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n researching and speaking to people for this issue of the
Frontline Perspective, I have heard operational stress in-
juries (OSIs) compared to a card castle collapsing, a bal-

loon bursting, a brick wall falling, a heavy sack flung over your
shoulder, the last straw, antlers growing, and a closet full of shoe
boxes with no room left. No matter how you describe them,
OSIs are a serious consequence of doing police work. However
in many cases, they don’t always have to be this traumatic. 

If caught early, as with many OSIs, post-traumatic stress dis-
order (PTSD) does not have to be debilitating. In fact, 70 per
cent of those diagnosed go into remission if treated properly.
There are many factors that can cause its emergence. But, as
you’ll see in this issue, there are ways to catch it early, perhaps
lessen its severity, and in some cases, maybe avoid it altogether.

The big question is what can we do? For many in the RCMP,
they say they didn’t even know about OSIs, or specifically PTSD,
until they received the diagnosis. This problem, however, can
easily be fixed with increased awareness, education campaigns,
or by incorporating this information into training programs.

At the SRR caucus meetings this past December, SRRs spent
a day listening to Dr. Kevin Gilmartin, an author and licensed
psychologist, who spoke about the emotional aspect of policing.
A full understanding of these issues is key. Education is the step-
ping stone to dealing with them in the best possible way.

In the line of work that RCMP members are in, there is little
doubt that members are exposed to much more than anyone
should ever have to be. But, Mounties have been doing this for
a long time. Senior management should be aware of what goes
on on a daily basis in a detachment. They should be developing
programs to assist members in dealing with these issues, en-
couraging them to speak up and certainly not chastising or de-
meaning them in any way. 

A recent article stated that poor mental health costs the
Canadian economy 35 million workdays each year. Along with
disability costs, poor mental health can take up as much as 12
per cent of a company’s payroll. 

If mental health, OSIs, and PTSD are costing members their
health, and enormous amounts of money, why can’t we fix it?
Studies show implementing programs to cope with OSIs in po-
lice departments is much more cost-effective than turning a
blind eye to the problem.

There is much that can be done. It starts in your own detach-
ments. I’ve often heard the RCMP referred to as a family. What
kind of family shuns one of their own when they’re in a vulner-
able situation? There needs to be more support for one another.
This is a challenge that cannot be ignored. 

In this issue, we remind you that there are programs in place
to support you, like the Member/Employee Assistance Program
(MEAP), the Chaplaincy program and, of course, the Staff Re-
lations Representatives. There is also an update on some of the
SRR Program’s health-related must and priority items, such as
the Veterans Independence Program (VIP) and Chronic Care
(CC). We’ve also included information about other new initia-
tives, like Operational Stress Injury Clinics and the trauma de-
compression pilot project in E Division.

The SRR Occupational Health and Safety Committee is
working hard to address these health issues to determine what
type of help our at-risk members need and how we can prevent
others from becoming sick. In fact, the chair of the committee,
Murray Brown, has been instrumental in working with many
different committees and departments to bring these serious is-
sues to light in order to obtain assistance for members.

I know this issue is heavy on mental health and OSIs, but I
hope it will make you think about yourselves and your col-
leagues. Maybe, you’ll even learn something. Most importantly,
it should serve as a reminder to you that you’re not alone. There
is support out there.

In closing, I wish to thank all the contributors to this issue.
Your words make all the difference. I also want to give a big
thank you to our outgoing editor, Natalie Egan, for all her guid-
ance and support as my boss. Nat, you are missed already!

As 2010 begins, make this a year of education and support
for your fellow members. Because when it happens to you, and
there is a very good chance it will, you’ll want them to be there
for you, too.

Have a safe and happy new year!  g

Laura Thompson
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FROM THE NATIONAL EXECUTIVE

his issue of the Frontline Perspective is being dedicated
not only to the health of our members, their families and
peers, but it is specifically aimed at providing informa-

tion on the topic of operational stress injuries (OSIs), post-trau-
matic stress disorder (PTSD) and depression within the realm
of policing. Recently, due to attention in the media, we have be-
come even more concerned about the negative impacts of these
issues on all our daily lives.

Police work is a difficult business that places police officers
in a variety of horrific circumstances. They are required to clean
up after the worst that human tragedy has to offer. They’re sub-
jected to life threatening situations. We, as a society, often forget
that police officers are human. But they are as affected by the sit-
uations they have to deal with as those who are directly involved
in them. Many times, the officer is directly involved, as well.  

Is it any wonder that incidents of mental illness among police
officers are on the rise? The organization knows it is a problem.
Your SRRs know it is a problem. This problem will only increase
and needs to be dealt with quickly and effectively to ensure the
well-being of our most valued asset, our people.

Early intervention, continued care and understanding by the
employer are critical. This edition of the Frontline Perspective
will ensure that the issue receives the coverage that it deserves
and is necessary. 

OSIs, including PTSD, anxiety disorders and depression all
fall under item H-94 of our SRR Occupational Health and Safety
Committee. This is just one of more than 45 items being carried
by this committee.

So, what is PTSD? How does it develop? Some in the medical
profession have described it as an emotional illness that usually
develops as a result of a terribly frightening, life-threatening, or
otherwise highly unsafe experience. Sufferers may re-experience

the traumatic event or events
through nightmares or flash-
backs. They tend to avoid places, people, or other things that re-
mind them of the event or events. PTSD can often develop
weeks, months or even years following a catastrophic event.

Untreated, PTSD can have devastating and far-reaching con-
sequences on a sufferer’s ability to function in society. They se-
clude themselves, causing their relationships with family and
friends to crumble. Members are relating this to their SRRs more
and more often. There should be no shame in seeking medical
attention.

Your Staff Relations Occupational Health and Safety Com-
mittee has been working collaboratively and tirelessly with our
occupational health policy centre to ensure that adequate fund-
ing and resources are dedicated to the recognition and treatment
of RCMP members with the aforementioned conditions. 

As science and treatment methods continue to change and
develop, the RCMP must remain current and offer the best pos-
sible treatment to its members. We cannot accept anything less.

Because of what we, as your Staff Relations National Execu-
tive, view as a most serious matter, this edition of the Frontline
Perspective will be receiving a much broader distribution, both
within and outside of the RCMP.

In closing and on behalf of all of the SRRs, we wish to bid
farewell to Natalie Egan, who has been the editor of this maga-
zine for the past 18 months. Natalie has moved on to another
federal government department. We wish her well and thank her
for all of her excellent work and professionalism.  g

S/Sgts. Bob Meredith and Brian Roach
National Executive

T

S/Sgt. Brian Roach

S/Sgt. Bob Meredith

OSIs on the rise: 

Increasing awareness
of the problem
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hen I joined the RCMP in my
youth, little did I, nor the world,
understand about how we, po-

lice officers and our families, could ever
be affected by the roles we play each and
every day.

For certain, we all understood the
physical pressures of being a police offi-
cer, which were evident from the onset of
training. No education was given to pre-
pare or to assist us in understanding the
psychological impacts of the job on our
family, friends, and others. The remote
concept of balance in one’s life in those
days wasn’t a thought.  

“Balance” was not even a term for
many of us. We were told to work as
much voluntary overtime as we could, so
people would see how dedicated we were.
Imagine, if we were told not to hide in
our work and to seek assistance when
needed, some of the toll today that has
impacted both physical and psychologi-
cal conditions, may have been reduced.
Think about those barriers that we must
now try to overcome, just to get to the re-
alization that we have value.

We need increased training in identi-
fying the danger signs, the possible
symptoms, and responses of police offi-
cers in crisis. No one understood the is-
sues surrounding post-traumatic stress
disorder (PTSD), depression, acute stress
situations, and the multitude of other oc-

cupational stress injuries (OSIs) in those
days. Sadly, I am not sure that, organiza-
tionally, we have moved much further
along. These injuries now impact other
areas of our health, such as delayed re-
covery. So, what do we do?

First, we need to talk about what is
bothering us in a safe, non-threatening
environment. In many cases, that means
going outside the Force. We need to be
understanding of each other, be con-
cerned when someone we know is having
difficulties or acting unlike themselves.
That does not mean singling people out,
reporting  them, or creating other admin-
istrative burdens for them to cope with,
as well.

We must learn what to look for, how
to discuss these observations with people,
indicate a genuine concern, and have a
commitment to assist. But, these are
things that need to be taught. We must
give everyone the tools. The increased
numbers speak for themselves. Psycho-
logical incidents do not discriminate.
They hit all of us equally. No one is im-
mune.  

What can the Force do? It is difficult
to criticize something that you are dedi-
cated to, but our employer needs to
openly acknowledge that our employees
are under attack. This could directly af-
fect our ability to deliver quality service.
The organization needs to ensure we have

current, up-to-date strategies, plans, poli-
cies, and directives with the necessary
professionals to meet this new challenge.  

Our organization today cannot tell us
what the true impact of stress-related in-
juries is. We are dependent on statistics
from Veterans Affairs Canada (VAC) and
those stats, woefully, under represent the
true numbers of these injuries. 

The organization must ensure that
policy centres across Canada are properly
resourced and funded to address this
cost. The healthcare program and its na-
tional policy centre have been under-
funded for years. When the Force needed
money, this critical area was stripped of
necessary funding, like everything else.
They see it as being about money, not
about health. The policy centre needs
“fenced funding” to protect it from attack
by ill-informed managers.

Who is going to listen? We are over-
regulated, which does nothing to expe-
dite payment, service, or consistency. The
time has come for someone to be held ac-
countable for the abuses directed at this
area of support for front line policing. Re-
member, we are at the mercy of the em-
ployer to have healthcare coverage. And
this is due to the RCMP not being eligible
for provincial and territorial medical

FROM THE CHAIR OF THE 
SRR OCCUPATIONAL HEALTH 
AND SAFETY COMMITTEE

PROGRAM DEPARTMENTS
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Need for education
on stress-related injuries
By SRR Murray Brown, Chair Occupational Health and Safety Committee

______________________________
Continued on page 4
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his fall, CBC’s “the National” aired a story about the
prevalence of PTSD among RCMP members. Journalist

Lynda Calvert focused on Cpl. Dave Gibbs of Fort McMurray,
AB, one of 10 full-time traffic reconstructionists in K Division.
Cpl. Gibbs is the sole reconstructionist  responsible for a large
portion of Alberta’s Highway 63, often referred to as the “High-
way of Death.”

