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Central finding. Police suicide prevention will remain inadequate until governments and police 
leaders treat psychological health as a duty of care. That requires legally protected treatment, 
healthier workplaces, accountable leadership and transparent results.

1. Introduction
Police work exposes members to violence, sudden death, human suffering and difficult moral decisions. 
These are not rare exceptions; they are part of the job. In a national study of 5,813 Canadian public 
safety personnel, 44.5% screened positive for symptoms consistent with at least one mental disorder 
(Carleton et al., 2018). The effects can accumulate across a career and may appear as post-traumatic 
stress injury, depression, anxiety, substance misuse, family strain or suicidal thinking. Organizational 
experiences—including harassment, poor supervision, disciplinary processes and fear of career 
consequences—can deepen the injury.

Although public concern about police suicide is growing, Canada still lacks consistent occupational data 
capable of establishing national trends. Coroners and medical examiners use different practices, and 
deaths are not uniformly linked to occupation, service status or retirement. This is itself a policy failure: 
governments cannot assess risk, identify clusters or evaluate prevention programs without a reliable 
baseline. Because policing, health care, labour law and workplace safety fall across different areas of 
responsibility, a serious response must connect federal standards and research, provincial or territorial 
health and labour systems, and municipal or police-service workplace reform.

This paper is informed by more than 32 years in Canadian policing, from frontline and investigative 
duties to divisional and senior command, as well as by my own recovery from an occupational 
psychological injury. I have seen the value of effective clinical partnerships, but I have also seen the 
harm caused when members believe that asking for help may damage their careers. These 
recommendations are offered to strengthen policing, not attack it. With rank and public authority comes 
a greater responsibility to protect the people who serve.

2. Why Existing Approaches Are Insufficient
Canada has useful foundations: the federal action plan on post-traumatic stress injuries; the Canadian 
Institute for Public Safety Research and Treatment (CIPSRT); PSPNET, a confidential online cognitive 
behavioural therapy program for public safety personnel; and the 9-8-8 Suicide Crisis Helpline, Canada's 
24/7 call-and-text crisis line (Government of Canada, 2024; PSPNET, n.d.). None imposes enforceable 
standards on police employers. Awareness and resilience training cannot compensate for understaffing, 
excessive overtime, bullying, prolonged discipline or institutional betrayal. Programs fail when officers 
believe that seeking help may affect security clearances, firearm status, promotion or professional 
identity. Confidentiality, career consequences and fear of judgment remain major barriers across public-
safety organizations (Vesely et al., 2026).
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The answer cannot be to keep telling distressed officers to become more resilient. Governments and 
police leaders must reduce the workplace conditions that cause avoidable harm and make early 
treatment genuinely safe. Psychological health must be built into staffing, supervision, labour relations, 
occupational health and police governance—not left solely to wellness units or peer volunteers.

3. A Coordinated Government Framework
Federal leadership
The federal government should establish a five-year National Police Suicide Prevention Strategy with 
measurable targets and stable funding. Legislation should require standardized, de-identified 
psychological-health and suicide-prevention indicators through a protected national system modelled on 
Statistics Canada's mandatory UCR survey (Statistics Canada, 2024). Data should distinguish serving or 
retired status and relevant workplace transitions while suppressing identifiers. Funding should expand 
CIPSRT, PSPNET and police-informed research; create a police and public-safety pathway through 9-8-8; 
support members, retirees and families; and require compliance with national psychological-health and 
clinician-access standards.

Provincial, territorial and Indigenous responsibilities
Provinces and territories control health care, workers' compensation and most policing legislation. 
Qualified, independent clinicians should conduct confidential recruit baselines and validated 
reassessments to guide care - not hiring, promotion or discipline. Annual or twice-yearly psychologist 
appointments should normalize help-seeking, support members on leave and sustainable returns, 
improve work-life balance, and potentially lower compensation, absence and legal costs. Provinces 
should harmonize presumptive coverage, authorize care while claims are decided, guarantee police-
informed clinicians and prevent arbitrary benefit caps. Police statutes should mandate independent 
inspection of prevention, return-to-work and postvention plans, plus evidence-based resilience and risk-
identification training with confidential monitoring. Training cannot substitute for safe staffing or clinical 
care. Indigenous governments and funding partners should co-develop culturally grounded services with 
stable support. Each jurisdiction should enact the treatment-record privilege proposed below.

