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Abstract
The Crisis Communications Course is designed to provide additional information required to become a more proficient emergency telecommunicator.  This course is one of the required courses for obtaining an Intermediate Certificate. 

Note to Training Providers:

This instructor guide is designed as a standardized outline for all training providers; however instructors are expected to develop detailed lesson plans that supplement this outline.  The incorporation of scenarios is recommended to facilitate learning of the material.

It is the responsibility of the coordinator to ensure individual copies of the course are up to date.  This may be done by checking the Commission website. www.tcleose.state.tx.us

	Target Population:
	Individuals desiring to obtain an Intermediate Telecommunications Proficiency Certificate, who were certified with a Basic Telecommunications Proficiency Certificate after January 1, 2002.  

	
	

	Pre-Requisites:
	Individuals should have taken the Basic Telecommunications Course #1013.

	
	

	Certification Requirements:
	Individuals should have received the Basic Telecommunications Proficiency Certificate.  

	
	

	Length of Course:
	Minimum 24 hours 

(Effective September 1, 2003)

	
	

	Facility Requirements:
	Standard classroom environment.                             


Evaluation Process and Procedures:

Classroom interaction with the instructor and other students, and a final comprehensive written examination.  Training providers are responsible for assessing and documenting student mastery of all objectives contained in the course.
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 INTRODUCTION

Today, approximately 85% of the U.S. is covered by a 9-1-1 system.  It is estimated that 99% of the adults living in these covered regions are aware that they should dial “9-1-1” in the event of a crisis situation or medical emergency.  Today, emergency telecommunicators (also referred to as “dispatchers”) are experiencing an ever-increasing volume of calls, and many of those calls involving some type of critical incident.  Various factors such as a rise in domestic violence and other troubling issues, “post 9/11”, higher public expectations, and more have caused this increase. 

The need for crisis communication training for emergency telecommunicators is unquestioned.  Telecommunicators are best described as the “crisis negotiator” or as the “first person” on the scene of every incident.  They perform a complex and stressful job function within law enforcement that range from handling various types of crisis and emergency incidents to performing administrative support tasks.  

Telecommunicators must perform these functions while remaining calm, focused, as well as ensuring the safety of the caller and responding personnel.  The outcome of emergency situations will depend on the questions asked, the decisions made, and the actions taken.  


Telecommunicators are often exposed to a variety of emotions from emergency calls.  Remaining poised and calm allows the telecommunicator to be in control of situation.  The methods for handling callers in different crisis situations will be discussed throughout this course.  

NOTE:  This course is not intended to override your department’s policies, procedures, and established practices.  

1.0
Crisis Intervention and Management

Unit Goal:  The student will be able summarize the importance of applying basic crisis intervention and management techniques.

1.1.1
The student will be able to define crisis, intervention, crisis intervention, critical incident, and hysteria.  

A. Definition of Crisis.

1. An emotionally significant event or radical change of status in a person’s life.

2. An unstable or crucial time or state of affairs, the outcome of which will make a decisive difference for better or for worse.

B. Definition of “Intervention.”

1. Coming in or between by way of hindrance or modification.

2. Settling a quarrel.

3. When someone addresses the behavior of others by telling them how their actions are changing their lives.

C. Definition of “Crisis Intervention.”

1. Several different therapeutic approaches that are applied in a variety of situations.  

2. These sessions are normally brief and the focus is on improving acute psychological disturbances rather than curing long-standing mental disorders. 

3. Providing emotional first aid.

4. Normally crisis intervention is offered at suicide prevention telephone hotlines, hospital-based crisis intervention, and community-based disaster mental health centers.  However, with the various crisis situations that occur within our society today, sometimes it is necessary that crisis intervention be offered at 911-emergency call centers by telecommunicators, and/or by individual 911 radio dispatchers.    

5. The role of the telecommicator/dispatcher is not to offer therapy, but rather to offer assistance or guidance until appropriate personnel arrives at an emergency scene.  

6. Nevertheless, it is important for telecommunicators/dispatchers to understand the dynamics of crisis intervention and management.  

7. Crisis Intervention – “the process of entering into an individual’s life in order to defuse the destructive effects of the unusual stress being experienced, emphasizes the immediate management, rather than resolution, of the crisis.”  (Greenstone, J.L. (August 1995).  Crisis Intervention Skills Training for Police Negotiators.  The Police Chief.)

D. Definition of Critical Incident.

1. A sudden, uncontrollable, and powerful event that can overwhelm an individual’s capacity to cope.  Outside the range of ordinary human experiences.  

2. It is perceived as a life-damaging event and often includes a sense of loss, most significantly a loss of personal stability and control.  

3. The ability to impose control on otherwise uncontrollable situations is at the heart of law enforcement, EMS, and fire service.  To these ends, the telecommunicator is a vital link.  Like the responding personnel, the telecommunicator is an initial respondent to the call, and therefore must preplan, know effective crisis communication techniques, and be disciplined.

4. A few examples of the many types of critical incidents:

a. The violent death or traumatic injury of a fellow worker in the line of duty.

b. Taking a life in the line of duty.

c. Death of an infant, child, spouse, parent, or other loved one.

d. Any life-threatening injury.

e. Suicide of a fellow worker or loved one.

f. Violent homicide or suicide.

g. Multiple fatalities.

h. A rescue operation where the victim dies.

i. Suicide, barricaded suspect, hostage situation, etc.

j. Domestic violence incidents.  

k. A person who is panic-stricken and disoriented for some other reason, or whose mental illness may complicate a situation.    

l. National or public murders, disaster, or weapons of mass destruction (Columbine, Oklahoma City Bombing, 9/11, etc.).

E. Definition of Hysteria – state of tension or excitement in which there is temporary loss of control over emotions.  Hysteria threshold – repetitive persistence (refer to objective 1.1.7).

F. Some types of comments a person in crisis might make:

1. Bewilderment:    “I’ve never felt this way before.”  

2. Sense of danger:  “I’m so nervous and scared.”

3. Confusion:  “I can’t think clearly.”

4. Impasse:   “I feel stuck - nothing I do helps.”

5. Desperation:  “I’ve got to do something.”

6. Apathy:  “Nothing and no one can help me.”

7. Helplessness:  “I can’t take care of myself.”

8. Urgency:  “I need help now!”

9. Discomfort:  “I feel miserable, restless, and unsettled.”

1.1.2 The student will be able to list some considerations towards understanding a person’s crisis state of mind.

A. Emotions, for no reason, are controlling the subject’s action.

B. If the subject feels that (s)he is in a crisis, (s)he is.

C. There has usually been a precipitating event within the last 24 hours.

D. People will generally turn inward, away from the usual support systems and feel isolated.

E. When normal coping mechanisms do not work, the person goes into crisis.

F. Your task is to help and guide the subject back to a normal level of functioning.

1.1.3 The student will be able to describe how feelings of hopelessness are common factors in crisis situations.

A. Definition of “Hopelessness.”

1. A feeling of despair and feeling desperate; incapable of a solution, management, or accomplishment; and having no expectation of good or success.

B. Immediately begin to move the person towards the belief that they can find a solution.

C. Do not make comments such as:

1. “Oh, that’s not so bad.”

2. “Things could be worse.”

3. “That’s not a big deal.”

4. “You’re overreacting.”

1.1.4 The student will be able to explain some important considerations when talking to a person in crisis and obtaining pertinent details of their emergency situation.

A.
During a crisis situation, the caller may feel helpless and out of control.  If you can get them to talk things out with you, they will have to process their thoughts and focus on what they are going to say, and not on their immediate impulses.

B. A good way to keep them talking is to ask questions which are informational, but not judgmental.

C. Try to get the caller to tell you exactly what they are experiencing or what the situation is.  Advise them on what necessary steps they should take.  The majority of the callers are going to be in a high emotional state.  For this reason, callers may need specific instructions explained to them one step at a time.  Try to be patient with them and repeat the instructions, if necessary.  Note:  Instructions and any advice should be based on your training and established departmental policies and procedures.

D. Understanding the dynamics of a crisis and keeping any conflict between the caller and the call-taker from escalating the crisis situation is very important.  Refer to Appendix B for an understanding of the different levels of crisis and the recommendation of a different set of strategies.

E. Move away from personalities and more towards specific actions and solutions.  For example:  “That person has destroyed my life!” and you reply, “Your life was destroyed?  What happened?  What exactly did he do? How did he hurt you?”  Focus on behavior, not people.  Don’t just simply accept from the caller comments such as the following:

1. “Things are really messed up!”

2. “I can’t deal with everything that is happening in my life.”

3. “This situation is hopeless.”  

F. The quality of your judgment (decisions) can reflect and parallel your emotional escalation.  For instance, the greater your anger, the worse your decisions tend to be.  Refer to the “Judgment Quality Scale” in Appendix A. 

G. Be a good mediator by getting the caller’s side of the story first, and then guiding him or her into a good solution. 

H. Maintaining overall control and patience is very important.  

I. Be respectful of other people’s feelings:

1. “Why don’t we agree to continue to talk until the police or EMS arrive?” 

2. “Let me listen to you first.”

3. “Tell me exactly what happened, or what the situation is.”

J. Remember to breathe, breathe, breathe!  In through your nose, and out through your mouth.  Deeply, evenly, slowly.  Sometimes it is a good strategy to get the caller to breathe with you in order to calm them down and get them to speak more slowly.

1.1.5
The student will be able to discuss why a caller in a crisis situation should never be challenged, angered, or embarrassed.

A.
The objective is to keep the individual from escalating from Level II to Level III. (See Appendix A for description of different levels).  In other words, the objective is to keep them from getting severely out of control.  Level III calls for immediate intervention.

B. Once you reach level III, it is difficult for the call-taker and the caller to reach any agreements or the caller to follow instructions.  The call-taker must focus on de-escalating the conflict in the conversation.

C.        A caller who is challenged, angered or embarrassed is likely to break contact and                eliminate any hope of helping them.

D.
Recognize the stages of anger:

1.
Miffed.

2.
Annoyed.

3.
Irritated.

4.
Frustrated.

5.
Mad.

6. Resentful.

7. Infuriated.

8. Aggressive.

9.
Hostile.

10.
Enraged.

11.
Attack.

1.1.6
The student will be able to identify some methods of applying crisis intervention.


A.
Basic intervention techniques:

1. Be available - show interest and support.

2. Stay calm yourself.

3. Defuse the situation by allowing the caller to vent.

4. Try to put yourself in the caller’s shoes to understand his/her outburst.

5. Be direct and firm (tough and tender).  Ask questions directly, and be calm but firm.  Phrase questions so they encourage talk, but don’t put the caller on the defensive.

6. Be willing to listen - allow expression of feelings and accept the feelings.  Use active listening skills.  Use silence wisely to allow the caller to take in what you’re saying.
7. Apologize at once and make corrections quickly.
8. Be nonjudgmental - don’t debate and don’t lecture.

9. Don’t ask why - It encourages defensiveness.

10. Don’t be shocked - it puts distance between you and the victim.

11. Express personal concern and empathy - offer empathy, not sympathy.   Offer hope, but not glib assurances.
12. Don’t be sworn to secrecy  - seek support.

13. Take action - remove the means, get help from suicide prevention sources.

14. Work toward getting the caller to express the emotion they are feeling.
15. Encourage the caller to tell their story.

16. Give limited options.

17. Don’t try to solve the crisis at the “crisis” stage.

18. Take all threats seriously.

19. Practice tolerance.

20. Bide for time.

21. How do you determine if a person intends to commit suicide?  Ask!
B. Establish rapport – find areas of commonality or interests.  Get them talking about something.  Example:  hobby, sport, pet, etc.  

C. Goal – create trust – seek/establish a bond.

D. Discuss – past and future coping methods.

E. Suggest – alternatives or ways to calm them down and how they can get through this.  Areas of support:

1. Family

2. Friends

3. Church

4. Community

5. Pets

6. You, police, a particular private support group

F. Let the caller select – an alternative or topic of discussion.  This can return a sense of control to the caller.  However, remember that you should still maintain control of the conversation.

G. Work with the caller – create an action plan.  Let them know that help is on the way. 

1.1.7
The student will be able to identify some methods of overcoming the “hysteria threshold” through a technique of “repetitive persistence.”

A. Repeat the described request each time in the same identical way.  Do not vary the sentence structure (i.e., “Ma’am, you’re going to have to calm down if we’re going to help your baby.”  Repeat).  Variation in the spoken format indicates to the caller’s subconscious a weakness in your will, a chink in your verbal armor.

B. People who are out-of-control want people in control to lead them.  It’s just that, because they are out-of-control, they never appear that way on the surface.  And we fall for it.  We agree with, and respond to, their behavior instead of their need.

C. Be firm and in charge.  Be generic.  Don’t antagonize the caller or they will re-direct their frustration at you, making your argumentative attitude the subject of their displeasure, not the victim’s distressing state.

D. Believe that the threshold actually exists.  While it may vary among different callers, everyone has one.  Ask the rights questions, and might get the right answers.  

1.1.8
The student will be able to identify some methods of notifying appropriate special response units.

A. Have a referral list of appropriate names, agencies, and contact numbers ready at your workstation.  The list should consist of local, state, and federal agencies and organizations that can assist during different types of crisis situations.  See your department for this list.

B. Personally contact the persons and agencies in this list to establish a better working relationship and to verify that the point of contacts and their telephone numbers are up to date.  

C. If your department does not provide one, develop your own “flip chart” according to the various possible crisis situations, along with the a set of techniques and strategies recommended for each.

2.0
Crisis Communication Skills

Unit Goal:  The student will be able to summarize the process of applying effective communication skills for calls involving a crisis situation.

2.1.1
The student will be able to list some types of active listening techniques.

A.
Emotion Labeling.

1. Example:  “You sound really angry about that.”

2. The first active listening skill to be used in an incident.

3. Respond to the emotion heard, not the content.

4. Demonstrates that you are really listening and tuned into what the subject is emotionally experiencing.

5. Do not tell a person how they are feeling, but how they seem or sound like they are feeling to you.

B.
Paraphrasing.  

1. Example:  “Are you telling me … Are you saying …?”

2. Give the story back to them in your words.

3. Demonstrates you are listening.

4. A summary in your words of what you were just told.

5. Creates empathy and rapport because it demonstrates you have heard and understand.

6. Creates empathy and rapport, clarifies content, allows you to obtain additional intelligence.

C.
Reflecting/Mirroring.

1. Example:  “She said she was going to leave with your grandson?”

2. Repeating back the last word or phrase the subject just said  (Be careful, this technique can be overused.).

3. Gives feedback that is very exact.
D.
Effective Pauses.


1. Silence.

2. Most people are not comfortable with silence and fill it with talk.

3. Use of silence:

a. When you are about to say something important

b. When you have said something important

4. Caller will feel obligated to keep talking – say something.

5. Can only be used once rapport has been established.


E.
Minimal Encouragers.  

1. Examples:  “Uh huh?”, “And?”, “OK”, “All right”, “I see”, “Really?”
2. The sounds you make especially on the telephone, to let the other person know you are there and listening.

3. May be short questions such as “Oh?” and “When?”

4. Help build rapport.


F.
“I” Messages.

1. Example:  “I really feel uncomfortable with you holding that gun to yourself.”   Or, “I want to help, but you’re really starting to scare me.”

2. Enables you to let the subject know how they are making you feel, why you feel that way, and what they can do to remedy the situation.

3. Humanize yourself to the caller.

4. Convey your message in a non-threatening manner.


G.
Open Ended Questions.

1. Examples:  “What upset you so much tonight?”, “What happened to make you feel this way?”
2. Questions that cannot be answered with a yes or no answer.

3. Gets the subject to start talking.

4. Gets you away from “just the facts”  (like Joe Friday would say).
2.1.2
The student will be able to identify some methods of effective communication during a crisis call.  

A.
Barriers to Good Listening.

1. Acting as judge and jury - you can’t be involved in judging and hear the whole story.

2. Tuning-in vs. Tuning-out - if you’re not paying attention, you’re missing information.

3. Turning off ideas you don’t agree with - when your mind closes, so do your ears.

4. Jumping to conclusions - listening involves entering into the other person’s frame of reference.  Don’t get caught up in your own assumptions.  Be message-minded, not image-minded.

5. Active vs. Passive.

6. Image vs. Message.

7. The optic nerve is 25 times stronger than aural nerve.  In other words, there is a very strong bias toward vision (as opposed to hearing).

8. Self-consciousness.

9. Inability to concentrate.

10. Programming – hearing what we want, are expecting, or are taught to hear.  

B. Effective Crisis Intervention Techniques.

1. Work toward getting the caller to express the emotion they are feeling.

2. Put actions in perspective.

3. Express personal concern and empathy.

4. Encourage the caller to tell their story.

5. Bide for time.

6. Use active listening skills.

C. Tone of Voice.

1. A calm voice causes the other party to concentrate on listening and not on preparing a reply.

2. A soothing voice allows the caller to believe that they are in a friendly atmosphere and that they are more likely to get help.

D.
Journalistic/Investigative Approach.

1.
Questions:  

a. Where?

b. What?

c. Who?

d. When?

e. How?

f. Why?  *Caution*

g. Weapon?

2. Where is the emergency?  It may be a different location than where the call is coming from.

3. What is the emergency?  What responders are needed?  (police, EMS, fire)

4. Who is involved?  (victims, suspects, witnesses)

5. When did it happen?  Was there a time delay?

6. Why did it happen?  Was there a motive?

7. How did it happen?  (specific details)

8. Was a weapon used or observed?


E.
Use of Active Listening Skills.
1. Creates an environment for positive change.

2. Allows the telecommunicator to respond to the emotional needs of the caller.

3. Allows the telecommunicator to listen to the caller, and have the caller know that the call-taker is actually listening to and understanding him/her.

4. Allows time to pass positively, builds rapport, gains intelligence.

2.1.3
The student will be able to explain some important considerations of effective communication and call taking during a crisis situation.    

A. After identifying himself/herself, express a desire to help the subject.  

B. An important goal of a telecommunicator should be to buy time.  

Reasons for buying time:

1. Reduces stress and anxiety

2. Increases rationality

3. Decreases emotions

4. Possibility that caller “surrenders”

5. Telecommunicator can gather intelligence for better decision-making and relay to responding law enforcement and EMS personnel

6. Reduces expectation of the caller

7. Allows for a rapport to build between the caller and the telecommunicator

8. Increases the caller’s basic needs (food, drink, sleep, bathroom, need to talk to a loved one, etc. - in others words, distractions and reasons for survival)

C.
Be calm, but firm.   Example:   “Calm down and listen to me.”  

D. Be prepared to hear anything ranging from complete silence to loud and abusive ranting.  The telecommunicator should not respond to barrages of verbal abuse, and should maintain a perfect picture of calmness. 

E. Nothing is best left unsaid except words spoken in anger.  To know what someone is thinking is to know how that person feels, and that is the first step toward understanding.  We can’t help each other if we don’t understand each other’s needs.

F. The telecommunicator should also show empathy (i.e., understanding) for what the subject is saying by responding to the subject in a non-critical way. 

G. The telecommunicator should not attempt to make light of what the subject is saying or respond to verbal abuse with verbal abuse.  This is not always easy, and requires a great deal of discipline.  It is only through this showing of empathy that the subject can be convinced to surrender or abandon his suicidal plan.

H. Telecommunicators’ responsibilities to law enforcement and EMS personnel:

1. Give pre-arrival medical instructions, survival instructions, and/or instructions to the caller in order to preserve physical evidence.

2. Update pertinent information to responders.  Keep your police officers informed of any changes, weapons, dangerous circumstance, etc.  Help the officers be prepared - eliminate surprises for them.

3. Provide a reasonable standard of care to your caller.

2.1.4
The student will be able to list some traits and qualities of an effective telecommunicator.

A.
Patience.

B. Good listener - quick at ability to read flags and “between the lines.”

C. Good speaker (use of tone of voice, pitch, vocabulary, speed, etc.).

D. Understanding.

E. Desire to help.

F. Ability to remain calm under stress.

G. Caring and compassionate.

H. Empathetic.

I. Resourceful.

J. Is calm but firm.

K. Ability to control stress.

L. Alert.

M. Properly trained and educated in telecommunications and law enforcement.

N. Good note taker.
O. Action oriented.

P. Risk taker.

Q. In control.

R. Thrill seeker.

S. Dedicated.

T. Strong desire to be needed.

U. Family oriented.

V. Detail oriented.

W. Takes good mental and written notes.

X. Use active listening skills.

3.0
Angry and/or Difficult Callers

Unit Goal:  The student will be able to summarize the process of handling calls from persons displaying anger and/or difficult behavior.  

3.1.1
The student will be able to identify some methods for responding to a caller who is angry/irate and/or generally difficult to handle.  

A. Dealing with an angry and/or difficult caller.

1. Don’t just hang up - it’s never okay to hang up on a caller.

2. Don’t be rude - remember, it should not be personal to you.

3. Allow the caller the opportunity to vent as long as he/she is not personally abusive.  This may help the caller calm down.  Then she/he may be able to explain the situation in a clearer manner.  While they are venting, this can be your opportunity to breathe deeply and slowly.

4. Be self assured but not arrogant.

5. Try not to interrupt or argue with the caller.  If you need to interrupt, be objective.

6. Don’t tell the angry person to calm down, but do set clear boundaries, such as that you will not tolerate verbal abuse.  

