesses of violence, 

or to telephone consultations bet-,veen clinicians, officers, and par- 

ents, with arrangements made to see a child the following day. 
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Depending on the urgency of the situation and the safety and 

convenience of the child and family, clinicians may see children at 

the scene of  the incident, the police station, the mental health 

clinic, the hospital, or the child's home, school, or another com- 

munity site. 

Case Vignettes 
An eight-year-old boy witnessed his mother's shooting as 

she answered the door late at night. The child's grand- 

mother took care of the boy while his mother was admitted 

to the hospital. The consultation service clinician was in- 

formed by the referring officer that the child was safe and 

asleep. The clinicia 0 arranged with the child's grandmother 

to see the child the next day. 

Several children wimessed a man's being stabbed by a fe- 

male acquaintance during an evening card game. Both as- 

sailant and victim fled from the scene. When the police 

arrived, a nine-year-old boy was silently hiding behind a 

bookcase and several younger children were clinging to 

their mother or talking repetitively about what they had 

seen. A sergeant from the consultation service called a clini- 

cian. Two clinicians came immediately to the family's home, 

met with the children and their mother, and arranged 

follow-up sessions for m,o of the children the next day. 

Coordination of Community Response 

When emergency calls to the consultation sen, ice involve 

incidents witnessed by large numbers of children, police and clini- 

cal staff may take the lead in coordinating the responses of other 

community institutions like schools, churches, fire department, 

and community advocates, so as to minimize the traumatic effect 

of  the event on the children and their families. When calls concern 
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many children and families, consultation service clinicians may see 

children and parents in groups rather than individually and should 
involve other clinical staff of the collaborating mental health 

agency in their response as needed. 

Cage VigneFfe 
A fifteen-year-old boy at the periphery of a drug-dealing op- 

eration was shot and killed in a crowded housing project. No 

witnesses to the event were identified inm~ediately. In the 

following days, crowds of distraught teenagers gathered on 

the street at the scene of the killing, and local merchants and 

neighbors complained that they were causing a disturbance. 

The district police supervisor, a CD-CP fellow, directed of- 

ricers under his command not to arrest the youths and in- 

stead invited them to the local substation for a series of 

discussions focused on the grief associated with their friend's 

death and the general frustration and hopelessness regarding 

opportunities for young people in the community. Subse- 

quent to these meetings, the supervisor contacted parents he 

knew and worked with them to organize a meeting for the 

teenagers with representatives of job training services. Dur- 

ing this process the supervisor had also been consulting with 

a CD-CP clinician, who made her services available to par- 

ents to discuss their children's reactions to the shooting. 

(For additional examples, see chapters 5 and 7.) 

Clinical Referral 

Referrals are made to other appropriate clinical services like 

emergency rooms, inpatient facilities, and outpatient clinics. Tele- 

phone consultation may assist officers in determining when chil- 

dren should be brought to the emergency room, when the local 

child welfare agency should be contacted, or when a child should 
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be referred to a clinician who is already involved with the child or 

family. In cases not so urgent as to require his or her immediate, 

on-scene presence, the consultation service clinician should be able 

to facilitate a prompt referral to an outpatient clinician from the 

collaborating mental health agency. In other cases in which the 

consultation service staff respond directly, their clinical assess- 

ments may lead to a range of referrals to other clinical services both 

within and outside the collaborating mental health organization. 

(See guidelines bclow regarding child welfare referrals. ) 

Case Vignettes 
A nine-year-old boy witnessed the fatal shooting of an 

eighteen-year-old family friend. In the course of consulta- 

tion service contact, the boy revealed that he had been at the 

scene of several other violent crimes, including the stabbing 

death of his father. In spite of a history of poor school per- 

formance and multiple problems at home, the referral by 

police officers was the first opportunity for mental health as- 

sessment, which led to longer term outpatient treatn~ent. 

A ten-year-old boy witnessed the shooting of a relative in his 

apartment. The child and his mother were seen by a con- 

sultation service clinician for four sessions at home to assess 

their response to the incident and to provide support during 

the crisis. When both child and mother continued to experi- 

ence serious symptoms of sleep disturbance, hyperarousal, 

intrusive thoughts of  the incident, and restricted daily ac- 

tivities, both were referred to the collaborating mental 

health agency for outpatient psychotherapy. 

A fourteen-year-old boy stabbed an adult man in the course 

of  a violent domestic dispute be~veen the man and his 

girlfriend, The man fled the scene. Several days later, an of- 

ricer, who knew the boy from previous encounters involving 
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reports of domestic violence in the boy's family, called the 

consultation service to discuss her concerns about the boy. 

When the clinician learned that the boy had been hospi- 

talized recendy following a suicide attempt, the clinician de- 

termined that it would be important for the boy's current 

therapist to be informed of the event and available to the 

boy, rather than to introduce a new therapist to the child 

and family at a time of acute stress. The clinician therefore 

recommended that the officer obtain permission to contact 

the boy's therapist. The CD-CP clinician remained in a con- 

sultative role with both the officer and the treating clinician. 

Interagency Collaboration 

Consultation service staff collaborate with other service pro- 

viders already involved with the child or family, such as school 

personnel, therapists, pediatricians, and child welfare profession- 

als. Many children referred to the consultation setwice will already 

have established relationships with other clinical service providers 

who also have a wealth of knowledge about the child's family, 

history, environment, and previous functioning. Consultation ser- 

vice staff can use information provided by these other professionals 

to understand the child's presentation following exposure to an 

acute episode of violence in the context of the child's previous 

experiences and can assist the professionals who will be involved 

with a child and family in the long term to respond to the child's 

distress over time. In cases involving the child welfare system, the 

consultation service may providc clinical assessments that inform 

placcmcnt decisions or may collaborate with child wclfarc profes- 
sionals in arranging treatment and other referrals. 

Ctl$g Vignettgs 
A six-year-old girl woke up to iliad hcr mothcr dead of a 

drug overdose. Police at the scene called thc consultation 
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service clinician and the local child welfare agency.. The clini- 

cian consulted with child welfare personnel about the best 

emergency placement for the child, provided a clinical as- 

sessment to inform the agency's long-term planning for the 

child, a31d assisted the child's aunt in understanding the 

child's behavior and supporting the child following her 

mother's death. After the child was permanently with her 

aunt, the clinician arranged a referral for treatment to a 

mental health agency near their home. 

During a crippling snowstorm, an eleven-year-old boy wit- 

nessed the fatal shooting of a neighbor in the child's apart- 

ment. An officer-clinician team from the consultation 

service met immediately with the child and his mother to 

discuss the incident and the child's reactions. When the con- 

sultation service team learned that the child was home for 

the weekend from a residential treatment center, the team 

provided coverage for the mother and Child while snow- 

bound over the weekend, then provided the boy's regular 

therapist with information about the boy's clinical status 

upon his return and consulted with treatment center staff 

about how best to support him upon his return home. 

A thirteen-year-old boy was arrested repeatedly for a series 

of  property offenses and assaults on younger children. Of- 

ricers referred the boy to the consultation service and an out- 

patient evaluation was arranged. Based on the boy's lack of 

impulse control and the absence of effective parental super- 

vision, the evaluator recommended residential treatment 

and referred the family to the local child welfare agency. 

When child welfare workers refused to place the boy in a 

residential setting, the clinician obtained the family's per- 

mission to collaborate with the district police supervisor, a 
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CD-CP fellow, in advocating with both juvenile justice and 

child welfare authorities for an appropriate placement. 

Home-Based Follow-Up 

Follow-up contacts with the child and family can be made by 

the consultation service clinician or fellow, the officer who re- 

sponded to the complaint, or any of them when it is thought that 

this would be helpful and acceptable to the famil): Clinicians may 

provide brief treatment to assist the child in resolving post-trau- 

matic symptoms as well as extended assessments to determine if 

longer term psychotherapy or more intensive clinical intervention 

is called for. Officers may support a child's recovery through regu- 

lar visits that reassure the child and family of the officer's continued 

presence in the neighborhood and concern for the child's well- 

being. The officer may also provide concrete information regard- 

ing the progress of an investigation or measures that could increase 

the family's safety. In addition, follow-up visits by officers provide 

opportunities to reintroduce the availability of clinical services to 

parents who declined an offer of service at the time of the incident 

but later find their children to be experiencing difficulties. 

Case Vignettes 
A six-year-old girl wimessed her mother's being robbed at 

gunpoint in their bac~,ard. A consultation service clinician 

saw the child and family that day at home and for three 

follow-up sessions ill the clinic. The conmlunity-based ser- 

geant, who was a CD-CP fellow, also made a follow-up visit 

to the family at home, discussed with them police informa- 

tion about a series of robberies in the neighborhood, and 

suggested ways to increase the security of the yard. 

An eleven-year-old and a two-year-old witnessed the shoot- 

ing death of a relative in their apartment. Immediately fol- 
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lowing the incident, the children's mother declined a clinical 

referral but accepted a communits,-based sergeant's business 

card with his beeper number. In the week following the 

shooting, the sergeant made several follow-up visits to the 

family to express concern for the children and to inform the 

family of the shooter's arrest. When the mother was over- 

whelmed by fears that the shooter would return, she called 

the sergeant on the beeper. Ten days after the shooting, the 

mother accepted the sergeant's renewed suggestion of a 

clinical referral. 

Officer Support 

Consultation service staff, including both supervisor), of. 

ricers and clinicians, routinely follow up with the officers who call 

for consultation or assistance in order to provide information 

about the outcome of  the officer's referral, to consult about any 

further action that the officer might take to assist the referred fam- 

ily, and to respond to any concerns that the officer might have 

regarding the incident. In especially difficult cases, like those in- 

volving death or injury to a child, consultation service staff shoLfld 

pay particular attention to the emotional responses of the officers 

involved. Ongoing support is essential to enable officers to func- 

tion optimally, including continuing to take notice of children's 
emotional distress. 

Case Vignettes 
A seven-year-old boy was hit and killed by a car while three 

friends watched. Three officers and a clinician from the con- 

sultation service met that afternoon at the scene of the acci- 

dent with the uninjured boys. After this meeting, the officers 

and the clinician returned to the local substation to discuss 

both the children's and their own reactions to the events and 

to plan follow-up sessions with the children and their parents. 
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A seven-month-old baby was killed by a stray bullet that 

came through an apartment window. The scene was grue- 

some, and officers at the scene were visibly shaken. A clini- 

cian from the consultation service went to the scene to offer 

support to the supervisor on dut 3, and to consult with him 

about assisting other officers in coping with the incident. In 

turn, the supervisor went to unusual lengths to arrange time 

for his officers to discuss the experience and, where neces- 

sary, facilitated referrals for additional support. The incident 

also stimulated an ongoing discussion in the CD-CP pro- 

gram conference about how best to deliver esscntial emo- 

tional support to officers who wimess traumatic scenes of  

violence. 

GUIDELINES FOR OPERATING A CONSULTATION SERVICE 

As part of the process of developing a CD-CP consultation 

service, the collaborating police department and mental health 

agent 3, will have to develop specific operating procedures. It is 

important that the police and clinical staff who will be most in- 

volved in the day-to-day operation of the service participate in 

developing the procedures. The following arc some of the specific 

issues that progranl developers may confront in establishing a con- 

sultation service and some guidelines for their resolution. 

Criteria for Referral 

Each program must establish criteria for referral to the con- 

sultation service. The basic referral criteria should be as follows: 

the presence of  a child on the scene of a visibly violent incident, 

whether file child was a participant in the violence, a victim, or a 

wimess; or the death of an immediate member of a child's house- 

hold due to unnatural causes, including homicide, suicide, and 

accident, whether or not the child was present. 
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It  is recommended that criteria for required referrals be read 

b road ly - - to  include an}~me a child is in an apartment where a 

domestic incident occurs--rather  than restrictively--only inci- 

dents seen directly by children or only those resulting in injuries of 

a given degree. Despite the increased demands that broad referral 

criteria make on the time and emotional investment of the consult- 

ing clinicians and supervisor), officers, inclusive referral criteria 

are preferred because they facilitate learning and collaboration be- 

tween police and mental health professionals, and also because 

they offer greater opporttmity for clinical consultation in cases 

where children are not obviously distressed but may be far more 

affected by their exposure to violence than the adults around them 

wish to believe. 

