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1.0
Background.

The suicide death of two female police officers at the same Local Area Command in Sydney, within a short period of time and a reference by Internal Affairs Branch to the author in the review the suicides formed the basis of the present study. 
Each year, in every country, thousands die from completed suicide. These suicides are only a small part of many more thousands of attempted suicides each year. A greater (but unknown) proportion of people have some form of suicidal ideation or impulse. Completed suicide is therefore a reasonably rare event, but the impact on suicide survivors, families, friends and co-workers is significant. The World Health Organisation estimates that more than 1,000,000 persons suicide each and every year, expected to rise to 1.5 million by 2020. For each person who completes suicide, about 20 others attempt suicide, resulting in significant deployment of public health resources (WHO, 2001).

In small communities and relatively closed occupational groups, such as doctors, pharmacists, police officers and emergency care workers, the effects of completed suicide create a ‘ripple’ effect in terms of grief, anxiety and when witnessed first-hand, considerable vicarious trauma. Australia, like many other countries, has set suicide reduction targets and has developed strategies in the detection, assessment and treatment of suicide by examining the risk factors for suicidal behaviours such as depression and alcoholism. Under review are improving the access to mental health services, supporting high risk groups (such as the indigenous population and young persons), auditing suicide rates and encouraging research. Organisations and employer groups (including police agencies), through legislation and government policy, are obliged to review policies and structures in the early identification and provision of support services for their employees. Part of that review has been minimising occupational risks of injury and death, some research has indicated that policing itself may put officers at risk of suicide due to work stress, exposure to trauma and poor support (Violanti, 1996)

A critical area of suicide research which has remained problematic has been the assessment and collection of suicide statistics which reveal an accurate picture of this public health issue. A number of researchers has found a lack of accuracy and validity in suicide statistics (Curphey, 1969, Shneidman, 1981, Jobes, Berman & Josselson, 1986, O’Carroll, 1989, Litman, 1989, Moscicki, 1995, De Leo & Evans, 2002, Allen, 2004). These generally indicate that suicide statistics are underestimated by about 5-20% in some countries, for a range of legal, social, traditional and structural reasons. Similar problems exist with the reliability and validity of suicide statistics in specific occupations such as policing (Violanti, 1996, Lester, 1992a, Violanti, 1996, Jougla, Pequinot, Chappert, Rossollin, Toullec & Pavillon, 2002). The difficulty arises when suicide rates can be considered estimates only, and coronial records of suicide are estimates that may be influenced by a range of factors, including public policy.

The general consensus in suicide literature is that there exists a range of risk factors which, when present together at differing levels of severity, appear to feature in the decision by individuals to complete suicide. These risk factors are also present in suicide attempts and a range of other self-harming behaviours (Isometsa, 2001, Cavanagh, Carson, Sharpe & Lawrie, 2003, De Leo & Evans, 2002, Goldney, 2005). 

The categorisation of suicide according to clinical, demographic and social variables has resulted in the development of intelligible and practical classification of individuals into risk groups, with occupation being one of the criteria in defining high risk suicide groups. One of these groups is policing. Other methods have involved multivariate classification techniques with expectations that these techniques would assist in predicting suicidal behaviour (cluster analysis is also employed to profile suicidal behaviour in individuals in O’Connor & Sheehy, 1999). These methods have been used by researchers in an attempt to overcome the limited demographic and descriptive data obtained by some of the research. Whilst the development of suicidal subtypes or risk-based profiles has been useful in the creation of suicide prevention strategies, the techniques have been plagued by the statistically rare event of suicide. Current Australian (ABS 2006) data indicates that the suicide rate is about 1.6% of all deaths in Australia; men have the highest rate of 16.8 per 100,000 of the general population, women 4.3 per 100,000. In the age group of men between 30-34 years, this suicide rate climbs to 29.2 per 100,000.

An important method of generating suicide data in the past 20 years has been through the use of psychological autopsy or retrospective (post death) methods in the analysis of coroners’ records and other documentation relating to suicide.  A study by O’Connor and Sheehy (1997) suggested that subtype data for completed suicides was relatively rare. The present study employs the use of a psychological autopsy in the investigation of completed suicides by New South Wales (Australia) police officers.

Within a few months of the 1999 suicide, there were two other police officer suicides within New South Wales and approval was obtained from the NSW Coroner’s Office for the author to undertake research into suicides by police officers within New South Wales. The Coroner specifically sought information regarding the incidence, characteristics of and a review of police officers who had been determined to have committed suicide. Further, a review of all deaths by police officers reported to the Coroner would assist in identifying reliability issues, quality of data and potential misclassifications. The research was designed to expand the nature and type of data collected on police officer suicide as well as developing a protocol to assist in identifying and reporting police officer suicides.

As mentioned, the present study provides an opportunity to review all unexpected deaths of serving police officers, as determined by New South Wales Coroners, between the years 1990 to May 2005. No research currently exists which has assessed such data for reliability, though a study by Ruzicka & Choi in 1996 compared the registered suicides and deaths attributed to self-inflicted harm in open verdict cases (where there was undetermined intention by the deceased). To overcome issues of data reliability in the present study, all unexpected deaths of police officers which were referred to the Coroner, where included for review. 

There have been 192 police officers who have died whilst employed by the New South Wales Police between 1990 and May 2005. Of those 103 have been referred to the New South Wales Coroner’s Office due to the sudden and unexpected nature of their death – unfortunately 35 of these have been suicides – nearly 20% of the total serving police officer mortality group. 
2.0
Suicide Review.
Risk indicators in suicide are used in the assessment and treatment of patients who present with suicide ideation or who have previously attempted suicide or self-harm. These risk factors include the presence of any mental illness, as well as those who communicate suicide intent via many different methods. The applicability of risk factors in suicide research builds on the general models of suicide behaviour referred to in the original study. 