7. Don’t offer excuses - offer help.

8. Be patient and respectful of other’s feelings. 

9. Remember that you can’t always satisfy the caller.  

10. Try to maintain control of the call, ask follow-up questions immediately.

11. ASAP technique:

a.
Apologize

b.
Sympathize

c.
Accept responsibility

d.
Prepare to help

12. Interject immediately by saying, “Excuse me.”

13. Assure the caller you can help.  Say something like “I can handle your situation, that’s no problem.”

14. Address the offensive language directly by saying, “What I can’t handle is your abusive language.”

15. Keep control of the call - ask follow-up questions immediately.

16. Follow department policy and procedures for handling angry, irate, and difficult callers.

B. Addressing offensive language and/or verbal abuse.

1. If the caller begins to swear, interject immediately by saying, “Excuse me?”, or “I will not tolerate your swearing,” or “I can handle your problem, but not your abusive language.”

2.
If they become abusive, you might want to say something like, “I need to transfer you to my supervisor;” Would you like to speak to my supervisor,” or “I have sufficient information to send an officer, thank you for the information” and then disconnect the call.  Ensure that the call request sent to the officer indicates that the caller was verbally abusive.

3.1.2
The student will be able to list some methods for diffusing a difficult call.

A.
Techniques for diffusing an unsuccessful conversation.  

1. Use a calm, quiet tone of voice.

2. Confront the source of the difficulty.

3. Try to understand the caller’s predicament.

4. Avoid judging or being cynical.

5. Maintain control of yourself and the situation.

6. Look for alternative solutions.

7. Think of the caller as a customer who you are serving.

8. Ask open ended-questions.

9. Be patient.  

B. Apply the following in order to gain control of the situation:

1. “I can tell this really upsets you.”

2. “I can see why you are discouraged.”

3. “I can tell you are disappointed.”

4. “I’m sorry that happened to you.”

5. “I wasn’t aware of that.”

6. “I’m trying to understand your side.”

7. “I’m having a difficult time helping you when you are so angry.”

8. “I’m trying to understand, but I need your help.”

9. “Why do you feel that way?”

10. “How did you arrive at that conclusion?”

11. “Why don’t we agree to communicate until we can find a solution?”

12. “Let me listen to you first.”

3.1.3  
The student will be able to list methods that need to be avoided.

A. The following phrases need to be avoided:

1. “You are/were wrong.”

2. “You don’t understand.”

3. “Try to see my side.”

4. “I’m sorry but I can’t help you with this problem.”

5. “That’s not so bad.”

6. “Things could be worse.”

4.0
Mental Impairments
[Some material adapted from TCLEOSE Courses:  “Mental Health Peace Officer” (#4001), and “Basic County Corrections” (#1007).  These courses can be used as a supplement.]

[Other Recommended Source:  Office for Victims of Crime. (October 2002). First Response to Victims of Crime Who Have a Disability.  U.S. Department of Justice.  Office of Justice Programs.  www.ojp.usdoj.gov/publications/infores/firstrep/2002/welcome.html .]

Unit Goal:  The student will be able to summarize the process of handling calls involving persons with a mental impairment.

4.1.1 The student will be able to define Mental Impairment, Developmental Disability, Mental Retardation, Person with Mental Retardation, and Mental Illness. 

A. Definition of Mental Impairment – mental retardation, mental illness, or a developmental disability.   

1.
Definition of an offender with mental impairment – “a juvenile or adult with mental illness, mental retardation, or a developmental disability who is arrested or charged with a criminal offense [614.001(7)].

2.
Definition of Developmental Disability" means a severe, chronic disability that: is attributable to a mental or physical impairment or a combination of physical and mental impairments; is manifested before the person reaches 22 years of age; is likely to continue indefinitely; results in substantial functional limitations in three or more of the following areas of major life activity: (i) self-care; (ii) self-direction; (iii) learning; (iv) receptive and expressive language; (v) mobility; (vi) capacity for independent living; or (vii) economic self-sufficiency; and reflects the person's need for a combination and sequence of special, interdisciplinary, or generic care, treatment, or other services of extended or lifelong duration that are individually planned and coordinated [HSC 614.001(4)].

B. Definition of Mental Retardation – “significantly sub average general intellectual functioning existing concurrently with deficits in adaptive behavior and originates during the developmental period.”  [HSC 591.003(13)].  

1.
A person with mental retardation has general intellectual functioning that is below average.  The intelligence quotient is below 70 and intellectual impairment is permanent.  The impairment began before age 18 (during the developmental years).  Mental retardation is a condition involving below average intellectual functioning which generally is present at birth or develops during the early years of life and which results in impaired social adaptation.  [American Psychiatric Association. (4th Ed.).  (1994).  Diagnostic and Statistical Manual of Mental Disorders (DSM-IV).  Washington D.C.]

2.
Definition of Person with Mental Retardation – "Person with mental retardation" means a juvenile or adult with mental retardation that is not a mental disorder who, because of the mental deficit, requires special training, education, supervision, treatment, care, or control in the person's home or community or in a private or state school for persons with mental retardation [HSC 614.001(8)].

C. Definition of Mental Illness – a brain disorder that creates problems with feeling, thinking, and perception.  This disorder affects a person’s behavior by causing bizarre and/or inappropriate behavior.  It can be acute (short-term) or long-term (chronic). It can occur at any time during a person’s life. Person will be required to take medication and undergo behavioral therapy/counseling. (DSM-IV, The American Psychiatric Association, 1993)

1. An illness, disease, or condition, other than epilepsy, senility, alcoholism, or mental deficiency, that:  

a. Substantially impairs a person’s thought, perception of reality, emotional process, or judgment; or

b. Grossly impairs behavior as demonstrated by recent disturbed behavior.  [HSC 571.003(14)]

D. American with Disabilities Act (ADA) of 1990 and Section 504 of the Rehabilitation Act of 1973.   These two laws prohibit discrimination on the basis of a disability.

1.
Title II.

a.
Applies to state and local government entities.

b.
Prohibits discrimination on the basis of disability in all services, programs, and activities provided to the public by state and local governments, except public transportation services.

2. Section 504 of the Rehabilitation Act of 1973.

a.
Applies to recipients of federal financial assistance, including recipients of grants from the U.S. Department of Justice.

3. Definition of Disability.

a. According to ADA and Section 504, a person with a disability is defined as one “who (1) has a physical or mental impairment that substantially limits one or more major life activities; (2) has a record of such an impairment; or (3) is regarded as having such an impairment.”  [See note below.]   

4. Three primary requirements for law enforcement:  1)  provide these subjects with an “equal opportunity to benefit from and participate in all programs, services, and activities of law enforcement agency,” 2) “provide for equally effective communication to these victims,” and 3) “make reasonable modifications to policies, practices, and procedures where needed to accommodate crime victims who have a disability, unless doing so would fundamentally alter the service, program or activity the agency provides.”  [See note below.]

5. For more information contact:  the ADA hotline at (800) 514-0301.

[Note:   Section 1.1.1(D) was taken from:  Office for Victims of Crime.  (October 2002).  First Response to Victims of Crime Who Have a Disability.  U.S. Department of Justice.  Office of Justice Programs.  www.ojp.usdoj.gov/publications/infores/firstrep/2002/welcome.html.]

E.  
According to the Criminal Justice-Mental Health Consensus Project, it was recommended that telecommunicators should concentrate on a person’s behavior, rather than guessing at a diagnosis or using a label that can carry a stereotype or stigma, thus avoiding potentially misleading information.  (John Jay College of Criminal Justice/CUN/. (June 2002).  Handling the Mentally Ill starts with Dispatchers.  Law Enforcement News, Vol. 18, (500), pp. 6 New York: New York.)

4.1.2 The student will be able to distinguish between Mental Illness and Mental Retardation.

A. Mental illness and mental retardation are different.  People who suffer from mental retardation have different needs than those from mental illness.

1.
Persons with mental retardation have deficits or impairments in adaptive behavior.

a. When compared to persons of the same age and similar background, the person lacks skills that are needed for independent living (e.g., personal care, money management, and use of leisure time).

b. A person with mental retardation usually behaves rationally within the level of functioning (s)he has attained.  The person will not be violent except under circumstances in which the average person might be expected to be violent.

c. Common characteristics:

(1) Short attention span

(2) Distractibility

(3) Difficulty understanding questions

(4) Difficulty in self-expression

(5) Appearing to be uncooperative

(6) Apparent inability to understand consequences of actions

(7) Fear of unfamiliar situations

(8) Eagerness to please

d.
Task performance deficiencies – inability to successfully perform relatively simple tasks such as the following may be indicative of (though not be limited to) a person is mentally retarded:

(1) Reading and writing

(2) Identifying oneself

(3) Telling time

(4) Counting or making change

(5) Using the telephone

(6) Giving directions to their home

(7) Communicating clearly without speech defects

(8) Easily understanding questions, directions, or instructions

(9) Grasping abstract reasoning concepts

(10) Staying on a single discussion topic without difficulty

(11) Avoiding distraction

(12) Maintaining complete eye contact (i.e., not having “wandering eyes”)

(13) Speaking without a helper or interpreter

(14) Avoiding being led or persuaded by others

(15) Communicating without additional “social distance” during conversations.

(16) Communicating without hostility and anger that compensate for intellectual deficits

(17) Completing classes or school

(18) Living alone and without supervision

(19) Avoiding criminal activity/mischief as a means to gain acceptance and companionship

(20) Communicating with others in his/her age group

e.
Persons with retardation should be referred to community-based retardation or state-operated developmental centers for services. If there are questions regarding an appropriate service referral, contact your local Mental Health and Mental Retardation, and Authority or Association for Retarded Citizens (ARC).

2. Mental illness is unrelated to a person's level of intellectual functioning and may not impair a person's social adaptation. Mental illness may develop at any point in a person's lifetime and is often controllable and treatable.  [Note:  A person with mental illness behaviors may suddenly switch between normal and irrational; and may become increasingly unpredictable, depending upon their mental status.]

a.
Common characteristics:

(1)
Hallucinations - false perceptions through any of the five senses. Most involve hearing voices or seeing visions that are not there. Often a person may talk to a person or thing that is not there.  Hallucinations are usually not dangerous, but can be when they involve an order to the person to commit specific acts, which may involve violence (e.g., the Son of Sam Case). Hallucinations are most often associated with thought disorders, substance abuse, and neurological conditions.

(2)
Delusions - defined as persistent false beliefs. Examples include beliefs that the person is being persecuted, attacked, harassed, cheated, or conspired against. Evidence of delusions is found in statements which sound improbable (e.g., " My next door neighbor is reading my mind through the television."), the person’s belief that they are Jesus Christ or the devil, or the person’s belief that they possess special powers.

(3)
Abnormalities in mood and attitude - sudden changes of happiness, sadness, anxiety, fear, agitation, panic, apathy, and aggression, extreme of emotion, appearing indifferent and/or totally apathetic, inappropriate emotions (i.e., laughing while discussing the death of their child or going into a rage when discussing dinner plans), mood swings, etc.  [Taken from "Police Mental Health Training Program" in New York] 

B. Characteristics for both mental retardation and mental illness vary depending on the circumstance.

C. Some persons with mental retardation also have mental illness. Usually, treatment for the mental illness is given first, and then the special needs that result from mental retardation are addressed.

D. You will never encounter a person who exactly fits a certain category or type of mental disorder. Sometimes a person has more than one disorder, making it hard to distinguish the signs and symptoms.  Physical handicaps cause additional problems for the person.  Problems with vision, hearing, speech, or movement can make it difficult for the person to assess his/her state of being.  (Texas Mental Health and Mental Retardation Manual, 1986)

4.1.3
The student will be able to describe some types of psychological disorders associated with mental illness.

A. Schizophrenia – most common stereotype of a person with mental illness.   

1.
Schizophrenia consists of a group of psychotic disorders characterized by:

a.  
Changes in perception

b.  
Distorted thinking

c.  
Changes in emotions

d.  
Individuals may exhibit:

(1)  
Social isolation

(2)  
Peculiar behavior

(3)  
Poor personal hygiene

(4)  
Inappropriate emotions

(5)  
Odd beliefs and magical thinking

B.
Major Depression - common among many people in general; most people have experienced some form of depression in their lifetimes or have had repeated bouts with depression.  Depression can be a natural reaction to trauma, loss, death, or major changes.  Major depression is not just a bad mood or feeling "blue" but a disorder, which affects thinking and behavior not caused by any other physical or mental disorder.  A major depressive syndrome is defined as a depressed mood or loss of interest, of at least two week's duration, accompanied by associated symptoms, such as weight loss/gain and difficulty concentrating.  Some persons with mental illness suffer from major depressive syndrome.  

C.
Bipolar Disorder – a condition (also referred to as Mania) of mood that cannot be maintained for a long period.  An individual cannot maintain the level of activity normally associated with mania for a long period of time.  Includes, but not limited, to the following:

1. Abnormally high, expansive, or irritated mood 

2. Inflated self-esteem 

3. Decreased need for sleep

4. More talkative than usual or the need to keep talking

5. Flight of ideas or feeling that thoughts are racing

6. Easy distraction by unimportant or irrelevant information

7. Increase in social, work, or school activity and hyperactivity

8. Excessive risk taking

D.
Depression and Suicide - the single most common factor in suicidal behavior or death by suicide is that the individual is experiencing depression.  A number of non-addictive medications are used in treating depression.  Although a psychiatrist or other mental health professional often treats major depression, family doctors can also prescribe medications for it.  Many people self-medicate their depression with alcohol, which may give temporarily relief but only increases the depression.  (See Suicide chapter for more comprehensive information).

E.
Substance Disorders (Drugs) -

1.
Symptoms include:

a.
A major loss of contact with reality  

b.
A gross interference with the ability to meet life's demands.

c.
Possible hallucinations and delusions, alteration of mood, defects in perception, language, memory, and cognition

d.
Prolonged abuse of any drug, whether it is alcohol, a prescription medication, or an illicit "street drug," will cause chemical dependency or addiction.  This has an effect on consciousness and if used long enough or in large doses may cause lasting damage to the central nervous system.  This may cause a wide range of psychological reactions that can be classified as disordered.

2.
Although some people are genetically predisposed to chemical addiction (i.e., they have some form of addiction in their family background), other factors contribute to chemical dependency.  Stress, anxiety and association with people who use chemical substances are among those factors.  Especially in some adolescents, peer pressure has a significant impact on their use of alcohol and other drugs (Gerwo, Josh R. Psychology:  An Introduction. (3rd Ed.) Harper-Collins Publishers).

F.
Alzheimer's Disease – a severe neurological disorder marked by progressive dementia and cerebral cortical atrophy.  It is the most common organic mental disorder of older people. An individual experiencing Alzheimer's may get lost easily, have poor memory, and become easily agitated.

G.
Autism - (neurological disorder) - developmental disability that typically appears during the first three years of life. It is the result of a neurological disorder that affects functions of the brain.  

1.
Communication signs:

a. May be nonverbal or have very limited verbal abilities

b. May appear deaf - may not respond to verbal cues
c. May repeat words or phrases in place of normal communications
d. May have difficulty expressing needs - uses gestures or points

2.
Examples of behavior: 

a. Tantrums and displays of extreme distress for no apparent reason

b. Exhibit inappropriate laughing or giggling

c. Show no real fear of dangers

d. Little or no eye contact

e. Appear insensitive to pain

f. Sensitive to touch, sound or bright lights

g. Exhibit self-stimulating behaviors: hand flapping, finger flicking, and body rocking

h. Difficulty remembering facts or details of offenses

i. Become anxious in new situations

j. Cannot understand consequences of their actions  

3.
Helpful hints:

a. Use simple language; speak slowing and clearly

b. Use concrete terms and ideas

c. Repeat simple questions; allowing more time (10-15 seconds)


for a response

d. Proceed slowly and give praise and encouragement

e. Do not attempt to physically stop self-stimulating 


behavior

f. Each individual with autism is unique and may act or react differently

g. Please contact a responsible person who is familiar with 


the individual

H.
Personality Disorders - individuals experiencing these disorders show personality traits, which are inflexible, maladaptive or inappropriate for the situation, causing significant problems in their lives.

1.
Person may have very little insight that they have a problem and tend to believe other people, the “system,” or the world at large cause their problems

2.
These traits are often accompanied by some form of depression and may also be seen in those with chemical dependency problems

3.
Persons with personality disorders are not usually treated like other mental illnesses but are taught a variety of communication and coping skills, or treated for other problems such as chemical dependency or depression

4. Although the causes for these disorders may not seem relevant for the officer dealing with these individuals, their backgrounds are significant.  It is believed that most personality disorders are caused by a family history, usually beginning at a young age, of physical or emotional abuse, lack of structure and responsibility, poor relationships with one or both parents, and alcohol or drug abuse in the family.

5. Personality disorders seem to be learned ways of coping with life

6. The most common personality disorders encountered by officers include:

a. Paranoid:

(1) Tend to interpret the actions of others as deliberately threatening or demeaning

(2) Expect to be used or harmed by others

(3) See slights from other people

b.
Antisocial - most commonly recognized in males, a pattern of irresponsible and antisocial behavior diagnosed at or after age 18, and may involve one or more of the following: 

(1) History of truancy as a child or adolescent

(2) May have run away from home

(3) Start fights

(4) Use weapons

(5) Physical abuse of animals or other people

(6) Deliberately destroying others' property

(7) Lying

(8) Stealing

(9) Other illegal behavior

(10) Trouble with authority

(11) Reluctant or unwilling to conform to society's expectations of family and work

(12) Aware that their behavior is wrong, but do it anyway

c.
Borderline - Most commonly recognized in females:  

(1) Have unstable and intense personal relationships

(2) Are impulsive with relationships, spending, food, drugs, and sex

(3) Show intense anger or lack of control of anger

(4) Have recurrent suicidal threats

(5) Chronic feelings of emptiness or boredom

(6) Often feel abandoned

4.1.4
The student will be able to explain some myths about persons with mental illnesses.  Persons who are mentally ill are:    

A. Myth:
Considered to be dangerous, violent, likely to participate in criminal behavior and should be locked up in hospitals.

Fact:   False.  The majority of these individuals do not belong in hospitals.  Mental illness is a chronic illness that does not required constant confinement.  Mental illness is similar to medical conditions such as diabetes, hypertension, and heart disease, which require hospitalization only during periods of acute illness.  

B. Myth:  Considered to be “crazy” due to poor parenting or growing up in dysfunctional families.  

Fact:
False.  Mental illness is not a product of poor parenting.  Some mental illness may be associated with congenital (existing at birth but not hereditary) or hereditary causes; the majority of mental illnesses are brain disorders.  These brain disorders entail a chemical malfunction causing misconceptions and bizarre ideas, emotions, and behavior.   

C. Myth:
Considered to be lazy and unproductive.

Fact:
False.  As with other illnesses, it takes a tremendous amount of energy for a person to manage and tolerate their illness.  This can be overwhelming for the person, which slows them down.  For many individuals, it’s a lifelong condition.  However, with the help of medications and proper therapy, it’s possible to help persons with mental illnesses manage their illness, improve their coping abilities and behavioral symptoms, and care for themselves.  Nevertheless, their behavioral symptoms may be permanent and continue to exhaust their energy.    

D.
Myth:
Do not share the same feelings as those persons that do not suffer from mental illnesses and/or persons with a physical disability.

Fact:
False.  Persons with mental illnesses and/or disability may not be able to express themselves like others, or may display confusion or disorientation, but they are still able to feel “normal” human emotions.  Treating them with care and respect, like everyone human being wished to be treated, serves as enormous help when trying to assist them with their needs.

E.
Myth:  Persons who are mentally ill are typically violent or paranoid, hear voices, are unpredictable or evil, have "nervous breakdowns", or are just plain bizarre.


Fact: 
False.  Yes, some individuals do have some of these signs and symptoms, but the majority does not.  It depends on the type of illness and the medication the person is taking to control these behaviors.    


4.1.5
The student will be able to identify some types of indicators that can help a person who is suffering from a mental illness.

A.
Verbal Cues.

1. Content of speech - What does (s)he say?

2. Quality of speech - How does (s)he say it?

3. Illogical Thoughts:

a.
Loose associations (expressing a combination of unrelated

or abstract topics)

b. Grandiose ideas (expressing thoughts of greatness, e.g., person believes that he is Jesus)

c. Ideas of persecution (expressing ideas of being harassed or threatened, e.g., CIA monitoring thoughts through TV set)

d. Obsessive thoughts (preoccupation, often with death, germs, or guilt)

4.
Unusual Speech Patterns:

a. Nonsensical speech or chatter

b. Word repetition (frequently stating the same or rhyming words or phrases, i.e., "sing-a-song-ding-dong")

c. Pressured speech (expressing an urgency in the manner of speaking)

d. Rapid flow of unrelated thoughts.

e. Unclear speech that does not communicate an idea.

f. Speech, which is incoherent - words that do not fit together

g. Makes up new words

h. Repeats same words and phrases

i. Fails (or is slow) to respond to simple questions, has blank stares

j. Extremely slow speech

5.
Extreme and Inappropriate Verbal Hostility or Excitement:

a.
Talking excitedly or loudly

b.
Unreasonably hostile, argumentative, belligerent

c.
Threatening harm

B. Behavioral Cues

1. Physical Appearance – (Note:  In case someone else is calling to report an incident about a person with mental illness.)  

a.
What does (s)he look like?  

b.
Inappropriate to environment (e.g., heavy coats in the summer).

c.
Bizarre clothing or makeup

2.
Body Movements

a. Strange posture or mannerisms (e.g., continuously looking over shoulder as if being followed; holding unusual body positions for a long time)

b.
Lethargic, sluggish movements

c.
Pacing, agitation

d.
Repetitious, ritualistic movements:

3.
Impulsive and erratic behavior

a. Responding to voices of objects that are not there

b. Confusion about or unawareness of surroundings

c. Lack of emotional response

d. Causing injury to self (e.g., cutting self with sharp object, cigarette burns on body)

e. Extreme or inappropriate expressions of sadness or grief.

f. Inappropriate emotional reactions:

(1) Overreacting to situation in an overly angry or frightened way

(2) Reacting with opposite of expected emotion (e.g., laughing at auto accident)

(3) Rapid switch to severe depression

C.
Environmental Cues

1.
Condition or makeup of a person's environment -- Are there strange or inappropriate items present?

2.
Surroundings are inappropriate, such as:

a.
Decorations - strange trimmings; inappropriate use of household items (e.g., aluminum foil covering window).

b.
Pictures or windows turned over.