What started out as a simple request from CBC for a ride-
along to look at the ongoing tragedies on the highway ex-
panded into Cpl. Gibbs’ concern over his own health. Each and
every Staff Relations Representative across the country ap-
plauds Cpl. Gibbs for having the courage to speak up about his
concerns. We view occupational stress injuries as the ‘hidden
illness’ that members are afraid to talk about.

He spoke openly and freely about the pressures of his work
and the toll it is taking on him psychologically.

“We owe this member a thank you for stepping out and
making it easier for hundreds of members across Canada to
reach out for the needed assistance,” says Murray Brown of the
SRR Occupational Health and Safety Committee.

Cpl. Gibbs is married and joined the RCMP in 1996. Since
the broadcast was aired, he has received phone calls from
across the country from members facing similar situations.
One member who called him said, “If you let it get to you, if it
interferes with your life and if it puts you off the job, you will
never totally get back to ground zero. It will always be there.”
Another member told him that while he and his wife were
watching the broadcast, his wife looked at him and said “if
your head was on his shoulders that would be exactly what you
are like,” and he said, “I was thinking the same thing.”

If you believe you are facing an operational stress injury,
you are urged to seek medical assistance. Find referrals, talk
to your divisional Member/Employee Assistance Program re-
ferral agents, or  your Staff Relations Representatives. Do not
let this silent illness go untreated. Do not be afraid to speak
up. Many have waited too long.

To Cpl. Gibbs, we thank you for speaking out. We hope
your courage will make a difference for the members of the
RCMP.  g

T

SRRS SALUTE

Speaking up
Thank you to Cpl. Dave Gibbs
By S/Sgt. Dave MacDonald, ret'd

plans because we have been excluded
from the Canada Health Act, an honour
also bestowed on all of Canada’s federal
inmates and new immigrants to Canada.
It was nice to see that the inmates were
given their H1N1 vaccines before “front
line police officers” within the RCMP.
Unbelievable!

Upon the conception of the Staff Re-
lations Representative Program, we
adopted the motto, “Members First.”
Today, we believe in that even more. On

behalf of the SRR Occupational Health
and Safety Committee, we hope you find
these articles important and, most of all,
relevant. 

Ultimately, if these pages can help you
obtain information to assist yourself,
your family, or your fellow members, our
goal has been met. In today’s society,
there is absolutely nothing taboo about
being affected by a psychological illness.
Furthermore, if you require assistance or
direction related to any of these articles,
we encourage you to speak to your family
physician, other professionals, our dedi-
cated MEAP referral agents, your super-
visor, your manager or your SRR. Our
team will ensure that you are provided

with the necessary contacts to advance
your needs. 

Stay safe and healthy. Remember, there
is a life after your service with the Force.
We want you to live and enjoy it.    g

SRR Murray Brown was first elected
as an L Divsion SRR in 1992. Since 1994,

he served in H Division, spending time
on many different SRR committees, in-
cluding a couple terms at the National

Executive level. He has been the Chair of
the SRR Occupational Health and Safety

Committee for many years and finds
working for the health and wellness of the

members to be the most satisfying. 

Education
Continued from page 3
______________________________
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I have been involved with the Member/Employee Assistance
Program (MEAP) since 1987 as a referral agent and am presently
the divisional coordinator for H Division. I have come across
numerous members dealing with stress-related injuries, partic-
ularly in the context of accumulative stress due to what they have
seen during the course of their duties, potentially leading to
post-traumatic stress disorder. 

Historically, there has been a reluctance
to seek medical intervention, assistance,
support, or counselling. The fear is that if
a member comes forth that their career could be hindered and
their policing credibility questioned. The humiliation and, in
some cases the lack of support, leads to members with festering,
complicated conditions, who could crash at any moment.  

We believe it is through lectures, one-on-one exposure, con-
fidence building and the education process that we are able to
raise the awareness of these conditions, making some members
more comfortable in coming forward with their concerns and
getting the help they require.  

A police officer’s battleground is based in their home country,
their home provinces and, sadly, sometimes their own neighbor-
hoods. We also have our police officers participating in peace-
keeping roles in places around the world, with many other
foreign postings, battling organized crime on many fronts in-
cluding drugs, criminal intelligence, and covert operations. 

The carnage that our members see on our roadways, at violent
crime scenes, and in citizens’ homes can take its toll on their psy-
chological well-being. This is not to take away from the difficult
domestic duties including major crime, forensic identification,
integrated child exploitation (ICE teams), internet photographic
investigations, as well as undercover, tactical deployment teams,
like Emergency Response, and underwater recovery. It is
through programs like MEAP that members are able to get as-
sistance in finding the support they need to stay emotionally bal-
anced. We want them to have a long and rewarding career in the
RCMP, and upon their retirement be able to enjoy a normal life. 

MEANS OF SUPPORT

A Helping Hand
Member/Employee Assistance Program
By Cpl. Garry Hicks

The RCMP Member/Employee Assistance Program
(MEAP) was formally adopted by the Force in 1977.
This program is similar to Employee Assistance Pro-
grams provided by outside companies and organiza-
tions. It was originally mandated to take care of both
regular and civilian members.

The motto of the program is “Peers helping peers,”
with the symbol of helping hands. It eventually evolved
to include taking care of all employees and their fami-
lies experiencing work and personal problems. The pro-
gram includes divisional coordinators across the
country, consisting of 11 full-time members of the
RCMP, along with a multitude of volunteer referral
agents from all categories of employee: regular mem-
bers, civilian members and public servants. There is a
close partnership with the RCMP Chaplaincy Program
across the country, which consists of five full-time
chaplains in western Canada and the rest being volun-
teer chaplains in the other divisions.

MEAP

______________________________
Continued on page 6



We need support from senior
managers within our organiza-
tion to assist our members in
maintaining a healthy work/life
balance. They need to under-
stand that these types of situa-
tions are dealt with on an
individual basis. The experience
and the commitment that senior
management has for such pro-
grams is critical to MEAP on a
national level. 

I have seen, through my
tenure with MEAP, the differ-
ence when it comes to such sup-
port. Some managers
wholeheartedly support our
program and some do not, thus
causing dissension between the
national and divisional compo-
nents of the program. This is es-
pecially evident in the divisional
coordinator positions through-
out the country that are inten-
tionally allowed to run vacant to
save money. Besides running
vacancies, management is also
playing with the “person-year
exempt from classification”
(PYEC) rules. In essence, these
positions should be filled by the
best person who can do the job,
no matter what their rank, bear-
ing in mind that most people
who use this service are regular
members. Why should these va-
cancies be allowed to occur in
an organization, like the RCMP?
How could any senior manager
in the RCMP permit these ad-
ministrative abuses? 

Should this happen in today’s
environment of promoting
health, wellness and balance for
all employees of the organiza-
tion? The answer is no, ab-
solutely not! g

Cpl Garry Hicks is 
the MEAP Co-ordinator of 

H Division.  He has been with
the program since 1987.
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uring WWI, there was a condition affecting soldiers at war called “shell shock” or “battle
fatigue.” It was a term used to identify a condition experienced by soldiers returning
from the theatre. It is now known as post-traumatic stress disorder (PTSD) and it can

lead to other illnesses, such as alcoholism and drug dependency.  
The Journal of the American Medical Association defines PTSD as:
“The development of characteristic symptoms that last for more than one month, along with

difficulty functioning after exposure to a life-threatening experience.”
We certainly know more about this illness now and it is recognized worldwide as a serious

condition. Not unlike soldiers at war, police officers who witness the worst of human nature
on a day-to-day basis are regularly exposed to events which could lead to PTSD.

In my 15 years of experience as a SRR and a MEAP referral agent, I have seen my share
of members affected by this illness and unlike the WWI soldiers, members have access to
tools which can identify and treat these symptoms.

MEAP and PTSD
The Force’s Member/Employee Assistance Program (MEAP) is, in my view, a crucial tool

in identifying members who may be affected by PTSD. Time and time again, MEAP coordi-
nators, who act as full-time, main referral agents in the field, have had members contact them
and have been able to get help in dealing with PTSD. From highway traffic accidents to in-
vestigating child pornography, we now realize the great risk our front-line members face and
the urgency of identifying and offering treatment for these symptoms.  It is not only para-
mount for the member in the field, but also for his or her loved ones and colleagues.

MEAP is currently undergoing a review, which I like to think of as a “face-lift,” in order
to address the modern pressure of a peer-to-peer referral program. Having to call a “1-800”
number to get help after picking up dead bodies, or listening to the confession of a murderer
just doesn’t cut it. The success of the MEAP, even with its extremely limited resources, is
largely based on the premise that members can call someone who has “walked in their shoes.”
It goes to the credibility of the MEAP and I am hoping that this will come out in the review.

MEAP is at a crossroads and it is so important that the RCMP does the right thing and
recognizes the peer referral system for what it is: A necessary tool to face the rising number
of members struggling with PTSD.

The national policy centre responsible for occupational health has had its share of chal-
lenges in the past few years. However, I am encouraged in seeing positive shifts within man-
agement, which hopefully will bring the MEAP to a new level of resourcing and coordination
at the national and regional levels. PTSD, in my view, is the most important issue prevailing
within the RCMP today and the MEAP review is a great opportunity to ensure that this pro-

gram is in line with these realities. g

SRR Michael Niebudek (A Division) is a member of the National Occupa-
tional Health & Safety Committee and has the responsibility of the MEAP

file within that committee. He is also a MEAP referral agent. 

MEANS OF SUPPORT MEAP
Continued from page 5
______________________________MEAP:

A crucial tool in 
dealing with PTSD
By SRR Michael Niebudek

D
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MEANS OF SUPPORT

n the field of care for first responders, the role of the chap-
lain is crucial. Members of police forces are exposed to
stresses through their work that many others of the general

public are not. These stresses range from daily harassment to
extraordinary scenes of violence. These stresses can be cumu-
lative, thus inducing either post-traumatic stress or compassion
fatigue, both having an affect on a member’s ability serve at their
very best.