The use of the term ‘risk factor’ is to indicate a non-random association between characteristics of completed suicides and the suicide as an outcome, with the added requirement that the factor(s) precede that outcome. 

Beautrais (1998) reviewed the available literature and proposed a number of general risk factors for suicide and suicide attempts, these were:

· genetic and biologic factors – familial suicide history, influence of chemical imbalance(s),

· social and demographic factors – age, gender, socio-economic status, educational achievement,

· family characteristics and childhood experiences – parental mental health problems, discord, parental loss, parental care characteristics, abusive experiences, other family problems,

· personality and beliefs – acceptance of suicide, rigidity personality, perfectionism, 

· environmental factors – life events, precipitating factors, imitative and contagious factors, media influences, access to methods,

· mental health illness problems – mental health issues, mental illness, and harmful drug use, previous suicide attempts, previous psychiatric care.

Groups who were more at risk than the general population were those:

· persons with a previous history of attempted suicide,

· persons who suffered from major depression and psychotic illness, especially after discharge for treatment,

· persons with alcohol or drug abuse issues,

· males,

· persons who were in custody (research by Dear, Thomson, Hall & Howells, 1998 concluded that the risk factors for indigenous and non-indigenous for suicide were similar).

· persons with access to firearms (Conwell, Duberstein, Conner, Eberly, Cox & Caine, 2002).

In summary, risk factors identified in research are: male gender, single marital status, unemployment, lower social class, previous suicide attempts, alcohol and substance abuse, physical illness and psychiatric disorders (Qin, Agerbo & Mortensen, 2003), though the relative importance and the magnitude of these effects are unclear.  Some research has indicated that the single most important factor may be the presence of mental illness, notably depression (Beautrais, 1998; Cheng, Chen, Chen & Jenkins, 2000; Brown et al, 2004). This view has been challenged by Linehan, Rizvi, Welch & Page (2000) who suggested that there was a possible basis towards giving an Axis I diagnosis (depressive disorder, schizophrenia and substance disorders) amongst some clinicians when suicide is suspected. Depression for example may be seen as the emotional status of the person contemplating suicide and may be independent of any clinical diagnosis which could be made of the same person. 

The difficulty in over emphasising the presence of risk factors in suicide research is the role and importance of the intent to die which is an important part of the legal determination of suicide.

Whilst research into protective factors has not been as extensively reviewed as risk factors, there were a number of protective factors which could be extrapolated from the evidence on risk. Amongst the comparatively little research into these factors (Beautrais, 1998; De Leo, Hickey, Neulinger & Cantor, (1999), these include:

· connectedness or cohesion with family,

· responsibility for children, family communication patterns,

· the presence of a significant other, spouse or partner,

· personal resilience and problem solving skills,

· good physical and mental health,

· economic security in older age, 

· strong spiritual or religious faith, or a sense of meaning and purpose to life,

· community and social integration,

· early identification and appropriate treatment of psychiatric illness,

· a belief that suicide is wrong, and

· a lack of access to firearms.

Whilst not exhaustive, these factors would appear to represent, according to the literature to be important factors in reducing the likelihood of suicide, even amongst at-risk groups and populations (De Leo et al., 1999; Beautrais, 1998; Hassan, 1995; Goldney, 1998; Bennett & Collins, 2000). 

Loo (2003) undertook meta-analyses of studies examining suicide rates for police officers, and commented on the large variability found in some studies. Whilst the access to firearms may partially explain this variability, there were other explanations, including cross-national and cross cultural differences in the results found in international studies. Another possibility was the social, economic and political context, in which the suicides took place (Benner, 2001). For Loos (2003), the review of 28 studies of 101 different international sample suicide rates for officers, resulted in markedly different rates depending on the reported statistics.

Violanti (2004) found that the suicide risks for police were similar to those found in the general population, depression, family dysfunction or conflict, personal stress, alcohol abuse, occupational work trauma and the availability of firearms. This view has been held by other researchers who found similar common risk factors for suicide in general population studies and specific industrial groups (Hawton & Vislisel, 1999; Kposowa, 1999).

Previous studies (Friedman, 1968; Nelson & Smith, 1970; Richard & Fell, 1975; Heiman, 1975; Heiman, 1977; Dash & Reiser, 1978; Fell, et al, 1980; Cronin, 1982; Aussant, 1984; Loo, 1986; Vena, Violanti, Marshall & Fiedler, 1986; Curran, Findlay & McGarry, 1988; Hill & Clawson, 1988; Josephson & Reiser, 1990; Ivanoff, 1994; Wagner & Brzeczek, 1993; Cantor et al 1994; Stack & Kelley, 1994; Armour, 1996; Violanti, 1996; Violanti, Vena & Petralia, 1998; Fields & Jones, 1999), have all established that suicide rates for police, have indicated higher rates than the general population, though these increased rates often vary considerably.

Other authors (Aamodt & Werlick, 1990; Allen, 1986; Brewster & Broadfoot, 1999; Campion, 2001; Cantor et al, 1994; Chynoweth, 1980; Dash & Reiser, 1978; Heiman, 1975; Josephson & Reiser, 1990; Lester, 1990; Litman, 1966; Lennings, 1995; Violanti, 1966; Violanti et al, (1998); Sheehan & Warren, 2001; Hem, Berg & Ekeberg, 2004; Hackett & Violanti, 2003; Violanti, 2004), have generally agreed that though police officers report high levels of stress, alcoholism, divorce, and other risk factors for suicide,  arguments that the occupation has significantly higher levels of suicide than the general population are difficult to support. Hem et al (2001) state that much of this debate rests on many of the methodological issues that surround research into police suicide. Inadequate sample sizes, poor descriptors regarding the duties which describe ‘police work’, limited specific police populations (which could result in publication bias), and the concern that police suicides are underreported due to a variety of reasons, all make accurate estimations of the problem increasingly difficult

A similar problem in studies of police suicide is the use of appropriate comparison groups. Research into military suicides (Hourani, Warrack & Coben, 1999) has raised the issue of the ‘healthy worker effect’, which would suggest that police suicide rates, when compared to the general population, should be expected to be much less than has been found in many of the reported studies. Figures of 5.8 suicides per 100,000 (Heiman, 1975) to 203.7 per 100,000 (Nelson & Smith, 1970 – cited in Hem et al, 2001) demonstrate the variability of the data. Aamodt & Werlick, (2001) in a review of the research, and media holdings, estimated the annual rate at 17.8 per 100,000 for the year 1999 in the United States. The general population suicide rate, according to the same authors was 11.4 per 100,000, but when controlling for race (since the majority of police in the U.S. are Caucasian) and age (young Caucasian males represent the largest at-risk group for suicide), the comparison is now 21.89 per 100,000 (law enforcement) to 25.5 per 100,000 for the general population. 