3.
Waste matter/trash, such as:

a.
"Pack-ratting"; accumulation of trash (e.g., hoarding string, newspapers, paper bag; clutter).

b.
Presence of feces or urine on the floor or walls.

4.
Childish objects – strange attachment to toys, dolls, collection of shiny, round, unusual items.

 4.1.6
The student will be able to identify some methods for handling a call from a person with a mental impairment, or a call about a person with a mental impairment.  
A. Questions for a caller who is not mentally impaired (i.e., if you receive a call about a person with a mental impairment):

1.
Has the individual threatened or attempted to use violence, or acted dangerously towards self or others?

2.
Has the individual threatened or attempted suicide?

3.
Has the individual been neglecting personal care or bodily functions?

4.
Has the individual recently suffered a traumatic experience?

6. What is the history of the person’s mental illness?

7. Does the individual take medication or have any physically handicapping conditions?  If so, has the person taken his/her medication(s) today?  

B.
Questions for concerned individual (person that is mentally impaired):

1.
What is your name?

2. Where do you live or sleep?

3. Where are you right now?

4. What date/day/time is it?

5. When did you last eat?

6. When did you last sleep and for how long?

7. Are you going to hurt yourself?

8. Tell me what 's going on - what are you experiencing? 

9. What kind of problems are you having? 

10. What are you hearing?

11. Where is it, or where is it coming from?

12. Are you going to hurt someone?

13. Are you supposed to take any medications, and are you taking them?

14. Do you have a doctor, and for what are you being treated?

15. What types of fears do you have, and what is causing them?

16. What are your plans - what are you going to do now? 

17. Has this happened before?

18. What can be done to make you feel safe/calm right now?

19. Can you tell me more about that?

20. What would help?

(NOTE:   Ask short, simple questions, use plain language, and speak slowly.  Initially, the questions should be asked in a manner to elicit more than a simple yes-or-no answer.  Then person should be asked open-ended question in a manner that allows for the individual to explain the problem or situation).

C.
Watch for as many cues as possible. This will help develop a clear picture of the situation. 

D.
Be aware of the situation as a whole and that taking cues out of context distorts the situation.

E. Remember that the person may not be able to respond to you due to the amount of stimulation they are experiencing.  

F. To crosscheck their responses, repeat their answers incorrectly.  Most individuals who comprehend will correct the responses.

G. Be patient.  The thought process of certain individuals take longer.  Repeat the question or information as necessary.

H. The person may be frightened and act out their misconceived perceptions and/or beliefs.

I. Many people with mental illness have been mocked because of  their experiences. As a result, they tend to hide their symptoms to others.  If this is the case, and in any case, let them know that you are there to help.

J. Try to be objective and understand that the person is in need of help.

K. Try to focus on the subject’s emotional state, rather than their perceptions and/or beliefs.  Common emotional states include: fear, loneliness, anxiety, and grief.  Sample statements:  “you sound scared,” “that does sound frightening,” “now I understand why you are angry.”

Example:  The subject tells you that the devil’s voice is telling him/her that the devil will take him/her away to eternal damnation at 8 p.m.  His/her emotional state is that of being scared.  However, do not try to persuade him/her that the devil will not be taking him/her away at 8 p.m.  You might not get nothing accomplished, only frustrate or make the caller angry.  Instead, discover what can be done to make him/her feel safer.  This will help calm the caller down and establish a rapport with the subject.

L. Be helpful and use active listening and communication skills - show empathy.

M. Clarify (e.g., “let me make sure I understand,” “please explain…”).

N. Reassure them that you are not going to harm them or allow someone else to harm them - tell them you are there to help.

O. Give firm, simple, clear directions.   Ask questions or give instructions, one at a time.  The person can easily become overwhelmed by more than one concept or instruction.

1. Take things one-step at a time.  Repeat yourself if necessary.  Allow the person a little time to help to understand what you are saying.  With most people, a string of requests can be overwhelming.

2. Give them structure that allows for time and space to register in their minds what is being requested, or what information is being needed.  Remember, that a person with a mental impairment may suffer from severe distortions of shades, color, numbers, space, and time.  

P. Sometimes it’s helpful to use “parroting.”  Have the person repeat to you what you said.  This also works well with children and very ill persons.  Watch for signs of fading - if this happens, remind them to listen to you.   

Q. Speak calmly and gently/slowly.  Persons with mental illnesses relate better when verbal messages are of a soft tone and in a controlled manner.  Instructions should be in plain English (or Spanish) and gently presented.   This can be very difficult to do, especially when someone is shouting or cursing at you.  

R. Do not argue or agree with the person about their false beliefs or perceptions; rather, defer them and focus on feelings.  In other words, do not argue about whether the delusion/hallucination is real, because you will not win.

 Example:  If the person insists that his/her head is being bombed with rays on Mars, focus on his emotions instead of the content of what is being said.  An appropriate response could be, “I see that you are quite upset. Let me see what I can do to try to help you.” 

S. Try to reduce the amount of noise and other distractions that are around you.

T. State positive choices and give the person two “choice points” to select.  Example:  Would you rather do A or B?  Do not threaten or confuse the person.  

U. Preserve dignity to the extent possible in the situation.  Allow the person to “save face.”

V. Do not deceive the person by making promises you cannot keep.  Don’t deceive the caller.  Being dishonest increases fear and suspicion.

W. If asked, be honest and tell them you are not having the same experience; but never say something like “it’s not there”

X. Don’t whisper, joke, or laugh.

Y. Be sensitive to cultural and environmental factors in assessing bizarre or inappropriate behavior and/or speech.  Some examples of cultural and environmental differences are:

1. Some homeless persons wear many layers of clothing because they always carry all their possessions with them.

2. It is not abnormal/delusional for a Haitian woman to say that she has been pregnant for over eight years. This is called "Perdition," and is a culturally generated means of allowing a woman who has fertility problems to save face.

NOTE:   Always follow your department’s policy and protocols, as well as referral procedures.  

4.1.7
The student will be able to explain some important considerations about dealing with persons with a mental impairment.

A.
Although several signs may indicate a person having some type of mental impairment, there may be other explanations for the individual acting “abnormal.”  For instance, there are persons with other developmental disorders, mental disorders, certain health problems and handicaps, and drug and alcohol abuse problems.  There are also people who are just trying to beat the legal system.

B.
Do not automatically assume anything.  Some persons are likely to hide their impairment.  One common method is to parrot information and pretend to understand.  Just because a person with a mental impairment agrees with you, or may repeat the information, does not mean they understand. 

C. Don’t excuse behavior because of mental impairment.  Some individuals have some level of capability and can learn positive behavior and skills.  Excusing unacceptable behavior merely reinforces it and can cause you to display unprofessional behavior.  This non-acceptance must be tempered with the reality of the individual’s limitations.  For this reason, it’s important to obtain good training and education on how to effectively deal with persons with mental impairments. 

D. Be specific about expectations.  Do not deal in complex concepts, analogies or generalities that might be lost on a person who suffers from a mental impairment.

E. Repetition is an effective way to get information and expectations across in a manner that will assist retention.  Try repeating the information in a slightly different manner.

F. Progress will be slow and time consuming.  More time will be required for the average mentally retarded inmate than for persons who suffer from a mental illness.  Take pride in small improvements and simple achievements.  Frequent reinforcement will be required to maintain his/her motivation because of the frustrations and failures that plague a person who is mentally retarded. 

G. Reactions are often deceiving.  A person who is mentally retarded may react with fear, awe, hostility, or submission throughout your conversation.  These individuals may carry over into the present their attitudes toward law enforcement or specific authority figures from their past.

H. Recognize your own prejudices.  A telecommunicator must recognize that just as the caller’s reaction toward him may be projections from the past, so too, some of the telecommunicators reactions toward the caller may be carried over from biases or prejudices in his/her past.  The recognition of your own prejudices may help you to control your reactions, so that you remain a professional and effective telecommunicator.

I. Interest must be communicated in order to establish a rapport.  What may seem like an unproductive discussion of trivia, hobbies, or sports could be an important way of showing interest.  

J. Communicate tolerance and acceptance.  To be tolerant and accepting does not mean condoning inappropriate behavior.  It means being non-judgmental.  This should be sincerely communicated.  It is necessary to communicate empathy for the other person’s feelings of frustration.

K. Be careful not to label or define people by their impairment.  Rethink your attitude about persons with mental impairments.  Do not respond based on your curiosity about the subject’s impairment or disability.  Listen to your tone of voice, avoid talking down to victims, coming across in a condescending manner, or treating these subjects as children.

L. Document the subject’s disability in your notes and their individualized needs regarding 1) communication, 2) transportation, 3) medication, and 4) other accommodations.

M. Ensure that the subject is in a safe environment.  

N. Remember that federal law [See 4.1.1 (D)] requires, with few exceptions, that law enforcement make reasonable modifications to policies, practices, and procedures where needed to accommodate crime victims that have a mental impairment and/or a physical disability.  

O. Always follow department policy.  

4.1.8 The student will be able to identify some specialized techniques for handling calls involving persons who are mentally ill.
A.
De-escalating techniques.

B.
How to recognize signs of instability.

C. Distinguishing between criminal behavior and manifestations of mental illness.

D. Interfacing with mental health professionals.

COMMUNICATING WITH A PERSON WITH MENTAL ILLNESS

People who have a mental illness have symptoms and characteristics that require adaptations in the way you communicate. This style of communication will increase your chances of being understood. The following table shows symptoms of mental illness and corresponding adaptations. Always speak in a calm, patient, and reassuring tone to voice.

	BEHAVIOR or CHARACTERISTIC
Confusion about what is real

Difficulty in concentrating

Over stimulation

Poor judgment

Preoccupation with internal world

Agitation

Fluctuating emotions

Fluctuating plans

Little empathy for others

Withdrawal

Belief in delusions or hallucinations

Fear

Insecurity

Low self-esteem


	ADAPTATION
Be simple and straightforward

Be brief, repeat if needed

Limit input, don't force discussion

Don't expect rational discussion

Get their attention first

Recognize agitation and if possible,

allow the person an exit, let them

"save face," give them "their space"

Don't take words or actions

personally

Stick to one plan

Recognize this as a symptom

Initiate conversation

Don't argue; respond to needs and feelings

Stay calm

Be caring and accepting

Stay positive and respectful




Adapted from: 
”When Someone You Love Has A Mental Illness” by Rebecca Woollis, M.F.C.C., 1992

5.0
Suicide Intervention

Unit Goal:  The student will be able to summarize how to provide effective crisis intervention during a suicide call.

5.1.1
The student will be able to define suicide and its characteristics. 

A. Definition of Suicide - form of behavior designed to deal with; solve a problem.  

1. A permanent solution to a temporary problem.

2. Goal oriented coping mechanism.

3. A way to take control.

4. The ultimate revenge.

B.
The following are some things that suicidal persons typically have in common:

1. Stressors:  Frequently have recent painful losses

2. Stimulus:  Unendurable psychological pain (at least they feel that it is)

3. Purposes:  They think the solution to the problem of pain is death

4. Goals:  Relief of ambivalence, don’t wish to live with the suffering it causes

5. Feelings:  Hopelessness/helplessness, aloneness and fear of loss of control

6. Thinking Style:  Constricted, focused on the pain, can only think in black and white

7. Interpersonal Goals:  Manipulation or control of others (e.g., “if you leave, I’ll kill myself!”)

8. History:  Prior attempts, pattern of coping though escape, low frustration tolerance

5.1.2 
The student will be able to identify some important statistics on suicide.



A. Suicide is the 9th leading cause of death in the United States.

B. Suicide is the 3rd leading cause of death for young people age 15-24.

C. There are more than 30,000 suicides committed annually (i.e., incidents that are reported as suicide)

D. Males are at least four times more likely to commit suicide than females, whereas females attempt suicide more often than males

E. Firearms are currently the most common means of suicide by all groups (60%).

F. On an average day, 84 people die from suicide (i.e., one every 17 minutes) and an estimated 1,900 adults attempt suicide.

G. The highest suicide rate is for white men over 85; however, suicide is not the leading cause of death for this age group.

H. More than 80% of people communicate their intent to kill themselves before they attempt to do so – they leave clues to their distress or plans.

I. Suicide and the Elderly:

1. Suicide rates increase with age and are highest among those aged 65+.

2. Men account for 81% of these.

3. Firearms were the most common method used by male and female.

4. Suicide rates are highest among the divorced and widowed.

5. Older persons have a higher prevalence of alcohol abuse, depression, and isolation.

J.
Suicide and the Young:

1. Young people feel that they have no avenue open for venting, i.e., no one to talk to who will understand.

2. Suicide is the 3rd leading cause of death among 15 to 24-year olds.

3. People living in a household where a firearm is kept are almost five times more likely to die by suicide than people who live in gun-free homes.

5.1.3
The student will be able to distinguish between the psychological and sociological views of suicide.

A. Psychological View

1. Suicide is a complex behavior.  The risk factors for suicide frequently occur in combination.

2. Scientific research has shown that almost all people who kill themselves have a diagnosable mental or substance abuse disorder, and the majority have more than one disorder.
3. Aggressive or disruptive behaviors (especially in young people).
4. Clinical research has shown that alterations in neurotransmitters and neuromodulators (such as serotonin) can increase risk for suicide.  These altered levels have been found in patients with depression, violent suicide attempts and impulsive disorders, and also in postmortem brains of suicide victims.
5. Adverse life events in combination with other strong risk factors such as mental or substance abuse disorders and impulsivity, may lead to suicide.  However, suicide and suicidal behavior are not normal responses to the stresses experienced by most people.  Many people experience one or more risk factors and are not suicidal.
6. Sigmund Freud’s theory

a. According to Freud, we all have both Eros, a will to live (you can’t die by holding your breath!) and Thanatos, a death wish.

b. Thanatos is expressed through alcoholism, drug abuse, poor physical shape, and dangerous jobs (Emergency Service Workers).

c. Some persons will confusingly identify with the objects of their love; therefore, when frustrated, the aggression they feel is turned inward, effectively becoming murder spun 180 degrees.

B. Sociological View

1. Familial factors in highly dysfunctional families can be associated with suicide.

a. Family history of mental disorder, suicide, or substance abuse disorder

b. Family violence, including physical or sexual abuse

c. Separation or divorce

2.  
Other risk factors include:

a. Prior suicide attempt

b. Firearm in the home

c. Incarceration

d. Exposure to the suicidal behavior of other, including family members, peers, and/or via the media in new or fiction stories.

3.
Emile Durkheim suggested that suicide might be a result of the peculiarities of this culture.  In other words, suicide could be a barometer of social tension.

4.
The Wall Street Crash of 1929 is a good example.  Add this disaster to any stressful situation a person was already dealing with, such as a love affair, a marriage, a serious illness, etc., and the result could be suicide.

5.1.4
The student will be able to identify some specific risk factors of suicide. 

Note:  There are several groups of risk factors, which vary according to the caller’s age or physical condition.  They are in no particular order.

A.
Cancer/Dying Patients:

1. Depression

2. Prior psychiatric diagnosis (depression)

3. Poorly controlled pain

4. Advanced disease or increasing age

5. Previous suicide attempt(s)

6. Substance abuse

7. Family history of suicide

8. Disfiguring disease or surgery

9. Delirium

10. Poor social support.

B.
Adult Male (ages 24-64):

1. Financial loss or loss of job.

2. Family issues/pressures

3. Loss of a child or loved one

4. To regain a lack of control

5. Pressure of providing for family

6. Relationship rejection/failed relationship or marriage

7. Loss of a child  (death or custody)

8. Drugs and/or alcohol.

9. Revenge

C.
Adult Female (ages 24-64):

1.
Family violence (#1 leading cause of suicide)

2. Health issues (sense of helplessness and hopelessness)

3. Family responsibilities

4. Job/financial situation

5. Loss of a child or loved one

6. Too much pressure from friends, family, significant other, etc.

7. Hormones (Post-partum depression, baby blues, clinical depression, menopause, etc.)

8. Low self-esteem/confidence, insecurities, no self-worth.

D.
Teenagers:

1. Peer pressure (“suicide pacts”)

2. Homosexuality (30% of suicide rate)

3. Drugs and/or alcohol

4. Rejection (love and friendships)

5. Divorce of parents

6. Own relationship break-ups

7. Failed expectations from parents

8. Isolation/no place for venting

9. Confusion about their bodies/pressure to be thin/obesity.

E.
Elderly (people over age of 65):

1. Loneliness/isolation/fear of being alone

2. Poor health

3. Rejection

4. Finances

5. Loss of independence (nursing home, driver’s license taken away)

6. Coping with change

7. Retirement

8. Loss of children/spouse

9. Helplessness/Not feeling important anymore

10. Tired of living

11. Retirement (unable to cope without job).

F.
Suicidal Persons, in general:

1. Previous attempts.

2. Family violence or handguns

3. Psychiatric history

4. Substance abuse/experimentation

5. Sudden/recent loss

6. Risky behavior like reckless driving, skating, swimming alone

7. Sexual promiscuity

8. Fighting, baiting others

9. Self-mutilation

10. Fascination with guns, knives, fire, death
11. Social isolation

12. Sense of hopelessness, helplessness, sadness, and/or deep loneliness

13. A permanent solution to a temporary problem

14. Goal oriented coping mechanism

15. A way to take control

16. The ultimate revenge
17. Illness and pain

18. Changes in lifestyle (i.e. loss of job, divorce, death of a loved one, etc.)

19. Sense that (s)he is a burden to others

20. Unfulfilled expectations.

5.1.5
The student will be able to identify some signs of depression, or of a suicidal caller feeling sad, blue, or down.

A. Problems concentrating, remembering, or making decisions

B. Loss of energy or feeling tired, frequently

C. Feeling slowed down

D. Unable to sit still

E. Feeling worthless or guilty

F. Sudden change in eating or sleeping habits

G. Giving away possessions/making a will

H. Sudden mood swings or drastic behavior changes.

I. Sudden changes in appearance.

J. Self-isolation

K. No affect or lashing out for no reason.

L. Suddenly limiting interaction to one particular friend

M. Romanticizing or talk of death or of committing suicide

N. Listening exclusively to depressing music

O. Suffering from recent serious loss and not being able to cope

P. Withdrawal from friends and activities

Q. Loss of interest in work, studies, hobbies

R. Loss of interest in personal appearance

S. Increase in use of drugs or alcohol

T. Suddenly giving away prized possessions and/or putting financial affairs in order

U. Verbal hints of planned suicide, such as:  

1.
“I won’t be here.”

2.
“You won’t have to deal with me anymore.”

3.
“You’d be better off without me.”

4.
“Life is meaningless.”

5.
“Death is probably a solution to my problems.”

6.
“Would you miss me if something happened to me?”

7.
“I think I might be crazy/insane.”

5.1.6
The students will be able to clarify some myths about suicide.  


A.
Myth:
People who repeatedly talk about killing themselves probably won’t do it.

Fact:
Most people who commit suicide give definite verbal and/or behavioral warning of their suicide intentions.  Talking about suicide can be a plea for help.  It may be a late sign in the progression toward suicide.  If others ignore their talk about killing themselves, suicidal persons may actually try to and succeed.


B.
Myth:  If someone really wants to kill himself, there is nothing anyone can do to stop it.




Fact:  Suicides can be prevented.  People can be helpful.  Suicidal crises can be relatively short lived.  Encouraging them to talk and helping them make plans for their future are two good ways you can help a caller who is suicidal.  Most people want desperately to live.  Even the most depressed person has mixed feelings about wanting to die; they often waver until the last moment and often give signals to others to save them.


C.
Myth:
Once a person is suicidal, (s)he will always be suicidal.

Fact:
The helplessness, the feeling of depression, and the thoughts about suicide last only for a limited time.  If the person can get help, they can live a full productive life.  Suicidal persons can be helped.

D.
Myth:
If they have already attempted suicide, they probably won’t do it again.




Fact:  It is likely that the level of danger will increase with each further suicide attempt.  If the conditions that caused the first event aren’t identified and dealt with, the person may find it easier the second time.  80% of all suicide victims have made one or more attempts, and most repeat attempts happen about three months after what seems like improvement.


E.
Myth:
Suicide runs in the family.

Fact:
Suicide is not inherited.  However, death in the family – no matter how it happens, can lead to a subsequent suicide (because of depression).

F.
Myth:
Anyone who tries to kill himself is crazy or mentally ill.

Fact:
Although the person is extremely unhappy, they are not necessarily insane.  Only a few attempters are labeled psychotic. Suicide knows no boundaries of gender, age, race or creed – even people who seem to “have it all” attempt suicide.  It can happen to anyone.