The presence of a chaplain can bring a calming effect. They
can add a sense of stability and the reassurance of spiritual
strength during difficult situations. The role of a police chaplain
is not to convert or impose personal religious beliefs, but to offer
spiritual comfort and guidance. Many times, I have been asked
about the presence of God in a situation, such as Swiss Air Flight
111, or a highway accident. It is essential to have a trained chap-
lain on site when such questions are asked. A chaplain, by virtue
of his or her presence, gives the police officer permission to ask
those theological and ontological questions of life, death and
their meanings.  

In his book, Shattered Dream, Dr. Walter Davis explains his
research with Vietnam war veterans in this area of PTSD and
chaplains. During that war, the popular saying was “God went
AWOL.”  The veterans wrestled with the presence of God, or
their perceived lack of God’s presence as they struggled. As Vet-
eran Administration Units set up support groups and debriefing
opportunities for those who returned from that war, there were
not, Davis maintains, allowances made for these men and
women to connect their personal stories with any theological
or religious story to assist them in making sense of their crisis.
Davis comes to the conclusion that one reason Vietnam veterans
suffered so long and, in many cases, continue to suffer from
PTSD, is due to the fact that men and women were not given
the opportunity to explore the theological aspects of their ex-
perience. By including chaplains in debriefings, as well as in the
ongoing life of the organization, this opportunity for spiritual
connection in difficult times is offered.  

Chaplains are not psychologists, although some of their work
does overlap. Chaplains are the spiritual dimension of the whole
self-care of an organization. Most chaplains are highly trained
in crisis management, pastoral care and counselling. They bring
their theological, as well as spiritual expertise to ensure the full
care of an individual and/or organization.  In the USA, there is
a network of “corporate chaplains,” who are on staff at places
such as Taco Bell!

If an organization is serious about employee health and well-
being, if an organization is concerned for morale and family
health of employees, then that organization would encourage a
chaplain program. The spiritual dimension of an individual is
an important dimension in maintaining their overall health and
well-being, both at work and in their home life.  

I find it encouraging to see that the RCMP’s western divi-
sions have taken their responsibilities of employee well-being
seriously enough that they have put paid, full-time, coordinating
chaplains in place. It is discouraging that the eastern divisions
have not made that same commitment as of yet. It is my prayer
this will come to pass, so that complete care through MEAP and
chaplaincy will be offered to all members regardless of which
division they serve. This program has been neglected by the
Force in many aspects. It is truly something that deserves atten-
tion, for the sake of the members.

Blessings. g

Rev. Dr. Cynthia Chenard works with the RCMP as 
a part-time, volunteer chaplain in H Division. 

I

Spiritual
Strength

Chaplaincy Program
and the role of chaplains
By Rev. Dr. Cynthia Chenard
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y nature of their work, RCMP members can be placed in
operational situations which can result in physical injury
and/or exposures that can lead to mental health condi-

tions. Operational stress injuries (OSIs) that are not diagnosed
can have a significant impact on the functioning and enjoyment
of life within the family, work and social domains, especially if
the member and their families don’t have an understanding of
the reasons for these behavioural changes.

The effect of trauma on the human mind is well documented.
As far back as the 16th century, military doctors have described
the psychological effects of nervousness, depression and dis-
turbed sleep resulting from war. An OSI is defined as a persist-
ent, psychological difficulty resulting from operational duties
performed by a member of the Canadian Forces. The term OSI
describes a host of problems, including anxiety, major depres-
sion, alcohol or substance abuse and post-traumatic stress dis-
order (PTSD).

Operational Stress Injury Social Support
The Operational Stress Injury Social Support (OSISS)  net-

work was formed between Veterans Affairs Canada (VAC) and
the Department of National Defence (DND) in 2002 to provide
military personnel with education and training about the effects
of trauma and how to cope with OSIs. The services of OSISS in-
clude: personalized social support; counselling services to mili-
tary families; ongoing “continuum of care” to veterans suffering
from an OSI; timed interventions to families facing difficult ad-
justments arising from lengthy or frequent deployments, serious
injury, and loss of loved ones. Peer Support Coordinators (PSCs)
and Family Peer Support Coordinators (FPSCs) are supported
by a management team of mental health specialists, psychiatrists,
nurses, social workers, advisors and former service members.
This program is jointly managed by VAC and DND under the
terms of a memorandum of understanding (MOU).

OSI Clinics: Specialized Health Services
Operational Stress Injury clinics were established by Veterans

Affairs Canada (VAC) in 2003 in response to an urgent need for
treatment for military personnel that was arising from an in-
sufficient availability of timely specialized health services. This
was contrary to the Veteran’s Bill of Rights (VBR) and its Pub-
lished Service Standard. The initial clinics were located in Mon-
treal, Quebec City, London, Winnipeg, and Calgary.

These clinics consisted of multi-disciplinary teams of special-
ized health professionals that provided comprehensive assess-
ments, treatment, and education to eligible veterans suffering
from OSIs. Clients can receive treatment and assessment services
for psychiatric and psychological services through VAC legisla-
tion. The main approaches used in OSI clinics are: cognitive-be-
haviour; psycho-education; and psychopharmacology.
Treatment can be provided in different ways: individual, couple,
family, or group therapy. The aim of the OSI clinic is to reduce
or eliminate the symptoms associated to OSIs in order to im-
prove the social and occupational functioning of the client. A
MOU was signed in October 2006 between VAC, DND and the
RCMP to establish the framework for the Joint Network for OSI.
The MOU allows for RCMP members to receive treatment from
the VAC-owned OSI clinics.

With respect to the OSI clinics, RCMP retired members can
access these through VAC while active members can be referred
through the RCMP process. With regard to the OSISS program,
active and retired RCMP members are currently accessing these
services. Since its inception, 81 active and retired members and
families have benefited from those services.

The RCMP is currently exploring formal discussions with
DND and VAC to determine how it can strengthen partnerships
and increase its efforts in providing greater support to RCMP
members and their families, who may be affected with OSIs.
Meetings and discussions with DND and VAC have been held
to determine potential locations which could be considered for
PSC and/or FPS Coordinators to align with RCMP require-
ments. g

Insp. Richard Haye is from of the RCMP’s 
Occupational Health and Safety Branch.
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MEANS OF SUPPORT

By Insp. Richard Haye
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t can come on suddenly or gradually after many years. It may
arise out of one incident or come from years of traumatic
events.  Police officers, like other first responders are in a

line of work that makes them more susceptible to developing
post-traumatic stress disorder (PTSD). In truth, every one of
them may suffer.

“In the beginning, I thought I was fine,” says one member,
Sheila.* “I thought it was just part of the job and went along with
it.  But, I knew it definitely wasn’t something normal.”

After joining the Force later in life, she did general duty and
highway patrol. She saw many things that typical people don’t
have to deal with.

“This was something almost out of a movie,” she says.  “It
seemed very surreal when you get put in a position to deal with
things like that. In the beginning, I just dealt with it because
that’s what was expected. When you’re new in the Force, people
think you’re superhuman and that you don’t have feelings. That

basically you’re a machine. I feel like you’re almost treated that
way a lot of the time. You’re expected to act a certain way, espe-
cially in front of your peers.”

She had no one to talk to.
“I didn’t really talk about it because I knew it was my own

personal experience. I didn’t feel that I would benefit in any way
by talking about it because I felt that with the male-dominated
society, it was just part of the job and you were expected to do
this. You brought it home with you and you carried it around
everyday. You tried not do.”

Eventually, she realized that something wasn’t right.
“I especially noticed it when after hours, my mind became

filled with thoughts of what had happened, what I had seen.
Those thoughts grew. It was almost as if I had become fixated on
it.  I couldn’t focus on other things. It seemed like it was taking
up a lot of space in my head.  It seemed like too much time that
I spent thinking about things.” 

I
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alone
The many faces of post-traumatic stress disorder:
the third most common medical condition in the RCMP
By Laura Thompson

You’re not 
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Even on days off, on her vacation, she would get tense and
anxious, then realize she was thinking about one of the events
she had seen. 

“Your brain just runs away with you. It could be that one in-
cident or that one could bring back many from before. The mind
can play a lot of games with you at that point,” she says. “That’s
when I knew it was becoming a problem when I didn’t even
mean to think about it.  But, it just seemed to always be there. I
was losing focus on the normal things I should be doing.”

She was having trouble sleeping and nightmares kept coming
back. 

“I’m sure it showed on my face,” she says. “I was tired a lot of
the time.  People may have noticed that I
wasn’t as focused as I should have been,
but nobody ever said anything. It wasn’t
something we talked about at work.”

Then, after 13 and a half years in the
Force, she was on her way from a sudden
death on the last call of her night shift. Her
thoughts started to grow.

“They’re like antlers,” she says. “They
are the thoughts and ideas in your head,
not something you’ve provoked, some-
thing that is always there. You can’t stop
thinking about them and they just keep
growing. That’s what happened that night,
it was growing and I couldn’t handle the
burden it was putting on me.”

It was bothering her so much that in-
stead of going home, she went to speak
with one of the members she trusted from
her old office.

“I just ended up at the office crying and
not being able to deal with it.  Obviously,
it was out in the open. It took that many
years for it to get to that point.”

For retired member, Barry Mellish, it
was seven years after his retirement from
a 28-year career in the Force when he hit
that point.

“There were a number of incidents that
I dealt with in highway patrol, multiple
fatal accidents with young children that
bothered me quite a lot over the years. My
wife used to say I’d wake up at night hol-
lering.”

He says when he was serving, there was
no help back then to deal with it.  

“If you mentioned some of those things were bothering you,
management, who never had experienced this themselves would
say, ‘suck it up and get on with it.’ They didn’t know.  They didn’t
understand how you could be dealing with these problems.”

Mellish also did two tours with the United Nations in Yu-
goslavia, investigating mass graves, seeing skeletons and victims
of war.

“But there was no one to deal with it, to talk it over with,” he
says. “You were a big boy, you were told to get on with your job,

suck it up and keep going. Most of the time you ended up keep-
ing all this stuff inside and tried to go along with your life. But
if you have to hold it inside and deal with it yourself, it just builds
up.  It was seven years after I left the force that it really hit me.”