Municipal governments and police boards
Municipal councils and police boards determine whether services have the staffing and governance 
capacity to prevent harm. Budgets should limit excessive overtime and consecutive night shifts, backfill 
members in treatment and support graduated returns to work. Governments should fund civilian 
housing, addiction and mobile-crisis services so police are not the default response to every social 
failure. Boards should make psychological safety part of the chief's performance evaluation and publish 
annual data on access, overtime, leave, return-to-work durability, confidentiality and investigation 
timelines.

4. Essential System Design
Every member should have direct access to independent clinical care without reporting through the 
chain of command. Canada's general 9-8-8 network connects callers to responders; in 2024-25, calls 
waited 56 seconds on average and 86% of serviceable calls were answered (Public Health Agency of 
Canada [PHAC], 2025). The general model does not guarantee a clinician. A dedicated police and public-
safety option should answer within 60 seconds and connect callers within five minutes to an 
independent, regulated mental-health clinician. Only professionals with current registration, suicide-risk 
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competence and recent experience treating police or public-safety personnel should assess or intervene. 
They also need competence in trauma and moral injury, substance use, confidentiality and firearm 
safety. Non-clinicians may route only; immediate lethal danger still requires 9-1-1. Treatment records 
must remain outside the employer, wellness must be separate from human resources and fitness-for-
duty, peer support must be a bridge to professional care, and families need crisis access.

Protect treatment records in law
Confidentiality and privilege are different. A psychologist may be barred from voluntary disclosure, yet 
treatment records can still be compelled in litigation, arbitration, discipline or compensation. Canada 
has no uniform therapeutic-record privilege. Case-by-case protection creates uncertainty that can deter 
candour and treatment (M. (A.) v. Ryan, 1997). Sexual-offence record protections and litigation privilege 
show that law can protect confidentiality and procedural fairness (Criminal Code, s. 278.1; Blank v. 
Canada, 2006).

Governments should create a presumptive privilege for voluntary treatment communications between 
an officer and a regulated mental-health clinician. It should belong to the officer, survive employment 
and death, and bar compelled disclosure in civil, administrative, labour, discipline and compensation 
matters. Because jurisdiction is divided under sections 91 and 92 of the Constitution Act, 1867, Ottawa 
should enact the rule federally and develop model language, while provinces and territories adopt 
matching evidence, health-information, labour, compensation and policing provisions.

Not every psychologist's document should receive the same protection. Fitness-for-duty, independent 
medical and employer-directed assessments serve third-party decisions, not treatment, and require 
written limits on purpose, consent, access and retention. Protection should turn on therapeutic purpose, 
not title. Exceptions must be narrow—for example, imminent serious harm, mandatory child-protection 
reporting or disclosure constitutionally required for fairness. Decision-makers should review disputed 
records privately and apply necessity, proportionality, redaction, sealing and protective orders.

Because service weapons can increase lethality in crisis, organizations need individualized, clinician-
guided firearm-safety protocols. Members should be able to use temporary storage or alternative duties 
without automatically ending their careers while immediate risk is managed. Chiefs, deputies and 
commanders should not compel return to work, override treatment advice or recommend denying a 
psychological-injury claim without written input from an independent, regulated clinician with public-
safety expertise. Command authority governs operations, not acute clinical diagnosis, treatment or 
fitness. Immediate safety restrictions require prompt independent clinical review. Discipline must 
remain rigorous, timely and humane, without prolonged isolation.

5. Accountability and Conclusion
Credible strategies must track leading indicators, not deaths alone. Legislation should require de-
identified annual data on clinical access, workplace climate, staffing pressure, psychological-injury 
claims, baseline-to-follow-up change, sustainable return to work and member trust. Independent police 
inspectorates should audit service compliance, test whether training and monitoring operate safely, and 
publish findings. Recurring funding and evaluation must confirm policies work as promised.

Montreal's Together for Life program combined training, leadership and union involvement, peer 
support and 24-hour psychologist access; it was associated with a 79% initial reduction in suicides and 
lower rates over 22 years (Mishara & Fortin, 2022). Although observational, the evidence favours 
comprehensive action over disconnected initiatives. Sincere reform means organizations do no further 
harm: protected care, safe workplaces, transparent results and accountability.
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