Use of  the service may be expanded further if officers are 

encouraged to seek consultation in other circumstances in which 

the), believe a child is in distress. For example, officers might seek 

consultation in such situations as: 

• a child is known to an officcr to be considering joining or 

withdrawing from a gang; 

• a child confides in an officer about his or her emotional 

distress, which is unrelated to violence o1" other criminal 

activity; 

• a child is observed by an officer to be habitual]), truant; or 

• a child is known by an officer to live in a household in which 

the adults abuse drugs or engage in other disturbing 

behavior. 

These situations may not require the same emergency response as 

cases involving acute exposure to violence; however, officers may 

find support  and guidance from the consultation service valuable 

in making clinical referrals or in planning their own responses to 

the child and family. 
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Process of Referral 

Several different modes of referral may be appropriate, de- 

pending on the urgency of  the incident. 

Emergency referrals are made by telephone, beeper, or radio to a 

clinician on call or to a police officer on the consultation service. 

Emergency referrals may come from any officer in the department, 

including the first officer on the scene, the supervisor on the scene, 

and the detective assigned to the investigation. Supervisors may 

want to take responsibility for calling the consultation service in 

order to streamline officers' dealing with the service. There is no 

paperwork required to initiate an emergency referral. In New 

Haven, all police officers car D, a business card listing the names and 

telephone and beeper numbers of  all CD-CP clinicians. The back 

of the card reads: 

R E M I N D E R  

An)~dme you encounter a child who has either 

lost a househoM family member to unnatural death O R  been on 

the scene of a visibly violent crime 

you must beep either an officer or a clinician from the Child 

Development-Community  Policing Consultation Service. 

In situations involving the possibility of child abuse or ne- 

glect, you still have a legal obligation to call DCF [state De- 

partment of  Children and Families]. 

If there is any question whether to make a referral or whether 

to use the emergency referral process, officers should be encour- 

aged to call and to use the beeper service. Nonemergency calls 

can be prioritized by the consultation service staff and addressed 

later. 

After receiving a referral, the clinician or officer discusses the 

situation with other members of the consultation service, if appro- 
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priate, formulates a plan of action, and requests the assistance of 

other clinicians and /o r  officers, as needed. 

Nonemergency referrals can be made by telephone to a clinical 

coordinator from the participating mental health agency who is 

designated by the core group of clinicians to receive and respond 

to nonemergency requests for service. The clinical coordinator 

should respond as soon as possible to an officer's request for con- 

sultation and should arrange a clinical contact with the child and 

family. 

Nonemergency referrals can be made in writing on referral forms 
that are available to officers in police stations. Written referrals may be 

particularly useful for less urgent referrals that take place at night, 

when officers may be reticent to use the beeper service. Officers 

who are involved in the CD-CP program are responsible for col- 

lecting and transmitting completed referral forms to the clinical 

coordinator or to the program conference. Once received, written 

referrals are treated the same as nonemergency telephone referrals. 

(See figure 4.1 for a copy of the referral form used in New Haven. ) 

Engaging Families with the Consultation Service 

Officers who staff the consultation service provide valuable 

support to children and families by introducing the availability of 

clinical services following a traumatic incident. Officers should be 

prepared to suggest to parents that children will benefit from an 

opportunity to meet with an experienced clinician to "talk or play." 

It is important for officers to recognize that initially many parents 

will not be aware of  the psychological effects that exposure to 

scenes of violence may have on their children, particularly since 

this awareness confronts parents with the difficult), of protecting 

their children, the pain of tile parent's own helplessness in the face 

of danger, and, in some cases, guilt regarding the parent's own 

participation in the frightening events. 
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In introducing the consultation service, officers can assist 

adults to recognize: 

• that exposure to violence is upsetting both for children and 

for parents; 

• that children may have feelings that they express through 

their behavior rather than in words, or that they do not 

express right away; 

• that there is a service available to help the parent and the 

child cope with the feelings raised by their experiences; and 

• that the service is voluntary and intended to assist them in 

responding to their children, unlike a referral to child 

protective services, which will often be experienced as 

punitive. 

Clinicians who respond to emergency referrals should be 

prepared to take active steps to engage families with mental hcalth 

services. Home visits and multiple follow-up telephone calls may 

be necessary ill cases in which parents are immobilized following 

exposure to danger, as well as in cases in which families are alien- 

atcd or suspicious of  professional helpers. 

Clinicians may reiterate the introductory information pro- 

vided by police officers, clarifying that exposure to violence is upset- 

ting for children and adults, that children often have very different 

responses to their experiences than adults, and that experience has 

shown that talking about their fcclings can help both children and 

adults cope with upsetting events. 

Clinicians should aim to provide a forum in which trau- 

matized children and adults can begin to master their overwhelm- 

ing scnse of helplessness by putting their expcricnccs into words 

and by diffcrcntiating the rcalit 3, of the events from fantasies of 

rcsponsibilit3, , blame, and revenge. By providing parents with ba- 

sic information about children's expectable responses to traumatic 
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Figure 4.1. Referral Form for Yale Child Study Center 

DATE OF REFERRAL 

TIME OF INCIDENT 

LOCATION OF INCIDENT 

TYPE OF INCIDENT 

CHILD OR CHILDREN TO BE REFERRED 

NAME D.O.B. ADDRESS 

DATE OF INCIDENVF 

TEL.# SEX 

PARENT OR GUARDIAN OF CHILD OR CHILDREN 
TO BE REFERRED 

NAME ADDRESS TEL. # 
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COMMENTS AND/OR AREAS OF CONCERN: 

OFFICER'S NAME 

BADGE # DISTRICT 

events, clinicians ,also can support parents in their efforts to assist 

their children. 

Clinicians should listen carefully to the child and /o r  parent 

describe the experience in an effort to understand the individual 

meaning that each child attributes to events, in light of the child's 

developmental phase and previous life experience. It is important 

that clinicians not assume that traumatic experiences are deter- 

mined by the specific details of  the violence wimessed or that 

there are standardized clinical responses that will be helpful to all 

children and families. (See chapter 7 regarding program results 

and associated bibliography for detailed descriptions of  clinical in- 

tervention strategies for children exposed to traumatic violence. 

The appendix contains a questionnaire that may be used to guide 

interviews with parents regarding children's post-traumatic symp- 

toms. ) 
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Follow-Up with Officers 

Clinicians who become involved with children and families 

in response to officers' referrals should contact the referring officer 

for three main reasons: 

• to let the officer know there has been a clinical response; 

• to discuss any ongoing contact by the officer that might be 

helpful to the child or family, for example, follow-up visits; 

and 

• to learn the status of the investigation or background 

information about the family or neighborhood that may 

assist the clinician in understanding the child's presentation. 

Follow-up conversations between officers and mental health 

professionals provide opportunities for relationships to develop in 

the context of collaborative work on individual cases. Difficult 

cases present valuable opportunities for police and clinicians to 

learn more about the possibilities and limitations of their own and 

the other's profession and provide opportunities for professionals 

of both disciplines to recognize and discuss their individual reac- 

tions to the frustrating and painful situations that confront them in 

their work. 

Clinical Staffing 

A well-functioning consultation service requires sufficient 

clinical staff to be available to respond to emergency calls on a 

twenty-four-hour basis, to conduct clinic- and community-based 

assessments and short-term interventions, and to have access t o  

longer term clinical services for referral of children who experience 

more serious difficulties. Staffing is complicated by the inevitable 

inconsistency of  the volume of calls, as well as wide variation in the 

intensity and duration of  the appropriate clinical response. Some 

considerarions include the following. 
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On-caU staff. The clinicians who are the designated central 

collaborators from the mental health agency should establish a 

rotation for responding to emergency calls. Limiting the respon- 

sibilit 3, for emergency response to this core group facilitates the 

development of relationships be~veen officers and these clinicians 

and affords opportunities for a small group of clinicians to develop 

greater kaaowledge regarding the range of police responses to vio- 

lent incidents and the immediate clinical presentation of children 

and families exposed to violence and trauma. On-call responsibility 

should be shared among the central group of  clinicians. It is rec- 

ommended that each clinician cart T the beeper for periods of  one 

or t~vo weeks so that follow-up calls rcgarding an incident can be 

more readily answered by the same clinician. 

Short-term intervention. Initial clinical contacts, assessments, 

and brief clinical interventions can be made by the central collab- 

orators or by other experienced clinicians from the participating 

mental health agency. It is important that an expanded group of  

clmicians be available to respond to emergency and nonemergency 

referrals so that all referrals can be covered promptly. Response to 

referrals from the consultation service should be counted aspart of, 

not as additional to a staff member's expected clinical load at the 

mental health agency. Clinical staff should be available to respond 

independently or in pairs or groups, depending on the ntmlber of  

children and parents involved in a particular incident. 

Case load. Some programs may assign clinicians to staff the 

consultation service in addition to other clinical responsibilities at 

the collaborating mental health agency and some may assign clini- 

cians to the CD-CP prograna full-timc. In both cases, case-load 

limits should be established with consideration given to the clinical 

complexity and emotional intensity of many of  the cases referred 

through the consultation service. 

Consultation and supervision. It is important that mental 

health professionals who respond to referrals from the consulta- 
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tion service have ample opportunities for consultation and supervi- 

sion with other clinicians as well as opportunities for discussion 

with officers who are involved in the cases. Frequent consultation 

between clinicians and officers provides essential support for both 

kinds of professionals coping with the intense and disturbing feel- 

ings that are aroused by close involvement with traumatized chil- 

dren and families. Some of these issues may be addressed in the 

regular CD-CP program conference, some in collaboration meet- 

ings with officers, and some in individual clinical supervision. 

Confidentiality 

Collaborative work by police and mental health professionals 

raises issues of confidentialit 3, and professional boundaries in indi- 

vidual cases. Some considerations include the following situations 

of sharing information. Collaborators are advised to consult with 

legal counsel in order to clari~, the particular legal rcquirements of 

their own jurisdiction. 

Follow-up conversations betnveen officers and clinicians are 

intended to further the goals of devcloping and implementing col- 

laborative interventions and supporting officers in their interac- 

tions with children and families. As in the case of other referral 

sources, officers should be provided with prompt and respectful 

acknowledgment that their referrals have been received and that 

contact has been established with the child and family. Clinical 

interviews are confidential. Clinicians may discuss with officers 

general information that the officer can use to enhance the officer's 

further contact with individual children and families, for example, 

a child's generalized fearftflness and the usefulness of an officer's 

visits in rcestablishing a sense of security. Specific clinical informa- 

tion can also be sharcd with appropriate permission. Despite the 

gencrally collaborative nature of the CD-CP program's work, 

some children and families will rcquirc a purely clinical interven- 
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tion, which relies on strict boundaries of  confidentiality for the 

cstablishment of a trusting therapeutic relationship. Clinicians 

should be prepared to engage in open discussions with officers 

regarding the parameters of  their interdisciplinary exchange of  in- 

formation and the reasons for maintaining clinical confidentiality. 

Clinical referrals in cases where there are ongoing criminal 

investigations have a special potential for conflict of  interest and 

present risks both to the necessary confidentiality of  criminal inves- 

tigations and to the maintenance of  therapeutic relationships. If a 

child or parent who is referred for clinical intervention is also the 

subject of  a criminal investigation, officers and clinicians involved 

in the case ordinarily should not speak to each other about the case 

without the express written permission of  the parent (and the 

child if he or she is an older adolescent). 

In cases involving ongoing criminal investigations (for ex- 

ample, concerning a juvenile who is accused of serious or repetitive 

violent activity, or a parent who is accused of harming a child), it is 

also advisable for consultation service clinicians to consider care- 

fully whether it is more appropriate to offer confidential voluntary 

services, or to act in a nontherapeutic consultative role in which 

information may bc shared with the police and /o r  other agencies 

for the purpose of joint decision making about the child's needs. 