As mentioned above, recent researchers into police suicide (Aamodt & Werlick, 2001) conclude, that when adjusted for sex, age, and race “law enforcement personnel are 26% less likely to commit suicide than their same sex, race and age counterparts not working in law enforcement” (Sheehan & Warren, 2001, p.386). Yet in some of the literature it is stated that police suicide is an ‘epidemic’ (Violanti, 1996), perhaps because of the public exposure such deaths attract in the media and amongst police generally. The potential for litigation by families against police agencies remains large, especially if the police employers are seen to have breached their ‘duty of care’ obligations or that on duty factors may have resulted in the death of that officer [Smith v Commissioner of Police (No.2) NSW CC 35 (2000)].

Aamodt and Werlick’s (2001) conclusion may appear reasonable when the ‘healthy worker effect’ or the ‘healthy worker selection effect’ (Agerbo, 2005) is considered. Briefly, police agencies are drawn from a population where mental and physical illness are minimal (at least when recruited via psychological and medical testing), they are supported by training, employee health benefits, counselling, are employed and engaged in meaningful work. The general population mortality figure includes the young and old, those with a range of physical and mental illnesses, unemployed, the uneducated, contain many in the lower socioeconomic group, in short, many with much higher risk factors than police officers (Violanti, Vena, Marshall & Petralia, 1996). One would then reasonably expect police and other occupational groups such as nurses, fire-fighters, and medical practitioners to have far lower rates of suicide than the general population. But this appears not to be the case, making suicide figures for police all the more concerning (Stack & Kelley, 1994; Hem et al, 2001), though this view appears to be supported by other research (Aamodt & Werlick, 2001; Sheehan & Warren, 2001).

Loo (1986) reports that many police agencies and departments do not keep records on police suicide rates, for a variety of reasons. Violanti (2001) has estimated that up to 17% of police suicides are misclassified due to the stigma, insurance and protection of the officer’s reputation (Wagner & Brzeczek, 1983). In some States, insurance or compensation may be withheld from the families of deceased police officers, where suicide is judged the cause of death.

Ivanoff (1994), based on a review of documented police suicides, reported that the important contributors to police suicide are depression, relationship problems, financial problems, substance abuse, alcohol abuse, and access to firearms, organisational issues such as corruption and management decisions. This is largely supported by the literature on suicide generally, apart for the availability of firearms. Other risk factors for police suicide include: one or more diagnosable mental or substance abuse disorders, impulsivity, history of alcohol abuse, adverse life events, family history of suicide, physical and sexual abuse, a prior suicide attempt, and exposure to other suicidal events (contagion effect), similar for those found in general population studies of suicide (Violanti, 2001). 

Marshall (2001), in a review of reported suicides, identified areas such as shift work and the resultant loss of family time and family disruption, ineffective communication and lack of support from administration as being areas which contributed to the range of individual factors in suicide. 

Suicide by police officers is similar in almost every respect to suicide by those who are not police, the differences lie in the characteristics of those who seek employment and remain as police, in their psychological adaptation to the demands and stressors within the occupational and social environment and the range of organisational and professional expectations of the police department (Slosar, 2001). Shneidman (1995) emphasised the importance of lethality of means as a factor in completed suicide, the ready availability of firearms in policing, leaves officers in a constant state of potentially high lethality re suicide ideation, attempts and completed suicide. Although suicide causation is multidimensional, availability of means remains an important factor and part of the explanation as to why the rate of suicide for police officers remains higher than for many occupational groups. 

In an Australian study, Cantor et al (1995), found that the police suicide rate was similar to that in the general community (about 20 per 100,000), and that factors which were identified in their study included: alcohol problems (found in more than 50% of cases), psychiatric symptoms, domestic problems, associated physical injuries/illnesses, and police disciplinary issues were represented in the majority of the suicides examined. Overall, their results were consistent with similar findings in general community suicide studies (Hawton, 1987).

Suicide studies involving police and non-police share considerable overlap in relation to the social stressors, psychological factors, biological factors, risk factors and demographic characteristics.  As Shneidman (1996) suggested, all suicides have common factors, the presence of more than one of these factors may constitute a suicidal crisis, the key is reaching a critical mass of predisposing factors, which as a ‘suicide threshold’ would be different between individuals and within occupational groups. The influence of life-style and life events considerably impact on the presence of this suicide threshold. 

The general mental conditions which constitute risk factors in the general population are likely to be found in police officers, since they are recruited from the community. The prevalence and severity may be reduced due the screening process that many recruits undergo in the first stage of training and probationary duty. De Leo & Evans (2003) proposed that there were four main disorders represented in suicide; mood disorders, psychotic disorders, anxiety disorders and personality disorders. The influence and frequency of these disorders is supported by research and meta-analysis conducted by Harris & Barraclough (1997) and Cavanagh et al (2003). The presence of occupational factors/stressors and availability of firearms provide many of the differences which exist in the literature for what is believed to be an elevated level of risk for suicide amongst this particular occupational group.

