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CHAPTER NINE

Professionally Administered
Critical Incident Debriefing
for Police Officers

Nancy Bohl
The Counseling Team, San Bernardino, CA

In ordinary citizens, the occurrence of severe stress reactions, in the form
of nightmares, flashbacks, sleep disturbances, and anxiety, after involvement
in major disasters is well known (Frederick, 1977; MacHovec, 1984; van der
Kolk, 1984). That similar reactions could occur in police officers involved
in shootings or other highly disturbing situations was not widely recognized
until recently. What prevented any recognition of the degree to which police
officers were at risk for the development of severe stress reactions was the
fact that two assumptions were made. The first was that, because they are
trained to deal with emergency situations and do so on a more frequent
basis than ordinary citizens, police officers are not vulnerable to the devel-
opment of the kinds of stress responses seen in civilians. The second as-
sumption was that if stress symptoms occurred, they did so in a limited
number of individuals, and no special attention needed to be paid. Police
officers were tough and, as Reiser and Geiger (1984) put it, “time would
heal” (p. 317).

During the 1980s, it became clear that these assumptions were not valid.
A number of authors described the occurrence in police officers of the same
kinds of symptoms seen in civilians (e.g., nightmares, flashbacks, and anxi-
ety) after those officers had been involved in crisis situations in which their
lives or the lives of others had been threatened (Ayoob, 1982; Blak, 1986;
Carson, 1982; Loo, 1986; McMains, 1986; Nielsen, 1986; Reiser & Geiger,
1984; Stratton, 1984). Furthermore, it was recognized that, if left untreated,
these symptoms could, and did, have long-lasting effects. Officers involved
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in shootings or other equally traumatic incidents developed posttraumatic
stress disorder, displayed diminished work performance, left the force within
a few years of a shooting, became involved in alcohol and other substance
abuse, or even attempted suicide (Blak, 1986; Clements & Horn, 1986; Kroes,
1985; Perrier, 1984; Solomon & Horn, 1986).

Originally, attention was directed primarily to one particular situation as
being sufficiently stressful to cause concern—an officer-involved shooting
(Fishkin, 1988; McMains, 1986; Solomon & Horn, 1986)—but later it was
recognized that a range of other situations also had the potential for being
highly traumatic, and the concept of the critical incident was born (Gentz,
1991). By the end of the 1980s, the matter of critical incident stress responses
in police officers was deemed of sufficient importance to merit a special
conference on the topic, which was held at the FBI Academy (Reese, Horn,
& Dunning, 1991). At the present time, far from being viewed as invincible,
police are seen as individuals who, because of their repeated exposure to
scenes of carnage and mayhem, may be especially at risk for the development
of stress symptoms.

This chapter deals with professionally run critical incident debriefing for
police. First some background material is presented. The critical incident is
defined in detail, the nature of the reactions displayed by police officers is
described, and the theoretical basis for professionally administered debrief-
ing programs is explained. Second, a detailed account of the mandatory
debriefing program used by the author with police in San Bernardino and
Riverside Counties in California is presented, and the model is compared
with the one developed by Mitchell for firefighters and other emergency
personnel. Third, evidence is presented to show that the debriefing method
achieves some measure of success. Fourth, some unresolved issues that
merit further study are explored.

BACKGROUND MATERIAL

What Is a Critical Incident?

Various definitions have been offered of what constitutes a critical incident.
According to Mitchell and Bray (1990), it is an event that has sufficient
emotional power to overcome the usual coping abilities of the individual.
According to Horn (1991), it is an event that is experienced on or off the
job that is outside the realm of normal human experience and could be
expected to produce significant emotional reactions in anyone. Nielsen
(1986) stated that what characterizes the critical incident is that it is traumatic,
unexpected, and a serious threat to the individual’s well-being; contains an
element of loss; and involves disruption of the individual’s values or as-
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sumptions about the environment. Mitchell (1991) similarly, said that a critical
incident is one in which the officer’s expectations of perfect performance
suddenly are tempered by crude reality; the officer sees her or his own
imperfections and experiences a loss of self-confidence.

McMains (1991) and Gentz (1991) offered the most comprehensive de-
scriptions. According to McMains (1991), a critical incident is a situation that
reminds the officer of her or his own limits and overwhelms the individual’s
capacity to cope. One thing that makes the incident traumatic is that it brings
home to the officer that he or she is not in total control of every situation
but rather is vulnerable. The officer cannot maintain the myth of omnipotence
and immortality. Gentz (1991) presented a similar argument. He said that
the police officer experiences an event that cannot be assimilated into her
or his current life perspective. The individual comes up against the reality
of death. If the officer is sick and trembling, then the old self-concept of
being perfectly controlled is challenged. Like McMains, Gentz said that the
officer has a disturbing sense of his or her own vulnerability because the
individual’s usual defense mechanisms did not work. Gentz (1991) also
agreed with Nielsen (1991) with respect to the element of loss. A critical
incident involves loss because there may be death or serious injury, loss of
a physical ability, or loss in terms of a major assault on the officer’s values
or assumptions about his or her environment. An important point made by
Gentz (1991) was that a critical incident should be defined not in terms of
the event but rather in terms of the impact it has on the individual. That is,
a critical incident is one that, by definition, requires the individual to make
extraordinary adjustments.

As noted earlier, the original concept of postshooting trauma has been
broadened. The only danger at present is of going to the other extreme and
listing virtually every situation that a police officer encounters as constituting
a critical incident. Listed here are some of the specific examples cited by
recent authors (Ayoob, 1984; Havassy, 1991; Mitchell, 1991; Mitchell & Bray,
1990; Nielsen & Eskridge, 1982; Stratton, 1984):

e Death (including suicide).