Clinicians and officers should be aware that in some circumstances 

a child's or parent's immediate need for clinical intervention will 

conflict with the interests of  the criminal justice system in using 

clinical data to inform court-ordered dispositions; in these cases, 

difficult decisions must bc made regarding which role the consulta- 

tion service staff will assume. Once a confidential clinical relation- 

ship has been offered, the content of clinical interviews may not bc 

disclosed without permission, except as required by state laws re- 

garding the reporting of child abuse or to prevent serious injury to 

the patient or another person. 
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Some referrals to the consultation service may lead to a clini- 

cian's primary, role being that of  a consultant to the police, to a 

court, or to the local child welfare agency, rather than being in a 

therapeutic role. In these circumstances, the clinician involved in 

the case should explicitly tell the child and family that the purpose 

of  contact is as a consultant to an agenc3, and that any discussions 

with the clinician are therefore not confidential. 

It is also important for police and mental health professionals 

to be explicit with each other regarding the consulting clinician's 

role in a particular case. In some sit-uations (a complex investiga- 

tion of  injuries to a young child, for instance), officers may request 

consultation and advice for themselves about how to understand a 

child's statements or behavior or how to understand other clinical 

reports as an aid to investigation, rather than request direct clinical 

intervention for the child. In other situations, officers may request 

assistance in pursuing a prompt  and clinically appropriate disposi- 

tion for a juvenile delinquent and may therefore request a forensic 

evaluation. Clinicians may also suggest that they assume nonthera- 

peutic consultative roles in some cases. A variety of  roles may be 

appropriate at different times. However, a clinician usually cannot 

assume multiple roles in the same case without violating a patient's 

trust or becoming embroiled in a conflict of  interest (Goldstein et 

al., 1986).  Police officers may often not be familiar with the limits 

of  various clinical roles or the implications of  the clinician's as- 

sumption of  one role or another. Therefore, clinicians should be 

prepared to engage officers in considering what role is most appro- 

priate and to articulate and maintain the boundaries of  whatever 

role is chosen. 

Child Welfare Referrals 

Some cases referred to the consultation service concern chil- 

dren who have been or who are at risk of  being abused, neglected, 



Consultation Service 83 

or abandoned by adult caregivers. These cases raise questions 

about referral to child welfare authorities. The criteria for man- 

dated child welfare referrals by police and mental health profes- 

sionals are governed by state law. State authorities are responsible 

for making decisions regarding the removal and placement of chil- 

dren. Referrals by police officers to the CD-CP consultation ser- 

vice do not substitute for mandated referrals to the appropriate 

child welfare agenc): In situations where it is difficult to determine 

whether child welfare reports are warranted, consultation service 

staff may assist officers. If requested, consultation service staff may 

also collaborate with child welfare professionals by providing clini- 

cal assessments and/or arranging appropriate therapeutic services 

for children and parents. 
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5 Program Conference 

The naultiple activities of the Child Devclopment-Commu- 
nit), Policing Program suggest a need for a structured and consis- 

tent means of integrating the diverse program elements into a 
coherent whole. Keeping track of all the components--depart- 

men.vide training in the basic principles of child development, 
the fellowship program, clinical consultation around problematic 

cases, and crisis intervention, assessment, and treatment for chil- 
dren affected by violence and traumatic s t ress-  requires ongoing 
discussion and coordination. Experience has made clear that the 

potential stresses and pressures inherent in this kind of work de- 
mand built-in oppornmities for police officers and clinicians not 

84 
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only to discuss the actions and concerns of the previous week, but 

also to place these actions and concerns in the broader context of 
the program. 

The success of the CD-CP prograna requires a forum for the 

sharing of information across these related but distinct domains in 

order to coordinate planning on both the individual case and pro- 

gram level; address the management, housekeeping, and admin- 

istrative functions of the program; and support the collaboration 

by continuously assessing the prograna's strengths and weaknesses 

in the interest of enhancing its effectiveness. 

The structure that best addresses these concerns is the pro- 

gram conference, a weekly meeting that provides a forum through 

which the continuit T and coherence of the CD-CP program can be 
maintained over time. It is here that the program's goals of apply- 

ing the principles of human development and functioning to polic- 

ing strategies, concepts, and activities can best be brought together 

and the roles and tasks of all the players identified and understood. 

The program conference offers a consistent and reliable oppor- 

tunit'y for the police officers and mental health clinicians who staff 

the program to meet together to: 

• review cases in order to tmderstand better the experiences of 

children and families affected by violence; 

• integrate and apply police and mcntal health principles and 

strategies in order to develop improved methods of  

collaboration and response; 

• identify and address systemic, institutional, and policy issues 

that may affect the abilit 3, of the CD-CP program to meet its 

goals; 
• address administrative matters as they arise; and 

• build the personal, trusting relationships between the police 

fellows and the clinicians which are essential to the 

program's success. 
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The conference provides a forum in which both police fel- 

lows and clinicians can gain a better understanding of the applica- 

tion of the program's principles to the institutions and systems 

they represent. Clinicians have the opportunity to learn firsthand 

and in greater detail about the social context and circumstances 

of the lives of children affected by violence and stress--children 

whom many have previously encountered only in the examining 

room. Police officers are given the opportunity to integrate their 

knowledge of what happens on the street and in the neighbor- 

hoods with what they have learned about the developmental pro- 

cess and the dynamic interplay between children's external reality 

and their innermost wishes and strivings. In the program con- 

ference the pieces of the CD-CP program come together. 

A single meeting of the program conference may focus 

upon any or all of the areas outlined above. It is recommended 

that during every meeting time is set aside for the presenta- 

tion and discussion of cases referred for consultation during the 

preceding week as well as for a review of other ongoing cases that 

continue to be served by the project in addition to any other rele- 

vant matters. The program conference should be a required meet- 

ing, attended by the police fellows and the clinicians assigned to the 

CD-CP program. The recommended length of the meeting is 

ninety minutes. 
The components of the program conference are as follows. 

CASE REVIEW 

Each weekly program conference should include a case re- 

view segment in which cases of specific children who were affected 

by violence, either as victims or as witnesses, are presented. The 

primary purpose of the case review is to develop a case plan that 

builds upon the particular knowledge and expertise of the police 

and the clinicians, coordinates the plan of intervention, and leads 
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to a shared understanding of  the needs of  the individual child or 

adolescent and family whose case is under discussion. During the 

time devoted to case review, cases previously presented to the 

group should be updated as often as is appropriate. 

The case review segment of the conference is led by a senior 

clinician w h o - - t h r o u g h  careful examination of  the material-- 

brings into view the pertinent clinical and systems issues inherent 

in each case. The case material should be presented jointly by both 

the clinician who responded to the case -- whether for consultation 

or direct contact with the child -- and the officer who has the great- 

est familiarity with the initial report to the police and the subse- 

quent activity. Clinical case presentations are most effective when 

presenters follow a standard outline which captures: significant 

demographic data; social, medical, and educational information; 

and current and previous police contact concerning the child or 

adolescent. The police officer begins the presentation with a de- 

scription of  the initial report in which the nature of the call for 

ser~,ice and the available information about the affected children is 

described, including their histories and the history of the family (if 

known to the police), the immediate effect of  the incident on the 

children and family, and the immediate police response. 

Ouestions To Be Answered by the Police 

1. Describe the nature of the incident as it was reported to 

your department. What happened? Who was affected? 

2. Describe what you know about the child(ren) affected by 

the incident. What do you know about their ages, gender, 

family history, past involvement with the police? 

3. Describe what was done by the police in response. Who was 

involved? Was a referral made to the Child Development-  

Communit  3, Policing Program? If not, why not? 

4. wha t  are the recommendations for case planning at this 

time? 
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If  the child or adolescent and family has already been seen by 

a clinician, the clinician continues the presentation with a further 

description of the child's functioning following the initial incident, 

with particular attention to the behavioral and psychological reac- 

tions to the trauma. 

Ouestions To Be Answered by the Clinician 

1. What was the nature of the clinician contact--consultation 

only or direct clinical contact? How soon following the 

incident did the contact take place? 

2. If  there was direct contact with the child, describe the child's 

presentation. 

3. Describe what is known about the child's earlier functioning 

within and across multiple settings, including school, home, 

and community, and with peers. 

4. Describe what is known about the child's medical, 

behavioral, and psychological functioning. 

5. Describe what appears to be the nature of the family's 

relationships at present. 

6. Describe what appears to have been the impact of the 

reported incident on the functioning of the family unit. 

7. What strengths can be identified and what needs to be 

supported in the family environment? What areas of 

functioning appear to be the most problematic? 

8. What arc the recommendations for case planning at this 

time? 

Following the presentation of case material, the senior clini- 

cian engages the members of the group in a discussion with the aim 

of  developing a case plan that integrates the work of the officer and 

the clinician, delineates the roles to be played by the two agencies 

in the process of intervention and follow-up, and enriches the un- 
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derstanding of  the individual case and illuminates the issues inher- 

ent in the case which have application to other areas of  the pro- 

gram. Cases are then reviewed on an ongoing basis in order to 

assess the effects of  services and to reformulate intervention strate- 

gies, as needed. 

Some possible topics that can be used to organize this discus- 

sion follow. 

• Can the system of  care devise flexible, appropriate, and 

easily accessible ways of  responding to the child's and 

family's needs? 

• Who will be expected to develop an alliance with the child 

and family? Is there all existing relationship be~veen the 

family and the community-based police officer which can be 

utilized in serving this fanlily? 

• How will services be coordinated? How will roles and tasks 

be assigned? 

• Are there other resources that should be involved? Are they 

available? 

• Who will take primary responsibilit 3, for this case, monitor  

its progress, and bring it back to the program conference for 

follow-up? 

• What has been learned from this case? 

The following cases were adapted from incidents reported at 

a weekly progranl conference. 

Case I A police officer reported that at 8 P.M. one evening, a 

woman, approximately twenty-five years of  age, ran to a po- 

lice substation to report that taro adults were stabbing each 

other in all apartment directly across from the station. When 

the officer entered the home, he found a blood-stained 

dining-room floor, a discarded deck of cards on the dining- 
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room table, and eight children scattered throughout the 

apartment, including a nine-year-old boy huddled in a cor- 

ner. The man and woman involved in the stabbing had left 

the scene. 

The officer learned that the children ranged in age 

from three months to nine years. Four children lived in the 

apartment, and four were visiting. Both sets of  parents were 

present. The stabbings had occurred in full view of the chil- 

dren. The officer spoke to the parents of his concern about 

the children's reaction to the violence they had wimessed 

and offered to contact a clinician. The visiting parents did 

not  accept an immediate referral but agreed to take informa- 

tion about the CD-CP program. The parents who lived in 

the apartment accepted the officer's suggestion that a clini- 

cian visit the home that evening. The officer contacted the 

clinician by beeper. 

The clinician reported that she and a colleague arrived at 

the home soon after receiving the call from the officer. Upon 

their arrival, the officer explained what had happened and 

provided information from his observation of the children. 

The nine-year-old, who was still huddled in a corner, ap- 

peared most dramatically affected. One clinician worked di- 

recdy with this boy, while the other clinician and a super- 

visory officer, a CD-CP fellow, spoke to both parents and 

children about their reactions to what had occurred. With the 

clinician's support, the nine-year-old was able to tell what he 

had experienced, placing particular emphasis on his worries 

about his mother's safety and possible separation from her. 

After discussion, the family agreed that the clinician 

would continue to visit them and assess the need for further 

intervention. The officer would also stop by to see how 

things were going. The case was scheduled to be reviewed at 

the next program conference. 
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Case2 An officer reported that a fire broke out  in a public 

housing project early on a Saturday morning. Residents 

heard a woman screaming that her babies were trapped, 

someone called 911, and police and fire personnel were dis- 

patched to the scene. When the police arrived, the badly 

burned woman had jumped from a window. Firefighters en- 

tered the building and located the children. The younger 

boy, aged sLx months, was dead at the scene, and the two- 

year-old was taken by ambulance to the hospital, where he 

could not be revived. All of  the events, including the removal 

of  the children's burned bodies from the apartment, took 

place in full view of  a large group of children and adults. Po- 

lice at the scene called a supervisor who had completed the 

CD-CP fellowship, and the supervisor called two clinicians. 