G.
Myth:
Talking about suicide or asking someone if they are thinking about suicide will actually encourage suicide.

Fact:  You don’t put those thoughts in the person’s mind, they are already there.  Help happens when you talk about it, and it provides the opportunity for communication.  Fears that are shared are more likely to diminish.  The first step in encouraging a suicidal person to live comes from talking about feelings.  That first step can be the simple inquiry about whether the person is intending to end their life.  However, talking about suicide should be carefully managed.


H.
Myth:
Suicide happens more often with the rich or exclusively with the poor.

Fact:
All groups of people are proportionately represented with suicide cases.


I.

Myth:  Callers don’t have to be taken seriously since there is rarely warning.

Fact:  Most suicidal persons give many clues and signals about their intentions.  Suicide is an act usually committed after long consideration.  In other words, there are almost always warning signs.  Know them - the recent suicide or death of a friend or relative, previous suicide attempts, preoccupation with themes of death, depression, lack of interest in the future, etc. - see “Risk Factors.”

J.
Myth:  The only effective intervention for suicide comes from professional psychotherapists with extensive experience in this area.

Fact:  Many times, telecommunicators can help by way of emotional support, encouragement, and referral to professionals or family members.

K.
Myth:  Most suicides occur in winter months when the weather is poor.

Fact:  Seasonal variation data are essentially based on adult suicides, with limited adolescent data available.  However, it seems adolescent suicidal behavior is most common during the spring and early months.

5.1.7
The student will be able to explain important considerations on suicide intervention. 

A. Some considerations when handling a suicide call.

1. Remember, when dealing with a suicidal caller, you are giving a degree of psychological first aid in a crisis, not trying to resolve the problems that brought the caller to the crisis point.

2. Follow department policy when asking about the caller’s location, if there is anyone else with them, if the caller wants to die, what has stopped them before, the suicide method, or general suicide attempt (s)he plans to use.  Many EMS professionals fear that if they ask for the specifics, the victim will move toward execution of the plan.  This is a prevalent falsehood.  While many EMS providers hate to use the word “suicide,” you must utter the word on every applicable call.  If you ask the caller whether (s)he’s thinking of committing suicide, you’ll often hear a sigh of relief and a “yes,” or (s)he might say, “no way” – either way, at least you have learned something.  Use good judgment.

3. Show genuine interest.  You may have to use every trick in the book just to keep the caller on the phone, let alone talk through an entire intervention.

4. Use silence positively.  It should be something you control.  However, just because the person isn’t talking doesn’t mean you have to jump in and say something profound.  Use this quiet time to collect your thoughts and let the caller pinpoint his.  Continue the conversation with a question or a positive remark.

5. Try to be flexible and optimistic.

6. Don’t make promises you can’t keep.  If you lie, the caller will see through it right away.  Downplay (not tell them the whole truth) only when necessary.  A good rule of thumb is that you shouldn’t get caught in a lie; once this happens, you’ll lose the conversation and rapport with the caller.

7. Don’t challenge the individual to follow through.

8. Think about what you’re going to say before speaking.

9. Never put the caller on hold, hang up, or unnecessarily transfer them to another telecommunicator.  The first person that takes the call, should stay with the caller and handle until conclusion.

10. It’s not a good idea to talk about religion:  that’s too personal and political.

11. Identify red flags and signals that can lead you to a next question or topic of discussion.

12. Have a list of resources and support groups available at your workstation.

13. Always follow department policy and procedures.  

5.1.8 The student will be able to identify some methods of responding to a suicide caller.  

A. 
Guidelines for responding to a suicide call.  (These are not in any particular order.  Sample conversation Appendix B.)  

1. Do not talk or act panicky, aggressive, shocked, sympathetic, etc.  Offer empathy.  

2. Talk freely and calmly.  Establish trust with the caller.  Try to build a bond with the caller.  Establish areas of commonality to allow you to strengthen this bonding process.  Examples:  family, friends, school, jobs, church, hobbies, music, interest, pets, etc.  Share a little of yourself, without taking the spotlight away from him.  Never say, “Oh, that’s nothing.  I’ve felt like that a million times.”

3. Tell the caller that you care and want to talk.  Callers in crisis appreciate that and sometimes they just need someone to talk to.  Don’t push for information.  If you antagonize or polarize in any way, you’ll lose the caller.

4. Don’t tell somebody to “snap out of it.”  Don’t utter the old cliché, “You’ve got everything to live for.”  Instead, ask nonjudgmental questions like “Are you feeling unhappy?” or “How long have you felt like this?”  These open-ended questions allow him to vent and possibly decrease his stress.

5. Don’t argue over the caller’s emotional state.  If he says, “I feel angry,” don’t respond with, “No, you don’t.  “Yes, he does!  Above all, don’t say “I know how you feel.”  You don’t know – you aren’t in his/her shoes.  Validate his feelings; reinforce that what he’s feeling is OK, whether it’s anger, denial or despair.

6. Anytime you’re in doubt, ask the following critical questions:

a. How long have you felt this way?  (Is it spur of the moment, or has he been planning it for awhile?  If he’s been planning, you know you’re in deep water.)

b. How are you going to do it?

c. Have you made plans?

d. Have you acquired the means?


Note:  The answer to these questions will determine your department’s response, based on established protocols.

7.
Repeat what the caller is saying.  (“If I understand what you’re saying”….) Be sure to pay close attention so you can repeat the words accurately.

8.
Make contact by reflecting the caller’s feelings and thoughts back to the caller.  Let this person know that you are there, that you are listening, and that you care.

9.
Explore alternatives and topics of discussion to use as distractions until help arrives, such as:

a. Activities and sources of pleasure – anything the caller might admit to liking, for instance the caller’s:  children, animal(s), desserts, sunsets, etc.  In other words, try to help the caller identify a reason for living.

b. Family and friends – anyone close that cares and that the caller cares about.  Once identified, get that person’s contact information.

c. Professional counselors, ministers, resources available, both public and private.  Provide contact information to the caller.  

10.
Assess lethality by finding out the following, be direct:

a.
Is the caller socially isolated?

b. Does the caller have a plan for his suicide attempt?

c. Has the caller lost a loved one?

d. Is the caller sick or recently disabled?  Elderly?

e. Does the caller have a history of suicide attempts?

f. Does the caller have a weapon?  If so, what type? 

11.
Encourage the caller to move to a safe environment as soon as possible,


or to an area that is less tempting, such as away from the kitchen.  Other areas that the caller needs to move away from include windows, rooftops, cars, bridges (with cell phones your caller might be anywhere), and other areas that pose danger.   

12.
If pills or drugs are their means of suicide, get them away from those things as soon as possible.  You can say,

a.
“Just leave that stuff on a table and move to another room or another part of the room you are in and let’s talk.”  

b. “Sweep” your pills into the toilet and wait for help to arrive. 

c. “I am afraid to hang up this phone and come over because you might take those pills while I am on my way.  I care too much about you to arrive and find you in trouble because of an overdose.” 

d. “Just wait until someone else arrives.”

e. If there is another person in the area, try to get the caller to bring this person into the room for support.

13.
Make a contact – get the caller to agree to a short term plan for surviving the crisis, and get the caller to agree to call you back after the crisis is over and leave a message to let you know how he/she is doing.  Be specific.

14. Be sure to remain on the line until police and EMS personnel arrive at the scene, these officials will notify you.   

15. Throughout the conversation and afterwards, be sure to relay any pertinent information to the responding officer or EMS personnel.  Also indicate the seriousness of the intent, based on the questions you have asked the caller.  Prepare the caller for the officer’s response.  Continuously, let them know that police are on their way.  

16. Follow your department’s policy and procedures.

5.1.9
The student will be able to explain the seriousness of police suicide.

A.
General statistics:
1. Police officers are 3 to 4 times more prevalent of committing suicide than the general public.

2. The majority of officers who commit suicide are between 35 and 54 years old.

3. 95% of all municipal officers who commit suicide do so with their service weapon.

B.
Personality traits of law enforcement personnel:

1.
Action oriented.

2. Risk takers.

3. In control.

4. Thrill seekers.

5. Dedicated.

6. Strong desire to be needed.

7. Family oriented.

8. Detail oriented.

C. Contributing factors of police suicide:

1. Constant and/or chronic exposure to traumatic event, tragedy, and human misery are important motivating factors.

2. Alcohol abuse is universally cited as a significant factor.

3. Police bureaucracy, military rigidity, and overbearing regulations are factors.

4. Readily access to their personal firearm.

5. Law enforcement has been associated with the availability of a wide range of firearms, continuous duty exposure to death and injury, shift work, social strain, criminal justice inconsistencies, and a negative police image held by the public.

6. Officers who commit suicide experienced:  depression, paranoia, problems at work, marital problems, low ranking, personal motive, and more.  

5.1.10
The student will be able to demonstrate some methods of appropriately engaging in a conversation with a suicidal caller.

Lesson Overview On Suicide Intervention
Suicide in the United States:   

· Thoughts of suicide can be normal.  

· Talking about suicide does not cause someone to be suicidal, talking about it leads to getting help.

· More than 80% of people communicate their intent to kill themselves before they attempt to do so, they leave clues to their distress or plans.

· Most suicide victims don’t want to die, they want to end the pain.

· There are more than 30,000 suicides committed annually.

· Males are at least four times more likely to commit suicide than females.

· Firearms are currently the most often utilized method of suicide by all groups.

Handling Suicide Callers:

· To prepare for suicide calls, dispatchers should locate and identify resources.

· A dispatcher should be able to identify red flags in a call.

· Build a bond with the caller.  This will establish trust.

· Establishing areas of commonality, will allow you to strengthen the bonding process.

Survey of major police departments regarding the use of negotiations skills:

· 18%   Hostage situations.

· 50%   Barricaded subjects without hostages.

· 17%   High risk suicides.

· 8%     Debrief people who were involved in a crisis situation.

· 7%     Manage the taking into custody of people involuntarily committed.

Expressive Behavior:

· Subject’s feelings:  frustration, outrage, passion, despair, anger, depression.

· Subject is emotional, not rational and has a need to ventilate.

· Subject’s needs are unspoken:  acceptance, belonging, affection, and self-worth.

· Non-Hostage situations are negotiated using crisis intervention techniques.

· They provide little or no opportunity for the authorities to control.

Eros – the will to live.  Thanatos – death wish.

What is suicide?

· A form of behavior designed to deal with and solve a problem.

· A permanent solution to a temporary problem.

· A way to take control.

· The ultimate revenge.

Motives for committing suicide:  

· Single most reason is to get rid of the pain.

· Hopelessness and Helplessness.

· Sudden loss.

· Social isolation.

· Deep loneliness and depression.

· Illness and pain.

· Changes in life style.

· Loss of job, divorce, death of a loved one.

· Burden to others.

· Unfulfilled expectations.

Male Suicide:

· Three to four times as many men kill themselves as do women, yet three times as many women attempt suicide as do men.

· Usually use violent means.

· Are likely to kill mates or children.

· Commit suicide usually over a failed relationship.

· Take their own life to regain a sense of power and control.

Evidence can be carried out of and into a crime scene.

Female Suicide:

· Ceremonial – Usually outside of the home in a motel or car.

· Freshly showered, makeup, hair done, nice clothes.

· Usually less violent means.

· More likely to threaten/attempt suicide at the rate of 4 to 1 vs. males.

Suicide and the Elderly:

· Suicide rates increase with age and are highest among those aged 65 and older.

· Men account for 81% of these.  Highest group white males over 85 years old.

· Firearms were the most common method used by male and female.

· Suicide rates are highest among the divorced and widowed.

· Older persons have a higher prevalence of alcohol abuse, depression, and isolation.

· Motives include emotional, social, physical, and psychological.

Suicide and the Young:  

· Young people feel that they have no avenue open for venting.

· For young people 15 to 24 years old, suicide is the third leading cause of death.

· Firearms are the most common method of suicide by youth.

· Gay youths are 6 times more likely to attempt. 

Para-suicide – an act of self-inflicted harm that is intended to communicate distress.

Basic Suicide Assumptions:

· Try to stop all suicidal people.

· Suicide intervention can put you in crisis.

· Responsibility lies with each individual.

· All suicide situations are volatile.

· All suicide threats are serious.

· No groups are immune.

· Judgments have no place in suicide intervention.

· Cannot implant the idea of suicide.

How do you determine if a person intends to commit suicide?

ASK:  “Are you having thoughts of suicide?”

A caller in a Crisis State:  Emotional level is high and rational level is low.

Understanding the Crisis State:

· Emotion, not reason is controlling the subject’s actions.

· If the subject feels he/she is a crisis, he/she is.

· There has usually been a precipitating event within the last 24 hours.

· People will generally turn inward, away from the usual support systems and feel isolated.

· When normal coping mechanisms do not work, the person goes into crisis.

· Your task is to help and guide the subject back to a normal level of functioning.

Effective Crisis Intervention Techniques:

· Work toward getting the caller to express the emotion they are feeling.

· Put actions in perspective.

· Express personal concern and empathy.

· Encourage the caller to tell their story.

· Bide for time.

· Use active listening Skills.

Sympathy vs. Empathy:

· Sympathy implies pity and over involvement.

· Empathy implies objectivity and a willingness to try to understand.

Why is time important?

· Reduces stress and anxiety.

· Increases rationality.

· You can gather intelligence for better decision making.

· Reduces expectations of subject.

· Allows for rapport to build between you and the caller.

· Increases subject’s basic needs (food, drink, sleep, bathroom).

Basic Guidelines of Suicide Intervention:

NOTE:  Refer to your department policies and procedures before applying these techniques.

· Establish Rapport – find areas of commonality.  Example:  “I like that sport too”, etc.

· Goal – to get them to talk, to create trust, and establish a bond.  Open-ended questions.  

· Suggest Alternatives – explore all of them; make a list.  Even those that might be dumb.  

· Let the Caller Select the Topic of Discussion – just try to maintain control of conversation, while obtaining all pertinent information.

· Work with the caller – remember, most of suicide callers just want to vent and talk.

· Sample dialogue:

· Do you have a plan?

· Do you have weapons(s)?

· Where are you in the house—inverted communication?

· Is there anyone else with you?

· Do you want to die?

· I care, let’s talk.  Ok?

· What stopped you before?

Suggested topics of discussion:

(Be careful when you ask why they want to commit suicide, these topics might be the reason for wanting to kill themselves.)

· Man – sports, jobs, family, cars, and so on.

· Women – family, friends, work, shopping, and so on.  

· Elderly – family, pets, and so on.

· Teenagers – activities, sports, fashion, video games, favorite foods, and so on.

Suicide Intervention:

· In absence of enhanced 9-1-1, start trace procedure.

· Keep the caller on the phone.  Make all efforts not to put the person on hold.

· Keep the conversation going, should be busy.  Remain active at listening and talking. 

· Tell them directly, “I want to help you.”   Monitor your tone of voice.  

· Talk calmly.  Allow subject to vent feelings and express feelings.

· Silence should be something you control.  

· Get their name and use it exactly as it was given.  Introduce yourself without rank or title.

· Attempt to get their location and call back number.

· Show interest.  Be compassionate and caring.  Make it obvious that you want to help.

· Are you having thoughts of Suicide?

· How do they intend to commit suicide?  When do they intend to carry out their plan?

· Explore areas of commonality with your caller.

· Use courtesy, confidence, and concern.

· Ask questions using 4W + H + W.  Why is caution.

· Don’t be judgmental.

· Avoid lecturing.  The person needs support.

· Get them to tell their story.

· Talk openly about the finality of death and the reality of suicide.

· What is still meaningful to the person?  This may be the “hook”.  Keep returning to it.

· Help them put their actions in perspective.

· Inquire about friends and relatives.

· Stall for time anyway you can.

· Keep responders updated.

· Find out if the person is home alone.  Who is with them?

· Where are they in the house?  Get the layout of the house.  Use Inverted Communication.

· Have they tried this before?  If so, what stopped them?

· Find out if they are ready to accept help.  What is their reaction to the Police arriving?

Do’s and Don’t:

Do - ask the caller what he/she wants out of this; stay calm; reassure caller; tell caller to hide or get out of particular environment (out of harms way); learn active listening skills; paraphrase (at a minimum) say, “It sounds like your….Seems like you’re saying to me….”; dwell on the positive; dwell on a positive future; refer to positive things that could keep them from committing suicide; take advice from your supervisor and veteran colleagues; make a positive-short term contract with the caller; control your personal stress, and so on.  

Don’t – put them on hold; hang up on them (if this happened by accident, call them back IMMEDIATELY; don’t force something to happen; tell them “I understand or know how you feel”(you’ll minimize their feelings); talk about your negative life experiences; say, “Okay” to much (this can irritate the caller); let the caller talk to the person in charge of your department (the caller wants to talk to you), if you have to transfer the call to an official due to a legitimate reason, don’t admit it the caller, tell them that it’s another telecommunicator (your coworker, your friend), someone you think that the caller can trust.  Remember the caller wants to talk to someone who “understands”; and so on.  

Active Listening Skills:  

· These skills are learned.

· Emotion Labeling:  The first active listening skill to be used in an incident.

· Respond to the emotion heard, not the content.

· Demonstrates that you are really listening and tuned into what the subject emotionally experiencing.

· Do not tell a person how they are feeling, but how they seem or sound like they are feeling to you.

Paraphrasing:

· Give the story back to them in your words.

· Demonstrates you are listening.

· A summary in your words as to what you were just told.

· Creates empathy and rapport because it demonstrates you have listened.

· Are you telling me….Are you saying….?

Reflecting/Mirroring - repeating back the last work or phrase the subject just said.  Gives feedback that is very exact.

Effective Pauses - silence, most people are not comfortable with it and fill it with talk.

Minimal Encouragers:  

· “Uh huh”, “OK”, “Alright”, “I see”, “Really,” and so on.

· The sounds you make especially on the telephone, to let the other person know you are there and listening.

“I” Messages:  

· I really feel uncomfortable with you holding that gun to yourself.  

· Allows you to tell the person how their words and actions are making you feel.

Open Ended Questions:  

· Questions that cannot be answered with a yes or no answer.

· “Tell me what’s wrong?”  

Use of Active Listening Skills:

· Creates an environment for positive change.

· Allows you to listen to the caller, and have him believe you are hearing him.

· Allows time to pass positively, builds rapport, gains intelligence.  Use of third Party Intermediaries:

· A third party is not a trained negotiator.

· A third party is not used to violence.

· A third party is not familiar with police procedures and tactics.

· Use of a third party will cause Law Enforcement to loose control

· The subject’s response to a third party is unknown.

Grandiose – person believes they possess some special, but not recognized talent.

Depression – a mood or loss of interest in activities that were previously pleasurable.

Seriousness of Police Suicide:

· 95% of all municipal officers who commit suicide do so with their weapon.

· Law Enforcement has been associated with the availability of firearms, continuous duty exposure to death and injury, shift work, social strain, criminal justice inconsistencies, and a negative police image held by the public.

· Alcohol abuse is universally cited as a significant factor.

Critical Incidents:

· A critical incident is an event that may overwhelm an individual’s capacity to cope.  

· They are sudden powerful events, outside the range of ordinary human experiences.  

· Symptoms of critical incident stress:  physical, emotional, behavioral, and cognitive.

6.0
Family Violence (Domestic Violence Intervention) 


[Some material adapted from:  TCLEOSE.  (2003).  Family Violence Course, No. 3214.  Austin, Texas.  Available on-line at:  www.tcleose.state.tx.us.  Note to Instructors:  This course can be used to further supplement this outline.]

Unit Goal:  The student will be able to summarize the process for defusing calls involving domestic incidents.

6.1.1
The student will be able to define Family Violence.  

A.
Definition of Family Violence - 1) an act by a member of a family or household against another member of the family or household that is intended to result in physical harm, bodily injury, assault, or sexual assault or that is a threat that reasonably places the member in fear of imminent physical harm, bodily injury, assault, or sexual assault, but does not include defensive measures to protect oneself; (2) abuse, as that term is defined by Sections 261.001(1)(C), (E), and (G), by a member of a family or household toward a child of the family or household; or  (3) dating violence, as that term is defined by Section 71.0021.  (Texas Family Violence Code, §71.004)

B.
General definition:  “Violence against any member of a family, household, and/or dating relationship.”  (Family Violence Course, #3214, TCLEOSE). 

C.
Family violence laws now been extended to include such issues as dating violence, stalking, and strangulation.

D. Family violence should be viewed as a serious problem for law enforcement.

E. Nearly half, if not more, of all police calls are related to family violence.

F. Domestic violence knows no regional or socioeconomic boundaries.  
G. Law enforcement’s focus should always be on the batterer’s illegal behavior and the well being of the victim.

6.1.2 The student will be able to list some potential victims of domestic violence.

A.
A potential victim can include, but not limited, to the following:

1. Legal or common-law spouse.

2. Romantic partner (girlfriend, boyfriend, “lover”)

3. A child, or any other member of the family.  

4. An elderly family member.  (physical/emotional abuse & financial scams)

5. Within homosexual relationships.

6. Roommates.

6.1.3 The student will be able to explain some changing perceptions of family violence.

A.
Family violence has existed since the beginning of time and has been prominent within all societies.  Some consider it to be a private matter due to its hidden nature.  For this reason, society has neglected the seriousness of family violence.  

