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This year, 134 new names will be added to the Law Enforcement Officer’s Memorial.  However, an estimated 300 law enforcement suicides occur every year.  Is it true that over twice as many law enforcement officers will die by their own hand as are killed in the line of duty?

We identified 25 research studies regarding police suicide.  Fourteen of those studies provided enough information to compare suicide rates.  Twelve studies showed law enforcement (LE) suicide rates exceeded both the general population and age/gender matched group rates.

However, Aamodt & Warlike conducted a meta-analysis of published suicide rates and concluded law enforcement officers (LEOs) are less likely to commit suicide than an age, gender, and race matched population.  Five of the 25 studies showed that an officer is more likely to die by suicide than by homicide.

Why the discrepancy in LE suicide rates? First, consider the statement that the LE suicide rate is 2-3 times as high as the general population. Our population of LEOs does not mirror the “general population” from gender, age, or ethnic aspects.  A more appropriate comparison group for LEOs is white males.  If we compare the rate calculated by Aamodt & Warlike of 18.1/100,000 with the white male rate of 20.2, the rates are not nearly as different.

Second, the majority of studies involved large departments/cities with an occasional state-wide study.  National LE suicide rates are then extrapolated from these populations, which may not be representative of the occupation. 

Third, the law enforcement culture works against accurate research and assessment.

Why do LEOs choose to commit suicide?  Police suicide has been associated with relationship problems, shift work, criminal justice inconsistencies, alcohol and substance abuse, administration problems, a negative public image, and ready access to and familiarity with a firearm. LEOs may hold unrealistically high expectations. Some choose suicide to escape an intolerable situation.

Another factor is near-constant exposure to human suffering.  LEOs tend to deal with other people's problems and see more “bad stuff” in the first years of their career than most people see in a lifetime.
Several suicidal risk factors have particular relevance within the police culture.  LEOs choose their firearm as a suicide method an average of 86% compared to the national average of 59%. The officer has constant access to this highly lethal means.  In addition, the average officer owns a back up weapon and perhaps additional weapons.

LEOs also have a second, very attractive means of suicide.  When an officer dies in the line of duty, the family receives significant financial compensation.  It is a hero’s death and the fallen officer is given highest honors.  This can be a tempting way out for an officer.  The clinician must be aware of such alternative methods of suicide as “suicide by suspect.”
Alcohol abuse is an ongoing problem among the LE population. In a summary of nine studies on LE suicide and alcohol, 35% of the officers’ suicides involved alcohol.

Although LEOs have greater solidarity than most other populations, this solidarity may not lend itself to sharing emotional or psychological concerns with peers.  Social support may appear plentiful but be actually non-existent.

Police internal investigations are lengthy and can cause extreme anxiety.  The threat of termination is very powerful because law enforcement is not something most LEOs do for a living.  It is something they are!

Dealing with LE personnel in a clinical setting requires that the clinician have significant understanding of the world of law enforcement. It is essential that a clinician understand how a LEO presents in treatment and how that treatment should be handled.

Despite recent progress, LEOs still have reservations about entering treatment.  They underutilize counseling services and often wait until the problems are well developed and entrenched before seeking treatment.  LEOs are very concerned about job security and confidentiality. The officer may be relieved of duty and/or sent for a fitness for duty evaluation.  Occasionally the officer is relieved of duty, then assigned to the same work location as a civilian, resulting in significant embarrassment and lack of privacy.

When a LEO is involved in a critical incident, the involved person(s) often sues.  Counseling records are highly desirable data in this battle. Technically such records are protected but a judge often decides if these materials are admitted.  Although California state law has recognized patient privilege for years, federal protection was established fairly recently.  This may be particularly pertinent for LEOs, who often face federal allegations such as denial of civil rights.

Several common interventions are problematic when the client is a LEO.  A clinician may recommend an individual obtain time off work.  If a LEO is too “ill” to work, however, s/he has cast doubt on whether or not s/he is “fit for duty.”  If at all possible, the individual should obtain time off using other methods.

Second, LEOs are traditionally very leery of medications for fear of failing a urinalysis or concern that medication will impair their job performance.  A clinician who wishes to use medication must take extra time to educate the officer about psychotropic medications and side effects, must be knowledgeable about drug testing, and respectfully guide prescribing clinicians in their medication choice.

Clinicians may attempt to remove or control the means of potential suicide as a safety intervention.  For a LEO, that means holding a firearm(s).  However, who will adequately secure the weapon amidst the issues of privacy, reputation and job threat?  Also, an officer without a firearm cannot work. 

A final, drastic intervention is to involuntarily hospitalize the officer.  However, the LEO is then at risk for significant job impact in terms of damaged reputation, being relieved of duty, and promotion or specialty assignment consideration.

In addition, per California law, anyone involuntarily hospitalized for risk to self may not carry or purchase a firearm for five years.  An involuntary hospitalization means the officer may be terminated from current employment and will be unable to work in law enforcement for five years.  In all honesty, short of a court appeal, the peace officer’s career has ended. 

In conclusion, remember that law enforcement personnel are generally a high functioning population.  When they are at risk, they are at high risk.  But when the crisis is past, they compensate quickly and often swiftly return to optimal functioning.  It is essential that the clinician treating law enforcement personnel understands both the increased risk and the treatment peculiarities related to working with potentially suicidal law enforcement officers.
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