3.
The Psychological Autopsy.
A general definition is provided by Hawton et al, (1998), who described an investigative technique where the aim is to “gather enough information about the circumstances of a person’s death (suicide) to gain an understanding of the reasons for that suicide”, though this definition appears to presuppose that the death under review was suicide.  However, this definition underpins the design and application of this present study. It is not an assumption of the psychological autopsy method that a person has committed suicide, but rather an exploration of all the circumstances of a person’s death, which may be suspected of being a suicide, and some determination of suicide, should available information indicate such a determination. The problem is that many definitions of suicide are principally based on the explicit presence of some suicidal intent. It is the argument of this study and other research (Canter et al, 2004) that explicit precursors may often by masked by other behaviours or actions, or simply not exist, this masking may affect the determination of any outcome into the mode and manner of death.
The psychological autopsy methodology allows for the collection, review and analysis of many of the personal, environmental and demographic indicators which may be present in suicide. The methodology also allows for analysis of the presence of psychopathology, presence of alcohol and drug use/abuse, context in which the suicide exists, trigger and life events which signify the individuality of each suicide, identifying its personal statement.  Super & Blau (2001) in a post psychological autopsy thematic analysis of these factors and events found that the behaviours could be grouped in a number of different, but potentially overlapping realms: demographic, addictive behaviour, physical health, mental health, behavioural realm, cognitive realm, affective realm and contextual realm.

According to Pearson et al (1999), the psychological autopsy is “used to construct a detailed picture of the victim’s psychological state before death, including psychiatric symptoms, behaviour and life circumstances during the previous weeks or months” (p.206). From the results, clinical profiles may be developed which provide an opportunity to determine which risk factors have the greatest potential for suicide, such as the availability of firearms etc. The critical criteria in the use of the psychological autopsy is the selection of the comparison group(s) and the rationale for that selection (Clark & Horton-Deutsch, 1992), but the most salient feature in its limitation as a research application is the absence of the person who is the most important in the research - the deceased. This issue is critical in determining the reasons which led to any decision to suicide and a major flaw in any retrospective or reconstructive approach. 

For Hawton (2001), “the most important method of studying suicide has for several decades been the psychological autopsy … (it) has been the basis of many and informative general studies of suicide in different parts of the world … (it) can be relatively informative about certain characteristics of suicides, including sociodemographic characteristics, methods used for suicide, psychiatric and personality disorders, problems and life events, and contacts with healthcare agencies” (p. 76). There are limitations, which include the absence of the decedent, who cannot be interviewed, but in Hawton’s (2001) opinion, this has been augmented by the studies of suicide attempts which were nearly fatal. Studies into areas such as contributory or risk factors, details of the suicide process, the psychological characteristics that underpin suicide indicate the similarity between those who attempt suicide and those persons who complete suicide (Hawton, 2001).
The strength of the procedure, according to Shneidman (1969) lies in the ability of the procedure to tease out risk factors and develop a profile of the ‘typical’ person who is a suicide risk. This view has since seen the psychological autopsy used extensively in suicide research and prevention. Though the procedure has been described as being speculative in nature, when conducted by experienced professionals it can provide a useful overall analysis and substantial information regarding the mode of death of an individual. One of the main criticisms of psychological autopsies has been that the person best able to confirm or disconfirm the information is not able to be interviewed. The research as to whether there are differences between those who commit suicide and those who attempt suicide is unclear, these differences may be significant in identifying risk populations and those factors that are associated with completed suicides.
There has been a number of studies undertaken by the United States Military (Army, Navy, Marine Corps and Air Force) since 1984, using the psychological autopsy procedure. This methodology has been used along with more traditional retrospective investigative techniques such as the police forensic investigation in all equivocal deaths involving service personnel (Ritchie, 2003). Comprehensive reviews by Isometsa (2001) and Cavanagh et al (2003), as well as other researchers have generally failed to recognise this important and unique area of suicide research (military studies of suicide) which has as a large part of its population the group most at risk for suicide - young males.

The psychological autopsy used by the U.S. military is described by Rothberg (1998) to be a post-mortem psychosocial assessment, though much of its use is undertaken by psychological specialists in collaboration with military investigators and military Medical Examiners. Rothberg (1998) reported that the army psychological autopsy has a number of important purposes:

1. provide information to the victim’s commander about the death,

2. speed the recovery of the unit after a suspected suicide and promote combat readiness by a suicide debrief as part of the interview process,

3. clarify equivocal death,

4. increase the accuracy of death reports,

5. promote the epidemiological study of suicide in the military population,

6. provide a source of information for future prevention actions, and

7. to facilitate bereavement counselling by bringing the mental health officer(s) into direct contact with the survivors of a suicide during interviews conducted as part of gathering information regarding the suspected death by suicide.

The review into three service deaths at the ‘Deepcut’ Military Base in Surrey, Britain in 2003 and the resultant review by the House of Commons (2005) have foreshadowed a significant change in this policy. The Army was seen to have “a duty of care as an employer to take reasonable steps in safeguarding its personnel from avoidable harm” (Surrey Police, 2003, p.3). Further, it was determined that it was the “duty of police to prevent crime and protect life” (Deepcut Report, 2003, p.3) and that the suicide deaths of military personnel represented an immediate risk and vulnerability to the British Military. This view is not new; it was recognised in the early 1980’s where suicides in U.S. military units were acknowledged as an important source (and an indicator) of poor morale and low levels of unit preparedness (Mahon et al 2005). The U.S. Military was also seen as being responsible for providing a safe workplace and this view has underpinned much of the evidence-based, occupation-specific risk reduction strategies of the past decade.

The Walton Report (1996) and the subsequent House of Commons ‘Duty of Care’ Report both recognise changing responsibilities towards service personnel and that greater risks of suicide exist than in most civil occupations. It was recommended that a psychological autopsy method should be adopted, to identify common features of suicide and assisting in the recognition of vulnerable recruits during the screening process. The employment of such an investigative technique in suicides was seen as a part of a larger data management system which would generate data which would allow the development of a more scientific approach to suicide determination and prevention.