B.
In the past, family violence was perceived as a problem that should be dealt within the home, and that women were the objects and possessions of men.  However, during recent years, the battered women’s movement and extensive empirical research have been responsible for a heightened awareness of family violence.  As a result, laws specifically targeting domestic violence, including arrests, protection orders, stalking, and others areas, have been established.  

C.
The problem of family violence is widespread.  It is occurring in every social and economic group, and contributing in countless ways to other destructive aspects of human behavior. 

D.
According to the American Psychological Association, family violence includes a “range of physical, sexual, and emotional maltreatment by one family member against another” (www.apa.org).  It may begin with one person physically striking another person, but its evil effects follow in ways that are difficult to control even when they can be predicted.  Furthermore, it can occur at any stage of the relationship.  

6.1.4 The student will be able to explain a general profile of a batterer.

A.
There is no specific way to identify a batterer.  However, the following characteristics are common to most batterers:

1. Traditional sex role expectations:  Batterers tend to be preoccupied with a macho ideal of manhood.  They feel a need to dominate and control women and often expect it as a right and privilege.

2. Communication deficits:  Batterers are frequently characterized as lacking assertive communication skills and appearing alternatively passive or aggressive in nature.  They are more inclined to resolve problems and emotions through violence, as the male sex role stereotype would suggest.

3. Poor impulse control:  Batterers have higher levels of hostility than non-batterers.  A batterer’s range of emotions tend to be reduced to anger, which in turn is expressed primarily through violent behavior.

4. Low self-esteem:  Despite the bravado many batterers display, they characteristically suffer from lower self-esteem than non-batterers.  They become emotionally dependent on their partners and consequently become threatened by the possibility of their departure.  This is often evident in excessive jealousy and possessiveness.

5. Abusive childhood:  The majority of male batterers have experienced or witnessed childhood violence that has left them with low self-esteem, poor role models and sometimes traumatized.

6. Denial:  Abusers deny there is a problem and refuse to accept responsibility for the abusive behavior.  Blames everyone else for making him angry thereby excusing his actions.

6.1.5 The student will be able to identify some signs of a dangerous batterer.

A.
Determining whether a batterer will someday attempt to murder his spouse or intimate partner is difficult to assess.  It is important to conduct a thorough assessment at each disturbance call, no matter how many times an officer has responded to the same household.  

B. Homicide, or even a threat of homicide, is the ultimate tactic for achieving power and control.  Once a batterer believes his power is challenged, the danger to the victim increases.

C. The call taker can utilize risk factors or indicators described below in making an assessment of the batterer’s potential to commit murder.  These risk factors/indicators include the following:

1. Threats of homicide or suicide:  the batterer who has threatened to kill himself, his partner, the children or her relatives must be considered extremely dangerous.

2. Fantasies of homicide or suicide:  the more the batterer has developed a fantasy about whom, how, when and/or where to kill, the more dangerous he may be.  The batterer who has previously acted out part of a homicide or suicide fantasy may be invested in killing as a viable “solution” to his problems.  As in suicide assessment, the more detailed the plan and the more available the method is, the greater the risk.  

3. Weapons:  where a batterer possesses weapons and has used them or has threatened to use them in the past in his assaults on the battered women, the children or himself, his access to those weapons increases his potential for lethal assault.  The use of guns is a strong predictor of homicide.  If a batterer has a history of arson or the threat or arson, fire should be considered as a weapon.  

4. Separation violence:  when a batterer believes he is about to lose his partner, if he can’t envision life without her or if the separation causes him great despair or rage, he may choose to kill.

5. Violent History:  Previous abuse can indicate an escalating pattern of violence.

6. Substance abuse:  Substance abuse does not "cause" family violence, but it can exacerbate any family violence situation.

7. Obsession with victim:  Obsessive, jealous, possessive behavior can lead to violent behavior meant to keep the victimized spouse or partner from being with someone else. Obsession is often a major factor in a murder/suicide scenario.

8. “Ownership” of the victim:  the batterer who says “Death before divorce” or “You belong to me and will never belong to another!” may be stating his fundamental belief that the victim has no right to a life separate from him.  He may believe that he is absolutely entitled to his female partner, her services, her obedience and her loyalty, no matter what, is likely to be life endangering.

9. Centrality of the partner:  a man who idolizes or depends heavily in his partner to organize his life, or has isolated himself from all other community, may retaliate against a partner who decides to end the relationship.  He rationalizes that her “betrayal” justifies his lethal reaction.

10. Depression:  where a batterer has been acutely depressed and sees little hope for moving beyond the depression, he may be a candidate for homicide and suicide.  Research has shown that many men who are hospitalized for depression have homicidal fantasies directed at family members.

11. Access to the battered victim &/or family:  if the batterer cannot find her, he cannot kill her.  If he does not have access to the children, he cannot use them as a means of access to the battered women.  Careful safety planning and police assistance are required for those times when contract is required, e.g. court appearances and custody exchanges.   

12. Repeated outreach to law enforcement:  family violence homicide almost always occurs in a context of historical violence.  Prior calls to the police indicate elevated risk of life-threatening conduct.  The more calls to police, the greater the potential danger.

13. Escalation of batterer risk:  a less obvious indicator of increasing danger may be the sharp escalation of personal risk undertaken by the batterer.  When a batterer begins to act without regard to the legal or social consequences that previously constrained his violence, chances of lethal assault increase significantly. 

14. Hostage-taking:  a hostage taker is at high risk of inflicting homicide.  Between 75% and 90% of all hostage takings in the United States are related to family violence situations.

15. Mental illness:  Mental health problems such as depression and paranoia increase the chances of a lethal assault.

16. Surveillance:  Stalking the victim, reading the victim’s mail, and eavesdropping on the victim’s conversations are behaviors that often precede murders and attempted murders of spouses and partners.

17. Sexual assaults:  Batterers who have sexually assaulted their victims in the past are twice as likely to commit a lethal or dangerous act of violence.  

6.1.6 The student will be able to explain some reasons why a victim does not escape the abuse.  

A.
Although some women do use violence to control their partners, an overwhelming majority of family violence victims are female.  When responding to a family violence call it is not unusual for law enforcement personnel to wonder, “Why doesn’t she just leave?”  

B.
Often times, what victims say is different from what they actually want.  It is not until one understands some of the barriers that a victim of family violence faces when she leaves that one begins to see how difficult and even dangerous leaving can be.   

C.
Some barriers to leaving:

1. Financial dependence on the batterer makes it difficult for the victim to imagine how to survive on her own.  If there are children, the victim fears that they will be deprived. 

2. Lack of available support system to assist victims in recognizing and escaping abuse.  Friends/family who have never seen the abuser’s negative side may not believe the victim at first or may minimize the situation.  Friends/family who have tried to help in the past only to see the victim return to the abuser may be disappointed or angry and less inclined to offer help again.

3.
Failure by societal institutions to understand spouse abuse, to take the problem seriously.  Examples:  Clergy who focus on sanctity of marriage and emphasize maintaining the relationship at all cost.  Counselors who subtly or overtly side with the abuser.  Law enforcement officers who minimize and do not arrest abusers or do not treat victims with respect.  Doctors who do not address obvious signs of abuse in their patients.

4.
Criminal justice system response:  The victim may have been arrested in the past for assault, public intoxication, hot checks, etc.  It appears that the abuser never get any real consequences.  Victim may have been told by responding law enforcement that if they have to come back they are both going to jail.

5.
Fear/Terror due to increased threats by the abusers when victims try to leave:  Threats by abuser to kill the victim, children or other family members, and/or to commit suicide.  This fear is reinforced by knowledge of other battered women who were killed after separating from their abusers.

6.
Love:  Loves the abuser but wants the violence to stop.  Abuser tells victim that he loves her so much he cannot live without her.  She is convinced she can change him.

7.
Children/Family:  believes the children need their father, children may blame her if they leave; afraid of losing custody of the children.  The value of holding the family together may be more important than the victim’s personal physical or emotional pain, dear of injury, etc.  Victims may feel pressure and/or responsibility from other family members, clergy and religious cohorts, and others to “hold” the family together.  

8.
Self-blame:  Belief that they are in part responsible for the abuse.  Their abuse is punishing them for their inability to act properly or to meet the abuser’s expectation.

9. Need to defend the abuser:  Violent abuse reduces faith in oneself and increases isolation so that victims come to feel they cannot survive without the abusers.  At this point, any threat to the abuser may be perceived as a threat to her, and she may act to protect herself and her children.  

10.
Immigrant victims:  When immigrants, especially undocumented ones, experience family violence, they often have additional barriers to leaving the abusive relationship.  The batterer may tell the victim, “If you leave I will call INS or the police and have you deported.”  This threat combined with language, cultural, religious and economic barriers makes it unlikely that immigrant victims of family violence will approach law enforcement for help.  Immigrant women may also fear and district law enforcement because the police in their country of origin were abusive and corrupt.
6.1.7 The student will be able to identify some goals dealing with law enforcement’s response to family violence.

A.
Protection and Support.

1.
Afford maximum protection and support to victims of domestic violence through a coordinated program effort, not just involving law enforcement, but also victim assistance and support groups, general public awareness, and the entire legal system.

B.
Law Enforcement Services.

1. Ensure that law enforcement services are just as available in incidents of family violence as they are in other criminal cases.
C.
Probable Cause for Arrest.  


1.
Reaffirm the officer's responsibility to make an arrest if probable cause exists, regardless of whether the victim wishes to file charges, to protect the battered victim and children.  

D.
Obtain Information.

1.
Gain as much knowledge about the serious problem of family violence and it’s key issues through the use of effective communication, listening, and note taking.  

P. Current Laws and Statutes.

1. The importance of knowing Texas law and how to apply it during family violence situations is critical for all law enforcement personnel.

F.
Preventing Dual Arrest.

1. Dual arrests, are strongly discouraged because they trivialize the seriousness of family violence and increase the danger to the victims.  In addition, they can make prosecution very difficult and almost guarantee that the victim may not seek help the next time she is abused.  

2. Even if the batterer shows signs of injuries, Texas law does not require the arrest of both parties.  Officers should attempt to identify the predominant aggressor, and take action based on that determination. In the majority of cases, an effective investigation will reveal the predominant aggressor.   (Occupations Code, 1701.253:  “Training officers and recruits in investigation shall include instruction in preventing dual arrest whenever possible and conducting a thorough investigation to determine which person is the predominant aggressor when allegations of family violence from two or more opposing persons are received arising from the same incident.”) 

3. It is the responsibility of the telecommunicator/dispatcher to be able to determine the red flags and clues from the caller, ask appropriate questions, and document necessary information, and then relay this information to the responding officer in a timely manner.  Dealing effectively with domestic violence calls can be achieved through your experience as a telecommunicator/dispatcher, as well as by practicing effective techniques taught by your department and described in this course.  

6.1.8
The student will be able to explain the root cause of family violence.
A.
The root cause of spouse and partner abuse is the abuser’s need for power and control.  The kind of violence practiced by domestic abusers has been strikingly consistent from case to case.  Factors such as substance and/or alcohol abuse, learned social behavior, and social stimuli and mental health factors can all contribute to a violence incident.  

B.
Substance and/or alcohol abuse:  The main factor between 25% to 85% of family and partner violence incidents.   However, it is important to understand that taken as a whole, studies show that alcohol and/or drugs do not cause abuse and violence.  Not all abusive men drink excessively and/or use drugs.  If this were the case, then removing the alcohol or drug would end the violence.  Some women have reported that their batterers are less violent when using substances.  

C.
A possible link between alcohol use and family violence is in the manner that alcohol intoxication affects a person’s perception of others and increases the risk of batterers attacking their loved ones.  For instance, a person who is intoxicated may interpret a spouse or intimate partner’s lack of response as disrespect or interpret friendliness toward persons of the opposite sex as a desire to commit adultery.  This misinterpretation is very common in someone who is anxious to maintain control of his “property”, which usually includes a spouse or intimate partner.  The batterer may perceive this misinterpretation to justify for the abuse.  

D.
Studies suggest that other factors can link substance abuse to family violence.
  Among the most important of these factors include the batterer: 

1. Growing up in a violent and substance-abusing family. 

2. Having a low level of education and income. 

3. Believing that violence against women is sometimes acceptable. 

4. Believing that alcohol or drugs can make people violent.

5. Desiring personal power and control.

E.
A stressor is a stressful circumstance or ongoing condition that undermines or threatens the batterer’s sense of control over a spouse and increases the chance that he or she will resort to violence.  Stressors do not cause abuse, no do they provide excuses for vicious or criminal behavior.  They are merely events that set off abusive episodes and, at the same time, the batterer uses them as rationales for abuse.  

1. Stressors include:  the couple married of set a household when young and “in love,” thereby taking on heavy responsibility while having unrealistically high expectations; the spouses or partners differ greatly in values, education, and financial resources, and communication within the marriage or partnership is not functional, and conflicts—sexual, financial, social, familial—are not addressed or are unresolved.

6.1.9
The student will be able to identify some statistics relating to domestic violence incidents.


A.
In Texas.

1. Batterers between the ages of 20 and 24 accounted for the highest number of family violence incidents in Texas in 2000, with the second highest being batterers between the ages of 25 and 29.
   

2. The majority of victims of family violence in Texas in 2000 were between the ages of 20 and 24.
   

3. In 2000, there were more than 615 Texas law enforcement officers assaulted during the course of reported family violence incidents.
  

4. The most common weapon involved in family violence cases in 2000 in Texas was physical force through the use of hands, feet and fists.  That accounted for 77 percent of the incidents.
  

5. Of all the women killed in 1997 in Texas, 35% were murdered by their intimate male partners.  This is higher than the national average of 28% reported by the FBI.
  

B.
National Prevalence.

1. The National Domestic Violence Hotline (NDVH) has received more than 700,000 calls since February 1996.
  
2. Approximately 1.5 million women are raped and/or physically assaulted by an intimate partner each year in the United States.

3. Estimates range from 960,000 incidents of violence against a current or former spouse, boyfriend, or girlfriend per year to 4 million women who are physically abused by their husbands or live-in partners per year.
  

4. While women are less likely than men to be victims of violent crimes overall, women are 5 to 8 times more likely than men to be victimized by an intimate partner.
  
5. Violence by an intimate accounts for about 21% of violent crime experienced by women and about 2 % of the violence experienced by men.
   
6. In 1994, women separated from their spouses had a victimization rate 1 1/2 times higher than separated men, divorced men, or divorced women.
  
C.
Homicide.
1. On average, more than three women are murdered by their husbands or boyfriends in this country every day. In 1998, approximately 1,830 murders were attributed to intimates; nearly three out of four of the murder victims (1,320 total) were women.
  

2. In 1996, among all female murder victims in the U.S., 30% were slain by their husbands or boyfriends.
  

3. 31,260 women were murdered by an intimate partner from 1976-1996.
  

4. 88% of victims of family violence fatalities had a documented history of physical abuse.
 

5. 44% of the victims of intimate partner homicides had prior threats by the killer to kill the victim or self; 30% had prior police calls to the residence; and 17% had a protection order.
  

6. In 1994, 38% of domestic violence homicides were multiple victims, usually combining a spouse homicide and suicide, or child homicide.
  

7. Where there are multiple victims in a domestic violence homicide, 89% of perpetrators are male.
  

D.
Children.

1. Studies show that child abuse occurs in 30-60% of family violence cases that involve families with children.
   

2. A child's exposure to the father abusing the mother is the strongest risk factor for transmitting violent behavior from one generation to the next.
   

3. 40% of teenage girls age 14 to 17 report knowing someone their age who has been hit or beaten by a boyfriend.

 
E.
Dating Violence.
1. One in five adolescent girls will be physically and/or sexually abused in a dating relationship.
   

2. Physical and sexual abuse against adolescent girls in dating relationships increases the likelihood that the girl will abuse drugs and/or alcohol, develop an eating disorder, consider and/or attempt suicide, engage in risky sexual behavior and/or become pregnant.
  
F.
Strangulation. 

1. In 2000, there were 275 reported number of strangulation/asphyxia homicide offenses.
   

2. 89% of strangulation cases had a prior history of domestic violence.
   
3. 50% of victims reported multiple strangulation events.
  
G.
Stalking.

1. It is estimated that 503,485 women are stalked by an intimate partner each year in the United States.
  

2. About 8 percent of American females report being stalked at some time in their lives, most frequently when they are in their thirties.
  

3. Seventy-eight percent of stalking victims are women. Women are significantly more likely than men (60 percent and 30 percent, respectively) to be stalked by intimate partners.
   
H.
Domestic Violence and the Workplace.

1. Family violence costs the nation from $5 to $10 billion annually in medical expenses, police and court costs, shelters and foster care, sick leave, absenteeism, and non-productivity.

2. Husbands and boyfriends commit 13,000 acts of violence against women in the workplace every year.
   

3. The majority of welfare recipients have experienced domestic abuse in their adult lives and high percentages are currently abused.
  
I.
More Statistics. 

1. The FBI has estimated a women is battered in the United States every 15 seconds.  

2. Police have estimated that 46% of their calls for service are in some way related to domestic violence.

3. Family violence is the single major cause of injury to women.

4. Over 90% of spouse/partner abuse is male on female. 

5. 60% of battered women are abused while pregnant, often beaten in the stomach.

6. Nationally, 30% of female homicides are caused by their husbands or boyfriends. 

7. 25% of female suicides indicate histories of battering.

8. 70% of those who batter their partner, physically or sexually abuse their children.  

9. Yearly, 2 million children are beaten by a family member.
10.  Domestic violence is the #1 cause of homelessness in the U.S.

11. 19% of all elderly persons are beaten each year by their spouses or partners.  

6.1.10
The student will be able to explain some important considerations of battered victims.

A. All battered victims have three basic needs:  physical, emotional, and legal.

B. The telecommunicator needs to cultivate patience.

C. This interview process might produce anxiety in the victim, who has to relive the abuse each time it is described.

D. The telecommunicator needs to communicate sincere concern for the victim’s safety and commitment to help that individual.

E. Some expressions of concern:

1. “I’m sorry this happened to you.”

2. “I’m afraid for your safety.”

3. “I’m afraid for the safety of your children.”

4. “It will get worse.”

5. “You don’t deserve to be abused.”

6. “How can I help you?”

7. “Please call a shelter or support group.”

8. “Please call me if you need anything.”

F. Use of calm, directive statements and distraction techniques can sometimes help to stabilize and focus a hysterical victim.

G. The call-taker should allow the caller time to vent.  

H. Asking the 5W+H+W rule:

1. Who?

2. What?

3. When?

4. Where?

5. Why

6. How?

7. Weapons?

I. Open-ended questions are best for drawing details of the story from the victim.  (“What happened? “Where are the children?”;   etc.) 

J. Answers can lead to the following questions:

1. “Were you hit with an object, hit with a fist, or pushed into something?”

2. “How many times were you struck on the head?”

3. “Did you lose consciousness?”

4. “How many times has this happened?”

5. “Where is the batterer at now?”

6.  “Where is the weapon at now?”

7. “Where are you at in the house, etc.?”

8. “Are you bleeding, injured…?”

9. “Do you have a relative or friend I can contact for you?”

10. “Did you have a protective order against the batterer?”

K.
If the batterer tried to strangle the victim, ask the following questions:

1. Did he/she try to strangle you with an object or hands?

2. How many times did he/she strangle you?

3. Has this happened before?

4. How hard and how long did he strangle you?

5. Did the assailant use 1 or 2 hands?

6. Was the assailant wearing jewelry?

7. What does your batterer look like?

8. Did you lose consciousness?  Faint?

9. Are you experiencing difficult breathing, swallowing, or standing straight?

10. How did you escape?

11. How did you fight back?

12. Did you scratch or hit your assailant?  Where?

13. Where you scratched?

14. Others  

L.
Avoid asking questions or comments in a judgmental or threatening way.

M. Use of personalized statements beginning with “I” and “We” are comforting for a victim to hear.

N. Call-takers should acknowledge and respect the victim’s mixed feeling toward the accuser (Not doing so may lead the telecommunicator to entertain judgmental thoughts like, “If the abuse was so bad, then why doesn’t she leave him?”  

O. Occasionally interrupting the victim for clarification indicates that the call-taker is listening and that the details are important. 

P. Allowing the victim to be silent after being asked a question demonstrates sympathy and helpfulness.  Victims are often confused and need time to collect their thoughts.  Silence also provides a period for the victim to reflect and possibly add important information. 

Q. Telecommunicators need to reassure the victim that assistance is on the way and provide available resources to that victim.  The telecommunicator should have available at their workstation a list of agencies and organizations that provide support services to these types of victims.

R. Use crisis communication and basic telephone techniques described in this course.

S. Follow department policies and procedures.

6.1.11
The student will be able to explain some important considerations when dealing with children involved in domestic violence situations.

A. Children do not have to have been in the room where the assault occurred in order to have witnessed the assault.  Even if the accused and the victim state that the children were asleep, chances are good that they were awakened by the incident and can give very helpful information about past and present abuse.

B. When speaking to a child, speak in a pleasant tone of voice and clearly explain why you need to ask certain questions.

C. When the child starts to talk, listen carefully and try to write down what the child says.

D. Interview the child in a simple and direct manner, appropriate to his or her age.

E. “Some of my questions will be easy to understand, some will be hard, just say, “What do you mean or “I don’t get it,” if you don’t understand.