He thought he was going crazy.  He didn’t know what was
wrong.

“I couldn’t watch news or even TV shows when they talked
about someone getting hurt, without breaking down and crying.
I couldn’t read newspapers. I couldn’t talk to my son or daughter
without crying. I was losing my temper when I never used to. I
would shout and kick chairs over silly things.”

Then one day, a man came to the office where Mellish was
working looking for a job.  He had
been a military observer while Mellish
had been in Yugoslavia and he knew
Mellish’s name from reports he had re-
ceived while over there. He had been
injured in a landmine in Cambodia.

“He was talking about what he had
done while he was over there,” says
Mellish, “And I just broke down and
started crying.  He said, ‘You need help
and you need it fast.’”

The man gave Mellish the names of
a few military doctors.

“It’s because of them that I can now
sit and talk about what had happened,”
he says.

For Sheila, the help also came un-
expectedly.

After breaking down in her friend’s
office, she had spoken with a referral
agent from the Member/Employee As-
sistance Program to make sure she
would be ok.  But it wasn’t until she
was talking to an SRR about a different
matter, and mentioned her nightmares
that she really took that first step. 

“He said, ‘You should probably try
to see someone,’ and gave me the name
of a psychologist. He encouraged me
to go and see if that’s exactly what it
was that was happening. I did start
seeing the doctor and I recently 
received the diagnosis of PTSD.”

Now retired member Wes McCol-
lister was in the force for 28 years when

he and his partner were broadsided by a gravel truck while on
duty. 

“I started having trouble sleeping.  I had trouble dealing with
it,” he says. “I couldn’t even watch a movie. Hearing tires
screeching. I couldn’t be in a car. I couldn’t trust anyone else to
drive”

After a few months, he went back to the doctor about pains
in his leg and foot.  It turned out that many of the bones in his
foot had been broken in the accident, but had been left undiag-
nosed. 

“I couldn’t watch news

or even TV shows when

they talked about some-

one getting hurt, without

breaking down and 

crying. I couldn’t read

newspapers. I couldn’t

talk to my son or 

daughter without crying.

I was losing my temper

when I never used to. 

I would shout and kick

chairs over silly things.”
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“I went to see the psychologist because I knew something
wasn’t right,” he says. “There was something definitely wrong. It
was like I was living on pins and needles all the time.”

His marriage was also being affected, he says.  He knew a psy-
chologist, so he called and made an appointment.

“As soon as I started talking to him, it was a big can of worms
that opened up. Twenty-eight years of dealing with all kinds of
things.”

Then his psychologist retired. McCollister tried others, but
they weren’t helpful. They didn’t understand police work.  The
RCMP wasn’t helping, either.

“If I went into the office here to use the fax machine, it was
like I had shit on my face. They didn’t want to talk to me,” he
says. “You really start thinking you’re not worth anything. Things
start to change in your head.”

With his injured leg, he says, it was pretty evident he wasn’t
going back. He couldn’t spend any time on his leg and would
have to take on an administrative post. But, he was told there

weren’t any at his detachment.  He was offered a move, but it was
impossible.  After complications and errors on the part of man-
agement and Great-West Life, he was essentially forced to take
his retirement.

“One of the worst things, even after this stuff was happening,
was the mental capacity I had,” he says. “I couldn’t concentrate
on things. My thought process, it was like being a 10-year old
kid. I could concentrate for a little bit, but then my mind would
wander. That affected how I was dealing with things. I felt like
no one was giving me any direction. I’ve known members who
got into accidents and had problems. It almost feels like we’re
swept under the rug. You’re no good anymore. Bye!”

McCollister doesn’t want anything to do with the Force any-
more and is focusing on getting his own help.

“I think one of my saving graces,” he says, “was that one of
my stepdaughters had a baby. So, I spent a lot of time with the
baby. I could hold him and feed him and not worry about too
much.”

The accumulative stress of everyday police work can eventually lead to post-traumatic stress disorder. 
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After nearly four years of treatment, Mellish now understands
why it happens to all these people.

“I start thinking back over the years and it’s a shame that
management does not accept PTSD as a result of the work that
first responders do. We’re raised not to talk about it, not to show
emotion and protect your family. When you see these things,
you don’t want your family to see or hear about it, so you don’t
talk about it with them. If you don’t have an out, you just keep it
inside and it builds up. What the psychologist told me was that
everything you see, you put it in a bag over your shoulder and
now this bag is so heavy that you can’t carry it. We’ll help you
get the stuff out of the bag and now you can carry that around
and make it not bother you.”

He also understands how talking it out can make a big differ-
ence. His son was in the military and Mellish saw how he was
able to talk with his friends over there.  

“When I came back from Yugoslavia, I couldn’t do that.  I
went back to the detachment, but none of them knew or under-
stood what I had seen, so I kept it to myself.”

Mellish’s son was killed in Afghanistan.  That set him back in
his treatment, but he is now able to talk about it again.

“I’m hoping that with therapy, counselling and medication, I
will eventually be able to lead some semblance of a normal life.”

McCollister is still having trouble.
“I’m able to go through the day.  Things

aren’t too too bad, psychologically. I still
have trouble sleeping some nights. I still
have very bad dreams. I don’t go on long
vehicle trips.”

Sheila is just starting her treatment.
“It’s facing your fears.  That is basically

how it was explained to me,” she says. “It
gets worse before it gets better. Talking
about it with a doctor that’s trained in this
field, you have to discuss every incident.
He says it’s not going to be pretty. You
bring back every event and every emotion.
You talk it out with him. It’s a very proac-
tive type of dealing. He tries to teach you
how to cope with all your feelings as you’re
going through them. So, in the future
when these feelings come back or you’re
dealing with a similar situation, you can
put everything into perspective. It’s very
intense therapy.”

Therapy that will allow her to keep
working in the job that she loves.

“I’m happy there is hope for me out
there,” she says. “I’d rather start this treat-
ment now than in 13 more years because,
then, it’s going to be that much more
work. I feel very lucky that it was caught
at this point for me and that there is help.”

There is help out there, but it’s not al-
ways as easy to find as it should be. Both
Sheila and Mellish got help by coinci-
dence.  McCollister is still looking for the

right psychologist after his retirement.
“I think the reason why we don’t deal with it enough,” Sheila

says, “is that it’s difficult for management to accept that there is
a problem and that people are suffering from this. It’s hard for
the members to admit that.”

“I think what we forget when we’re police,” says McCollister,
“is that when you’re dealing with something, if you go to a do-
mestic assault, an accident, a violent crime or a sudden death, I
found we take ourselves out of context. We’re not dealing as a
human being. We have to be there to figure out what happened.
Rather than thinking of the person as a dead person, you put
that aside and deal with the body and do your job. Then when
something happens to ourselves, I think a lot of this stuff comes
flooding back.”

“Some guys are lucky,” he says.  “They can lock the vault and
keep it there and never have to deal with it. Sometimes you can’t.
I don’t know why. I always thought I was pretty strong. I’ve got
a pretty good background. I was smart enough to know that
something was going on that wasn’t right.”

It’s management’s responsibility to ensure that members
know about PTSD and understand it.

“It’s really important that management does step in and edu-
cate us about it,” Sheila says. “It is treatable. I didn’t know that. I
was scared to go to the doctor because I thought that once he

did diagnose me, I would be taken off
the road, done with my career. I was so
relieved when he told me it was treat-
able.” 

But knowledge can only go so far
without the proper help and guidance.

“We have the option of going and
seeing people. The qualified people
that’s what’s really good,” says McCol-
lister. “I think that’s where the force is
really lacking. We don’t have the re-
sources, especially in rural places.”

“Senior management has to start
recognizing that there are people work-
ing frontline detachment work, traffic
work, coming across these tragedies or
a disaster,” says Mellish. “No human is
meant to see that stuff. I don’t care who
you are. But when you’re in the job of
a first-responder, you’re the first ones
on the scene. You’re the ones that the
public looks to to fix these problems.
We get into these professions because
we want to help people, but who helps
us? That’s the big thing. These people
are out there trying to help other peo-
ple, but nobody seems to want to help
them. We’ve got to help the helpers,
too. They’re not robots. They need
help.” g

*Name has been changed
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any members see being diag-
nosed with an operational
stress injury (OSI), like post-

traumatic stress disorder  (PTSD), as the
end of their career and the end of the
normal life.  But, it doesn’t have to be.  

Dr. Nancy Prober is a clinical psy-
chologist at the Operational Stress In-
jury Clinic in Vancouver.

Although some people have a mis-
conception that they’ll never fully re-
cover, OSIs are highly treatable, she says.
In fact, 70 per cent of those treated go
into remission.

“People get better and continue to
lead functional lives,” she says. “Treat-
ment can improve that functioning.
Some people that we treat decide they
want to continue in their career in the
RCMP or military. They can do that be-
cause their functioning has improved
after treatment. Or treatment may  help
them think about what they want to do
next. They can make a decision based
on what they want now, a more fully in-
formed decision rather than leaving just
because they have to.” 

Treatment, in whatever form it takes,
can be most effective the earlier it starts.
Unfortunately, Kamloops psychologist
Dr. John Carmichael, whose practice is
restricted to PTSD, primarily in police,
says, police officers, as well as the mili-
tary tend to wait until the last possible
minute before seeking help. 

M

Going for 

By Laura Thompson

OSIs from a medical point of view
Treatment

Acceptance of operational stress injuries begins with education with the Force. 
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“Typically the symptoms emerge gradually, as opposed to full-
force the first time,” he says. “Most of the people I see in police
and military are not here because of a single trauma, but because
of years of one trauma piling on top of another until essentially
the balloon bursts. So, they’re not even aware of it early on.”

The second problem stems from the culture of the Force.
“It’s easy for all humans to blame it on other factors, like a bad

manager or misbehaving children,” he says. “They misattribute.
Police officers, who have to be perceived as strong, see it as a
major sign of weakness to admit that the trauma is bothering
them.”

Keeping everything bottled up, though, is not a solution.
Eventually, that cork will come off.

Dr. John Sperry works out of Halifax.  He has been a registered
psychologist since 1983 and specializes in PTSD. He says the
work environment of a first responder, like a police officer, makes
them more likely to develop an OSI.