The clinician reported that he and a colleague arrived 

about an hour after the fire had been brought under control. 

Police and fire personnel were investigating the scene. 

Adults and children were sitting on the steps of the buildings 

in small groups describing the horrible sights they had seen, 

lamenting the deaths, and complaining about the poor con- 

dition of the apartments and the slow response of emergency 

personnel. The clinicians introduced themselves to some of 

the residents who were eager to include them in the discus- 

sion. Police officers arranged for a communiq, room to be 

opened so that the clinicians would have a place to meet 

with residents who wished to talk about their own mad their 

children's experiences. One cliniciaal met with a group of  

about fifteen children ranging in age from four to eleven, 

while the other clinician met with a smaller group of parents. 

Many children were eager to tell what they had seen 

and described frightening scenes of  burning bodies and 

helpless onlookers. With the clinician's help, children de- 

scribed feeling frightened and sad, worried that something 
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would happen to them or to their parents, and angry, that 

adults (who were supposed to keep children safe) had not 
protected the children who died. In their group, the parents 

focused primarily on their worries that their own apart- 

ments might not be safe and on whom to blame for the trag- 
edy. The clinician discussed with the parents somc of their 

children's likely responses and ways the parents could sup- 
port their children's recover),. 

At the program conference, plans were made to ad- 
dress both the ongoing clinical needs of the children who 

had witnessed the fire and the residents' experience of being 
powerless and ignored by municipal services, including the 

police. The discussion centered on ways the police might 
use the disaster as an oppommity to forge better relations 

with the communit); emphasizing the police role in deliver- 
ing clinical services and supporting the creation of other 

neighborhood-based, child-focused activities. The police 
department subsequently organized a series of meetings of 

fire, housing, mental health, and city officials, as well as 
meetings between officials and concerned residents. In addi- 

tion to delivering clinical services to the community, the po- 
lice mobilization of other agencies led to a review of 
housing and fire safety standards, as well as immediate in- 

spection of all units in the housing complex, in response to 

community concerns. 

Confidentiality 

The interdisciplinary review of cases raises questions regard- 
ing the confidentiality of both ongoing police investigations and 

clinical interviews. The purpose of sharing information between 
police officers and clinicians is to deepen the team's understanding 

of children's experience of violence and to develop and implement 
coordinated interventions that address the needs of children and 
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their families (see chapter 4). In their presentations of  incidents 

which lead to referral to the CD-CP program, officers should not 

be expected to describe details of ongoing investigations. Sim- 

ilarly, clinical presentations should focus on the assessment of  the 

impact of exposure to violence on the child's functioning and on 

information relevant to the development of  a collaborative inter- 

vention plan. Further details of  clinical treatment are confidential 

and should not be reported without permission. 

Case Review Process 

The following principles can be applied to the task of assess- 

ing the adequacy and appropriateness of  the plan of care developed 

at the conference: 

• sen,ices should be informed by an understanding of  the 

child's basic psychological, developmental, medical, and 

educational needs in the context of  the child's history, and 

life experiences; 

• care must include working alliances among the child, the 

parents, police officers, and clinicians which are understood 

and maintained; 

• services must be sufficiently flexible to be responsive to the 

changing needs of child and fanaily and sustained for as long 

as child and family have need for them; 

• plans for care must reflect a consensus of both police officers 

and clinicians present at the meeting. 

INTEGRATION AND APPLICATION 

In addition to the case management and planning purposes, 

the program conference provides an opportunity to discuss situa- 

tions ,and events in the broader context of police and clinical ac- 

tivit3,. Issues that can be addressed beneficially include: 
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• the effects that services have on the actual care of specific 

children; 
• the inferences that can be made from that information about 

the effectiveness of the overall program; 
• the effect of the work on both police officers and clinicians; 
• the application of mental health principles and strategies to 

other aspects of police work; and 

• the integration of police knowledge and experience of 
communities and neighborhoods to the clinical 

understanding of children and families. 

SYSTEMIC AND INSTITUTIONAL ISSUES 

The identification of barriers, disagreements, or problems 
within the program or with one of the collaborating institutions 

that affect the ability of the Child Development-Community Po- 
licing Program to meet its goals needs to be addressed regularly by 

the collaborators. The conference should provide a safe and con- 

fidential forum for the discussion of such systems issues. This pro- 
cess fosters group cohesion, increases the opportunities for mutual 
understanding of both the problems and the strengths that exist in 

police and mental health institutions, engenders mutual trust and 
respect, and supports the challenge of working with children and 

adolescents who are confronted by violence and traumatic stress. 

Examples of this type of discussion include considering the 
psychological effect on both the children whose homes are forcibly 
entered by police during a drug raid and the police officers who 

participate in the raid, developing effective responses to officers 
who have been present at scenes where children have been brutally 

attacked, devising strategies to deal with a neighborhood group of 

young adolescents engaged in delinquent activity or community 
disorder, and coordinating the response to major incidents or com- 
munity crises involving children with other institutions. 
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ADMINISTRATION 

From time to time, the conference may assume an admin- 
istrative and management function for the CD-CP program, han- 

dling such housekeeping details as identifying those who are in 
need of training, scheduling training sessions and other meetings, 
setting agendas, and dealing with budgetary and personnel matters 
within its purview. In addition, the program conference advocates 

and recommends policy and procedural changes to the respective 
institutions. 
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6 Program Development 

The Child Development-Community Policing Program is a 
collaborative effort between the police department and a child 
mental health agency of a particular community,. As such, the rela- 

tionships between the institutions and individuals within the in- 
stitutions are the crucial factors in program development. Both the 

philosophy and the elements of the program have emphasized the 
importance of these relationships. This section offers a model for a 

program development process that is consistent with these princi- 
ples. The collaborative process follows an interactive strategy that 

can guide a specific communit-)es program development effort. 

96 
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While each community's program will evolve in a unique way, it is 

recommended that key organizers of new programs consult with 

and receive technical assistance from the New Haven CD-CP pro- 

gram staff, so that the experience gained in New Haven can be 

communicated most effectively. 

PHASE 1: INSTITUTIONAL INVESTMENT 

Because the CD-CP program's aim is fundamental change in 

the operations and the climate of the police department and mental 

health agency, involved in the partnership, the leadership of both 

institutions must have a shared vision and commitment to the 

program. A meeting anlong the chief of police, the director of the 

collaborating mental health agency, and the chief executive (or 

designate) of the municipalit 3' is a critical first step in the process. 

Such a meeting, which may be convened by any one of the princi- 

pals and may employ a consultant from the New Haven CD-CP 

Program, will set the paranleters for the collaboration. Issues of 

time, money, staffing, program expectations, and evaluation need 

to be addressed at the outset. After these issues have been resolved 

by this group, the project is ready to move into the second phase of 

development. 

PHASE 2: INITIAL PROGRAM DEVELOPMENT 

After the heads of the agencies have agreed on the broad 

goals and outline of the progranl, the field leadership of each in- 

stitution can begin to develop the CD-CP model. A small working 

group forms the nucleus of the program. Depending on the size 

and scope of the program, three to five police officers and an equal 

number of mental health clinicians selected by their respective in- 

stitutions serve as the key development and operations personnel. 



98 Program Development 

They will be identified as Child Development-Commtmity Polic- 
ing fellows. In order to offer the leadership that a new program 

requires, it is recommended that the police officers be field super- 
visors (sergeants in most police departments), and that the mental 
health clinicians be their counterparts (usually program super- 

visors). 
These six to ten individuals spend approximately a week to- 

gether away from their regular responsibilities, training and pre- 
paring for the inception of the program. This immersion approach 

addresses the need for a shared body of knowledge and experience 

upon which the CD-CP program is based. It also begins the pro- 
cess of developing mutual respect and trust that is necessary for the 
program to flourish. The format of this week is a series of seminars 

and field experiences led by a team ofa CD-CP experienced mental 
health clinician and police officer. The first half of the week is used 

for the seminars, site visits, and field observations. The second half 
of the week is devoted to planning by the CD-CP fellows for their 

own community, with the New Haven faculty as consultants and 
resource persons. 

In previous program development seminars for the CD-CP 
program and other similar programs, it has proven useful for the 
field leadership to attend specifically designed training led by expe- 

rienced CD-CP facult-): Such training should include: 

• at least one full day of child and family development training 

with police officers and clinicians from New Haven; 
• specifically arranged site visits to clinics and hospital units 

and discussion with clinicians who have clinical experience 

with CD-CP referrals; 
• field observation with police officers with CD-CP 

experience; 
• mental health and police counterparts serving as mentors; 

and 
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seminar-format group discussion of officer training 

curricula, program elements, practical planning 

requirements, and location-specific considerations. 

PHASE 3: IMPLEMENTATION 

Following the week of training, the fellows start initial clini- 

cal collaboration and curriculum and protocol planning, as well as 

fellowship activities and clinical referrals. The prograna conference 

also begins, focusing first on developing curricula for department- 

wide training ,and formal protocols for handling clinical cases. 

CD-CP progranl consultants from New Haven should remain 

available for consultation by telephone, fax, and mail. 

At the end of one to three months, the curriculum and pro- 

tocols should be developed and read), for dissemination and imple- 

mentation. At this time it is helpful for the CD-CP consultants to 

visit the site and offer feedback mad further guidance. The CD-CP 

program conference should from now on sc~,e as the implementa- 

tion and management vehicle for the program. Ongoing evalua- 

tion and prograna adjustments can be made in that fortml. 

DATA AND RECORDS 

As the CD-CP program develops, records of program ac- 

tivities will prove useful as a source of data for program adjust- 

ment, staff deployment, and planning additional, unanticipated 

program elements. They will also serve as a basis for reporting 

program activities to the responsible agencies and funding sourccs. 

The following activities should be recorded: 

• number of case consultations; 

• referrals accepted by families; 

• referrals refused by families; 
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• officer or clinician consultations without referral; 

• number of contacts between clinicians and child and/or 

family; 

• number of contacts between officer and child and/or family; 

and 

• number of interagency case discussions. 

The CD-CP progranl also offers research opportunities for 

which this data will also be useful. Efforts by the Yale Child Study 

Center and the police departments of New Haven, Connecticut, 

and Framingham, Massachusetts, to measure the attitudes and ex- 

pectations of police officers before and after CD-CP implementa- 

tion are under way. New programs are encouraged to contact the 

Child Study Center to participate in these and other CD-CP re- 

search activities. (The appendix contains introductory report and 

case log forms used in New Haven to record descriptive clinical 

data and number of contacts.) 

BUDGETARY CONSIDERATIONS 

Funding requirements are likely to vary considerably for dif- 

ferent CD-CP programs, depending on the size of the community 

the number of officers and clinicians involved in the program, and 

the design of the collaboration. These general considerations with 

regard to funding will be relevant to most communities. 

The CD-CP program requires one senior clinician and one 

senior police officer to assume overall responsibility for leadership 

and coordination of the program. Depending on the scope and 

organization of the program being developed, both collaborating 

institutions must allocate resources to support the leadership ac- 

tivities of the coordinators. 

The most significant expense associated with the CD-CP 
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program is the cost of  training for police officers. This expense 

occurs primarily during the initial period of  the program's opera- 

tion, when large numbers of  veteran officers participate in the 

training seminars. Ongoing operation of the program can be main- 

taincd with a lower level of funding. Depending on the size of  the 

police force to be trained, the initial investment in officer training 

can be spread over several years, if necessary. It is important, how- 

ever, that program plmmers have the funding necessary to train the 

entire department, and that at the outset officers are aware of a 

reasonable schedule for completing the process. 

The cost of each training seminar consists of  sala D, support 

for seminar l eaders -  a police supervisor and a c l in ic ian-  for two 

hours per week for eight to ten weeks, and sala D, support for rank- 

and-file officers attending the seminar-- ten to fifteen officers, two 

hours per week for eight to ten weeks. Officers may be assigned to 

the training seminar either in addition to or in lieu of other police 

duty. The cost of  their attendance will therefore be borne either in 

extra pay for officers or in reduction of police presence on the 

street. It is not advisable to decrease the cost of officer training by 

increasing the size of the seminar classes because small group size is 

essential to the interactive nature of the seminar. Program planners 

are also advised not to decrease the expense of training by limiting 

seminar participation to selected members of  the police force. Fail- 

ure to offer the training seminar to all officers (or all interested 

officers) may lcad to frustration and resentment within the policc 

department, to the detriment of  the CD-CP program. 