F. Use of open-ended questions (“What did you see or hear?”)

G. Try to have a sense of the child’s “level” of age, maturity, and emotional vulnerability before asking questions.  

H. Avoid complicated terms such as, “suspect,” “victim,” “assault,” or “witness.”

6.1.12
The student will be able to list some resources that provide support services for domestic violence victims.

A. Local shelters, support groups, and crime victim services in your local community.

B. Follow your department policies and procedures. 

Other Issues:

· Escalation of Abuse

· Stalking/Post-Separation Violence

· Murder/Suicide/Infanticide


· Hysterical Callers  

· Dispatcher’s Role:  First on the Scene; Listening Skills

· Warning Signs

· Protecting Victims & Responders

· Special Callers (hysterical and children)

· Recognizing “Codes” from callers

· Identifying Gunshots

· Resources:  Shelters, Support Groups 

· Case Studies; Critique Actual 911 calls (resource material)
7.0
Hostage and Barricade Incidents

Unit Goal:  The student will be able to summarize the process of handling calls involving hostages (kidnappings) or non-hostage situations (barricade incidents).

7.1.1
The student will be able to explain some important considerations on hostage situations.

A.
Definition of a Hostage – person (s) held and threatened by another person(s) in order to bring about the fulfillment of certain substantive demands by a third party, usually law enforcement.  [Greenstone, J.L. (August 1995).  Crisis Intervention Skills Training for Police Negotiators.  The Police Chief.]

B.  
“Substantive demands” – include things that the hostage taker cannot obtain for him/herself, such as money, escape, and political or social change.  

C.
Kidnapping is divided into two categories:  1)  When the location of the kidnapped victim is unknown, and 2) When the location is known.  (Federal Bureau of Investigation)

1.
If the location is not known and the kidnapper makes high demands, greater negotiation techniques and information gathering will be required because, in such a case, time is of the essence.  

2.
If the location is known, regardless if there are high demands or not, a telecommunicator and responding law enforcement personnel has more control of the situation and can take action faster.  

E.
If a dispatch negotiator does not take the initial call, that person should try to stay behind the scenes and offer advice, guidance, and encouragement to the original call-taker.  

F.
It’s best to be prepared and trained for these type of calls.  

7.1.2
The student will be able to explain some psychological and social issues of the hostage taker and the victim (s).

A.
Most hostage takes will show a goal-oriented and purposeful behavior, by using the hostages as leverage to get what they are demanding.  

B.
Even though the victim is at risk, the main goal of the hostage taker is to keep the victim alive in order to achieve his/her demands.  Hostage takers are aware that if they harm or kill the hostage, it changes the dynamics of the situation and law enforcement will be only forced to resolve the incident quicker without fulfilling any demands. Therefore, it is in the best interest of the hostage taker to keep the hostage alive and avoid any actions that might cause for law enforcement to violently respond to the situation.   

C.
Hostage takers may initially feel in control and empowered, but as time passes, the negotiation team builds trust and rapport and convinces the takers that they will not accomplish anything, so should surrender in a peaceful way. 

D.
Ultimately, hostage takers must decide whether they are going to surrender peacefully and live, or possible get killed when police take immediate action against them.  It’s up to the hostage taker whether his/her desire to live is more important than having their demands met.   

7.1.3
The student will be able to identify some methods for bonding with a hostage taker to establish trust.

A.
The conversation and “negotiation” process will require time, patience, understanding, and use of active listening and good communication skills on the part of the call-taker. 

B.
The goal of the call-taker should be to effectively communicate with the hostage taker to defuse the situation and establish rapport.  

C.
Once this rapport is established, the telecommunicator can obtain specific information to relay to law enforcement authorities, as well as try to convince the hostage taker to reach a nonviolent resolution.

D.
Stalling for time is important.  This tactic requires effective crisis communication techniques and communication skills, which are discussed in the beginning of this course.  It allows the call-taker to get as much as information as possible, ranging from the location of where the hostage is being kept to finding out if the hostage is being left unharmed and still alive.    

7.1.4
The student will be able to explain some important considerations for Non-hostage Situations (or Barricades).  

A. Definition of a Non-hostage (Barricade) Situation – when an individual barricades him/herself or holds others against their will, not to gain leverage over police to achieve a specific goal as a hostage taker, but to express their anger over events or at the individual they hold.  

B. The person barricade is not considered a hostage because that person is not being used to secure fulfillment of a demand, but is only a victim whom the subject contemplates harming.  Especially if the victim is someone the subject knows, such as through a prior relationship, there is no substantive demand because the subject doesn’t need or want anything specific from the police.  What the subject really wants is what they already have, attention and their victim held captive.  

C. Typical responses from a subject:

1.
“Go away, we don’t need you or want you here.”

2.
“This is none of your business.”

D. During these types of incidents, individuals tend to act in an emotional, self-destructive, and senseless way.  

E. They are motivated by anger, rage, frustration, hurt, confusion, or depression because they are not able to control their emotions to life’s many stressors and pressure.

F. Their goals are not clear and they demonstrate purposeless, self-defeating behavior.  

G. These individuals will probably not have substantive or escape demands, or totally unrealistic demands, as a hostage taker would impose.  

H. These individuals include:  disgruntled employees, jilted lovers, rejected spouses, fanatics, individuals with mental illnesses, those with unfulfilled expectations about life or career, frustrated individuals, those who want to make a political or social statement, etc.  

I. The potential for a homicide, followed by a suicide act, is VERY HIGH.  

J. Telecommunicators and peace officers must respond to them in a careful and thoughtful manner. 

7.1.5
The student will be able to identify some methods for communicating with a barricaded caller.

A. Work toward building trust and rapport by demonstrating patience, understanding, and concern. 

1.
The call-taker should make an effort to hear the subject’s issues (their stories).  This can allow the call-taker to buy more time and get more facts. 

B. Buy time while asking non-judgmental and non-threatening questions.

C. Don’t be confrontational; demonstrate that your intention is the safety of the subject and any other persons barricaded.    

D. Apply active listening skills.

E. Effective communication skills can help lower the subject’s emotions, defuse his/her anger, and just help the subject to think more rationally.  

F. After the call-taker establishes a trusting relationship, he/she can attempt to introduce non-violent problem-solving alternatives that encourage the subject towards a peaceful outcome.  

G. Subjects are less likely to harm their victims while they are conversing with a crisis negotiator.

H. During one-way contact, try to reassure subjects by conveying positive topics of discussion, as though responding to their stated concerns.  For instance, acknowledge the subject’s fear and provide reassurance that the police want to help.  This can initiate a two-way conversation.   

I. There may be instances, when the subject may not want to talk to the police or negotiators, only you.  Try to stay on the phone as long as possible, and then transition their call carefully, reassuring the subject that the other person (i.e. police or crisis negotiator) taking the call will be able to help them.   (????)   

J. Everyone wants respect, even the most troubled individual.  Telecommunicators should view any crisis negotiation as a way they can influence subjects by steering them away from committing a violent act and toward a peaceful surrender.

K. Don’t try to rush the process by introducing problem solving techniques before establishing a measure of trust with the caller and obtaining pertinent facts.

7.1.6
The student will be able to demonstrate the process of providing intervention during a hostage or barricaded incident call.

Other Issues:

· “Rule of Reciprocity”

· The “Golden Bridge” Technique

· Negotiation Principles

8.0
Bomb Threats

Unit Goal:  The student will be able to summarize the process for handling calls involving bomb threats.  

8.1.1
The student will be able to explain some important considerations of bomb threats. 

A.
Threats can be delivered in numerous ways.  The majority of threats are called in to the target.  Occasionally, these calls are through a third party.  Sometimes a threat is communicated in writing or by a recording.

B.
Three main reasons for reporting a bomb threat are:

1.
The caller knows (or believes) that an explosive or incendiary device has been or will be placed, and wants to minimize personal injury or property damage.  The caller may be the actual person who placed the bomb or someone who has become aware of this information.  

2.
The caller wants to create an atmosphere of panic, anxiety, and confusion.  As a result, normal activity at the location where the device is reportedly placed is interrupted.  They want to maintain control.  

3.
If used as a terrorist attack, the caller wants to create public anxiety and undermine confidence in government and law enforcement.  For instance, their unpredictability and apparent randomness make it impossible for government and law enforcement to protect all potential victims.  

C.
The latter reason is the most frequently encountered, especially in school settings (and particularly when major exams are scheduled or projects are due).

D.
Unfortunately, there is often no way to tell which is the motivation of the caller or his/her plan of action until after a thorough inspection of the building has been conducted.  For this reason, telecommunicators must always be prepared to obtain pertinent information and have emergency services personnel (police, fire, and medical) respond immediately.  

8.1.2
The student will be able to identify some methods for responding to a bomb threat call.  

A.  
Guidelines for handling a bomb threat:


1.
Take caller seriously, but remain calm.


2.
If a recorder is available, make sure it is running.

3.
Note on the display where the call is coming from and the time on the display.

4. Note which line the call is coming in on.

5.
Pay close attention to the exact words the caller is using.

6.
Keep the caller on the line as long as possible, try to get as much detailed information as possible.  Ask him/her to repeat the message.  Record every word spoken by the person.

7.
If the caller does not indicate the location of the bomb or the time of possible detonation, ask him/her for this information.

8.
Inform the caller that if the location is occupied and if the bomb is detonated, it could result in death and serious injury to many innocent people.

9.
Pay particular attention to background noises, such as motors running, music playing, and any other noise, which may give a clue as to the location of the caller.

10.
Try to take notes on everything that the caller says.  

11.
Listen closely to the voice (male or female), voice quality (calm, excited, etc.), accents, and speech impediments.  Immediately after the caller hangs up, report the threat to your supervisor and law enforcement, fire, and EMS personnel, and other appropriate agencies.

12.
Make sure to complete a bomb threat checklist (either one provided to you by your department or see sample in Appendix D, from the Bureau of Alcohol, Tobacco, and Firearms).

13.
Remain available in case these officials need to obtain more information from you.  
14.
Always follow your department policies and procedures.  
8.1.3
The student will able to list some guidelines used for taking calls reporting a bomb threat.  (Refer to Appendix C for Bomb Threat Checklist).

A. Bomb threat checklist:

1. When is the bomb going to explode?

2. Where is the bomb right now?

3. What does the bomb look like?

4. What kind of bomb is it?

5. What will cause the bomb to explode?

6. Did you place the bomb?

7. Why?

8. What is the address where the bomb is located?

9. Where are you located?

10. What is your name?

B. General information.

1. Sex, race, and age of caller.

2. Length of call.

3. Telephone number to which call is received.

4. Date and time call was received.

C. Callers voice, was it (but not limited to):  

1. Calm?

2. Soft?

3. Stutter?

4. Excited?

5. Laughter?

6. Rasp?

7. Rapid?

8. Normal?

9. Nasal?

10. Angry?

11. Loud?

12. Lisp?

13. Slow?

14. Crying?

15. Deep?

16. Distinct?

17. Slurred?

18. Ragged?

19. Deep breathing?

20. Disguised?

21. Whispered?

22. Clearing throat?

23. Cracking voice?

24. Accent?

25. Familiar?  (If so, who does it sound like?)

D. Background sounds:

1. Street noises?

2. Voices?

3. Animal noises?

4. PA System?

5. Music?

6. Long distance?

7. Motor?

8. Booth?

9. Factory machinery?

10. Crockery?

11. Clear?

12. Static?

13. House noises?

14. Local?

15. Office machinery?

16. Other (Specify).

E. Bomb threat language:

1. Well spoken (education)?

2. Foul?

3. Incoherent?

4. Message read by threat maker?

5. Irrational?

F. Make sure to document the exact wording of the bomb treat and any other remarks not mentioned above.

9.0
Weapons of Mass Destruction 


Unit Goal:  The student will be able to summarize the process of responding to calls involving issues of weapons of mass destruction such as, terrorism, biological agents/outbreaks, suspicious packages, and other warning indicators.   

Weapons of Mass Destruction and Terrorism

9.1.1
The student will be able to define Weapon of Mass Destruction and Terrorism.  

A.
Definition of Weapon of Mass Destruction (WMD) – any terrorist devices that may contain biological agents, nuclear material, incendiaries, chemical agents and compounds, or explosives.  

1. These potential WMD materials are also known as “B-Nice.”  

2. Radioactive material, chemical agents, or biological agents are relatively easy to obtain, therefore, pose greater threat.

3. Due to “Post 9/11”, the issue of bio-terrorism has also become a great concern worldwide. 

B.
Definition of Terrorism – “The unlawful use of force or violence against persons or property to intimidate or coerce a government, the civilian population, or any segment thereof, in furtherance of political or social objectives.”  According to the FBI, a concise definition has not yet been established yet.  (U.S. Code and Federal Bureau of Investigation, 1997).  Intended to make a public statement.

1. Three criteria which help determine the category of a terrorist incident:

a. location of the incident,

b. motivation, and

c. sponsorship.

9.1.2
The student will be able to list three main classifications of terrorism:

A.
Domestic – “is the unlawful use, or threatened use, of force or violence by a group or individual based and operating entirely within the U.S. or Puerto Rico without foreign direction and whose acts are elements of the U.S. Government or its population, in furtherance of political or social goals.” (FBI 1997 report, Terrorism in the United States). 

1. A terrorist act to be considered domestic must be “Home-grown” and the terrorist or group cannot be receiving financial banking from another nation, and all acts conducted within the U.S. and Puerto Rico.

2. Examples:  anti-abortionist, school bombings, white supremacy groups and other hate groups, etc. Specific examples:  Columbine, Oklahoma City Bombing, Eric Rudolph, and others.

B.
International – “the unlawful use of force or violence committed by a group or individual who has some connection to a foreign power or whose activities transcended national boundaries, against persons or property to intimidate or coerce a government, the civilian population or any segment thereof, in furtherance of political or social objectives.  (FBI 1997 report, Terrorism in the United States). 

1. These acts can be perpetrated by an individual or group at the direction of a recognized country or sovereign state.  Additionally, these individuals or groups may use one country (not necessarily their host country) as their base of operation while their tactical objectives may be in another country. 

2. Examples:  airplane hijackings/bombings occurring in other countries, embassy bombings, etc.

C.
Transnational  - terrorist incidents committed or initiate by rogue terrorists.  They are difficult to track and infiltrate due to their wide and complex organization and ties to various countries and their cells.  These terrorists have the ability to exploit mobility and technology to avoid detection and to conduct terrorist acts.  (Louis Freeh, FBI Director, Senate Committee, 1999).  

1.
Transnational terrorism is distinct from those of domestic and international through it’s location, motivation, and sponsorship:

a. Location – usually perpetrated without regard to national boundaries.  Acts are committed by citizens of that nation in which the act takes place or by citizens of a foreign nation or by a combination of the two.

b. Motivation – rarely are purely political.  Instead are for a specific cause or ideal (e.g., strong personal or religions beliefs).

c. Sponsorship – are not sponsored by a specific nation or state.  Funding comes from private sources or collection efforts that may be hidden in legitimate causes.  Examples:  9/11 events, Usama bin Laden, embassy bombings, airplane hijackings, etc.

9.1.3
The student will be able to explain some important considerations involving weapons of mass destruction and terrorism.

A.
A terrorist incident may be preceded by a threat or warning, or may be easily recognizable as a terrorist incident.  It all depends on the type of weapon used and the target population.  

B.
Many terrorists alter their methods.

C.
Terrorist acts are considered a crime scene and preservation of evidence is critical.

D. Most common terrorist weapons:  explosives, radioactive material, chemical weapons, toxic industrial chemicals, incendiaries, and biological agents.

E.
Radiological and chemical materials are easily accessible and are inexpensive.  These materials can be found in any research laboratory or facility (legitimate and homegrown), industrial facilities, homes, vehicles, home improvement stores, the black market, available through the Internet, etc.  In some cases, small amounts of material can have a tremendous effect. 

F.
The “recipes” for making biological, chemical, and radiological weapons can be found on the Internet and in public libraries.

G. A WMD or terrorism incident can occur at any time.

H. Most devices and materials are not easily detected and are easy to disseminate (e.g. materials and agents in the form of dust or vapor can be carried by air). 

I. WMD materials and incidents require decontamination by Haz-Mat specialists.

J. Psychological impact on public can be immense.

K. Limitations of WMD usage:

1. Chemical materials must be used in large quantities.  

a. When used in open areas, chemical agents are influenced by climatic conditions, which affect the agent’s concentration level and how it is dispersed.  

b. Chemical materials are less toxic than a biological agent; this requires quantities measured in pounds and gallons for massive effect.  Such a requirement, creates manufacturing and handling problems, and increases the risk of detection.  However, many potential WMD materials, such as chlorine and phosgene, are shipped by the railcar or tanker truckload.

2. Their use may be counterproductive.

a.
To a certain degree, there is a balance between the magnitude of the act of terrorism and the support or attention that it generates.  It may bring political or religious cause to some groups, thus generating support from other outside individuals, but horror from the general public.  

L.
Always follow department policies and procedures.

Biological Agents & Outbreaks
9.2.1
The student will be able to list the most common types of biological outbreaks (bio-terrorism, occupational, accidental and environmental, etc.).  

A.
Smallpox (virus).

B.
Plague (bacteria).

C.
Measles (virus).

D.
Hepatitis B (virus).

E.
Hemorrhagic fever viruses (Ebola, Marbury, Lassa, or Crimean-Congo fever).

F.
Anthrax (bacteria).

G.
Botulism/Botulinum toxin (toxin).

9.2.2
The student will be able to explain some major characteristics for potential biological agents stated in 9.2.1.

A.
Smallpox.

1. A serious, highly contagious disease caused by the variola virus.  The majority of people infected with smallpox recover, but death occurs in up to 30% of the cases.  Smallpox is spread person to person by respiratory secretions (airborne droplets) through an infected person coughing or through direct contact with infected skin lesions.  Smallpox virus could be dispersed through the air if it were used as a biological weapon.

2. After a 7 to 11-day incubation period, a pox-like rash appears and patients may experience fever, muscle rigidity, shivering, malaise, headaches, vomiting, and other symptoms.  The usual symptoms include high fever, fatigue, headache, back and muscle aches followed several days by the appearance of a rash.  This rash is typically concentrated in the face and arms.  The rash quickly changes into blister-like vesicles, which then transform to pustules.  It is distinguished from chicken pox in that chicken pox is mostly on the cheek, back, and abdomen, whereas smallpox appears primarily on the face and extremities.

B.
Plague.

1. A naturally occurring disease caused by a bacterium Yersinia pestis, found in infected rodents and fleas.  In the U.S., approximately 400 cases of plague have been reported in the past 50 years, over 80% of those infected presenting as localized inflammation and swelling of lymph glands (bubonic form).  However, bio-terrorism related plague most likely would occur by inhalation (airborne form), producing the much rarer but communicable form of pneumonic plague (or “black plague”).  Early detection and medical assistance is critical to recovery.

2. Pneumonic plague presents as a flu-like illness with sudden onset of fever, cough, headache, progressive shortness of breath followed shortly by chest pain and often with coughing up of blood tinged phlegm.  Blood stream invasion of the bacterium then develops and leads quickly to shock and multi-organ failure.  

3.
It is rapidly fatal and highly contagious.

C.
Measles.

1. Measles is a highly communicable respiratory disease caused by a virus.  The virus commonly infects children, but can also infect adults.  Persons who have not been adequately immunized are at most risk for getting infected.  Another illness known as the German Measles (Rubella) may sometimes be mistaken for Measles since the symptoms can be similar.

2. Symptoms:  

a.
Onset of fever, feeling of fatigue, runny nose, and coughing. 

b.
Development of skin rash.  The rash appears to be raised and red, which usually starts on the face and spreads to the body including the arms and legs.

c.
May cause other complications:  pneumonic, encephalitis, and seizures.

3.
The virus is transmitted from person-to-person by contact with infectious droplet aerosols from nasal and throat discharges of infected persons.  Also, contact with blood or potentially infectious body fluids through needle sticks, broken or non-intact skin mucous membranes.  

D.
Hepatitis B (HBV).

1. Saliva injected through a human bite can transmit HBV.

2. Inflammation of the liver caused by medication, alcohol or many viruses.  A double-stranded DNA virus, known by its core antigen and outer lipoprotein coat containing the surface antigen.  Chronic carriers have a higher risk of cirrhosis and liver cancer and are always considered contagious.

3.
Symptoms:

a.
About 35% of infected people don’t develop symptoms.  Are generally seen within 3 months of exposure; the range is 1-6 months.  Early: fatigue, poor appetite, low grade fever, nausea, vomiting.  Less frequently and later: joint pain, hives, rash, and jaundice.

4.
Epidemiology

a.
140,000 – 320,000 estimated infections annually.

b.
Infected people represent all ages, races, lifestyles and both sexes.

c.
Infection is most common in young adults.

E.
Viral Hemorrhagic Fevers.

1.
The term viral hemorrhagic fever (VHF) refers to a group of illnesses that are caused by several distinct families of viruses.  Some of these illnesses are mild, but many are severe life-threatening diseases.  Use of these viruses for bioterrorism would probably involve those that cause high mortality such as Ebola, Marburg, and Lassa or Crimean-Congo fever. 

a.
All these viruses share a number of features, which include:

(1)
Their survival is dependent on an animal or insect host.

(2)
They are geographically restricted to the areas where their host species live (e.g., often tropical climates).

(3)
Humans are not the natural host but can become infected by contact with the animal or insect host.  However, with some of the viruses, once infected, there can be human-to-human transmission.