“A risk factor is working long hours in dangerous or poor con-
ditions,” he says. “So, working several 12-hour shifts in a row
without a break, maybe doing a search of a house where there
may be firearms, your level of anxiety is heightened.” 

Research also shows that the more traumatic events a person
is exposed to, the more likely they will experience symptoms.
Another factor is the closer a person is to a traumatic event phys-
ically, the more likely they are to experience effects.

Not everybody develops PTSD. But when you’re in a situation
of extreme stress, says Prober, when you feel your life is threat-
ened, it’s very natural to have certain responses after that. 

Stabilization
Following an assessment, the next phase with a psychologist

is stabilization.
“It’s to make the member’s psychological state as stable as pos-

sible before beginning treatment of PTSD,” says Sperry.  
PTSD rarely stands alone. Often a slew of other conditions

also arise. All of those conditions need to be assessed, as well.
“Things like marital issues, drinking problems, anything that

is causing them not to function as well as they could,” he says.
“We try to get those sorted out, so when we start the treatment
for PTSD, they can bring to bare all their energy into managing
their reaction to the treatment.”

Otherwise, the treatment will be less effective.
Sperry says, “When our mind is not functioning at its opti-

mum, we don’t learn as well as we normally would.  So, it takes
the treatment process much longer if the depression or the other
conditions are left untreated. But once that depression is treated,
the brain’s function begins to return to normal. It can act more
normally, react more normally.”

Treatment
Once the patient is stabilized, the focus shifts to treating the

PTSD. Treatment for many psychologists is cognitive behavioural
therapy.

“If there is PTSD at some point, we’re probably going to do an
exposure-based therapy,” says Prober of her clinic. “Basically, get
the person to talk about their experiences in a very structured
and controlled way.”

Exposure therapy means a significant focus on the traumatic
situations in treatment with the intent that by doing so, the fear
responses will be eliminated.

Another treatment method is to teach skills to help a patient
manage their physical responses more easily.

“Regulating pathological brain functions. That’s a skill you
can learn,” says Carmichael “Often, once their autonomic and
central nervous systems are no longer dysfunctional, some will
talk calmly about their experiences as a memory like other
memories without the emotional component.”

In some cases, medication is required.  But, treatment is en-
tirely adapted to the individual. Each psychologist has different
ideas and different experiences. There is no sure fire method for
treating an OSI, like PTSD. But over time, treatment will help
the sufferer go on with their lives.

And if left untreated, it could have grave consequences. 
“There is a horrendous risk if PTSD goes untreated,” says

Carmichael. “People are less satisfied with life. They struggle
with marital and family relationships. Physical health can be af-
fected, developing serious medical conditions such as diabetes
and high blood pressure. They also have higher suicide rates.”

What can we do?
Although research has not found a way to prevent PTSD

from forming, some practices may lessen its severity. This is
where the RCMP should come in. 

“We do know there are certain things that people can do right
after they’re exposed to an event, where they feel their life was
threatened, that can help them feel better faster,” says Prober.
“Help them beyond the symptoms that most people feel in the
days and weeks following exposure to a traumatic event.  The
most important thing is social support,  having people around
them who they can go to and talk about what’s bothering them
or feel that they have support around them.  That could include
family and work environments. Social support is a protective
factor.”

“The other thing,” she says,” is being able to feel safe as quickly
as possible after the event. So finding ways to calm down after
the event can actually help functioning in the future.”

Dr. Garry Hawryluk has been providing services to the
RCMP for eight years and has been a practicing psychologist for
over 30.

“It’s important to recognize that many different types of situ-
ations can trigger a traumatic response in police officers,” he
says. “It is critical to give people the option to debrief. Some
might argue that a standardized triage or debriefings of some
type should even be made mandatory. It is crucial to have
trained practitioners available to members who are vulnerable.
This type of intervention really does work.”

In recent years, the awareness of PTSD has increased im-
mensely in the Canadian military.  When Lt-Gen. Romeo Dal-
laire spoke out about his suicide attempts, it shocked not only
the public, but also the military and paramilitary organizations,
like the RCMP. With the recent news coverage and attention,
does that mean that more people are actually developing PTSD?
Or is it that they are now being identified, whereas before they
suffered silently?
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“I think it’s more identified today,” says Sperry, “because the
majority of the people I’ve been dealing with have actually had
PTSD for the last 25 or 30 years.  It just wasn’t identified because
they were uncomfortable coming forward.  But now that there
is more information in the media about the condition, people
are more aware that if they’ve been in active combat or a violent
situation, the symptoms may arise.  That’s why people are start-
ing to come out and report their symptoms.”

But there is still a long way to go.  Members are still hesitant
to come forward admitting that something may be wrong with
them

“There is stigma attached to having an OSI and that’s proba-
bly one of the largest barriers we deal
with,” says Prober. “As a therapist who is
treating these people, there is very little
that I can do until they actually walk
through the door.”

That encouragement to pick up the
phone or walk through the door is some-
thing that has been missing.

Sperry says, “I think one of the biggest
problems with the RCMP at this point in
time is that most members when they
come out of Depot are told, ‘Just do the
job. You can do it.’ And they can do it, but
there hasn’t been a lot of focus on the psy-
chological impact of these events for
them.  So, a lot of older members were to-
tally surprised that they would have an
emotional reaction to someone being cut
in half or a child murdered because they
were just told to go through and do it.”

Trust is also a factor.
“Members don’t really trust each other anymore and so

they’re not going to anyone because it could get passed along the
line and then they’ll be watched more carefully,” says
Carmichael. “Chances for promotion will be compromised.
Shouldn’t happen, but it does. Information will get out to other
people, shouldn’t but it does.  If I’m a wounded warrior, then I
won’t get to go to courses and training because they think I’m
going to quit anyhow. So, it really does affect their career, as well
as their reputation within the detachment.”

It’s a constant struggle. How can these problems be solved?
How can PTSD lose the stigma?  It starts with education and un-
derstanding.

“In my office, we provided presentations to our referral
sources,” says Prober.  “They need to understand what an OSI is
and that it doesn’t mean that someone is weak. People do get
better. Sending people to treatment actually acts as a force mul-
tiplier. We’re helping to keep people in the service. That tends to
bring stigma down.”

Besides his regular clients, Hawryluk  has also been involved
in both individual and group debriefings.

“In my experience working with the Force, there is an in-
creasing recognition that this is a valuable service and that it
should be done,” Hawryluk says.  “Unfortunately, calling for a

debriefing after a critical incident can be variable or sporadic.
Some managers see the value in debriefings, while others may
not. Frequently, it is influenced by their knowledge of debriefings
and their experience with trauma.”

Debriefings following a trauma can make a huge difference,
he says.

“The big advantage of the group debriefings is the peer sup-
port,” he says. “I think if the debriefing is conducted in the
proper way even some of the oldtimers, who are the ‘suck-it-up’
types of folks, begin to see the merits and are speaking about
some things they’ve left buried for a while.  I’ve participated in
debriefings where some members have been relatively silent, and

who have even conveyed an impression
of disinterest, then who have called for
an appointment for an individual con-
sultation afterwards. It may be that
members have felt more willing to dis-
cuss their issues once they have learned
that in many respects they may be ex-
periencing a ‘normal reaction’ to an ab-
normal experience. One can often
dispel the misperceptions that a mem-
ber may have about a psychologist, and
what he or she might have to offer, just
by meeting one in a group debriefing
session.” 

Where group debriefings cannot be
conducted, individual debriefings can
also be helpful, he says. Each has its ad-
vantages and disadvantages relative to
one another.

Hawryluk suggests that the develop-
ment of a more detailed and specific

protocol that would operationalize what types of incidents and
reactions should trigger incident debriefing would be useful. At
this point, it is at the detachment commander’s discretion as to
what is or is not done following an event. Based on training and
experience, this can be very inconsistent from detachment to
detachment.  It is extremely important that members be aware
of what can be offered and how to access services, says Hawry-
luk.

“We need to continue providing information on dispelling
myths and keep talking to people,” says Prober. “The more peo-
ple we treat, they can go back to their buddies and let them know
they’ve been treated, that they’re doing better and others could
benefit, too. We’ve seen some really interesting things when col-
leagues talk to colleagues about the treatment they’ve received
or about their experiences.”

It is all part of dealing with OSIs, like PTSD.
“I think the more that members are aware that they are

human, the better off they’ll be,” says Sperry. “They’re often
trained to think that they’re superhuman. They do superhuman
things because they’re dealing with all sorts of stuff that the pub-
lic could never deal with. But, they are still human psychologi-
cally.” g

“I think the more that members
are aware that they are human,

the better off they’ll be,” 
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aul Smith was a Mountie for two weeks shy of 19 years
when he committed suicide. For the previous 18 years of
his career, he worked eight to 10 hour shifts, including

on-call, court rescheduled days and a multitude of other duties.
He worked hard in extremely stressful situations, often taking
on more than his fair share, seeing hundreds of case exhibits,
seeing tragedy, violence, and death, while at the same time trying
to manage a personal life.

In the early stages of his career, his widow, Paulette, says,
“There was really not enough emotional  support provided to
the members. They were just  expected to do their duties.” 

While in H Division (Nova Scotia), like many other mem-
bers, in conjunction with his varied duties he also was assigned
the role of Acting Corporal. Paul often found himself in situa-
tions where there were not enough members to do the job, due
to vacancies, transfers, promotions, and off-duty sick members.

After considering his workload and frame of mind, Cpl.
Smith (Cst. Smith at the time) decided that perhaps a transfer
to the north with a change of scenery would be the answer for
the emotional trauma that he was holding onto inside. 

Paul then applied and was accepted to go to G Division
(Northwest Territories) on a transfer.  In his case, neither himself
nor Paulette were ever screened through any emotional or phys-
iological testing to see if they qualified to take the move. In
essence, he applied, was accepted, then took the transfer.

He and Paulette went north on what was supposed to be a
good move for them. However, the headaches were only begin-
ning. Once in the north, it was unclear exactly where they were

going to be posted. The lack of proper communications and di-
rections on housing arrangements, storage of furniture and lack
of support from certain individuals within G Division, as well
as Northwest Region headquarters, all caused more issues with
Paul. Finally, he received a notice to transfer to Déline detach-
ment. 