The primary cost of the CD-CP fellowship is sala D, support 

for supervisory officers to attend clinical rotations and related dis- 

cussions. As a guideline, fellowship activities have bcen scheduled 

in New Haven approximately three hours per week for three to 

four months, and four police fellows have participated at a timc. As 

in the case of  rank-and-file training, police departments have some 
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flexibility to pay for this component of the program in extra pay for 

supervisors or in reduced supervision on the street. In New Haven, 
costs have been reduced by scheduling meetings during periods 

during which there typically are fewer calls for police service. In 

addition, officers on duty are always reachable by beeper or radio 
should they need to respond to a call immediately. The fellowship 

requires some salary support for clinical faculty; however, many 
rotations consist of observations at meetings or evaluations that 

will take place whether or not the fellows are present, and therefore 

do not require additional payment for faculty time. 
The program conference may require some funding support 

for one and one-half to two hours per week for police supervisors 

and clinical personnel involved in the program -- three to four of- 
ricers and three to four clinicians at the beginning, and an expand- 

ing number of participants as the program grows. The costs of the 
program conference can be kept to a minimum by scheduling 

meetings at times of decreased police activit3, , rotating the time of 
meetings among shifts, and allowing supervisors attending the 

meeting to respond to calls for assistance and consultation from 
officers in the field. It is important that officers who have com- 

pleted the fellowship training be offered an opporrtmity to remain 
involved in the weekly conference. 

The consultation service requires partial salary support for 
several clinicians, who consult with police officers and provide clin- 

ical assessments and crisis intervention to children and families. The 
consultation service does not require funding for ongoing clinical 

treatment because public benefits, private insurance, and/or out- 
of-pocket payment should be available, as for any treatment pro- 

vided by the collaborating mental health agency. The consultation 

service also does not require additional funding for the police be- 
cause officers' responses to calls generally occur in the course of 

their regular police duties. Initially, the funding specifically re- 
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quired by the consultation scrvicc will bc relatively modest, as 

relatively few referrals will be expected because relatively few of- 

ricers will be trained and experienced in using the collaborative 

service. As calls to the consultation service increase, more clinical 

time will be required for emergency response, nonemergency re- 

sponse, clinical coordination, and tracking of referrals. 

Much of the work of the CD-CP program does not require 

additional funding for the police dcpartment or collaborating 

mental health agency, but, rather, requires a shift in both agencies' 

deployment of existing personnel. For example, the program en- 

courages officers to make frequent follow-up visits to the homes of 

childrcn and families who were victims or wimcsses of violcnce. If 

the program is to be successful, this sort of work must be consid- 

ered part of routine patrol, not extra duty requiring separate fund- 

ing. Similarly, the program requires a shift of some clinical re- 

sources from traditional, clinic-based practicc to home visits and 

emergency call. However, in New Haven this shift has not in- 

curred any dramatic increases in clinical costs. Home visits and 

emergency contact have not only been indicated in many cases, but 

also have decreased thc number of cosily empty hours that would 

have been created by no-shows or canceled appointments made for 

outpatient clinics. 
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7 Results of the New Haven Program 

The Child Development-Commtmity Policing Program has 
been in operation in New Haven since January 1992. During the 
first three years, the program has trained all four hundred and fifty 
members of the New Haven police force in the use of the consulta- 
tion service; one hundred and sixty officers have completed the 
seminars on child development and human functioning; ~vent T- 
five police supervisors (sergeants and lieutenants) and the assistant 
chief of police have completed the fellowship and continue to meet 
with Child Study Center facul W in the weekly program confer- 
ence. Six police supe~,isors have joined with the clinical faculty to 
staff the consultation service. 

104 
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During the first three years, the consultation service has re- 

ceived more than t~vo hundred calls from officers in the field re- 

garding more than four hundred and fifty children, ranging in age 

from ~vo to seventeen years old. The children have been involved 

in violent events in their homes and in the community; they have 

been involved as victims, as witnesses, and as perpetrators. They 

have been exposed to murders, stabbings, beatings, robberies, 

gunfire, maiming by fire, death by drowning, kidnapping, traffic 

accidents, and attempted and completed suicides. Other children 

not exposed to acute episodes of violence have also been referred to 
the consultation setwicc by officers who knew the children well 

enough to havc concerns about their emotional well-being or 
about worsening behavior which was not yet criminal. Through 

the consultation service, initial clinical contact occurs from within 

minutes of a violent event to several days later when immediate 

attention is not indicated or is declined. In most cases, children 

have been seen individually. In cases in which large groups of 

children were exposed to an episode of violence or a tragedy, chil- 

dren and their parents were seen in groups. Children have been 

seen in their homes, in police stations, at the Child Study Center, 

in hospitals, and in other community settings. 

CHANGES IN POLICE PRACTICE 

Trauma, Police, and Mental Health 

Thc CD-CP program was initiated with thc aim of establish- 

ing a broader psychological safety nct for children and familics who 

had witnessed violence in thcir homes and on their strects. It was 

thought that because police officers arc most frcquendy involved 

with these fanailies, they are well-placed for providing outreach and 

making referrals for clinical services. However, as policc and mental 

health professionals spent increasing anlounts of time with each 
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other and with victims of violent crimes, their appreciation of the 

experience and meaning of chronic exposure to violence and the 
potential for traumatization grew. Familiar notions about trauma 
and the need to guard against feeling overwhelmed--through 

avoidance of feelings and subsequent development of symptoms 
that interfere with optimal functioning--applied as much to the 

professionals responding to the scenes of violence as they did to the 
children and families (Marans, Berkman, and Cohen, in press). 

Responses to calls involving domestic violence, homicides, 
robberies, gang- and drug-related activities, civil disturbances, and 

the like, make officers especially vulnerable to chronic exposure to 
disturbing scenes of violence. Especially when children are in- 

volved, police officers often leave these scenes overwhelmed, frus- 
trated, and unlikely to pay attention to the emotional response of 
children. Furthermore, the police have no options for intervening 

on their behalf. Officers defend against their own feelings of help- 

lessness and despair in their identification with the children and 
against the fear the), experience on a regular basis about the danger 
that may await them at the next call for service. They remain anon- 

ymous, distant, and perfunctory, turning away from suffering of 
children, or feel rage and disdain for the adults who have exposed 

them to terror. 
Police officers' previous exposure to mental health profes- 

sionals had been limited to delivering psychotic patients to the 
emergency room or waiting hours for protective services workers 

to respond to a request to remove a battered or grossly neglected 
child from the home. For man), police officers, mental health and 

social service professionals had frequendy been viewed as armchair 
or consulting room apologists for behavior that officers would 

clearly define as wrong, not "disturbed." Initially, many rank-and- 
file officers felt that the department was asking them to change 

their professional identities from that of cop to social worker. It 
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became evident that many officers felt that the notion of becoming 

more sensitive to the plight of the subjects of their investigations 

and encounters was tantamount to inviting a breach in necessary 

strategies for coping with the stress of confronting human tragedy 

on a regular basis. If the potential role of officers responding to 

children at scenes of violence was to expand, this would not hap- 

pen by memo alone. Police officers would need to add to their 

repertoire of knowledge, interventions, and backup support. 

Practice and Procedures 

The experience in New Haven has made it clear that officers 

need to have support for their expanded role at many levels. As part 
of the Child Development-Community Policing Program, the 

changes in practice and support include: 

• relatively stable assignment to a specific district in order to 

develop and sustain relationships with community 

members; 

• protocols and supervision that establish a standard of 

involvement with children and fanailies at scenes of violent 

crimes (including offering immediate and follow-up clinical 

consultation with mental health colleagues as well as follow- 

up contact by the officer after the event) ; 

• training in basic principles of child development and human 

functioning relevant to policing strategies; 

• availability and use of immediate and follow-up consultation 

with mental health colleagues on a t~venty-four-hour basis 

rcgarding all acutc cpisodcs of violcncc involving childrcn as 

well as concerns about at-risk and delinquent behavior; 

• ongoing contact between mental health colleagues and 

police officers about clinical rcferrals and coordination of 

scrviccs and activities, program devclopment, as well as 
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opportunities to discuss the emotional and strategic 

responses of police and mental health professionals in 
specific cases; 

• ongoing discussion of the collaborative process at the 

institutional and administrative level; 
• increased contact among officers, school personnel, clergy, 

and social services and community leaders regarding 

concerns about violence, gang-related disputes, and civil 
disturbances brokered by policing supervisors and mental 
health colleagues; 

• review of cases involving juvenile offenders by police and 
mental health collaborators in order to provide more 

immediate access to treatment interventions where 
appropriate; and 

• follow-up and assessment of need for clinical intervention 
for any children who witness drug raids carried out by 
narcotics officers. 

New Roles for Officers 

In addition to these departmental changes in practice, of- 
ricers report that the multiple facets of the program make them feel 

more effective in their work on the street, particularly in dealing 
with the tragedy of violence. When they are not the only profes- 

sionals contending with the aftermath of violence and when they 
attend to the emotional needs of children and families and deliver 
direct services, officers feel that they have a new way of "taking 

control" of highly disturbing situations. Rather than becoming 

overwhelmed, sealing over, and turning away from these scenes, 
officers assume active roles as benign figures of authority who help 

to reestablish a semblance of stability in the midst of the emotional 
chaos that so often characterizes the lives of children and families 

who in the past have had to bear the burden of community vio- 
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lence on their own. In addition, officers report, as they have as- 

sumed supportive roles in the lives of children and families, they 

are better able to establish positive, trusting relationships which 

are likely to be valuable in pursuing law enforcement goals in the 

community. For officers in New Haven, the CD-CP program has 

not only opcned up a new and unique partnership with mental 

health professionals, but it has also helped pave the way for a new 

relationship with members of the community. 

CHANGES IN CLINICAL PRACTICE 

House Calls 

As a restflt of thc CD-CP progranl, children and familics who 

would not previously have been sccn at the Child Study Center 

have been referred for treatment. Engagement with these families 

has required clinicians to leave their consulting rooms and go into 

the community, make the hours of their work more flexible in 

order to respond immediately to incidents of violence involving 

children, and climinate potential procedural barriers to service. 

Many of the families refcrred through the consultation service have 

been initially distrustful and reluctant to use mental health services, 

or have experienced formidable obstacles to obtaining service (lack 

of financial resources, transportation, or day care for other children 

in the family). Unlike traditional practice of offering office ap- 

pointments, initial contacts with many of these families bavc taken 

place at home, and, when ongoing treatment has been recom- 

mended for many of these children, clinicians have taken a much 

more active role in facilitating the family's transfer to a clinic-based 

trcatment (by arranging transportation, personally introducing 

the clinic-based therapist, making follow-up telephone calls, and so 

on) or have maintained longer term home-based interventions. 
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For many families coping with acute and chronic episodes of com- 

munity violence, less active outreach and support resulted in in- 

complete referrals and /o r  aborted treatment. 

In addition, for many of the children and families seen 

through the consultation service, the referrals may offer not only 

accessible and responsive clinical service for the first time, but also 

may reflect a new and different experience with police officers. 

Regardless of  the outcome of the clinical referral, follow-up visits 

allow officers to support adult caregivers in responding to their 

children's distress, as well as to reinforce the child's view that the 

officer is a source of concern and safety and a potential role model. 

In fact, officers' follow-up visits to children and families exposed to 

violence have at times been the crucial factor in the rate of recovery 

and psychological reorganization. 

Police as Partners 

Through the CD-CP program, clinicians have also learned to 

collaborate with police officers as part of their clinical work. Prior 

to the inception of the program, clinicians would not have thought 

of the police as a likely source of information about a child's his- 

tory, adult support and guidance for a troubled youth, or stability 

and safety for a parent having difficulty meeting her or his chil- 

dren's needs in the wake of her or his own traumatization. Experi- 

ence in the CD-CP program has taught clinicians to see the police 

department as a valuable community resource and to call upon 

officers for support in work with children and families, as they 

would call on other professionals in the community like teachers, 

clergy, or youth activity leaders. 