In 1998, Lt. Colonel Hawley, as part of his report couched his concerns regarding suicide in the military, in terms of the British Army being seen as a ‘caring employer’ and was related to the concept of ‘corporate well-being’ as part the Army’s capabilities in its primary role in the delivery of combat power. The key was not just seen as having effective initial recruitment screening methods and systems, but for continuous screening across the careers of employees. He further noted that the implications for taking no action was to create potential vulnerabilities for the Army in terms of its duty of care as an employer. 

Finally, the U.K. House of Commons Final Report (2005) recognised whilst the numbers of suicide military personnel was low, compared to the general population, the assertion should be placed in context. “Within the general population individuals are not in an environment in which they are supervised 24 hours a day, and in which an organisation has been given an explicit duty to look after them” (House of Commons, 2005, at 310). Furthermore, the general public are not issued with firearms, placed in potentially socially adversarial positions and expected to attend to a variety of emotionally charged and traumatic situations, as police.

4.0
Methodology.

The present study explored the range of personal, occupational, psychological and social characteristics of police officers who commit suicide, as indicated in the considerable literature on suicide and police officer suicide. The following objectives were developed:

1.
To undertake an explorative study of suicide by police officers in New South Wales and obtain reliable descriptive data on the extent and nature of suicide behaviours by NSW police officers who completed suicide.

2.
To identify the key psychological, social and occupational factors which may be associated with, and are indicated to precipitate known suicides among NSW police officers.

The development and use of a psychological autopsy protocol allowed the collection of data which in a range of areas reflecting the life events, demographic and other characteristics of those suicides included in this study. The protocol used in this study was adapted from De Leo & Evans (2002), based on previous research into suicides using a similar methodology, and standardised to increase reliability and accuracy of the data (Miles & Huberman, 1994).
The New South Wales Coroner’s Office in Sydney reviews all unnatural, unexpected and deaths where a medical certificate is unable to be issued regarding the cause and manner of death. There has been a number of similar studies in other countries which examined similar records and other material in research into suicide (Grieger & Greene, 1998; Kewman & Tate, 1998; Appleby, Cooper, Amos & Farragher, 1999; Hawton, Houston & Sheppard, 1999; Thacore & Varma, 2000; Cheng et al 2000; Snowdon & Baume, 2002; Zhang, Wieczorek, Jiang, Zhou, Jia, Sun, Jin & Conwell, 2002; Luoma, Martin & Pearson, 2002; Phillips, Yang, Zhang, Wang, Ji & Zhou, 2002; Suominen, Henriksson, Isometsa, Conwell, Heila & Lonnqvist, 2003; Owens, Booth, Briscoe, Lawrence & Lloyd, 2003; Gau & Cheng, 2004). The likelihood that suicide statistics is underestimated due to a variety of reasons has been previously described in earlier chapters of this study. For that reason, all deaths which were referred to the NSW Coroner were examined in an effort to minimise any underestimation or overestimation in the data. Those deaths which were determined and registered by medical practitioners after a death certificate was issued were excluded.

The information contained in these files, held in courts across New South Wales (metropolitan and country) included:

1. physical evidence and photographic evidence from the scene of death,

2. interviews conducted by investigators with family members, friends, associates and other persons who were in a position to assist by their proximity or relationship with the deceased,

3. official documents such as doctors reports, psychiatric records, complaint records, forensic evidence, medical records relating to the post-mortem results, toxicology and other records obtained from third parties,

4. where any formal inquest was held – the statements, evidence and professional opinions by those persons who come before the court,

5. employment records, information regarding employment transfers and any aspects of performance issues and concerns, and

6. comments and findings made by the sitting Coroner in any determination as to the manner and cause of death.

An early and important part of the data collection was the determination of the initial research sample. Employment records were obtained of every officer who was recorded as having died during their employment between the years 1990 and 2005. The total for this category was 192, where between the years:



1990 – 1999

133 officers died,



2000 – 2005

59 officers died.

Of the 192 police officers, 89 officers were recorded as having died from natural causes where a medical practitioner’s certificate was issued, certifying the manner and cause of death, leaving 103 cases for investigation.

The final sample for review and examination comprised 103 male and female police officers who had died during their employment, in a variety of circumstances, including accidents, suicides, and homicides, or were open verdicts (undetermined). In every case the death of the officer was either unexpected or in circumstances where a coronial review and/or inquest was required. All of these cases met the inclusion criteria for a comprehensive review utilising the psychological autopsy protocol. Additional searches by the Coroner’s mortality database and a separate database developed and maintained by the National Coroners Information System (NCIS) were undertaken to ensure that no deaths were missed inadvertently or were excluded by accident in the data held by the NSW Police. 

5.0
Results.

Briefly, the results from the present study indicated that:

i)
preferred method of suicide – firearms in 43% of reviewed suicides,

ii)
problematic drinking behaviours prior to death – in 30% of cases,

iii)
alcohol and drugs affected at time of death – 53.5% of suicides,

iv)
officers with work performance issues at time of death – 31.5%,

v)
under investigation at time of death – 23%,

vi)
communicated intent to suicide prior to death – 43%,

vii)
suicides who were smokers at time of death – 66%,

viii)
visits to doctor within 1 day to 2 months prior to death – 34%,

ix)
visits to medical practitioner within 12 months prior to death – 68%,

x)
taking anti-depressants and other psychotropic meds at time of death – 40%,

xi)
those with a diagnosis of mental illness at time of death – 77%,

xii)
depression featured in suicides at time of death – 31.5%,

xiii)
acute incidents/events at time of death – 40%,

xiv)
organisational referral (welfare/psych/medical/EAP) – 51.5%,

xv)
presence of negative life event(s) within 12 months of death – 63%,

xvi)
presence of trigger event or precipitating factor – in 20% of suicides, and

xvii)
relationship breakdown within 12 months of suicide – 60% of suicides.