2.
Transmission.

a.
If used for bioterrorism, inhalation would probably be the mode of transmission.  In the natural state, some viruses (such as the Hantavirus) have been identified as spread by aerosolization of contaminated rodent excrement.

b.
Some of these viruses are quite transmissible through human-to-human contact or by body fluids.  In a hospital setting, standard isolation precautions (respiratory and contact) are maintained.  Medical equipment or objects used in the care of infected patients must be properly disinfected and disposed of to prevent infecting others.

3.
Symptoms.

a.
Specific signs and symptoms vary dependent on the specific type of viral hemorrhagic fever, but initial symptoms often include fever, fatigue, dizziness, eye irritation, muscle aches, weakness and exhaustion.  Patients with severe illness often have bleeding under the skin, in internal organs and from the nose, mouth or ears.  Death is usually attributed to shock, nervous system malfunction, coma, seizures and often kidney failure.

F.
Anthrax.

1.
Anthrax is an acute bacteriological disease that can manifest itself as either a contagious skin infection or through a more deadly inhalation form.  Early detection is critical to recovery; it may be fatal if the person is left untreated.  Untreated anthrax has a fatality rate of 52 percent.

2.
The skin infection starts with an itching sensation and then gradually turns into a depressed lesion that becomes black.  This form may turn septic and spread throughout the body via the bloodstream and lymph nodes.  

3.
There are two phases of inhalation anthrax:  

a.
After an incubation period of one to six days, the initial symptoms include malaise, fever, fatigue, non-productive cough, and chest discomfort.  

b.
The second phase begins suddenly with the development of severe shortness of breath.  Shortly after, the terminal phase develops that typically lasts less then 24 hours and has a 90-95 percent fatality rate despite therapy.

4.
A person may also become infected with the intestinal form of the disease after eating contaminated meat that is not fully cooked.  Infection is characterized by an acute inflammation of the intestinal tract.  Symptoms include nausea, loss of appetite, vomiting, fever followed by abdominal pain, vomiting of blood, and severe diarrhea.  This route of exposure is much less likely than through the skin or inhalation in cases of bioterrorism.  This route of exposure is far less likely to be used by those engaged in bio-terrorism acts than with the skin or inhalation routes.

5.
Much of the present concern over anthrax exposure is associated with mail handling.  Current evidence indicates that the risk and exposure is now very low.  Refer to Unit 1.0 on “Suspicious Packages” for handling calls concerning exposure to anthrax.

6.
Persons infected with anthrax cannot infect others.

G.
Botulism/Botulinum Toxin.

1.
Botulism is a rare but serious paralytic illness caused by a nerve toxin. There are seven related neurotoxins that are potent toxin and cause life-threatening paralysis leading to progressive weakness of extremities and respiratory muscles resulting in respiratory failure.  

2.
Transmission.

a.
Botulinum toxin used in bioterrorism could be spread through the air or through contaminated food or drink.  

b.
In adults, natural cases of botulism are most often transmitted through eating contaminated foods or via wound infections.  However, botulinum toxins could be disbursed through man-made devices that spray toxin into the air or through contamination of food.  Botulism and the toxin itself is not spread person-person.  Miniscule amounts of the toxin can cause illness.

3.
Symptoms.

a. Symptoms can occur as quickly as 24 hours after ingestion.  Typical symptoms are neurologic and include double vision, blurred vision, difficulty with speech and swallowing, drooping eyelids, dry mouth, and a progressive muscle weakness, which starts in the head/neck and proceeds downward.

b. In untreated persons, botulism has a high-case fatality rate generally resulting from airway obstruction and respiratory muscle paralysis.  Confusion and altered consciousness are not associated with this illness.  Secondary infections may occur.  Regardless of the type of exposure (food, wound, inhalation) botulinum toxin produces the same neurologic effects.

c. Persons exposed to botulinum toxin cannot infect others.
H.
Important considerations:

1.
Most of these biological agents have a delayed effect ranging from several hours to days, and in some cases, weeks.   They can be either disease-causing organisms or toxins produced by living organisms.  Biological agents are more toxic than chemical agents.

2.
Biological agents are tasteless, invisible, liquid, or solid, and odorless; they can be disseminated through numerous ways.  For example, through contamination of food, water, or medicine; or sprayed in the air.   Therefore, in most cases, a caller may see no visual trauma and nothing significant unless he/she actually witnesses the actual release or some type of suspected dissemination device has been located. 

3. Each agent has a natural host.  In some instances, with little training or equipment, a small amount of culture or material can be grown into larger quantities for placement in a dissemination device.

Suspicious Packages & Other Warning Indicators

9.3.1
The student will be able to list some general characteristics indicating a suspicious package, mail, or envelope containing a lethal substance or object. (Refer to Appendix D for more details.)  

A.
Distorted handwriting, homemade labels or cut and paste lettering.

B.
Packages with protruding wires, aluminum foil, oil stains or that emit a peculiar odor.

C.
Inaccurate addressee’s name or title.

D.
Notations such as, “Personal”, “Private”, “Fragile – Handle with Care”, “Rush – Do Not Delay” when addressee does not normally receive such mail at the office.

E.
Packages with excessive postage or that feel rigid, or appear uneven or lopsided.

F.
Cancellation or postmark indicates a different location than the return address.

G.
Packages that are sealed with a combination of different types of tape, or make a buzzing, ticking or sloshing sound (Do not shake packages).

H.
Pressure or resistance is noted when removing contents.

9.3.2 Student will be able to explain some important considerations for calls involving a discovery of suspicious package and/or exposure to a foreign substance or object.

A.
Effort should be made to remind the responding officers that they are “NOT” to enter the premise until appropriate emergency management or Haz-Mat personnel arrive at the scene and respond to the matter.  Protocol depends primarily upon a dispersal of the product and your department policy and procedures.   

B.
Advise the caller to remain inside until advised to exit the building, either by you or responding emergency management or Haz-Mat personnel.  Protocol depends primary upon a dispersal of the product and your department policy and procedures.  However, the package or substance must be isolated immediately, if possible.  So advise the caller to leave the room or the area where the package/substance is.  The area where the substance is must remain closed and free of others and air exposure.

C.
If the caller or others are experiencing signs of illness, have the caller or someone establish a safe area away from others but not in a location that will expose more people.

D.
Reasons why evacuations should not be ordered by telecommunicators:  

1.
Appropriate emergency management and Haz-Mat authorities need to reasonably establish a path of contamination first before evacuations are taken place.  In other words, premature evacuation may interfere with effective emergency response to event (i.e., biological or radiological release and contamination).  

2.
People may be hurt in the panic.

3. People may be gathering where the suspicious package is located.

4. This activity encourages false calls.

E.
Remain on the line with the caller or anyone else until the appropriate authorities and agencies respond and direct you to end your call.  Obtain the telephone number where the caller is calling you.  You can then disconnect after advising the caller that an appropriate official will be calling them right back.

Q. Be prepared by maintaining a list of name and contact information of appropriate responding personnel, such as emergency management, Haz-Mat, local, state, and federal agencies, etc.  

9.3.3
The student will be able to identify some methods for handling calls involving suspicious package, and/or exposure of a foreign substance or object.  

A.
What is the address of the emergency?

B.
What is the phone number you are calling from?

C.
What is the problem?  Tell me exactly what happened.

1.
When did you receive the package?

2.
Where did you locate the package?

3.
How did you find the package?

a.
If a suspect was seen, proceed with suspect interrogation:  Were any threats received via phone or mail?  If yes, obtain complete details.

4.
Have you moved or handled the package?

5.
Have you opened the package?  If so, did you inhale anything?

6.
What makes you think it is suspicious?  Have you asked around if anyone is expecting or aware of the package?

D.
Obtain the following information:  

1. Describe the package, is it a box, letter, large envelope, etc.? 

2. Does it have any markings or indicators?

3. Size of object.

4. Type of container or wrapping/writing and marking on package.

5. Any sound coming from the object?

6. Any strong odors, oil stains, protruding wires, lopsided or bulky packages.

a. NO:  Dispatch an officer to respond, regardless.  It’s better to be safe than sorry.  

b. YES:  Dispatch an officer and appropriate authorities  (i.e., emergency management, Haz-Mat, etc.

c. Follow suspicious package – unopened protocol.   

(1) Do not open it/ Do not touch, hamper with, or move it!

(2) Isolate the package and immediately evacuate the area.

(3) Do not put in water or a confined space such as a desk or drawer.

(4) See your department policy and procedures.)

E.
Where exactly is the package now, in what room or area of the house, apartment or business?

F.
How many people are in the room?

1.
Advise the caller and others to leave the room immediately and close the door behind them.   However, do NOT advise them of evacuating the building or office.  

G.
Do you have any of the substance/product on you or anyone else?

1. Advise the caller and others not to touch anyone or anything.

2. Advise those exposed to isolate themselves from any other individual.

a. Get a plastic bag, such as garbage or grocery bag.

b. Change clothing and place it in the plastic bag.

c. If inhaled, blow your nose and place the tissue into the plastic bag.

d. Wash hands with soap and water; a little bleach can be used also.

H.
If the caller or others have been exposed, obtain the following information:



1.
Description of contents of the package.


2.
Color of substance/product.


3.
Actual smell of envelope/package, any odor.


4.
Texture of the substance/product.


5.
If the substance/product is affecting anything?  If so: is it touching; corrosive, bubbling, color change, fuming?


6.
If caller or anyone is experiencing any signs of illness?

a.
Difficulty breathing, dizziness, nauseous, throat/eye/skin irritation, strange taste in mouth.

(1)
Advise the caller and others to monitor for changes in health status.

(2)
Advise the caller and others to isolate the area as small as possible by closing doors.  Reduce circulation; close windows, turn off A/C unit, turn off ceiling fans.  Keep still and do not move around.

I.
Always follow your department policy and procedures.  

9.3.4
The student will be able to explain some important consideration regarding suspicious packages containing incendiary and explosive devices (i.e., bombs). The probability of someone finding or receiving a bomb is rare, but can happen, especially with the today’s problems and issues in our society.    

A. Bombs can be constructed to look like almost anything and can be placed or delivered in any number of ways. 

B. A bomb can be enclosed in either a parcel or an envelope, and its outward appearance is limited only by the imagination of the sender.  However, mail bombs have some unique characteristics, which may assist you and the caller in identifying a suspect mailing.   

C. Characteristics of a suspicious mail bomb:

1. Restricted endorsements such as “To Be Opened in the Privacy of”, “Personal”, “Confidential”, “Private”, “Your Lucky Day is Here”, “Prize Enclosed”, etc.   When the caller does not usually receive personal mail at the office.

2. Misspelling of name, address, titles, places, etc.

3. Generic or incorrect name or job titles.  

4. Handwritten addresses or labels from companies, agencies, and organizations are considered improper and unprofessional.  Ask the caller if he/she checked if the company exists and if they sent a package or letter.  

5. Irregular shapes, soft spots, lumps, bulges, or protrusions on the envelope or package, without applying pressure.

6. No return address or fictitious.

7. Rigid, uneven, or lopsided.

8. Wrapped in string.  Modern packaging materials have eliminated the need for twine and string.  

9. Distorted handwriting or the name and address may be prepared with homemade labels or cut-and-paste lettering.

10. Excess postage, especially on small letters/packages, indicates that the object was not weighed by a Post Office.  

11. Leaks, stains, protruding wires, aluminum foil, or oil stains and may emit a peculiar odor.

12. Cancellation of postmark may show a different location than the return address.

13. Arriving before or after a phone call from an anonymous person asking if the item was received.  

14. Hand delivered or “dropped off for a friend” type packages or letters.  

15. Foreign writing, addresses, or postage that the caller is not familiar with.  

16. Unprofessionally wrapped with several combinations of tape used to secure the package and may be endorsed “Fragile – Handle With Care” or “Rush – Do Not Delay”.

17. Making a buzzing or ticking noise or a slashing sound.

18. Pressure or resistance may be noted when removing contents from an envelope or parcel.

E.
If you receive a call about a suspicious bomb sent via mail, advise the caller of the following:

1. Not to open the article.

2. Isolate the mailing and evacuate the immediate area.

3. Do not put in water or a confined space such as a desk drawer or filing cabinet.

4. If possible, open windows in the immediate area to assist in venting potential explosive gases.

5. Reassure that caller that if he/she believes the letter or parcel is suspicious to follow your instructions and not take a chance, or worry about possible embarrassment.  If the item turns out to be innocent, the package can still be inspected by law enforcement and postal service investigators.   

9.3.5
The student will be able to explain some important considerations regarding suspicious packages containing anthrax or another biological agent.

A. Many facilities in communities around the country have received anthrax threat letters.  Most were empty envelopes; some have contained powdery substances. Some contained anthrax, while others contained a substance equitable to baby powder, etc.    
B. The first thing you and the caller should try not to do is panic.

C. About anthrax:  

1. Organisms can cause infection in the skin, gastrointestinal system, or the lungs.  To do so, the organism must be rubbed into abraded skin, swallowed, or inhaled as a fine, aerosolized mist.  Disease can be prevented after exposure to the anthrax spores by early treatment with the appropriate antibiotics.   Anthrax is not spread from one person to another person.

2. For anthrax to be effective as a covert agent, it must be aerosolized into very small particles.  This is difficult to do, and requires a great deal of technical skill and special equipment.  If these small particles are inhaled, life-threatening lung infection can occur, but prompt recognition and treatment are effective.

D.
Suspicious unopened letter or package marked with threatening message such as “anthrax,” advise the caller of the following:

1.
Do not shake or empty the contents of any suspicious envelope or package.

2.
PLACE the envelope or package in a plastic bag or some other type of container to prevent leakage of contents.

3.
If you do not have any container, then COVER the envelope or package with anything (e.g., clothing, paper, trash can, etc.) and do not remove this cover.

4.
Then LEAVE the room and CLOSE the door, or section off the area to prevent others from entering (i.e., keep others away).

5.
Ensure that all persons, including yourself, who have touched the mail piece, wash their hands with soap and water.

6.
List all persons who have touched the letter and/or envelope.  Include contact information and have this information ready for the authorities.

E.
Envelope with powder and powder spills out onto surface, advise the caller of the following:

1.
Do not try to CLEAN UP the powder.  COVER the spilled contents immediately with anything (e.g., clothing, paper, trash can, etc.) and do not remove this cover!

2.
Then LEAVE the room and CLOSE the door, or section off the area to prevent others from entering (i.e. keep others away.)

3.
Have all persons wash their hands with soap and water to prevent spreading any powder to their face.

4
Have all persons REMOVE heavily contaminated clothing as soon as possible and place in a plastic bag, or some other container that can be sealed.  This clothing bag should be given to the emergency responders for proper handling.

5.
SHOWER with soap and water as soon as possible.  Do NOT use bleach or other disinfectant on your skin.
6.
If possible, list all people who were in the room or area, especially those who had actual contact with the powder.  Give this list to authorities so that proper instructions can be given for medical follow-up, and to law enforcement officials for further investigation.

F.
Room contaminated by aerosolization, advise the caller of the following:

(For example:  small device triggered, warning that air-handling system is contaminated, or warning that a biological agent released in a public space.)

1.
Turn off local fans or ventilation units in the area.

2.
LEAVE area immediately.

3.
CLOSE the door, or section off the area to prevent others from entering (i.e., keep others away).

4.
SHUT down air handling system in the building, if possible.

5.
If possible, list all people who were in the room or area.  Give this list to both responding authorities so that proper instructions can be given for medical follow-up, and to law enforcement officials for further investigation.

G.
Some characteristics of suspicious packages/letters containing anthrax or other biological agents include the following:

1. Excessive postage.

2. Handwritten or poorly typed addresses.

3. Incorrect titles or misspellings.

4. Title, but no name.

5. Misspellings of common words.

6. Oily stains, discolorations or odor.

7. No return address.

8. Excessive weight.

9. Lopsided or oddly shaped.

10. Protruding wires or aluminum foil.

11. Excessive security material such as masking tape, string, etc.

12. Visual distractions.

13. Powdery substance.

14. Sender is unfamiliar to you.

15. Package is unexpected.

16. Addressed to someone no longer in your organization or residence (outdated).

17. Restrictive endorsements “Personal” or “Confidential.”

18. Ticking sound.

19. Shows a city or state in the postmark that does not match the return address.

H.
Always have names and contact information of appropriate agencies and personnel who handle this type of situation.

1.
Always follow department policy and procedures.

9.3.6 The student will be able to identify other warning indicators involving a suspected bombing.

A. Any abandoned container or items that seems out of place for the surroundings.

B. Obvious devices containing blasting caps, timers, booster charges, or similar equipment.

C. Can of gasoline, used as an incendiary device.  

D. Abandoned vehicles clearly not belonging in the immediate environment.

E. Strong chemical odors with no apparent source.

F. Unusual or foreign devices attached to pressurized containers, bulk storage containers, or supply pipes.

G. Anything the caller might claim is out of the ordinary.

Other Issues:

· Terrorist Psyche

· Identifying Potential Targets

· Specific on Protection of Responders

· Coordinating Inter-agency Response

· Incident and Unified Command Systems

· Further analysis of nuclear, biological, and chemical threats

10.0
Hazardous Materials (Haz-Mat) 

Unit Goal:  The student will be able to summarize the process of helping authorities contain Haz-Mat incidents (spills/release/contamination). 

10.1.1
The student will be able to list some common types of Haz-Mat incidents.

A. Chemical

B. Radiological

C. Biological (bio-terrorism and blood spills)

D. Gases

10.1.2
The student will be able to identify some methods for handling a caller reporting an airborne chemical or gaseous release.

A.
Give the caller the following instructions:

1.
Do not exit the room, house, or building.  DO NOT have them evacuate—instead tell caller and others to remain in place (shelter-in-place).

2.
If possible, move to the interior of the room or a windowless room on an upper floor.

3.
Close all doors to the outside and lock all windows.

4.
Wet towels or other fabric items and jam them in the crack under the door.

5.
Use plastic (trash bags are good) to cover all windows and doors.  Use tape to seal the edges of plastic.

6.
Seal other ventilation sources:

a.
Turn off fume hoods, range hoods, air handlers, and all air conditioners.  Switch inlets to the “closed” position.

b.
Seal off all vents, grills, or other openings to the outside to the extent possible.

c.
Minimize the use of the elevators in the building.  These tend to “pump” outdoor air in and out of a building as they travel up and down.

d.
If you become bothered by the gaseous release, hold a wet cloth or handkerchief over your nose and mouth.


NOTE:  If the person is experiencing breathing difficulties, assure them that help is on the way.

7.
Remain indoors, unless told differently by responding personnel.

B.
Dispatch police, fire, and EMS immediately.

1.
Relay all pertinent information.

C.
Notify appropriate Haz-Mat and emergency health and safety personnel/agencies.

D.
Follow department’s policy and procedures.

10.1.3
The student will be able to identify some method for handling a caller reporting a chemical, biological, blood, or radiological contamination.

A.
Give the caller the following instructions:

1.
Have the caller initiate CPR and other life saving measures, if necessary.

2.
Do not move the injured persons unless there is a danger of further harm.

3.
Keep the injured person warm.

4
Remain with the victim(s) until EMS arrives.

B.
Contamination on skin.

1.
Wash skin thoroughly with water, using a faucet or emergency shower.

2.
Remove contaminated clothing, jewelry, etc.

3.
Take care not to break the skin.

4
Flush mucous membranes with water.

5.
For biological, blood, or radiological exposure, use soap and water.

C.
Contamination in eye.

1.
Wash eye thoroughly with water using an emergency eyewash or plain water.

2.
Forcibly hold eyes open to ensure effective wash behind both eyelids for at least 15 minutes.

D.
Needle stick, injection, or cut with contaminated “sharps”.

1.
Wash the area with soap and water for at least 15 minutes.

2.
Cover injured area with clean gauze, until EMS arrives.

3.
Carefully, wash minor cuts and abrasions with soap for 1-2 minutes.

E.
Dispatch appropriate personnel agencies:  police, EMS, fire, and Haz-Mat.

F.
Follow department policies and procedures.

10.1.4 
The student will be able to identify some methods for handling a caller reporting a gas, chemical, or radiation leak/spill.

A.
Give the caller the following instructions:

1.
Don’t attempt to repair the leak.  Assure them that help is on the way.

2.
For minor leaks, move cylinder to a well-ventilated, isolated area.  Keep flame from oxidizers and combustible material, e.g. loose hose connection or valve, cardboard, paper, etc.  Check for potential sources.

3.
For major leaks or small leaks that pose serious fire or toxicity hazard have callers and others evacuate the area immediately.

4.
Do not reenter evacuated areas.

5.
Avoid walking in spill and breathing vapors.

6.
Do not attempt to clean up spill or leak.

B.
Dispatch call to appropriate personnel and agencies:  police, fire, EMS, Haz-Mat, and environmental health and safety.

C.
Relay all pertinent information.

D.
Follow department policy and procedures.

Other Issues:

· Specific definitions.

· Place cards
· State and Federal Haz-mat regulations
· Pre-planning
· Proper Response Determinants
· Pre-arrival instructions
· Recognition and reaction
· Disaster preparedness
· More Evacuation procedures
· Environmental Considerations & Weather Effects
· DOT Guidebook and Material Safety
11.0
Emergency Management

Unit Goal:  The student will be able to summarize the process of handling calls involving emergency management (threatening/severe weather conditions).