In addition, the CD-CP program has exposed mental health 

professionals to the intimate details of children's experience of vio- 

lence and life in the inner city in ways that would not have been 

possible through more traditional clinical practice. When clini- 
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cians venture out to scenes of violent incidents, when they spend 

time with officers learning about specific neighborhoods, they can 

better understand the events and circumstances that the children 

they treat have experienced, and, as a consequence, they can more 

clearly analyze the children's reactions and patterns of adaptation. 

CLINICAL FINDINGS 

Violence and Traumatization 

Similar to the findings of other investigators (Terr, 1989, 

1991; I'3,noos and Nader, 1988, 1989, 1990), our observations 

suggest that the degree of a child's disturbance or traumatization is 

determined by an interplay of factors within the child and in his 
surrotmdings: 

• characteristics of the violence itself (the child's relationship 

to the perpetrator and victim, proximity to the incident, 

response of the caregivers) ; 

• the developmental phase of the child (the emotional and 

cognitive resources available for mediating anxiety 

associated with objective and fantasized dangers); 

• the fanailial and community context of the violent incident 

(isolated mad unusual or part of a chronic pattern of 
experience of daily life) ; and 

• ability of family mcmbcrs, school personnel, and 

community institutions to recognize and provide sustained 

rcsponscs to the possible effects of the child's exposure to 
violence. 

In addition, although there is trcmendous variation anaong 

children sccn by thc consultation service clinicians and police of- 

ricers, some commonly reported observations include: 
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• disbelief and denial of the outcome of the violent event; 

• intcnsc longing and concern about the presence, safcq,, and 

well-being of fanaily members, even when they are not 

involved in any aspect of the violcnt incident; 

• reviving and much talking about previous losses, injuries, 

fights, and other cpisodes of violence; 

• retelling the events with alterations of the facts that would 

lead to different outcomes, described by Pynoos as 

"intervention fantasies" (R. S. Pynoos, personal 

communication) ; 

• attributing blanae to those not directly involved in the 

violencc; and 

• reveling in the excitement of the violcnt action with talk of 

the weapons used and who got "capped" "smoked" or 

"aired" (Marans, 1994). 

Phase Development, Trauma, and Interventions 

Referrals from the CD-CP consultation service have demon- 

strated impressively the extent to which children describe the vio- 

lent events they havc wimessed in terms of the developmental 

phase-specific anxietics. In the unfolding stories of the children 

exposed to violence, wc can scc clearly what constitutes thc spccific 

danger that overwhelms the individual child, or what aspects and 

meanings of  the event arc experienced as exceptional, overwhelm- 

ing, and therefore "traumatizing." All too often, clinical assump- 

tions about the nature of a child's traumatization seem to be deter- 

mined by the facts about the violence that has been witnessed and 

may have little to do with the child's experience of the event or the 

meaning attributcd by the child in its aftermath. In turn, there may 

be littlc attention paid to learning about the child in order to begin 

to appreciate what an experience of violence might bc for the indi- 

vidual child in the context of his or her life and, therefore, what 
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interventions could be most useful. Greater awareness of the speci- 

ficity of individual children's concerns and the ways in which these 

concerns define traumatization has direct implications for clinical 

work, as well as informing immediate and follow-up strategies for 

intervening in the community and with those institutions involved 

in the life of children and their families. 

CASE ILLUSTRATIONS 

A Shooting on a School Bus: Acute Response 

At midday on a late spring day, a school bus bearing eight 

five- and six-year-olds was caught in the cross fire of rival drug 

dealers. Several bullets hit the bus; a six-year-old boy was shot in 

the head. The bus went to a nearby middle school where the chil- 

dren were met by police officers and emergency medical personnel. 

The boy who was shot was taken to the hospital. He survived 

surgery and suffered some neurological impairment for which he 

received long-term rehabilitation. Officers trained in the CD-CP 

prograna were the first to meet the children and contacted mem- 

bers of the consultation sen, ice to come to the middle school. The 

uninjured children were taken inside the middle school building by 

police officers, who immediately began coordinating efforts to get 

parents of each child to the middle school. The officers described 

their central aim as protecting the children from the excitement 

surrounding the shooting--canaera crews, multiple police person- 

nel, onlookers--and securing the most immediate source of com- 

fort possible by reuniting them with parents. Children were not 

interviewed by officers about the shooting; officers explained that, 

while in the past this would have been part of the standard inves- 

tigation, any information about the shooting police might get 

from the children was not immediately necessary and, as the police 
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supervisor on the scene noted, "would only re-traumatizaz the chil- 

dren, especially when what they needed the most was to be with 

their parents." 

The CD-CP clinicians arrived on the scene within ten min- 

utes of  the shooting. They were briefed by police colleagues al- 

ready at the middle school and were taken to the gym where the 

seven children were sitting on the floor. Middle school personnel 

attempted to engage the children in a discussion about what they 

had seen, but the children remained quiet, clutching their knees 

and staring into the middle distance. The CD-CP clinicians were 

introduced to the school personnel, who moved to the back- 

ground as the clinicians began to work with the children. The 

clinicians had brought paper and markers. They sat down with tnvo 

children each, asking one child, then the other, if he or she would 

like to draw a picture. Each child quietly declined, but, when asked 

if they would like the clinician to draw something, the positive 

response was unanimous, as was the requested content of  the pic- 

tures: "Draw my mommy." Each child was asked what sort of face 

the mom my  should have and what words might fill the speech 

bubble next to the drawing of  the face. The instructions for faces 

fell in two categories: happy and sad. The words conveyed either 

"I 'm so happy to see you" or "I was so sad and worried about you." 

After engaging in the drawings, the children grew more verbal and 

began to make inquiries about where their mothers were and when 

they would arrive. All the children also expressed concern that 

perhaps their mothers had been hurt and might not be coming for 

them. The senior police officer on the scene, a CD-CP fellow, told 

the children and clinicians that all the parents had been located and 

were on the way to the school. 

One of  the children asked a clinician to draw a picture of  a 

head. Whose head? "Urn, a boy's h e a d . . ,  that just got shot with a 

bullet." The rest of  the children overheard this question and imme- 
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diately turned their attention to the picture. The clinician re- 

quested details in order to complete the picture and asked if any of 
the children wished to add something. Three children scribbled 

the same ingredient with a red marker--blood from the head 

wound--that soon covered much of the page. Although there 

were some questions about what was happening to the friend who 

had been shot, the majority of questions and comments had to do 

with bodily functions (How much blood does the body have? Can 

parts of the body fall off?) and quickly turned to a more spirited 

group discussion about various physical feats each child could per- 

form. The discussion continued to be punctuated by the children's 

sidelong glances toward the door as parents began to arrive to pick 

up their children. Each parent was seen briefly by the clinician, and 

all were given a telephone number to call at any time with ques- 

tions regarding their children's expcricnces, and asked if they could 

bc contacted for follow-up assessments. 
While the crime scene was secured and the criminal inves- 

tigation begun, attention was paid to the emotional needs of all the 

children who were caught up in the experience of violence. The 

Child Development-Community Policing Program, in conjunc- 

tion with the school system, coordinated and carried out all aspects 

of thc response to the shooting, including informing both the 

middle school and elementary school communities about the 

shooting, bricfing parents and school personnel, consulting with 

teachers, school administrators, and parents about how to respond 

to children in the classroom and at home, and making additional 

clinical services available. Police officers trained in the prograna 

wcrc able to give out information about thc shooting in formal 

briefing sessions with parents and school personnel and in infor- 

mal encounters with the children who approached them in the 

streets. They explained thc circumstances and background of the 

shooting, as well as understanding the adults' rage and feelings of 
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helplessness, in an effective and sensitive manner that indicated 

their sophistication about the complexity of rcsponses of individ- 

uals exposed to violence. 

The CD-CP officers and clinicians were also able to influence 

community responses to the shooting. The}, successfully argued 

that, although it might make some adults fecl less helpless, escort- 

ing school buses with squad cars the day after the shooting would 

only exacerbate children's concerns about safcty. In a similar vein, 

with greater appreciation for children's anxic W and vulnerability, 

officers discussed their concerns about the children as they kept at 

bay thc media who gathered around the children's school soon 

after the shooting and in the days that followed. Their intervention 

minimized the intrusiveness and associated excitement of canacras 

and of  reportcrs asking children and families a barrage of ques- 

tions. As a consequence of the CD-CP responses to the shooting 

incident, the police were seen not merely as the harbingers of tragic 

news and violence but as sources of effective authority, concerned 

about the safct 3, and emotional well-bcing of the affected children 

and fanailies. 

Clinical Follow-up 

Five of the seven children rcceivcd brief follow-up psycho- 

therapy because of enduring post-traumatic stress symptoms-- 

disruptions in sleeping and eating; increased separation anxicu,; 

and hypervigilance, generalized anxict3, , and avoidant behaviors 

that wcre not part of the premorbid history. Two vignettes offcr 

illustrations of the ways in which dcvclopmental phase and indi- 

vidual circunastances determine the context and specific meaning 

given to the disturbing external event. Each case example reprc- 

sents a condensation of material that emerged over the course of 

t~vo to four months of trcamacnt oncc and twice a weck. 
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Beverly Beverly, five and a half years old, was sitting on the 

bus across the aisle from her classmate when he was shot (all names 

in this chapter have ben changed). Her previous school functioning 

was good, as was her adaptation in an intact family that included her 

mother, father, and a ten-month-old brother. Her developmental 

history was unremarkable. After the shooting, Beverly's difficulties 

with sleeping and eating, multiple new fears, and need to remain 

close to her mother continued unabated for two weeks before her 

parents agreed with the clinician's recommendation for individual 

work with the child in conjunction with parent guidance. 

In her individual sessions, Beverly repeatedly returned to the 

shooting, reviewing an increasing array of details in both play with 

toy figures and in her drawings. Each narrative cnded with Beverly 

stating that she felt scared or "bad:' Over time, the therapist probed 

these feelings further, within either the action of the play or the 

narrative that accompanied the pictures. Beverly elaborated that she 

felt scared that the bullet could have tilt her and felt bad because her 

friend had been hurt. In one session, she drew a picture of herself 

and her friend on the bus. She drew the bullet tracking around her 

head on an eventual path to the head of her classmate. She grew 

quiet and looked forlorn. With the suggestion that there was a 

connection between her feelings and the stoq, that lay behind the 

picturc, Beverly revealed a secret whose telling sp,'mned many ses- 

sions and was accompanied by a dramatic reduction and final reso- 

lution of her prcscnting symptoms. 

The first part of the secrct was that, for several days before the 

shooting, Bcvcrly had been reprimanded by the driver for bad 

behavior on the bus. Beverly thought that perhaps the bullet had 

bccn mcant for her as punishnacnt. Latcr, she told the therapist that 

her "bad" behavior had been about her teasing and poking at the 

classmatc who was shot. The third part of the secret was about her 
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baby brother. With great anxiety, Beverly reported that she teased 

the baby on numerous occasions and that she often wished that her 

brother were no longer around. With this, the sources of her worry 

and guilt became more clear. She was able to articulate her fear that 

somehow her bad wishes about her pesky brother had come true in 

the shooting of her schoolmate and that her wishes would be dis- 

covered and severely punished. The therapist was able to point out 

that Beverly was punishing herself as if the reality of the scary 

events had somehow been under her magical control. Beverly's 

hostile wishes toward a rival baby brother and their displacement 

onto a schoolmate was not mmsual. For Beverly, however, the 

realization of these wishes-  if only in the displacement--consti- 

tuted the central source of her overwhelming anxiety and trauma- 

tization. In addition, her sense of magical control reflected both 

age-expectable phenomena augmented by reliance on magic for 

the purposes of restitution and recover),. That is, a belief in magical 

control revised the original experience of traumatization, or ab- 

sence of control, in the shooting-- even if the belief in magic might 

also lead to a tremendous sense of responsibility, for and guilt 

about the real and imagined events. 