Between 1990 and May 2005, there were 192 serving police officers who died whilst employed by the New South Wales Police. Of these, 89 deaths were registered as being caused by a range of natural causes, certified by medical practitioners with current knowledge and who were treating the deceased at the time of their death. The deaths of remaining 103 officers (98 males and 5 females), were largely unexpected and referred to the New South Wales Coroner’s Office for investigation and determination as to the manner and cause of death (at appendix 2).

Cause of death:



number (n):

percentage (%)


Suicide





35


34%


Ischaemic heart disease


10


10%


Other causes




25


24%



Undetermined




  1


  1%


Accidents




  5


  5%


Motor vehicle collisions


11


10%


Homicide (persons charged)


  8


  8%


Alcohol related abuse



  2


  2%


Accidental drowning



  3


  3%


Unknown causes



  4


  4%

Of these 103 deaths of officers, 9 deaths occurred whilst on duty (4 travelling in police vehicles at the time of their death); 3 officers died from firearm related wounds; 2 officers were stabbed. On-duty deaths of police officers represented 4.7% of the overall deaths of officers, whilst the suicide rate of serving police officers was 17.9% for the same period, of all officer deaths.

(Between the period of 1990 – 2005, there were 8 deaths of retired police officers referred to the coroner’s office for investigation, one of which was determined to have been a suicide, however, these deaths were excluded from the present study). 

Though comparisons between police officers and the general populations are often made in the literature, in this study, comparisons for police officer suicide and general population suicide are:


NSW suicide rate (2003)


11.5 x 100,000


Australian (male) suicide rate
 (2003)

17.7 x 100,000


NSW Police officer suicide rate

20.7 x 100,000.

The data indicate the frequency spread during the review period, with a significant and sustained increase since 1994:


1990 – 1994


  8 (22.8%) of suicides.


1995 – 1999


14 (40%) of suicides.


2000 – 2005


13 (37.1%) of suicides.

An analysis of the background of the deceased indicates that:


1.
both of the women in this sample left long notes to family and friends,


2.
the median age of the deceased’s was 35 years,


3.
7 cases were married, 5 with children living with the deceased,


4.
12 cases with a religious affiliation and 2 case unknown,


5.
in 9 cases, the method used was firearm, 2 cases were hanging and 2 

cases 
were motor vehicle exhaust (remaining was a drug overdose),


6.
in 100% of this sample, there were precipitating factors or ‘triggers’ 

present at the time of the suicide,


7.
in 8 of the cases, the presenting precipitating factor was relationship 

issues,


8.
the most common theme within the suicide notes were the expressions 

of  remorse (‘being sorry’ for the decision to suicide) and despair.

Other themes expressed in the suicide notes were: inability to ‘cope’, reference to failed relationship, hope for family to be ‘happier in the future’, ‘tired of being alone’, seeking ‘emotional relief’, the presence and effects of ‘unrelenting pressure’, ‘feelings of numbness’, the ‘need to get away’, and ‘I have dreamt of this’.

In only two cases were there any expressions of anger and these were directed at others as well as the persons contemplating suicide. This research appears consistent with the findings of Lester et al (2004) with regards to men expressing motives of ‘escaping from pain’. 

In the present study, the police officers who are most at risk for suicide are:

i)
personal characteristics:


male, about 35 years of age, married or in a de facto relationship, Catholic, 
holding Higher School Certificate or equivalent, residing at home with spouse 
and children and a smoker.

ii)
social characteristics:


will choose to suicide on a Tuesday, at home, usually in the main bedroom,  
will be a moderate to heavy drinker (of alcohol), will be affected at time of 
decision to suicide, have access and use to firearm (usually service firearm), 
will have communicated suicide intent to a work colleague, and will be 
discovered deceased by work colleagues/friends, having had a relationship 
breakdown within 12 months or within 3 months immediately receding suicide, 
and suffer a significant increase in negative life events 3 months prior to 
decision to suicide.
iii)
occupational characteristics:


will be either currently under investigation for a work-related incident or 
under review for a performance/adjustment issues in the workplace, will have 
some internal history of disputes with police colleagues, previously referred to 
welfare/psychologist/Employee Assistance Program provider, and whose 
personal and work related problems are known to colleagues and superiors.
iv)
psychological/psychiatric characteristics:


will have some recent history of mental illness (usually depression or anxiety 
related), taking medication, have no previous family history of suicide, will not 
have had a previous attempt, and  having seen their medical practitioner 
within 3 months prior to their decision to suicide. 
This study, like others which have conducted a retrospective analysis of suicide, has indicated that there exist a number of risk factors associated with the suicide of police officers. Like other research, mental illness is featured prominently in these risk factors, as does relationship problems and a level of vulnerability influenced by the accumulation of a number of factors, including the nature of the occupation itself.

It was apparent in reviewing the documentation and statements of family, friends and colleagues of the officers who completed suicide that a number of organisational factors may have featured in the development of the suicidal behaviour(s) leading led to the decision to suicide. These factors appeared to include poor management practices, poor communication, an absence of training in the recognition and assessment of self-harming behaviours, inadequate supervision (including access to firearms), and a lack of continuity of care. 

The development of a risk profile for police officers who may, in some circumstances, commit suicide is a subtle part solution only to the problem of police officer suicide. The complex interaction between organisational stresses, work-related cumulative stress, poor adaptability to changing family and environmental factors, emotional avoidance as a protective strategy and developing cognitive rigidity all play important parts in the problem of police officer suicide.

6.0
Implications of the Present Study.

In this study the deaths of 35 police officers employed at the time of their death with the New South Wales Police from 1990 through to May 2005 were reviewed and assessed as suicides. There is considerable similarity between the results of the present study with the growing research into suicides within the general population. The simple response as to why police commit suicide remains unclear. There is certainly a range of personal, organisational and relationship issues which are featured in suicide by police officers. Whilst the development of risk factors and ‘typical’ profiles of police officers may provide focus for support services for officers at risk, the present study indicates that it is the individual nature, background and personal perspective of the police officer which is the most important factor. For each of the officers in this study that committed suicide, there are many more that are exposed to the same pressures, issues, relationship problems who do not commit suicide.