11.1.1
The student will be able to list some common types of threatening/severe weather.

A.
The following are some forms of treacherous weather conditions.

1.
Severe thunderstorms.

2.
Tornadoes.

3.
Hurricanes.

4.
Electrical storms (lightening).

5.
Flooding.

6.
Severe winter storms (freeze, ice, sleet, snow, etc.).

11.1.2
The student will be able to list some guidelines for handling threatening/severe weather.

A.
Tell the caller to do the following:

1.
Proceed to inside hallways of the house or building.

2.
Do not use the elevator under any circumstances.  (If the power fails, the elevators will stop immediately, trapping you.)

3.
Once inside the hallways, kneel facing the wall and protect the back of the head and neck areas with your hands and forearms until the danger has passed.

4.
Stay away from windows and doors.

5.
Stay away from bodies of water.

6.
Stay away from metal, electrical, or large objects, trees, and fallen wires.

7.
Use flashlights and portable radios.

8.
Stay inside.

9.
If inside the car, pull over to a safe location and stay inside.  Crack the windows for fresh air.

10.
Try to remain calm.


B.
Follow your department’s policy and procedures.

11.1.3
The student will be able to identify some methods in the event of a power outage.

A.
Ask caller if any occupants are trapped in the elevator.

B.
Have caller and others move to a safe location.

C.
Keep refrigerator and freezer closed throughout the outage.

D.
Unplug personal computer.

E.
Unplug non-essential electrical equipment and appliances.

1.
Open windows for additional light and ventilation, if appropriate.

2.
Tell them to try to remain calm.

3.
If caller is dependent on an electrical charged medical device, send EMS to respond.  

4.
Follow department policy and procedures.
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Appendix  A

Crisis Management Supplement

Levels of Crisis Intervention

LEVEL  I    (The Trigger Stage)

· At this level, allow the angry person some control, yet maintain total control of conversation and its direction.  Listening so as to encourage problem solving. 

· Allow the angry person to vent (only at this stage).  While they vent, you breathe, deeply and slowly.  Be self-assured – not arrogant.

· Try not to interrupt or argue.

· Don’t tell the angry person to calm down.

· Do set clear boundaries – no verbal abuse; no aggressive behavior.

· Try to be empathetic.

The Elements of Empathy:   

DO’s - 

· Allow ample time to respond.

· Use short responses.

· Tailor responses to the other person.

· Use an even tone of voice.

· Try to understand what needs they are trying to meet.

DON’Ts - 

· Automatically give advice.

· Pretend to understand.

· Respond with a cliché.

· Sound condescending.

· Jump to conclusions.

Words to Use:

· “I can tell this really upsets you.”

· “I can see why you are discouraged.”

· “I can tell you are disappointed.”

· “I’m sorry that happened.”

· “I wasn’t aware of that.”

· “I am trying to understand your side.”

Words to Avoid:

· “Don’t feel that way.”

· “You are wrong.”

· “Where did you get that idea?”

· “I told you this would happen.”

· “You always ….. or you never.”

· “You don’t understand.”

LEVEL II  (Escalation Stage)

· Encourage discussion directed at problem solving rather than people bashing.

· “Why don’t we agree to communicate until we can find a solution we both feel good about?”

· “Let me listen to you first.”

· No venting at this stage

· Try calming them – “I’m having a hard time helping you while you are so angry.”

· Try to move them away from personalities and toward issues.

Moving Away from Personalities:  

They Say:  “That fool ruined my whole day!”

You Say:  “Your day was ruined?  What happened?”

· Ask open-ended questions and wait …….wait…….wait.

· Wait long past the time when you feel comfortable.

· Cut the angry person off when they become verbally or physically abusive.

· Only apologize when you are directly responsible for some part of the problem.

· If you sense that trust has been lost, there is only one way to re-establish it.

How to Re-Establish Trust:

· Consistent Positive Behavior  + Time  =  Trust

Third Party Intervention:  

· Only if necessary, allow a third party to get involved and ask permission from the caller.  Don’t allow the third party to just jump in.  If you don’t ask permission, you might become the target.  Remember, they might only want to talk to YOU (someone they trust).  

Moving Toward a Solution:

· “Assuming what you are saying is correct, what can we do to move forward?”

· “Assuming that there are other factors and considerations, what do we need to do to move forward?”

LEVEL  III   (Crisis Stage)

· Intervene immediately

· Breathe..Breathe..Breathe!

· Cannot hope to solve problems at this level, so focus on de-escalation.
LEVEL IV  (Resolution Stage)

· Keep voice calm and low.

· Allow discussion of experience, not the people involved.

· Remember, a person at this stage may still be agitated.

· Discuss possible resolutions.

· Set timetable, if appropriate.
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Appendix  B

Suicide Intervention: 

Supplemental Material  

Sample of a Conversation with a Suicide Caller

NOTE:   There are several examples of hot-line dialogues on the Internet.  The instructor should advise of any local programs and local policy and procedures
Your conversation might go something like this:

“If you are feeling suicidal right now please talk to me for a few moments.  I am not a therapist or other mental health professional, only someone who knows what it is like to be in pain.  I don’t know who you are, I’m just glad you called.  You have indicated that you are considering ending your life.  If it were possible I would rather be there with you at this moment, to sit with you and talk, face to face, heart to heart.  But since it is not possible, we will have to make do with this.”

“I have known a lot of people who have wanted to kill themselves, so I have some small idea about what you are feeling.  I have five simple, practical things I would like to share with you.  I won’t argue with you about whether you should kill yourself.  But I assume that if you are talking about it, you feel pretty bad.”

“The fact that you are still alive at this minute means you are still a little bit unsure.  It means that even while you want to die, at the same time some part of you wants to live.  So let’s hang on to that, and keep gong for a few moments.”

“Feeling suicidal doesn’t mean that you really want to die, it only means that you have more pain that you can cope with right now.  You can survive suicidal feelings if you do either one of these two things – (1) find a way to reduce your pain or (2) find a way to increase your coping resources.  Both are possible.”

“The five things I told you about are these, if you want, you can jot them down.”

“First – You need to hear that people do get through this feeling – even people who feel as bad as you do right now.”

“Second – Give yourself some distance.  Say to yourself, “I will wait 24 hours before I do anything.”  “Just because you feel like killing yourself doesn’t mean you have to do it right this moment.”

“Third – People often turn to suicide because they are seeking relief from pain.”  Remember relief is a feeling and you have to be alive to feel it.”

“Fourth – There are people out there in this terrible time who will not judge you, or argue with you, or try to talk you out of feeling badly.  They will simply care for you.  Find one of them. Now, use your 24 hours and tell someone what’s going on with you.  It is O.K. to ask for help. Call 1-800-784-2433.  Teenagers call Covenant House Nine-Line at 1-800-999-9999.  Look in the front of your phone book for a crisis line.  Call a counselor if you know one or a minister or rabbi.  Don’t give yourself the added burden of trying to deal with this alone.  Just talking about it releases a lot of pressure.”

“Fifth – Suicidal feelings are really traumatic.  After they calm down a little, you must continue caring for yourself – look up a counseling center in your town and arrange for visit.  Therapy is really a good idea for everyone from time to time. “
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For older people, their life is a time of fulfillment, satisfaction with life’s accomplishments.  For some older adults, however, later life is a time of physical pain, psychological distress, and dissatisfaction with present, and, perhaps, past aspects of life.  They feel hopeless about making changes to improve their lives.  Suicide is one possible outcome.  However, the causes of elderly suicide are treatable and suicide is preventable.  Each year more than 6,300 older adults take their own lives, which means nearly 18 older Americans kill themselves each day.

Older adults have the highest suicide rate – more than 50% HIGHER THAN YOUNG PEOPLE OR THE NATION AS A WHOLE.,  Suicide is rarely, if ever, caused by any single event or reason.  Rather, it results from many factors working in combination which produce feelings of hopelessness and depression.  Since suicide for the older person is not an impulsive act, you have a window of opportunity to help the older person get help.  YOU can help prevent a suicide.

Risk Factors
Suicide can happen in any family.  However, life events commonly associated with elderly suicide are:  the death of a loved one; physical illness; uncontrollable pain; fear of dying a prolonged death that damages family members emotionally and economically; social isolation and loneliness; and major changes in social roles, such as retirement.  Among the elderly, white men are the most likely to die by suicide, especially if they are socially isolated or live alone.  The widowed, divorced, and recently bereaved are at high risk.  Others at high risk include depressed individuals and those who abuse alcohol or drugs.

Clues to look for

There are common clues to possible suicidal thoughts and actions in the elderly that must be taken seriously.  Knowing and acting on these clues may provide you the opportunity to save a life.  In addition to identifying risk factors look for clues in someone’s words and/or actions.

It is important to remember that any of these signs alone is not indicative of a suicidal person.  But several signs together may be very important.  The signs are even more significant if there is a history of previous suicide attempts.

A suicidal person may show signs of depression, such as:

· changes in eating or sleeping habits

· unexplained fatigue or apathy

· trouble concentrating or being indecisive

· crying for no apparent reason

· inability to feel good about themselves or unable to express joy

· behavior changes or are just “not themselves”

· withdrawal from family, friends or social activities

· loss of interest in hobbies, work, etc.

· loss of interest in personal appearance
A suicidal person also may:

· talk about or seem preoccupied with death

· give away prized possessions

· take unnecessary risks

· have had a recent loss or expect one

· increase their use of alcohol, drugs or other medications

· fail to take prescribed medicines or follow required diets

· acquire a weapon

You see Signs – What Now? 

Some DO’s and DON’T’s include:

1. DO learn the clues to a potential suicide and take them seriously.

2. DO ask directly if he or she is thinking about suicide.  Don’t be afraid to ask.  It will not cause someone to be suicidal or commit suicide.  You will usually get an honest answer.  But don’t act shocked, since this will put distance between you.  (Some people may deny feeling suicidal but may still be very depressed and need help.  You can encourage them to seek professional help for their depression.  It’s treatable.

3. DO get involved.  Become available.  Show interest and support.

4. DON’T taunt or dare him or her to do it.  This “common remedy” could have fatal results.

5. DO be non-judgmental.  Don’t debate whether suicide is right or wrong, or feelings are good or bad.  Don’t lecture on the value of life.

6. DON’T be sworn to secrecy.  Seek support.  Get help from persons or agencies that specialize in crisis intervention and suicide prevention.  Also seek the help of the older person’s social support network:  his or her family, friends, physician, clergy, etc.

7. Do offer hope that alternatives are available but do not offer glib reassurance.  It may make the person feel as if you don’t understand.

8. DO take action.  Remove easy methods they might use to kill themselves.  Seek help.

Finding Help

There are resources available to help suicidal elders.  If you think that the person might harm him/herself or you observe clues of a possible suicide, immediately contact a professional to help.  A community mental health agency, a private therapist, a family physician, a psychiatrist or medical emergency room, or a suicide/crisis center are resources listed in the yellow pages of your phone book.

Suicide is preventable at any age.  Most suicidal persons do not want to die so much as they want to be rid of their emotional or physical pain.  They need help.  Depression is not a normal part of aging.  The treatment for depression has a very high success rate.  We can prevent the premature, unnecessary self-inflicted deaths of our seniors.  Suicide causes society the loss of talent, skills, and knowledge as well as the personal loss of a loved one to the surviving family member.  This is no less true when the person is an older adult.

Immediate Action is needed if the person is threatening or talking about suicide

Look for clues to a potentially suicidal person.  Your observing and caring about a suicidal older adult can make the difference between life and death.
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What would you do if one of your friends threatened to commit suicide?

· Would you laugh it off?

· Would you assume that the threat was just a joke or a way of getting attention?

· Would you be shocked and tell him or her not to say things like that?

· Would you ignore it?

If you reacted on any of those ways you might be missing an opportunity to save a life, perhaps the life of someone who is very close and important to you.  You might later find yourself saying, “I didn’t believe she was serious,” or “I never thought he’d really do it.”

Suicide is a major cause of death.  The American Association of Suicidology estimates that it claims 35,000 lives each year in the United States alone; authorities feel that the true figure may be much higher.  A growing number of those lives are young people in the teens and early twenties.  Although it is difficult to get an accurate count because many suicides are covered up or reported as accidents, suicide is now thought to be the second leading cause of death among young people.

If someone you know is suicidal, your ability to recognize the signs and your willingness to do something about it could make the difference between like and death.

Danger Signs

No doubt you have heard that people who talk about suicide won’t really do it.  It isn’t true.  Before committing suicide, people often make direct statements about their intention to end their lives, or less direct comments about how they might as well be dead or that their friends and family would be better off without them.  Suicide threats and similar statements should always be taken seriously.

People who have tried to kill themselves before, even if their attempts didn’t seem very serious, are also at risk.  Unless they are helped they may try again, and the next time the result might be fatal.  Four out of five persons who commit suicide have made at lease one previous attempt.

Perhaps someone you know has suddenly begun to act very differently or seems to have taken on a whole new personality.  The shy person becomes a thrill-seeker.  The outgoing person becomes withdrawn, unfriendly and disinterested.  When such changes take place for no apparent reason or persist for a period of time, it may be a clue to impending suicide.

Making final arrangements is another possible indication of suicidal risk.  In young people, such arrangements often include giving away treasured personal possessions, such as a favorite book or record collection.

What To Do

If someone confides in you that he or she is thinking about suicide or shows other signs of being suicidal, don’t be afraid to talk about it.

Your willingness to discuss it will show the person that you don’t condemn him or her for having such feelings.  Ask questions about how the person feels and about the reasons for those feelings.

Ask whether a method of suicide has been considered, whether any specific plans have been made and whether any steps have been taken toward carrying out those plans, such as getting hold of whatever means of suicide has been decided upon.

Don’t worry that your discussion will encourage the person to go through with the plan.  On the contrary, it will help him or her to know that someone is willing to be a friend.  It may save a life.

On the other hand, don’t try to turn the discussion off or offer advice such as, “Think about how much better off you are than most people.  You should appreciate how lucky you are.”  Such comments only make the suicidal person feel more guilty, worthless, and hopeless than before.  Be a concerned and willing listener.  Keep calm.  Discuss the subject as you would any other topic of concern with a friend.

Get Help

Whenever you think that someone you know is in danger of suicide, get help.  Suggest that he or she call a suicide prevention center, crisis intervention center or whatever similar organization serves your area.  Or suggest that they talk with a sympathetic teacher, counselor, clergyman, doctor or another adult you respect.  If your friend refuses, take it upon yourself to talk with one of these people for advice on handling the situation.

In some cases you may find yourself in the position of having to get direct help for someone who is suicidal and refuses to go for counseling.  If so, do it.  Don’t be afraid of appearing disloyal.  Many people who are suicidal have given up hope.  They no longer believe they can be helped.  They feel it is useless.  The truth is, they can be helped.  With time, most suicidal people can be restored to full and happy living.  But when they are feeling hopeless, their judgment is impaired.  They can’t see a reason to go on living.  In that case, it is up to you to use your judgment to see that they get the help they need.  What at the time may appear to be an act of disloyalty or the breaking of a confidence could turn out to be the favor of a lifetime.  Your courage and willingness to act could save a life.

What About You

Perhaps you yourself have sometimes felt like ending your life.  Don’t be ashamed of it.  Many people, young and old, have similar feelings.,  Talk to someone you trust.  If you like, you can call one of the agencies mentioned above and talk about the way you feel without telling them who you are.  Things seem very bad sometimes.  But those times don’t last forever.  Ask for help.  You can be helped.  Because you deserve it.

Warning Signs of Suicide

· Suicide threats

· Statements revealing a desire to die

· Previous suicide attempts

· Sudden changes in behavior (withdrawal, apathy, moodiness)

· Depression (crying, sleeplessness, loss of appetite, hopelessness)

· Final arrangements (such as giving away personal possessions)

What To Do – Things That Can Help

· Discuss it openly and frankly

· Show interest and support

· Get professional help

Appendix  C

Bomb Threat Checklist
BOMB THREAT CHECKLIST

1.
Where is the bomb? _____________________________

2.
When is the bomb going to explode?  _____________________________

3.
What does the bomb look like?  _____________________________

4.
What kind of bomb is it?  _____________________________

5.
What will cause the bomb to explode?  _____________________________

6.
Did you place the bomb?  If so, why?    If not, who did place it?  _____________________________

7.
Where are you calling from?  _____________________________

8.
What is your name?  _____________________________

9.
What is your address?  _____________________________

EXACT WORDING OF BOMB THREAT

_________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Sex of caller: _____
Race:_____        Age: _____
   Length of call ____

Telephone number at which call received:______________   

Time call received: ______  
Date call received: ___/___/___

CALLER’S VOICE:
___Calm
___Angry
____Laughter

____Deliberate

____Low

___Soft
___Nasal
____Rasp

____Squeaky

____Nasal

___Stutter
___Loud
____Rapid/Rushed
____Sincere

____Accent

___Excited
___Lisp
____Normal

____High Pitch

____Ragged

___Slow
___Deep
____Crying

____Cracking Voice
____Disguised

___Distinct
___Slurred
____Whispered
 

___Clearing 
___Distinguished
____ Familiar (If so, who did it sound like? _______________


 throat
BACKGROUND SOUNDS:

___Street noises
___Factory machinery

____Motor

___Voices
___Crockery


____Long distance

___Animal noises
___Clear


____Local

___PA System
___Static


____Office machinery

___Music
___House noises

____Booth

___Regular noises
___Other (Specify)_______________

BOMB THREAT LANGUAGE:

___Well spoken (educ.)
___Incoherent
____Irrational

___Foul
___Message read by

____Taped

___Message taped
      threat maker

REMARKS: ________________________________________________________________________

Your Name:  ____________________________  Your position:  _____________________________

Your telephone number: ___________________   Date checklist completed: ___/___/___

Source:  Adapted from:   Bureau of Alcohol, Tobacco, & Firearms, U.S. Department of Justice, ATF F 1613.1 (Formally ATF F 1730.1, which may still be used) 6-97).   Information added. 
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Letter and Package Threat Indicators

LETTER AND PACKAGE THREAT INDICATORS


Appendix  E

Family Violence Supplement

Resource List on Family Violence

Texas Attorney General

Crime Victims Compensation Division
P. O. Box 12548
Austin, TX 78711-2548
(800) 983-9933
(512) 936-1200 
(Crime Victims Compensation Program information, claim applications, brochures)

Sexual Assault Prevention and Crisis Services
300 West 15th Street
Austin, TX 78701
(512) 834-6700
(Provides sexual assault awareness information and educational materials)

Texas Commission on Law Enforcement
6330 US Hwy 290 East, Ste. 300
Austin, TX 78723
(512) 936-7700

Texas Council on Family Violence

P.O. Box 161810 
Austin, Texas 78716
(800) 525-1978

(Membership coalition of battered women's shelters and advocates for battered women; training and technical assistance to advocates, shelter workers, and law enforcement; annual statewide conference; training materials and video library)

Women’s Advocacy Project   (Proyecto de Defensa de La Mujer)


P.O. Box 833

Austin, TX 78767


(512) 476-5770


(800) 374-4673

National Domestic Violence Hotline

1-800-799-SAFE (7233)      (A toll-free hotline for victims and others with questions related to family violence. Callers can describe their particular situations and a hotline representative will discuss various available resources and help callers decide what service is most appropriate for their needs. If necessary, the representative will refer a caller to an available local shelter. Can access resources nationally.

Texas Council on Family Violence

P.O. Box 161810

Austin, TX 78716

(512) 794-1133

Texas Department of Protective and Regulatory Services

Child and Adult Protective Services
701 West 51st Street, Austin, TX 78714
(800) 252-5400 Child Abuse Hotline 

(Conducts civil investigations of child neglect and abuse in Texas; operates the 24-hour Child Abuse Hotline, provides informational materials, and offers training assistance.)

Community Education Materials  - FREE

1-800-END-ABUSE

Crime Victim’s Compensation


1-800-983-9933

(512) 936-1200

Vehicles for Victims


www.charitycars.com
Faith-based Advocacy Organization


www.cpsdv.org   or   (206) 634-1903

Available Sources on the Internet (current as of 10/2002):

Texas Council on Family Violence

http://www.tcfv.org/

Family Prevention Services

http://www.serve.com/fvps/

Family Violence Program  (Texas Department of Human Services)

http://www.dhs.state.tx.us/programs/familyviolence/

The Family Place, Dallas, Texas 

http://www.familyplace.org/

The Handbook of Texas Online

http://www.tsha.utexas.edu/handbook/online/articles/view/TT/pwtfg.html

Family Violence and the Healthcare System

http://www.law.uh.edu/healthlaw/fvstudy.html

Vision:  A Focus on Victim Issues  (Texas Office of Attorney General)

http://www.oag.state.tx.us/victims/vision/statistics.htm

Houston Area Women’s Center

http://www.hawc.org/links.html

Family Violence Protection Team

http://www.ci.austin.tx.us/police/afvpt.htm

National Women’s Health Information Center

http://www.4woman.gov/violence/StateResourcesDetail.cfm?ID=3787

Texas Domestic Violence Shelters

http://www.dallas-divorce-lawyer.com/family_violence_texas_shelters.htm

Family Violence Prevention Fund

http://endabuse.org/

Famvi.com:  Working to Stop Family Violence

http://www.famvi.com/

Family Violence and Sexual Assault Institute

http://www.fvsai.org/

Stop Family Violence. org

http://www.stopfamilyviolence.org/sfvo/index.html

BC Institute Against Family Violence

http://www.bcifv.org/

Family Violence Department of the National Council of Juvenile and Family Court Judges

http://www.nationalcouncilfvd.org/

National Council on Child Abuse and Family Violence

http://nccafv.org/
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