« Serious injury of another officer.

« Wounding or killing a suspect.

« Being wounded or in extreme danger.

« Witnessing serious multiple casualties.

e Traumatic deaths or injuries of children.

« Events that attract a great deal of media coverage.

e Situations in which the victims are known to the officer or remind him
or her of a loved one.



BOHL

« Traffic accidents or homicides that are particularly bizarre or gruesome.
o A failed rescue.
e An accidental death caused by the officer.

e A situation involving hostages.

Reactions to a Critical Incident

Immediate responses to a critical incident are physiological-——muscular trem-
ors, nausea, hyperventilation, faintness, sweating, and perceptual distortions
(e.g., time being slowed down). All of these responses represent the body’s
attempt to mobilize for extreme stress. Subsequent reactions within minutes
or hours of the episode include shock, fear, denial, anger, numbing, and a
general feeling of unreality (Blak, 1986; Blum, 1987; Carson, 1982; Nielsen,
1986; Reiser & Geiger, 1984). These reactions have to do with the fact that
the individual feels vulnerable; they represent an attempt to reestablish the
control that was lacking during the incident (Horn, 1991).

Delayed reactions also can occur. Within several days or sometimes even
weeks, the officer may experience grief, intrusive thoughts about the inci-
dent, flashbacks, nightmares, and other sleep disturbances. Although these
reactions are especially troublesome to the individual (Ayoob, 1982; Blak,
1986; Carson, 1982; Hill, 1984; Mantell, 1986; Solomon & Horn, 1986; Stratton,
1984), they have some positive aspects. According to Gentz (1991), these
symptoms are signs that the person is still attempting to adjust and to as-
similate the experience, to find a new cognitive category into which it will
fit. Additional delayed symptoms that may appear and that do not have such
positive aspects are depression, emotional withdrawal, anxiety, guilt, para-
noia about being watched, and sexual dysfunction (Carson, 1982; Fishkin,
1988; Hill, 1984; Loo, 1986; Mantell, 1986; Stratton, 1984). There may be
delayed physiological symptoms as well, in the form of headaches and
stomach aches. These represent anxiety in masked form. For the officer who
is concerned about possible legal or other repercussions of the incident, it
is easier to complain about headaches than about the worry itself.

Typically, the symptoms described in the preceding paragraphs are tem-
porary. Within a few weeks or at most a few months of the critical incident,
they gradually abate. However, in some cases—especially if no treatment
was provided—the aftereffects of the critical incident are apparent many
months later in the form of anger, hostility, irritability, problems about ac-
cepting authority, fatigue, inability to concentrate, loss of self-confidence,
increased use of drugs and alcohol, and overindulgence in food (Ayoob,
1982; Blum, 1987; Carson, 1982; Fishkin, 1988; Loo, 1986; Mantell, 1986;
Nielsen, 1986; Reiser & Geiger, 1984; Solomon & Horn, 1986; Stratton, 1984).
Many of these long-term effects interfere with work performance and
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threaten the stability of close personal relationships. Ultimately, they may
be responsible for early retirement, burnout, and suicide in police officers.

Not all of the aftereffects are negative. One positive aftereffect is that the
officer may take some major step that had long been contemplated but
about which he or she was hesitant. Examples are: an officer who was
unhappily married before the incident decides afterward to get a divorce;
an officer who was thinking about buying a house actually does so; an
officer who has no children decides to become a parent. All of these re-
sponses constitute realistic attempts by the individual to come to terms with
her or his own mortality.

Theoretical Basis for Treatment

During the 1980s, at the same time that attention was being called to the
problem of critical incident stress in police officers, a number of authors
described treatment programs administered by mental health professionals
that either were in place or that the authors wished to see instituted (Alkus
& Padesky, 1983; Blak, 1986; Fishkin, 1988; Garrison, 1986; Hannigan, 1985;
Hill, 1984; Lippert & Ferrara, 1981; Mantell, 1986; McMains, 1986; Mitchell,
1983b; Somodevilla, 1986; Stillman, 1986; Trapasso, 1981; Wagner, 1986).
Despite some minor differences in specifics, all of these programs were
similar and were based on a set of assumptions that derived from crisis
theory (Aguilera & Messick, 1986; Titchener & Kapp, 1981). My treatment
program, which is described in the next section, rests on the same theoretical
foundation.

Three very important assumptions are made. The first is that the individual
being treated was functioning adequately and was free of serious psycho-
logical problems before the incident. The second, and related assumption,
is that any symptoms displayed are not signs of serious disturbance; rather,
the symptoms are those that would occur in anyone who had been exposed
to a similar level of trauma. The third assumption is that any problems
experienced are temporary. Because the intent is not to produce major
alterations in personality or to deal with long-standing personal problems,
treatment can be brief; often, it is confined to only a single debriefing. In
such a setting, the mental health professional necessarily functions in a more
directive way than would usually be the case. In addition to facilitating the
expression of emotion about the incident, the professional provides support
and reassurance. To the extent that specific information is provided about
the normalcy of the officer’s responses to the incident, the professional also
functions as an educator. The goals of treatment are: (a) to alleviate the
painful effects of the incident, (b) to prevent the subsequent development
of a posttraumatic stress disorder, and (¢) to restore the individual to the
preincident level of functioning as quickly as possible (Mitchell & Everly,