Miguel Miguel, five years old, presented with multiple symp- 

toms. He was the youngest in a family of six. Both parents and a 

nineteen-year-old brother worked, one sister was in high school, 

and the other was in middle school. Prior to the shooting of his 

classmate, Miguel had had no difficult), sleeping, leaving home for 

school, or engaging in activities away from home. This changed 

dramatically after the incident on the school bus. He insisted on 

sleeping with the light on at night, departures from home were vet), 

upsetting for him, and in the remaining days of school he com- 

plained of sickness in order to avoid going. After several weeks of 

treatment Miguel revealed in his play that he was terrified that the 



Results of the New Haven Program 119 

people responsible for the shooting of his classmate would come to 
shoot him and all his family. The fact that the shooters had been 
arrested and were in jail did not alleviate Miguel's fears or symp- 
toms. However, his ability to express this central worry opened the 
door for further exploration, clarification of his thoughts, and 

greater mastery over a very frightening experience. 
What lay behind Miguel's fear of being shot was his attempt 

to explain to himself why the shooting had happened and, per- 
haps, with this explanation he felt more able to predict similarly 
dangerous events. However, the explanation Miguel developed 
was limited by the condensation ,and concrete thinking typical of  
his phase of  development. Miguel eventually explained the follow- 
ing ideas to his therapist and then to his parents. He  had learned in 
school about how bad drugs are and that, in addition to file terri- 
ble things the), do to the body, they make people violent and are 
the cause of  fights between drug dealers. When the shooting 
started and the bus was hit by gunfire, Miguel assumed that the 

shooting was about drugs and, if the school bus was being shot at, 
it must somehow be involved with drugs. If the school bus was 
involved in drugs and he was on the school bus, then he must 
somehow be comaected with drugs. If he was involved in drugs, 
then so must his family. If he mad the family were involved in 
drugs, the), would fall victim to gunfire just like his classmate. 

Although there was no indication that the family was involved in 
drug use or dealing, the dangers were brought home to Miguel as a 
powerful response to being shot at and seeing blood flow from 

his friend's head wound. While generating considerable fear, Mi- 
guel's explanation relied on the cognitive resources available to 
him and provided the bas~s for altering the traumatic episode. In 

his version, Miguel was able to anticipate the danger -- he expected 
assailants to come after h im--and he defended against the danger 
- -he remained hyper~,igilant (staying up at night, staying close to 
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home, keeping family nearby). Understanding Miguel's solution 

in the context of phase-specific concerns and capacities helped Mi- 

guel to unravel and clarify the distinction be~veen his fantasy con- 

figurations and the factual information and led to a resolution of 

his developmental crisis and the attendant symptoms. 

Where phase-appropriate concerns associated with the body 

and sibling rivalry, magical and concrete thinking played a crucial 

role in understanding and addressing the nature of trauma for 

Beverly and Miguel, respectively, another incident illustrated an 

adolescent version of overwhelming, disorganizing anxiety. 

An Adolescent Victim 

Mark, aged fifteen; was robbed at gunpoint on a Friday eve- 

ning. He had been walking with friends when ~vo men pointed 

what Mark said was a large caliber semiautomatic weapon in his 

face and demanded all his money and jewelry. Mark had been 

walking behind several friends, and they were unaware of what was 

occurring in an alley offthe sidewalk. Mark later reported that the 

men repeatedly shoved the weapon in his face and told him they 

would shoot him. After taking his valuables, the assailants fled and 

Mark ran home. He ran into his room crying uncontrollably, hid 

on the floor of his closet, and, in spite of his mother's urging, 

refused to come out. After a while, a sobbing Mark told his mother 

what had occurred and she telephoned the police. All three officers 

who arrived had been trained in the child development seminars, 

and the supervisory officer had completed the fellowship. As one of 

the officers approached the bedroom, Mark began to scream. The 

officer told him that he had heard what had happened and realized 

that the holdup was a terrifying experience. Mark would not look 

at the officer and yelled at him to leave the room. The officer was 

about to leave when the supervisor pointed to his gun and utility 

belt. The officer removed his holster and weapon, explaining to 

Mark that he would leave them outside the room, as he under- 
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stood how frightening guns might be to Mark, who continued to 

sob and shake uncontrollably. Mark allowed the officer to help him 

out of the room and accepted the suggestion that he go to the 

emergency room for treatment. The consultation service clinician 

was called and met Mark at the hospital. 

During the course of the interview, Mark was only able to 

look at the clinician after a comment was made about how feeling 

very. frightened could make a guy feel small and helpless--a very 
undesirable feeling for a fifteen-year-old. Mark began to talk about 

the events, recotmting the same scene ,and assailants' commands to 

him over and over. The repetition began to include some slight 

alterations in the facts, and Mark protested that he should have 

"grabbed the gun and kicked each of the [attackers] in the balls:' 

He described the gun muzzle as huge and insisted that he thought 

they would kill him with this large weapon. As his shaking, hyper- 

ventilating, and sobbing subsided, Mark began to talk about the 

earlier part of the evening. He explained that before being robbed 

he had been "hanging back from [his] homeboys because they 

were with their ladies" and he wanted to "give them space." He 

shyly told the clinician that he did not have a girlfriend and quickly 

exploded with rage and then tears. He wanted to get a gun and kill 

the guys who "messed with him:' He did not deserve what had 

happened to h im--he  was a good student in school and had just 

completed an important history paper. He explained that he had 

bought ,all the thin gold chains he had been wearing--clarifying 

that he was not to be lumped together with what he called "low-life 

drag dealers." Mark began to cry again as he swore revenge. The 

clinician commented that it must have been humiliating to feel so 

terrified and that Mark must be wishing that he could undo his 

experience. Mark replied that if he had a gun or had disarmed his 

attackers, he would not feel as though he'd "wimped out." The 

clinician agreed that feeling powerful would certainly be the op- 

posite of what he had experienced with a gun in his face. Mark's 
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expression brightened and he looked up, exclaiming that now he 

remembered the gun more clearly-- it had not been a 9 ram. semi- 

automatic, but a BB gun. As his acute terror diminished, he was 

also able to remember the make of  the car the muggers drove off in 

as well as clear descriptions of  the two men. His restitution fan- 

tasies o f  revenge began to take another form as Mark talked about 

helping the police make an arrest. Mark asked to speak with the 

detective involved in the case to offer the information he had re- 

covered in the course of  the interview with the clinician. Two 

hours after the admission to the emergen%, room, Mark was dis- 

charged. 

Mark was seen in two follow-up sessions in which he con- 

tinued to go over the events. The fantasies of  what he should have 

done were intermingled with talk of  the mortification of feeling 

helpless and the increasing recognition that there was nothing he 

could have done to alter what had occurred. When his sleeping 

difficulties and hypervigilant feelings abated, Mark declined fur- 

ther clinical contact. However, over the following several weeks 

one of  the responding officers stopped by regularly for brief chats 

during the course of  their usual patrol. In the last clinical follow- 

up, eight weeks after the incident, Mark had still not bought a gun, 

and, instead of reciting numerous violent revenge fantasies, he 

spoke of  the latest academic demands at school and of  his new 

friendships with the cops on his beat. While he had not  forgotten 

the terror or rage associated with his experience, Mark added that 

his good memory had been instrumental in helping the police to 

arrest the two men who had attacked him -- "That felt really good." 

DISCUSSION 

Although our findings are preliminary, two groups of chil- 

dren exposed to violence seem most ~ulnerable to longer term 
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presentation of  affective, attentional, and behavioral difficulties. 

Not  surprisingly, one group includes children whose development 

had already appeared compromised and who were symptomatic 

prior to wimessing a violent event. The second group of  children 

includes those whose initial responses are quiet and unobtrusive to 

the adult caregivers-- or whose gross symptomatology is not seen 

by caregivers as causally linked to the child's exposure to a disturb- 

ing scene of  violence. When children are unable to understand, let 

alone directly verbalize, their traumatic experiences, adults are 

often unable to interpret children's actions or listen to symptom- 

atic language that communicates distress. In addition, adults are by 

no means immune to feelings of overwhelming helplessness and 

fear that accompany their own experiences of  the violence in their 

homes and neighborhoods. Their own inability to listen and to 

attend to their children's needs may be a natural consequence of 

their own attempts at restitution and self-protection from the feel- 

ings of  vLilnerability. The wish to push away upsetting images and 

feelings is especially powerful when the events that evoked them 

are so dangerous and real. 

These phenomena have a special bearing on health care pro- 

viders and police officers as well. By personal disposition and train- 

ing, police officers and mental health professionals are called upon 

(and call upon themselves) to treat actively and cure the ills of 

patients or to "serve and protect" citizens to the best of  their abil- 

ities and resources. In cases involving children who have wimessed 

incidents of  violence, the urge to act - -and the wish to make things 

bettcr quickly-- may be a way of dealing with the same ai~,tiety and 

feelings of helplessness that the children and their families experi- 

ence. However, the sense of urgency at these moments may inter- 

ferc with the most significant, initial intervent ion-- to  listen, to 

attend, and then to act. 

The Child Developnaent-Community Policing Program has 
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created a relationship between professionals who have long been 
concerned about the spiraling incidence of violence and antisocial 

behavior but until now have worked separately--each profession 
lamenting the limitations of its traditional attempts to intervene 
and interrupt that cycle. In our collaboration, we have learned that 

the best police officers and the best clinicians share not only con- 

cerns about the most vulnerable members of society but the capac- 
ity to observe and learn from their observations. By joining forces, 
developing a common language for their experiences, and learning 

from one another, police and mental health professionals have ex- 
panded the ways in which they think and act on behalf of the 
children who arc at the greatest risk of being traumatized by com- 

mtmity violence and becoming the next generation of violent per- 
petrators. 
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YALE CHILD STUDY CENTER POST-TRAUMATIC STRESS 

QUESTIONNAIRE PARENT FORM 

The following is a guide for an interview with parents of a child exposed to 
a violent incident. The questions arc mtcndcd to follow collection of thc 
general demographic data in the introductor T report form. 

If it's OK with you, I'd like to ask you a few questions about how [child's 
name] and thc rest of your family are doing after [the incident]. 

Part I. Child 

(A) In general, how is [child's name] doing now? 

125 
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(B) 

(c) 

Have you noticed any changes in [your child's] behavior or emo- 
tions since [the incident] ? Describe. 

I am going to ask you some more specific questions about children's 
behavior and feelings, and it would be helpful if you would tell me 

if you have noticed any of these changes in [your child] since [the 
incident] .  

1. Does [),our child] have more difficult, sleeping? (Trouble fall- 
ing asleep, sleeping through the night, sleeping in own bed, 
nightmares) 
Yes _ _  No  _ _ _ _  
Describe: 

2. Have there been any changes in [your child's] eating habits? 
(Eating more, less, refusing to eat) 
Yes ~ No _ _ ~  
Describe: 

3. Has [your child] been more clingy or had more diflqculty sepa- 
rating from you to go to school or other activities? 
Yes ~ No  _ _ ~  
Describe: 

4. Has [your child] been more irritable, angt 3, or had more trou- 
ble getting along with other people? 
Yes ~ No  _ _ ~  
Describe: 

5. Has [your child] been more sad or tearfful than usual? 
Yes ~ No _ _ _ _  
Describe: 

6. Has [your child] been more easily excited, silly, or babyish? 
Yes ~ No  _ _ _ _  
Describe: 

7. Has [your child] been more quiet or withdrawn than usual? 
Yes ~ No _ _ _ _  
Describe: 
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8. Has [your  child] had more difficulty, concent ra t ing  or  paying 

at tent ion? 

Yes _ _  No  _ _  

Describe: 

9. Have there been any changes in [),our child's] play? 

Yes _ _  N o  _ _  

Describe: 

10. Does [your  child] th ink a lot abou t  what  happened or  talk a lot 

abou t  what  happened? 

Yes N o  _ _  

Describe: 

11. Has [),our child] been more  worr ied or  fearful than usual? Is 

he or she afraid of  specific things? 

