
 

439 

OFFICER WELLNESS: A FOCUS ON MENTAL 

HEALTH 

Stephen M. Soltys, MD* 

I.  INTRODUCTION 

 If a male child is born today, he will have a life expectancy of 

approximately 76 years.1  If, however, he decides to become a law 

enforcement officer, his life expectancy will be approximately 21.9 years 

shorter.2  There are many reasons for this life expectancy gap.  First, law 

enforcement is a high injury occupation.  About 100,000 officers are injured 

each year, mostly in vehicle accidents.  Moreover, the toll of poor nutrition, 

lack of exercise, sleep deprivation, and the added risk of homicide and 

suicide, produce a major impact on the life expectancy of law enforcement 

officers.3  

Officers are frequently at risk of being harmed by others when they are 

dealing with crisis situations.  The occupational homicide rate for law 

enforcement officers is 9.3 officers killed per 100,000 every year.  The rate 

of suicide, however, is 2.4 times greater than the homicide rate in law 

enforcement officers, according to the National Occupational Mortality 

Survey.4  

There are many important areas related to the mental health of law 

enforcement officers, but one particularly relevant is the failure to recognize 

and treat officers with Post-Traumatic Stress Disorder (PTSD).  The 

incidence of PTSD in policing varies depending on the study from 4% to 

14%.5  In addition, 34% of law enforcement officers may have some sub-
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syndromal PTSD symptoms.6  If left untreated, PTSD is associated with an 

increased risk of suicide and depression.7  

In order to develop PTSD, an individual first has to be exposed to 

serious injury, sexual violence, or the threat of death.8  Law enforcement 

officers are often exposed to dangerous situations.  For example, a survey of 

police officers from rural and small town settings reported that 42.6% of 

police officers have been threatened with a gun at least once and 45.5% have 

been threatened with other weapons. 9  Moreover, 29.7% have felt like they 

were trapped in a life-threatening situation, 29.8% had been shot at, and 

26.4% had been seriously injured intentionally.10  The most common life-

threatening situation was the high-speed chase, with 48.1% of police officers 

reporting being involved in at least one dangerous chase.11  

Potential danger to themselves is not the only traumatizing event that 

officers are exposed to in their line of work.  Among the other events law 

enforcement officers struggle to cope with is dealing with sexually assaulted 

children, which 42.4% reported dealing with such situations.12  In addition, 

42.2% reported witnessing someone die in the line of duty.13  Finally, 15.5% 

of officers have killed or injured a person in the line of duty.14  While these 

events do not result in physical harm to the officer, many officers experience 

trauma from being involved in the situation.  

After being exposed to life-threatening situations, individuals that 

develop PTSD experience a cluster of symptoms.  The first symptom is 

intrusion.15  Individuals begin to have recurrent, involuntary, and intrusive 

memories of the event.16  At night, they experience recurrent distressing 

nightmares; during the day, they may have flashbacks and feel like the event 

is reoccurring.17  These flashbacks are often provoked by exposure to cues 

that remind the individual of the event and cause the individual to experience 
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the intense psychological distress and physiological reaction seen in 

flashbacks.18  

The second set of symptoms is a negative alteration of cognition or 

mood.19  Individuals may have the inability to remember important aspects 

of the traumatic event.20  Some studies indicate that this peritraumatic 

disassociation of memory is a strong marker that someone will develop 

PTSD.21  In addition, individuals begin to have persistent, exaggerated 

negative beliefs about life in general and distorted thinking about the cause 

or consequences of the event.  In other situations, they experience a 

persistent, negative emotion along with a diminished interest in activities that 

they used to enjoy.  They will often complain of the inability to experience 

positive emotions and become detached from others.  

The third symptom is alteration in arousal and reactivity.22  An 

individual suffering from PTSD will have generally irritable behavior, angry 

outbursts, and can be impulsively reckless and self-destructive.  They are 

hypervigilant in most situations and have an exaggerated, startled response.  

This hyperarousal results in problems with concentration and often disturbs 

the individual’s sleep. 

The final symptom is avoidance.23  Officers may work to avoid external 

reminders: people, places, conversations, activities, objects, and situations 

that arouse distressing memories, thoughts, or feelings about traumatic 

events. This makes it very difficult to convince individuals to seek 

psychiatric help.  Initially, when seeking psychiatric help, distressing 

memories may be given attention that makes the individual uncomfortable.  

