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ABSTRACT

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

INTRODUCTION

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

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

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

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



clear that the reported changes would not have occurred anyway Thus. the 1ssue of how helpful these brief
intervention programs are has not been adequately addressed

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

METHOD
Participants

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

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

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

Test Instruments

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

The State-Trait Anxiety Inventory (Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983) was used
lo assess anxiely. The respondent answers each item on a four—point scale, by indicating the extent to which
cach item is descriptive (e.g., I feel calm). The first 20 items assess state anxiety (how the individual feels
at the moment), in contrast (o trait anxiety (how the individual habitually feels). Only the 20 items that
assess state anxiely were used.



The Beck Depression Inventory (Beck, 1967) was used to assess depression. The respondent is
presented with 21 sets of items. Each set contains four similarly worded statements. The task is to choose
the one statement from the set that best describes how the individual feels at the time.

The Novaco Provocation Inventory (Novaco, 1975) was used to assess anger. The test contains §0
items and is designed (o provide information about both the range of situations that evoke anger and the
intensity of the anger experienced.

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

Procedures

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

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

RESULTS

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

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



DISCUSSION

Although the treatment did not decrease anxiety, it did decrease depression, anger, and such stress—
related symptoms as nightmares, flashbacks. and appetite changes. Overall, then, the treatment seemed (o be
successful in reducing the distress caused by involvement in critical incidents.

The results showed that even a single session, 1 1/2 hours in length, can be effective in reducing the
symptoms seen three months after a critical incident. The fact that treatment was administered within 24
hours after the incident may have compensated for the brevity of the treatment. Because so little time had
elapsed, participants had not had much opportunity to repress and to deny the powerful emotions evoked by
the experience (Stratton, 1984).

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

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

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

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

In addition to nonrandom assignment to groups, there is a second potential weakness in the data,
which is the use of a posttreatment only design. An ideal experiment would have involved testing the same
police officers twice. Both groups would have been tested right after the critical incident, before the
intervention was administered to the treated group. Then, both groups would have been tested three months
later. With the pretreatment test as a baseline, it would have been possible to determine the degree to which
psychological adjustment had changed in both groups at the three—month point. However, this experimentally
ideal design could not be carried out. Although individual reactions vary, it is not uncommon for a police
officer who is seen within 24 hours of a critical incident to be in a numbing and denial stage (Blak, 1986).
Anxiety, anger, and depression may not show up until several days later. Consequently, a pretest that was
carried out just before the intervention would not have been useful as a baseline measure, against which to
assess the effects of the intervention three months later



A further consideration was that a pretreatment—posttreatment design would not have been in
conformity with ethical principles. Clinicians who have worked with police officers involved in critical
incidents stress their vulnerability and the need to treat them with compassion (Reiser & Geiger, 1984;
Trapasso, 1981). It seemed clear that the investigator could not ask individuals who had so recently been
involved in a traumatic incident to spend close to one hour taking paper and pencil tests before the therapeutic
intervention.

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



Table 1

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

Treated Untreated
Variable Mean SD Mean SD t
Anxiety 38.05 10.27 4045 10.35 0.96
Depression 3.18 348 8.10 6.27 4.18*
Anger 206.33 43.32 229.61 3148 242%¢
Stress Symptoms 248 229 6.19 226 6.77*
* p< 01
*% p< .02
Table 2
Means, Standard Deviations, and Statistical Comparisons
on Demographic Variables
Treated : Untreated
Variable Mean SD Mean SD t
Years of
Education 14.02 1.86 13.39 1.56 3.64*
Age 30.85 5.70 3042 7.40 0.26
Years Worked 5.83 4.00 555 411 0.09
Number of Prior
Critical Incidents 443 5.18 5.81 4.66 1.19

‘B<.01