Déline, at that time, was the one detachment among all of
them that did not fit Paul’s internal make-up. However, no one
knew that from a medical standpoint within the Force. Treat-
ment by the community, and working and living conditions for
the RCMP members contributed to a more unhealthy environ-
ment. Paul could not cope with the imbalance of what he now
came in contact with, coupled with what he was already carrying
as a member. However, the foundations of Paul’s thoughts were
already there from his past traumas from H division. 

A pattern was forming. Paul did not find that the transfer to
a new location was helping him in dealing with his stress. The
reality of the emotional issues that he had collected over past
years could not be corrected as a result of a simple transfer.  He
could move away from a specific area or division in this case,
but he continued to carry the emotional baggage and this af-
fected his wife, too. 

“Things were not going well,” Paulette says. “Neither of us
were eating, neither of us were sleeping. It was shocking. It was
like a third-world country. Paul couldn’t cope. It felt like we were
put up there and forgotten. There was no help, no support.” 

After a short time in Déline, Paulette woke up in the middle
of the night to find Paul pacing.

P

lifeThe Force let him down

Cpl. Paul Smith’s 

By Greg Nixon and Laura Thompson
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“He said, ‘I can’t do this.’ We had been talking about issues,
the staff, the house, and not knowing what to do. There was no
one for Paul to turn to,” she says. 

The call was then made to Edmonton , where they  visited the
Force doctor, who recommended Paul take time off and also
suggested a move to be closer to family. 

“I think Paul had a lot of issues he didn’t know he had,” says
Paulette, “until someone in the know, the psychologist, recog-
nized that the issues that he brought forth were valid. But then
the next doctor [in Ottawa] said there’s nothing wrong. How can
you ever get better? It  never did get better.” 

They decided to go to Ottawa, where Paul’s brother was. On
top of the emotional trauma that Paul was going through, the
Force provided little assistance in relocation of the family.

“It was like we were on our own and cast off from the Force,”
says Paulette. “We were left with a complicated maze of deadline
requests and paperwork.”

All forced upon a member who was already extremely
stressed. In Ottawa, they lived with Paul’s brother as no other
living accommodations or guidance had been provided to them
at the time. This increased stress with his family on top of trying
to deal with his work issues. 

Also while in Ottawa, Health Services seemed to forget about
them, she says. His health file had never been received in ad-
vance by the Ottawa doctor. In fact, their treatment plan for Paul
was initiated on their own, not by the Force.

The treating RCMP doctor in Ottawa indicated that Paul was
fine and that after a little while, he would be ready to go back to
work. It was the opposite of what the doctor in Edmonton had
said. 

“There were too many people involved in what went on with
us,” Paulette says. “There was never one person following us and
that was part of the problem.” Their files, their messages, every-
thing was lost in the fray. This lack of communication left Paul
and his wife lost and very confused.

When Paul was cleared to go back to work, he was assigned
to Protective Policing in Ottawa. He was also told that it would
be as a constable, despite occupying the corporal position in Dé-
line and being transferred there as a result of a promotional
move. It hit Paul extremely hard that his promotion was not ac-
cepted or even recognized within the Force. Coming out of that
meeting, he was hanging his head, Paulette says. They were given
various reasons, one of which was the fact that Paul was only in
Déline for a short time before going off-duty sick.

“Talk about feeling ashamed,” says Paulette. “Feeling like you
have no self-worth, like you no longer matter. You served 19
years and were very proud of being a member everyday of it.
Talk about feeling worthless.”

He received his firearm on a Thursday and returned to duty
the next day.  

Two days later, Paul committed suicide. Following his death,
he was diagnosed with post-traumatic stress disorder. The day
of his funeral, he got his promotion back posthumously and that
had only been as a result of the Staff Relations Program present-
ing his case to the Chief Human Resources Officer.  

After his years of service and dedication, the Force let him
down. Despite the warning signs and doctors’ recommenda-
tions, the Force didn’t get him the treatment he needed. He was
a victim.  

“So many red flags went up,” says Paulette. “The Force chose
to ignore them long before this happened. It’s the silence of
everything. The silence of the Force. For a few moments, he
thought he had help and I did, too. When the first doctor said,
‘you have a few issues,’ I thought, this is good, we can put a name
to this. Although at no point in time was there ever a name given
to it. Not until after he died was there anything written.”

She says the Force cannot continue this way.
“They have to do something for their members. Suicide is an

epidemic in policing, whether they believe it or not. It’s this code
of silence within every police force. It doesn’t go away. You have
to address it. If you don’t address it, it will get you. Eventually,
the Force will have to come to terms with the work that its mem-
bers do and they will have to address the members’ issues. They
have a very high-stress job. If you treat the members as you go
along, they will not have these issues long-term. The point of it
is that Paul shouldn’t have died. Everybody knows that now. He
should not have died. He told them how he felt. He said yes when
asked if he had thoughts of suicide. It’s treatable and the Force
just chose to ignore it.” 

PTSD cost Cpl. Paul Smith his life. g
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n recent years, a number of studies have identified employee
wellness as an area in which the RCMP needs to grow and
improve. For nearly the past two years, the RCMP Change

Management Team, in conjunction with the Occupational
Health and Safety Branch and other interested parties, has been
working towards a Healthy Workplace Strategy. This strategy has
included the adoption of Healthy Workplace Principles.  

A key area for employee health and wellness is understanding
and addressing the effects of police work on our employees.  

Many RCMP employees, not only regular members, are ex-
posed to traumatic and horrific events in the course of their du-
ties. Employees come face-to-face with many varieties of
atrocities, tragedies, abuse, violence, natural disasters, fatalities,
gruesome scenes and deep human suffering. Employees are also
exposed to direct trauma where their lives are in danger, or where
they may be attacked, threatened, or injured. Secondary or vi-
carious trauma is the result of bearing witness to unfixable suffer-
ing. It can lead to experiences of moral distress and compassion
fatigue. People strongly affected by secondary trauma often re-
port symptoms very similar to those with formal PTSD.

The RCMP, itself, currently does not offer psychological treat-
ment to employees. Those seeking care or treatment are referred
to local health care providers. This approach has many advan-
tages, along with some challenges. One of the challenges is that
while employees can most often choose a psychologist to work
with, finding the right one is not always easy. Some areas may
have few or no psychologists experienced working with RCMP
employees, and who are equipped to skillfully address some of
the unique needs of RCMP officers and employees.  Employees
in remote areas may also have particular challenges in this re-
gard.  

Additionally, there can be times when group-based or longer-
term treatment may be helpful, which may not be offered in
some areas. Employees suffering from PTSD and requiring res-
idential care are often referred to places like Homewood, or St.
Anne’s. Both these programs typically include more than just po-
lice officers in their residences, and don’t fit for all our people in
need.  

Decompressions
In effort to directly address the effects of police work on

RCMP employees, and specifically target the effects of PTSD, sec-
ondary trauma and compassion fatigue, two trauma “Decom-
pressions” will be piloted in early 2010.  Based on best practices
from residential PTSD treatment programs at places like Fort
Bliss and Walter Reid in the U.S., as well as facilities like St.
Anne’s and Homewood in Canada, the intention is to offer two

three-day residential programs. The programs will include com-
ponents on self-assessment, psycho-education, resilience, and
semi-structured group process.  

While there are many different schools of psychotherapy, and
many different approaches to the treatment of trauma, the De-
compressions will be anchored in evidence-based practice.  In
particular, they will follow principles of cognitive-behaviour and
group therapies.

Several psychologists, doctors, and experts in the area have
been consulted and offered feedback and advice. The RCMP is
collaborating with several very credible and established organi-
zations and universities, and this collaboration will continue as
the pilots are conducted, evaluated, and refined. 

There is little research specifically on residential treatment
groups for police officers, so we will base our strategy on related
evidence-based best practices, while looking to create and design
a process that is unique to police, and optimizes outcome.  The
National Center for PTSD in the United States has already ex-
pressed interest in exploring our program design and delivery to
determine if research-based best practices can be identified, so
similar programs could be taught throughout the U.S. via their
organization.    

The intention of the first two pilots is to reach out to high-risk
groups. The first Decompression is set to run January 4th - 6th
and will be for traffic accident analysts – a group routinely ex-
posed to fatalities and gruesome scenes. The second Decompres-
sion will be offered in mid-March, and will be for forensic
identification investigators. Participation is completely voluntary
and screening will include informed consent, informing potential
participants about the Decompressions, what is involved, poten-
tial risks, and what to expect. Participants will be given pre / post
measures, though it is still to be determined, in consultation with
our partners, what those measures will be.

The RCMP is positioned to break new ground in the area of
research and treatment for its employees in the areas of trauma,
secondary trauma, and compassion fatigue.  It is hoped the De-
compressions will be a significant first step in providing timely
and skillful care, reducing the negative effects of police work in
our employees.  It is our intention for the Decompressions, and
our future research to be resilience-focused, which will foster a
strong and healthy work force in the RCMP. g

S/Sgt. Jeff Morley, Ph. D. is a registered 
psychologist out of E Division. 
He is working on the RCMP’s 
Change Management Team.

INITIATIVES

RCMP Trauma Decompressions
Upcoming pilot project

By S/Sgt. Jeff Morley, Ph.D.
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he Veterans Independence Program (VIP) is an in-home
care program aimed at assisting members and their fam-
ilies to stay in their own homes for as long as possible, thus

delaying, and maybe even avoiding, the need to place a retired
member into an institution. VIP provides assistance for basic
needs, such as grounds maintenance, housekeeping, personal
care services, access to nutritional services, health and support
services, and ambulatory care.  

Under VIP, when the eligible veteran either dies or enters
long-term care, the primary beneficiary may be eligible to con-
tinue receiving assistance for grounds maintenance and house-
keeping, so that they can continue to stay in their own residence.
Once a disability pensioner is no longer able to remain independ-
ent, financial assistance is provided through the Chronic Care
(CC) program to access a bed in a community care facility in or
near their community and surviving family.