It is a myth that police face life threatening dangers from the public, the greatest killer of police officers are themselves. The expectations of the public, police organisations, media and of police officers is that we are trained to manage all that we experience as police – in addition to the range of life events and problems that we are exposed to as members of our family and community. The effects of poor management may be increasing and dysfunctional levels of alcohol consumption, drug use, physical illness, mental health problems and incidents of self harm. In that respect, police are no different to the general community – except that police officers are expected to be different. Police officers suicide is a difficult event within policing organisations, it confronts and creates fear and confusion for those officers who knew the deceased officer. Police officer suicide also reminds other officers that we are all vulnerable, to that particular interaction of human weakness, overwhelming stressful events and an unfeeling organisational culture which could lead to suicide. There are many studies on police stress, effects of cumulative exposure to traumatic events and on police suicide. But there is also the knowledge amongst researchers of police officers that policing organisations do not collect, analyse or provide access to internal records which might seek to explain why officers suffer from high levels of alcohol abuse, abuse of prescription drugs, are candidates for heart disease and are at risk from a range of mental health concerns, sometimes leading to suicide.

The overall conclusion in suicide research is that the low base rates of suicides tend to make causal inferences difficult. Retrospective studies have been successful in generating considerable information relating to suicide in the general population and occupational groups, including police officers.  Studies in the U.S. military have led to the development of a sophisticated data collection program based on the investigation of each suicide involving military personnel in an attempt to understand suicide and self harming behaviours in that occupational group. An important part of those suicide ‘surveillance systems’ is the use of a checklist or protocol, from which a psychological autopsy is conducted.

The psychological autopsy or retrospective study is utilised to examine the relationship between particular antecedents and suicide which has been used in other studies with some success (Clark & Horton-Deutsch, 1992, Hawton et al. 1998, Isometsa, 2001, Cavanagh et al. 2003). Many of the suicide risk factors reviewed in other research (Goldney, 2005) were included in a psychological autopsy protocol adapted for use in this particular sample, from which was developed a profile matched to the central tendencies within the results.

As mentioned, many of the suicide risk factors for police officers in New South Wales appear consistent with those found in research conducted on general population samples, though in agreement with Violanti (1996), the sample is different from general population samples in significant ways. In contrast to suicide risk factors which exist in general population suicide studies, this group are employed, the officers (at least upon recruitment and subsequent screening) do not display any overt psychopathology or mental illness, fall within an age group of 19 through to 55, (excluding high population rates for the young and elderly), have available a range of in-house and outsourced support systems including Employee Assistance Programs, are usually closely supervised and generally report a positive occupational outlook in culture surveys. Internal police training courses over the ‘career life’ of the police officer provides more opportunities to address personal, professional and medical issues if they are detected.

It might be reasonable to expect a lower suicide rate than that in the general population. In 2004, the suicide rate across the general population in New South Wales was 11.5 x 100,000, the national (Australia) suicide rate was 17.7 x 100,000, but for the sample of police officers within this study, the suicide rate was found to be 20.7 x 100,000 – despite the range of support services provided on a 24 hour, 7 days a week basis.

In considering the original intent of this study, the use of the psychological autopsy protocol was instrumental in obtaining results pertaining to a range of occupational, psychological and personal characteristics which appear to feature in the suicides reviewed. With regards to the two specific objectives, a set of reliable descriptive data was obtained relating to extent and nature of police suicides, similarly, where applicable, data was obtained on precipitating factors which featured in some of the suicides. Amongst the results, the only clear association was negative life events within the last three months prior to suicide and an increased likelihood of suicide. 

What is not clear is why other police officers with similar negative life events did not choose to commit suicide as a means of escaping their particular situation. Many of the officers in this study who committed suicide communicated clear and repeated intention to do so to family members, colleagues and others. They were predominantly males, tended to demonstrate poor problem solving skills, held a problematic social identity and/or occupational identity, had a recent history of conflicts and disputes with family members, colleagues or others, demonstrated low connectedness with others and their occupation, tended to have poor family and social supports, increasingly isolated themselves from others, and had poor help seeking behaviours.

Occupational stress, alcohol use and abuse, frustration and impulsivity, the presence of some mental health problem and firearm accessibility all feature in the lives of the officers in this study who committed suicide. What is not clear is the extent to which each of these factors contributed to their decision to suicide (assuming that none of these officers died by accident in changing their intention too late). This study did indicate that many of these officers did not have supportive, positive and productive personal relationships. Others who appeared to have such positive relationships with family, children and peers had poor organisational relationships and were subject to management action in some form.

Though much of the research indicates that suicide is a multifaceted public health issue, and that a range of risk factors has been identified, there has been no clear evidence which would allow for the prediction of suicide within any population, subgroup or community. 

In a review of the suicide notes which were contained in records used in this study, the association between negative experiences and completed suicide appears quite strong. In almost every case, there were expressions of remorse, an expression of their inability to cope, profound levels of despair and the expectation of emotional relief for themselves, by their death. In many cases, there where present precipitating factors or triggers, suggesting a degree of foresight and understanding of the intention and consequences of completed suicide (Canter et al, 2004).  In the minority of cases, the decision to suicide appears to have been quite impulsive, with little or no consideration of the consequences to others of their death.

In the case of both the women police officers who completed suicide, there was extensive verbal communication of intent with family, friends, work colleagues, medical and mental health professionals prior to their decision to complete suicide. Both officers also had previous suicide attempts, a history of depression and were taking medication for that condition at the time of their suicide. Both officers had an extensive network of individuals (family, friends and/or work colleagues) to share their concerns, fears, intentions, and problems and yet made the decision to suicide. 