Yes _ _  No  _ _  

Describe: 

12. Has [),our child] had an), illnesses since the incident? 

Yes _ _  No  _ _  

Describe: 

13. Has  [),our child] more  cuts, scrapes, or  bruises than usual? 

Yes _ _  N o  _ _  

Describe: 

14. Does [your  child] startle more easily than usual? 

Yes . _ _  N o  _ _  

Describe: 

15. Does [your  child] have though t s  or  pictures of  what  happened  

come into his or  her mind? Even when  he or  she doesn ' t  want  

them to? 

Yes _ _  No  _ _  

Describe: 
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16. Do  certain things remind [your child] of  [the event] ? Does he 

or  she try to avoid those things? 

Yes _ _  No  _ _  

Describe: 

(D)  Do  you have an), other  concerns about  your child? 

Part II. Parent and Family 

In addit ion to [child's name],  I am also interested in how you and other 

members  o f  your family are doing. If  it's OK,  I would  like to ask a few 

questions about  you and the rest of  the family. 

(A) In general, how have you been feeling? 

(B) Have  you been thinking a lot about  what happened? 

Yes _ _  No  _ _  

Describe: 

(c) Have  you noticed any changes in how you and other  members of  

),our family are gett ing along with each other? 

Yes _ _  N o  _ _  

Describe: 

(D)  Have  there been any changes in your sleeping patterns? 

Yes _ _  No  

Describe: 

(E)  Have  there been any changes in your eating habits? 

Yes _ _  N o  _ _  

Describe: 

(F) Have you had more difficult), concentrating or  paying attention? 

Yes _ _  N o  _ _  

Describe: 

(G)  Have  you been more sad or  tearful than usual? 

Yes _ _  No  _ _ _ _  

Describe: 
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( H )  Have you been more worried or  fearful than usual? 

Yes _ _  No  _ _  

Describe: 

(I) What about other  members of  your family? Have you noticed any 

of  the changes in mood  or behavior that we have been talking about  

in any other  member  of  your household? 

Describe: 

(J) Do  you have any other  concerns about anyone in your family? 



CHILD DEVELOPMENT-COMMUNITY POLICING PROGRAM 

INTRODUCTORY REPORT 

For research use: 
Child ID#: _ _  
Event ID#: _ _  

Directions: The following report should be completed by file CD-CP clini- 
clan shortly after referral. 

Today's date: _ _ _  Date of  referral: _ _ _  

Name of  person referring: 

Child's full name: 

Address: 
Street 

Date of  Birth: 

Race/ethnicity: 
African-American [ ] 
Caucasian [ ] 

Datc of  first contact: _ _  

Role in relationship to child: _ _  

G e n d e r : M [  ] F [  ] 

Cit 3' State 

Age: _ _  ),ears _ _  months 

Zip Phone 

Hispanic [ ] Native American [ ] 
Asian-American [ ] Other [ ] 

(specify: ) 

Religion: 
Jewish [ ] Muslim [ ] Protestant [ ] Roman Catholic [ ] Other: _ _  

School: 

Household  members: 

First and last name Sex 

Grade: _ _  Special education? Yes [ ] No  [ ] 

Age Grade/occupation Relationship to child 

1 3 0  
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How long has child been a member of current household? _ _ _ _  

Significant family members outside of child's home" 

Please provide a brief description of traumatic event and child's or family's 
presenting difficulties: 

II. 

III. 

Descriptive Data 

Who referred the child? (Please check one. 
A. Patrol Officer 

1. C D / C P  graduate 
2. Non C D / C P  graduate 

B. Supervisor 
1. C D / C P  Fellow 
2. Non C D / C P  Fellow 

C. Detective 
1. C D / C P  
2. Non C D / C P  

D. Self-referred ( C D / C P  clinician) 
E. Other professional 
F. Other ( s p e c i f y : _ _ )  

What is the primary reason for C D / C P  clinician involvement? 
(check all that apply) 
A. /cu te  traumatic event 
B. Dclinqt, cnt behavior 
C. Psychiatric difficulties 
D. Family problems 

[ ] (complete only section III) 
[ ] (complete only section IV) 
[ ] (complete only section V) 
[ ] (complete only section VI) 

Which of the following best categorize the nature of the call? 
( Please check all that apply. ) 
A. Beeper O t h e r _ _  
B. Response statistics: (please provide estimated statistics if uncer- 

tain) 
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Marker Date Time (A,M./P.M. ) 

Event 

Police notification 

Police arrival 

Clinician notification 

Clinician arrival 

/ /  

C. Context of event 
1. Domestic dispute Y e s _ _  
2. Drug related Y e s _ _  No _ _  
3. Gang related Y e s _ _  N o _ _  
4. Other 

D. Nature of event 
1. murder 
2. physical assault (includes child abuse) 
3. sexual assault 
4. kidnapping 
5. robber 3, 
6. accident 

a. fire 
b. auto 
c. drowning 
d. accidental shooting 
e. other (specify: _ _ )  

7. suicide attempt/completion 
8. civil disturbance (e.g., riot, gang related 

violence, etc. ) 
9. shooting/gunfire 

10. drug raid 
1 1. other aggressive police action 

(specify: ) 

N o _ _  
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E. Were weapons involved? 
1. gun 
2. lmifc 
3. blunt instrument (e.g., club, bat) 
4. other (specify: ) 
5. no weapon 

E Where did the event occur? 
1. home 
2. school 
3. community 

The following questions relate to those present at the scene of the event, at 
the time of the event. Do not include persons who appeared on the scene 
after the event. 

G. How many immediate or extended family members and other 
significant figures in child's life were present at scene? (Do not 
include child.) 

H. Approximately how many other persons were present at scene? 
1. Children (Birth to 12) 
2. Adolescents (13-17)  
3. Adults (18 or older) 

Comments: 

I. Please identify tile outcome associated with each immediate or 
extended family member and other significant figures in the 
child's life including the child. Include only those present at tile 
time of event and those who arrived during the police investiga- 
tion. Categories are identified below table. Numbers may be 
used rather than labels. 
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R e l a t i o n s h i p  to ch i ld  ~ Ro le  in even t  O u t c o m e  R e a c t i o n  to  even t  b 

C h i l d  

Please indicate primaD' at tachment figure (s) with an asterisk ( * ) if present. 
bPlease indicate whether  by observation ( 0 )  or by report  (R) .  

Relationship to child 
1. mother 
2. father 
3. step-mother (or equivalent) 
4. step-father (or equivalent) 
S. female relative carcgiver 
6. male relative carcgiver 
7, foster mother 
8, foster father 
9. other relative 

10. brother 
11. sister 

Role in event 
1. victim 
2. perpetrator 
3. wimess/bystander 
4. present, not direct witness to event 
S. arrived after event 

Outcome 
1. fatal 
2. non-fatal injury' requiring overnight hospitalization 
3. non-fatal inju~, requiring treatment by physician 
4. non-fatal injury,, treatment by physician not required 
S. no inju~' 
6. arrested, incarcerated 
7. arrested, not incarcerated 

Reaction to event 
1, calm 10. limp/unresponsive 
2. quiet 11. unconscious 
3. detached 12. somatic complaints 
4. agitated 13. oppositional 
5. tearful/cq,ing 14. enraged/aggressive 
6. staring 15. hypermotoric 
7. talkanve 16. difficulty breathing 
8. shivering/tremors 17. incontinentofurine 
9. clinging 18. asleep 

. Please  i den t i f  3, r e l a t i onsh i p  to  chi ld  a n d  o u t c o m e  for  every  

o t h e r  p e r s o n  at the  scene  w h o  was  e i the r  a v ic t im o r  perpe t ra -  

tor.  
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Relationship to child Role in event Outcome 

Relationship to child 
1. unfamiliar adult 
2. familiar adult 
3. unfamiliar adolescent 
4. familiar adolescent 
5. unfamiliar child 
6. familiar child 

Role in event 
1. victim 
2, perpetrator 

Outcome 
1. fatal 
2. non-fatal injury requiring overnight hospitalization 
3. non-fatal injury requiring treatment by physician 
4. non-fatal injury, treatment by physician not required 
5, no injury 
6. arrested, incarcerated 
7. arrested, not incarcerated 

IV.. Nature of delinquent behavior. 
A. Involvement in statutory offenses. 

1. Alcohol use 
2. Curfew violation 
3. Run away 
4. Other (specify: ~ )  

B. Current invoh,ement in criminal offenses. 
1. Drug possession 
2. Drug dealing 
3. Breaking and entering 
4. Robbery (armed) 
5. Robbery (unarmed) 
6. Physical assault 
7. Sexual assault 
8. Othcrsexual misconduct 
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V. 

VI. 

9. Vandalism 
10. Other (specify: _ _ )  

C. Known history of involvement in criminal offenses. 
1. Drug possession 
2. Drug dealing 
3. Breaking and entering 
4. Robbery (armed) 
5. Robbery (unarmed) 
6. Physical assault 
7. Sexual assault 
8. Other sexual misconduct 
9. Vandalism 

10. Other (specify: _ _ )  
D. Probation 

1. Is youth currently on probation? 
2. Has youth been on probation? 

Psychiatric Disturbance 
A. Reason for concern 

1. depression, withdrawal 
2. social isolation 
3. 
4. 
5. 
6. 
7. 
8. 
9. 

Family problems 
A. Reason forconcern 

1. neglect 
2. physical abuse 
3. sexual abuse 
4. emotional maltreatment 
5. parental substance abuse 
6. parental involvement in criminal activities 
7. custody/visitation conflict 

an~viety/general distress/nervousness/worrying 
frequent conflict with peers 
odd, bizarre or disorganized behavior 
developmental disability/mental retardation 
mood lability 
victimization / exploitation by others 
other ( s p e c i f y : _  
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8. chronic domestic conflict 
9. other (specify: ) 

Case Disposition 
Please describe your involvement in the above case beginning with the 
initial contact. Be certain to provide approximate number of sessions seen. 
An exanlple is provided. 

Exam I .~ 
Initial contact was acute response, met with child and sibling. 
Subsequently met with parent 3 times, 0aid conducted 3 session follow-up 
assessment with child. 
Referred child to CSC for long term follow-up. 
She was assigned to Jane Smith. 
Transfer was successful. 



CHILD DEVELOPMENT-COMMUNITY POLICING PROGRAM C l i n i c i a n  c o d e :  _ _  

MONTHLY CASE SERVICE LOG M o n t h / Y e a r :  _ _  

Directions: Please record every CD/CP related activity using the available codes. Give this to the administrative assistant at the end of each 
month. 

Service 
D u r a t i o n  

C a s e  #* D a t e  D e s c r i p t i o n  o f  A c t M t y  H r s / M i n  H r s / M i n  

/ 

Travd 
D u r a t i o n  A c t i v i t y  S e n , i c e  L o c a t i o n  C l i n i c i a n s  O f f i c e r  

C o d e  C o d e  C o d e  P r e s e n t  P r e s e n t  

F / T / C  Y / N  

F / T / C  Y / N  

F / T / C  Y / N  

F / T / C  Y / N  

F / T / C  Y / N  

F / T / C  Y / N  

Case #: Service Codes w/Pat i ent :  Service Codes without  Patient: 
ID # of referral Acute Response 101 Contact with police 201 
If no ID #, put 999 Follow-up assessment 102 Contact with school 202 

lndMdua[ therapy, 103 Contact with CSC clinician 203 
Activit 3, Codes: Parent gmdance 104 Contact with YNHH staff 204 
F= face to face w/chcnt  Parent/child therapy, 105 Contact with DCF 205 
T= telephone contact Sibling/Peer therapy 106 Contact with other agency 206 
C = work without chent Group therapy, 107 Paperwork 301 

Family therapy' 108 Super~'ision 302 

Location Codes: 
l = own home 
2 = other home 
3=CSC 
4 = school 
5 = police headquarters 
6 = police substation 
7 = cour~ 
8 = hospital 
9 = pubhc place 

10 = telephone 
11 = other agency 

Clinician Codes: 
1 = Jean Adnopoz 
2 = Miriam Berkman 
3 = Steve Berkowivz 
4 = Jim Canning 
5 = Alice Colonna 
6 = Steven Marans 
7= Mark Schaefer 

• If mul t ip le  cases served d u r i n g  one  activiq,, list addi t iona l  case #'s and leave remainder  blank. 
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