We, now retired and serving members, have been chasing this
dream since the late 1990s. But over 10 years later, we’re still
pushing to make it a reality. In fact, we hoped it would be put
into effect in the Year of the Veteran (2005), but it appears those
celebrations are for other veterans, not those of the RCMP!

The debates have continued between Veterans Affairs Canada
(VAC) and the RCMP on how this should be done, who is right,
and how should it go. This whole process has been rife with neg-
ligence and disregard for what employees are exposed to. During
these dysfunctional debates, our members continue to pass away,
get injured, or retire with no in-home support. 

The good news, in these passing years, is that VAC and the
RCMP continue to be in full agreement that these benefits should

be sought. We were led to believe that those appropriate mecha-
nisms were clarified in December 2005 and, ever since, the efforts
have been ongoing to bring changes to the necessary legislation
within both organizations.

Since those wonderful days in 2005, those leading this initia-
tive have dealt with a number of legal and policy complexities
and anomalies – some understandable from our perspective, oth-
ers less so. In trying to get these critical support programs avail-
able for our more severely disabled pensioners and a few
still-serving members, this dysfunction is an expected outcome
of people with attitudes and false dedications. The pace of this
bureaucracy is a national disgrace.  

Over the years, we have contacted successive Ministers of
Public Safety, who have been supportive. This was recently ex-
pressed by our current Minister, Peter Van Loan. Previously, pre-
sentations were made to Minister Stockwell Day and he was
progressive enough to write the SRRs and express that commit-
ment. Now, we need more than paper support. We need this gov-
ernment, those in opposition and those behind the scenes to
develop a conscience and demand someone to be accountable
before more die without the comfort of  being in their own home.
It appears accountability is fleeting, but is accountability too
much for us to ask for?

The VIP and CC programs have been available to eligible
Canadian Forces (CF) veterans and serving personnel who are
in receipt of disability pensions since 1981. The RCMP are now

INITIATIVES

Getting support to the members
Veterans Independence Program (VIP)
and Chronic Care (CC)
By SRR Murray Brown

T
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working to seek the appropriate authorities for the provision of
these programs’ key elements to those still serving, as well as,
retired RCMP disability pensioners. Twenty-seven years later
and we’re still begging that these programs be implemented. The
Minister is responsible for the RCMP Superannuation Act
(RCMPSA), which authorizes benefits associated with pension
entitlements to both civilian and regular members of the RCMP.
Section 32 of the RCMPSA enables the RCMP to provide health-
care benefits to those who are in receipt of a disability pension
award, adjudicated by VAC in accordance with the Pension Act.   

Currently, there is no legislative authority to provide VIP and
CC services to eligible RCMP disability pensioners, whether still
serving or retired. We have acted in good faith to pay these ben-
efits to a few members who were in receipt of VIP benefits under
the old Veterans’ Treatment Regulations (VTR). The RCMP had
been included in the VTR, but when it was repealed in 1990, its
replacement the Veterans Health Care Regulations (VHCR) cut
us out. Imagine! The RCMP, who were previously covered, were
suddenly eliminated.

Not only have we been excluded from the old VTR, there is
no provision in the RCMPSA to allow it to have any ability to
provide for disability pensioners. The Pension Act is even mute
on the title of RCMP. 

Our friends in all levels of government need to stand up and
address this shortfall before there are more victims. We, too,
have brought our injured home from foreign postings. But to
date, we have been saved the deaths suffered by our brothers and
sisters serving in war zones. Sadly for us and all Canadians, our
members are killed in our own country, in our own communi-
ties, provinces and territories. 

How can this be permitted to waddle in a bureaucracy at this
pace? How can our members be treated by their employer in this
fashion, yet be asked to continue serving where no one else has?
Did you know the RCMP serves and displays the Canadian flag
in more communities than any other government entity? We
serve in many communities and live there while other agencies
have moved on. In many communities, we are still what we were
early in our country’s history, the only help within miles. 

Why should a retired member of the RCMP not have the help
he or she needs to stay in their own homes with their own fam-
ily? It saves the government and provinces money compared to
regulated homes. What about our partners, who have also served
their country and our employer, by being home, while the part-
ner is out, answering calls, tending cells, holding grieving moth-
ers and children, and perhaps even having a dead Mountie’s
body in their workplace until its shipment  home. All this with
no compensation, no thank you, nor any obligation. But they do
it. We will talk about families while their partners are overseas,
but we do not talk about domestic deployments where members
are away for extended periods of time on a regular basis, dis-
graceful!

Why is it that the RCMP disability pensioners are currently
the only entity that has no eligible home care and long-term care
services? The vast majority of federal employees are covered
under the auspices of the Government Employees Compensa-
tion Act (GECA). Many provincial and municipal police forces,
including the CF Military Police, are covered albeit under sepa-
rate processes, which include Provincial Workers’ Compensation
Legislation and VAC. This is a pure lack of attention provided
by the Force. Where is the push by our service providers (VAC)
to make this happen for their client, the  serving and retired
RCMP members?  

This injustice is but one outstanding event needing immedi-
ate attention. We hope you hold those as accountable as we
would a serving member of our own Force if he or she was
deemed impolite, uncaring, incapable, negligent of duty or any
number of other allegations. We have to make this happen. We
cannot wait for the next Year of the Veteran!

We are not going away until this job is done! g

SRR Murray Brown is the Chair of the SRR Occupational
Health and Safety Committee. The Veterans Independence and

the Chronic Care Programs have been on the SRR Program’s list
of must and priority items since the early 1990s.

Veterans’ Affairs
Canada (VAC) 
and the RCMP: 

What is the connection?
The VAC and RCMP partnership has enjoyed a

long history. Since the end of the Second World War,
VAC and the RCMP have worked together for the ben-
efit of RCMP members who become injured, ill or who
die as a result of service. Since 1947, VAC has provided
adjudication on pension disabilities. Then in 2002,
VAC assumed responsibility for disability pension ad-
ministration and payment for serving and released
regular and civilian members. VAC administers health
benefits directly related to pensioned conditions for
serving and retired regular and civilian members.

For more information on VAC
and its programs, please call:

1-866-522-2122 (English)
1-866-522-2022 (French)

Or visit the website at: 
www.vac-acc.gc.ca 

VIP and CC
Continued from page 19
______________________________
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n 2007, RCMP Insp. Parker Kennedy was approached to take
on a newly created position, RCMP Liaison Officer to Veter-
ans Affairs Canada. It was a position the Staff Relations Pro-

gram was in full support of. With this position, also came a VAC
Liaison embedded with the RCMP at National Headquarters in
Ottawa.

“Members were leaving the Force without any idea that VAC
was there and what it could do for those who served their coun-
try, sometimes for a lifetime,” says Murray Brown, Chair of SRR
Occupational Health and Safety Committee. “Members, who
should have benefitted from various VAC programs, continue
today to get no assistance, no compensation, nor medical or so-
cial assistance to help them maintain some quality of life and to
help them remain in their homes or near their loved ones. They
need know these programs exist. And on the flip side, VAC
should to know what we need.”

Kennedy’s role is to represent the RCMP’s interests to VAC.  
“My primary work description,” he says, “is to bring the cul-

ture of the RCMP, bring the policy and programs of the RCMP’s
regular and civilian members to the employees at VAC. In doing
that, my job is to assist VAC employees in not only understand-
ing what the RCMP do day to day, but to assist them in trying to
make the most appropriate decision when they’re adjudicating
on our disability pension applications.”

Both Kennedy and Brown agree that these positions were nec-
essary due to a large number of gaps that had been identified by
previous managers, retired members, members who form the
RCMP Veterans Association and SRRs. They have collectively
identified various issues mainly from working with those who
enter the process and work through it frustratingly. 

Although the RCMP makes up only four per cent of VAC’s
client base, the VAC employees need to be educated about their
small client. Kennedy has given presentations to more than 1200
VAC employees.

“Most of them see the RCMP as I think a lot of Canadians do,”
Kennedy says.  “They are  members driving
around in marked police cars. They don’t see
what we do behind the scenes.  They don’t see
what we’re doing at two in the morning, or at
isolated posts, or in rural areas, where crime
seems less predominant. VAC has to under-
stand how we receive our injuries, and what
causes our injuries. A disability pension ap-
plication has to be linked to our service or an
aggravation of an illness or injury caused by
duty.  My role is to show the assessors how

our members are being injured. VAC employees are listening and
are trying to make some changes and bring new initiatives.”

The SRR program has been getting more and more involved
in the different committee levels within VAC, as is the
Member/Employee Assistance Program. Senior managers in the
Force are also visiting more regularly and bring a similar mes-
sage. RCMP has different needs than the Canadian Forces.

“Sometimes, the perception is that we’re both the same,” says
Kennedy. “We do similar things and in a lot of cases that is true.
But, in a number of ways, we are quite different. The RCMP serve
in every location and every community across Canada. The mil-
itary are usually located at strategic points. Their members sel-
dom serve alone in detachments or units of two or three people.
Our members are subject to this. We’re on call 24/7 and are
mainly the first response when all others are at home. We do a
different job than the military, but we, too, serve our country.”

Along with VAC’s understanding of the RCMP, comes the
need for the RCMP’s awareness of VAC, its programs and its ben-
efits. Kennedy is raising VAC’s profile with articles in various
publications, as well as pamphlets and their website. 

VAC is trying to open access to other programs to assist the
membership in being able to continue to serve. In the compli-
cated world with heavy oversight and accountability, many new
physical and psychological issues, like operational stress injuries,
are being noted.  

“The growth of injuries impacting the overall well-being of
our members appears to be increasing,” says Brown. “It is not just
those we recognize as injured, but more so those we refer to as
the ‘working sick.’ Members’ dedication is often the fault for them
coming to work when, maybe, they should be attending a clinic
or seeking some personal counselling.”

RCMP members do have access to attend operational stress
injury clinics available through VAC facilities in much of
Canada. The RCMP has signed a memorandum of understand-
ing to that effect.

“We need to introduce all employees to
the education components of illness, so we
can tend to those as peers and friends ensur-
ing no one falls through those cracks,” says
Brown. “It takes time to build confidence,
but we are clear that we have come a long
way to solidifying a better partnership
through understanding and acceptance.”