Often, an individual’s first reaction is to run from a situation where they are 

focusing on the traumatic event, including therapy.   

II.  PREVENTION AND TREATMENT 

It is important to emphasize to individuals with PTSD that they are not 

weak or deficient.  PTSD occurs in individuals because of an exaggeration 

of what normally happens in the brain.  Life-threatening situations result in 

adrenergic activation in the brain, resulting in the release of brain chemicals 

involved with heighten arousal, awareness, and activation of the fight or 

flight response.24  Some individuals have a tendency for hyperarousal when 
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a situation triggers the fight or flight response.  If hyperarousal persists, 

PTSD can be the end result.25 

Some factors can moderate PTSD.  If the officer has a high degree of 

social supports, he or she will do better.26  Individuals who have a work 

environment where there is less stress will do better than those working in a 

stressful environment.  Formal training on coping with traumatic incidents 

prior to the event may help.  Studies of the Loma Prieta earthquake response 

found that law enforcement officers had lower rates of PTSD when involved 

in victim recovery than the Department of Highway workers who were also 

involved in the body recovering efforts after the earthquake.  The difference 

being that the law enforcement officers had prior training.27  Fewer trauma 

exposures and more experience can also reduce the risk of developing PTSD.  

It is important to note that substance abuse clouds recovery, including 

alcohol, marijuana, and other recreational drugs. 

Providing effective treatment for PTSD is key to preventing bad 

outcomes with a law enforcement officer.28  Exposure-based cognitive 

behavioral therapy is an effective psychotherapy treatment that gradually 

exposes individuals to situations that remind them of the traumatic event and 

trains the individuals to decrease their sense of arousal.  Eye-movement 

desensitization and reprocessing cognitive behavioral therapy also work 

well.  Other psychotherapies, however, do not have strong evidence for 

effectiveness.  Most notably, psychological debriefing has been shown to be 

ineffective in impacting PTSD.  

There are a number of medications that can effectively impact PTSD.29 

Serotonin reuptake inhibitors, like fluoxetine, citalopram, and sertraline are 

first line medications, followed by serotonin norepinephrine reuptake 

inhibitor, medicines like venlafaxine.  For some, use of atypical neuroleptics 

as an adjunct treatment is beneficial.  An example of these medications is 

aripiprazole and risperidone.  Research indicates that beta blockers do not 

prevent PTSD.  However, the medicine prazosin is effective for reduction in 
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nightmares and improving sleep.  There is not a role for benzodiazepines, 

(lorazepam, alprazolam) in treating PTSD.  

III.  WHY IS IDENTIFYING PTSD IN LAW ENFORCEMENT 

OFFICERS IMPORTANT? 

Imagine a law enforcement officer who has developed PTSD from his 

involvement in three or four life threatening situations.  Imagine he is 

currently involved in a situation, and the race of the possible perpetrator 

reminds him of the first traumatic situation he was involved in.  The 

perpetrator’s clothing reminds him of the second traumatic event, and this 

interaction is occurring in the neighborhood where the third traumatic event 

took place.  Surrounded by multiple triggers, a law enforcement officer with 

PTSD may start having flashbacks and respond to the situation based on the 

past traumatic events, rather than the reality of the current situation.   

Unfortunately, people often mischaracterize law enforcement officers 

who overreact to a situation as being racists, fascists, or bullies.  Instead, one 

of the first questions that should be assessed when evaluating an officer’s 

reaction to a situation is whether the law enforcement officer could have 

untreated PTSD and whether his over response could be a result of an 

untreated psychiatric disorder.  

In order to get officers to effectively cooperate with the screening for 

PTSD, some changes need to occur in the system.  In some locations, the 

annual Fitness for Duty Evaluation (FDE) may result in a determination that 

the officer is not fit for duty.  Yet, in those same jurisdictions, that FDE may 

not qualify the officer for disability benefits.  These jurisdictions must 

change policy so that failure of the annual fitness for duty evaluation for 

mental health reasons is automatically deemed to serve as definitive evidence 

of a valid disability. 30 

IV.  CONCLUSION 

Many things need to occur to encourage community policing that is 

sensitive to the needs of the public.  If we ignore the presence of PTSD and 

fail to create a climate where law enforcement officers can receive effective 

treatment, our efforts will, to a degree, fail.  The mental health of our public 

servants needs to be a priority in any change that involves policing in the 21st 

century.  
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