This finding is critical to police officer suicide, the intent to suicide appears to have been communicated in many cases, yet the officers retained their firearms and were expected to work as usual, often exposed to further work related and organisational stress. Managers, supervisors, peers and significant others in the life of these officers were unable or unwilling to recognise communications and a range of behaviours which might have highlighted increasing levels of risk for self harm.

After reviewing similar public enquiries into the suicide deaths of military personnel in the United Kingdom (Deep Cut Enquiry), it may be that the New South Wales Police has a ‘duty of care’ towards its employees, in providing suicide prevention programs for all police and developing systems to collect data on the incidence of self-harm, suicide ideation and completed suicides amongst police officers. The present study indicted that such data can be generated and used to develop suicide surveillance systems which maximise communication regarding mental health, identify officers at risk and encourage supportive behaviours and intervention by fellow officers.

The decisions in State of New South Wales vs. Seedsman (2000) NSWCA 119 and State of New South Wales v. Williamson (2005) NSWCA 352, addressed the susceptibility of the police officer to stress and injury, which the employer has an obligation to reduce by placing that employee in alternative duties and providing ongoing support. Part of this process is to develop a range of strategies which may identify the officer at risk, and not just those officers in specialist positions. The implications of this study and the relevant court decisions may necessitate a review of assessment, intervention and treatment for officers considered or determined to be at risk or self harm, suicide ideation or suicide.

With respect to the data in the present study regarding the proportion of police officers who visited their medical practitioners in the 3 months preceding their completed suicide, there is an opportunity for educational programs designed to enhance the assessment of ‘at risk’ persons who attend their general practitioners for depression related issues or in circumstances where such issues are suspected. This research, and others (Beautrais, 2005) with similar findings for police and members of the general population is that accurate identification, treatment and management of depression may reduce a range of suicide behaviours.

The symptoms were intended to be addressed by the U.S. Air Force Suicide Prevention Program in 1999, by developing increased awareness in the military ‘community’ and increasing the likelihood of community response towards suicide behaviours, alcohol abuse, domestic violence and relationship problems – all seen as risk factors in suicide. The overriding view was that this community approach would become the “operant environment that supports the detection and facilitation of the specific health need” (Staal, 2001, p. 196). A survey of U.S. Air Force commanders indicated that over 75% “identified risk of suicide as their highest concern regarding behavioural health in their units” (Knox, Litts, Talcott, Feig & Caine, 2003, p. 1378). A feature of this community response to suicide has been the emphasis on future directed thinking in an effort to reduce the effects of growing hopelessness in those who consider suicide. The data in this study would tend to agree with previous research in suicide behaviour that hopelessness may mediate the association between depression and suicidal intent.  

A review by the U.S. Air Force (repicated by the U.S. Army, Navy and Marines), leading to the development of programs designed to heighten military ‘community’ education, support and intervention in suicide reduction. A parallel development saw the introduction of standardised methods of capturing suicide data and investigation and recording of suicide related attempts, and completed suicide. The Suicide Incident Report (DONSIR, U.S. Navy) and the ASER (U.S. Army) were specially designed psychological autopsy protocols (termed suicide surveillance program) to be applied in every suspected suicide attempt and completed suicide involving military personnel globally (coordinated by the Department of Defense Worldwide Casualty System) (Stander, 2004).

The information generated from these instruments is used to establish accurate “baselines for suicide rates and suicide event characteristics that can be used to track trends over time” (Stander, 2004, p. 306). This data is then used to correlate suicide trends with research conducted in general population studies. The U.S. military’s focus on military specific risk factors is significant since “military personnel are not representative of the U.S. population. According to Stander (2004), “differences in gender, race, age, health, and employment may be related to unique correlates of suicide among active duty personnel” (p.306). This view citing pre-enlistment screening, selection protocols, and availability of a supportive, integrated occupational and social environment has been made in other suicide studies on the U.S. military (Rothberg et al. 1990, Mahon, 2005).

Knox et al. (2003) reported a reduction of nearly 33% in suicides in the periods between 1990-1996 and 1997-2002 following the introduction of the U.S. Air Force Suicide Prevention Program. The emphasis is on removing stigma attached to seeking self-help in mental health and psychosocial issues, improving mental health literacy and knowledge, and a change in administrative policies where commanders assumed responsibility along with line supervisors and peers for community mental health referrals and oversight. Along with the reduction in suicide behaviours, including completed suicide, there have been measurable risk reductions in domestic violence, deaths due to accidents and homicide (Goldney, 2005).

7.0
Conclusion.

The attention to risk factors for suicidal behaviour would seem a logical starting point in the assessment, treatment and management of persons who may be at risk of completing suicide. This study has reviewed and discussed many of the risk factors associated with the decision of 34 police officers in the New South Wales Police to complete suicide. The risk factors appear similar to those within the general community, which is a positive outcome – since strategies already exist in the assessment, treatment and ongoing clinical management of these persons. 

A more disturbing outcome is that these police officers were usually fit, had undergone some structured screening for mental illness and problematic behaviours which may hinder their performance as police. Many of these officers also had immediate access to firearms and hence a highly lethal means of self-harm. These officers usually worked with other colleagues, closely and usually had supportive peer relationships, they were also employed by an organisation with well developed human resource systems. Somehow, the system failed these officers, their colleagues failed to recognise and report a growing range of problematic behaviours, such as deteriorating personal relationships, increased alcohol abuse and problematic behaviour and performance in the workplace. The complaint management system viewed problematic behaviours as a discipline/management issue and further compounded problems by protracted and time consuming investigations.

 There exists no management system which can accurately assess and identify officers who are at risk of suicide but studies have shown that suicide prevention measures are successful in reducing the likelihood and incidence of suicide. Police community approaches such as those employed in the US Air Force project (Knox et al 2003) and supportive clinical care are essential strategies in any attempt to reduce the incidence of suicide amongst police officers.
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