“VAC is there to administer those pro-
grams for us,” says Kennedy, “but it’s got to
be what that RCMP member needs.” g

INITIATIVES

A little 

By Laura Thompson
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RCMP Liaison Officer (LO) to VAC
understanding

For more information on
Veterans Affairs Canada’s

programs for RCMP
members, visit the 
RCMP client page:

www.vac-acc.gc.ca/clients/
sub.cfm?source=rcmp
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ollowing a pilot project in
Saskatchewan, members spoke loud
and clear that participating in a

transition interview was an important
part of leaving the Force. A face-to-face
meeting between a retiring/releasing
RCMP regular or civilian member, special
constable, their spouse and a Veterans Af-
fairs Canada (VAC) area counsellor, tran-
sition interviews allow members to
discuss concerns such as health needs or
social issues that could impede a success-
ful transition to civilian life. Despite the
success of the pilot project, few members
are offered transition interviews when
they retire or leave the Force today.

“Currently, transition interviews are
only offered in F and Depot divisions and
the Atlantic Region,” says SRR Murray
Brown (H Division). “Following the suc-
cess of the pilot project in Saskatchewan,
it was rolled out in the Atlantic Region. It
was expected to roll out nationwide in
2008, but that has not yet happened. That’s
unacceptable.”   

This is a core VAC program that has
been in place since 2003.  However, only
a small portion of the RCMP even know
what it is.  The SRRs continue to ask the
RCMP Liaison Officer to Veterans’ Affairs
Canada, but are hearing nothing.

“One must question how much of the
Atlantic Canada version has actually been
rolled out or continued since the initial in-
troduction sessions were held,” says
Brown. “These were to assist in educating
various VAC employees on who the
RCMP are, what we do, and how we do it.
This program has not been advanced since
our collective work in 2008.”  

Recently, a VAC-RCMP Joint Priorities
document was signed in Charlottetown,
identifying TI as goal five. 

“It’s interesting that this would be a
mandated priority when it is already a
core VAC program,” says Brown. “It is

now caught up in an issue of small “p” pol-
itics, and discussions will need to take
place about who is responsible for the TI
program. Is it the RCMP? Is it a VAC re-
sponsibility? A joint one?”

He says the program will likely be put
on the shelf, if it is further delayed due to
the creation of a planning and business
case.

“For those who need it, that would be
really sad,” he says.  “This responsibility
should be on VAC. It is their program.
They offer it. They deliver it. But now it
appears we may need to pay for it. VAC
designed this program and has been giv-
ing it to the Canadian Forces for six years.
Therefore, they should implement it for
us. If there is a cost to the Force, then sub-
mit the claim and seek the funding.  While
this game is bantered back and forth
members, go without. That’s a risk.”   

There are no firm statistics being kept
by VAC on those areas offering this pro-
gram.  Information received indicates that
this is due to the belief that once the TI
program was nationalized, a full database
could be built to track the necessary infor-
mation and clearly measure the impact. 

The delay of this program's rollout is
another deficiency in VAC's service deliv-
ery to the RCMP.  

First introduced by VAC in 2003, the
transition interview (TI) was offered to re-
tiring or leaving Canadian Force members
and their families in order to identify and
address gaps in service and support noted
particularly during the time of their re-
lease. In a 2005 needs-analysis, the RCMP
identified that transition issues were a
problem within the Force. To compensate,
the RCMP launched a six-month TI pilot
project in F and Depot Divisions. 

“The majority of members had no ex-
pectations prior to participating in the
pilot,” says Brown. “However after com-
pleting the pilot, members thought it was

a great opportunity and expressed that it
was a good tool for finding information
that pertains to their health, employment,
finances, housing, social support, commu-
nity connections, lifestyle, etc. 

The project proved successful as retir-
ing/releasing RCMP members, special
constables, and spouses found TIs to be a
valuable venue for them to discuss issues
of concern, such as health needs, social is-
sues, and disability concerns.

“For instance, RCMP members who
have been injured or have aggravated a
pre-existing condition as a result of their
service, would learn about various serv-
ices and benefits they may qualify for
from VAC,” says Brown. “Others may
learn about programs available to make
their transition to civilian life easier.”

With such an increase in members re-
tiring over the next few years, providing
this key information should be of great
importance to the Force. According to the
evaluation of the pilot, TIs were valuable
for RCMP members because VAC staff
was able to direct them to access points
within VAC and within the community
for assistance.

“This exercise will go a long way in fill-
ing the gaps that have existed with our or-
ganization in not really knowing what it is
that VAC can offer or assist with,” says
Brown.

“Another plus of this project is that it
will give VAC a front seat opportunity to
learn about one of their clients and under-
stand what it is that we do,” adds Brown.
“One thing is for sure, we have many com-
mon interests and goals with our military
friends, but we also have differences. The
SRR Program would like to see this essen-
tial service rolled out nationwide without
further delay. With the projected number
of members retiring and leaving the Force,
this is crucial.”  g

INITIATIVES

Transition Interviews (TI)
Accessing available benefits and services after leaving the Force
By Natalie Egan

F

As of March 2009, Veterans Affairs Canada had 8,087 RCMP clients, 
including veterans, survivors and serving members.
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INITIATIVES

n discussing the death of a member, comes
the creation of an atmosphere of sadness,
tragedy, loss and profound grief. However,

the process related to actually dealing with the
death of the members during these painful
times becomes much more than one could ever
imagine. If you reflect back on the media cov-
erage, details and ultimate organization that
goes into a national funeral, which were evident
most recently in Mayerthorpe, Spiritwood, Hay
River and Nunavut,  you will soon understand
that these tragic situations have captured all
Canadians from coast to coast. This has taken
place through the need of many Canadians to
pay their respects to these members who have
paid the ultimate sacrifice in upholding the laws
which govern our land. With that in mind, it has
become more essential for the stakeholders,
such as the families of our fallen members, their peers, the Force
and Canadians, to be governed by a single, well-defined Member
Death Protocol to be utilized in these tragic times. 

This protocol has been a team effort through the Staff Rela-
tions Occupational Health and Safety Committee and Supt. Dave
Burrows (formerly of Health Services, now with Human Re-
sources Management Renewal). The Staff Relations Representa-
tives have worked closely with various coordinators of the
Member/Employee Assistance Program in the creation of this
guide. In many cases, our MEAP volunteers tend to the family
leading up to and including the final days in one’s life. Currently
in the final stages of being accepted, this initiative has been the
culmination of input from various levels and centres within the
Force. They have also included, but are not limited to, Corps Sgt.
Majors, Compensation, and Media-Communications-Liaison
among others.

The protocol is essentially a guide that covers the organization
of the funeral and outlines the many roles and responsibilities as-
signed to each task during these times. Once in place, this protocol
will be able to be used in any division. To give you an example of
the depth or organizational numbers required on one particular
funeral, the first meeting with the core personnel assigned on day
one was approximately six people. Just two days later, that number
of essential personnel responsible for various tasks had risen to
over forty. These individuals also are reflective of various federal,
municipal and provincial areas of responsibility. 

In its completion, it is the intent of the SRR Program to ask
that each Commanding Officer to assign at least two officers (file

coordinators) within their respective divisions to be responsible
for this protocol in times of need. This document in its entirety
explains the many tasks required to be undertaken during these
events, including duties related to accommodations, communi-
cations, air services (transportation of body), site security, and
transportation coordinators, as well as others. 

This protocol is the culmination of three previously used pro-
tocols that had been developed in different divisions within the
Force. All had been developed for the right reasons. With this
thought in mind, a current national Member Death Protocol will
assist and provide guidance to our membership in times of these
tragic events. Our ultimate goal is to provide the most dignified
and respected celebration of the life of the member whilst always
respecting the needs and wishes of the family.

As I write this article, I, like you, can only hope that we have
created a guide that may only sit and collect dust. In a perfect
world, that could be true. However, in facing the challenges of
policing in today’s lifestyle, one always has to be cognizant of
everyday reality. For those such days, we know that through the
creation of this Member Death Protocol, we will represent our
members and their families with the “Esprit de Corps” that will
always be the foundation of our force. g

S/Sgt. Greg Nixon is the Acting Director of the Staff 
Relations  Representative Program Office. He spent six years as

an SRR. As vice-chair of the SRR Occupational Health and 
Safety Committee, he was responsible for the file 

on Member Death Protocol.

To help us pay our last 
Member Death Protocol
By Greg Nixon
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Cst. Doug Scott’s funeral held 
in Brockville, ON in November 2007. 
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he RCMP National Memorial was held at the RCMP Train-
ing Academy in Regina on September 13, 2009. Mounties
from across the country came to pay their respects to their

fallen comrades. Since the inception of the North-West Mounted
Police, 222 regular members have been killed in the line of duty,
including the two whose names that were added to the Cenotaph,
Honour Roll and Memorial Wall plaque this year:

– Cst. George Hamilton Johnston, accidentally shot at Fort
Walsh, Northwest Territories, on May 23, 1882.

– Cst. James Lloyd Lundblad, died as a result of a motor vehi-
cle accident while conducting traffic law enforcement near
Millet, Alberta, on May 5, 2009.

“They are our heroes. We shall not forget them.”

NATIONAL RCMP MEMORIAL 

T

Honouring our fallen members
All photos by Chrystal Kruyszelnicki

SRR National Executive Meredith (left), salutes our fallen members with
A/Commr. Dale McGowan and D/Commr. Rod Knecht.

Two minutes of silence, (L-R) Depot Chaplain Jean Morisset, F Division Chaplain
Tom McCullagh, E Division Chaplain Jim Turner,  Hon. Yogi Huyghebaert, Commr.
William Elliott, A/Commr. Roger Brown, D/Commr. Rod Knecht, A/Commr. Dale
McGowan, SRR National Executive Bob Meredith, Depot Chaplain Fred Salerno.

(L-R) Hon. Yogi Huyghebaert, Commr. William Elliott, A/Commr. Roger Brown,
D/Commr. Rod Knecht, A/Commr. Dale McGowan, SRR National Executive Bob
Meredith, Chaplain Fred Salerno.

SRR National Executive Bob Meredith lays a wreath on the memorial.
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