CONDITION: SUICIDE ATTEMPT

I. Overview. Suicide is not a psychiatric disorder but a "complicated, multidimensional, conscious and unconscious "choice" of the best possible practical solution to a perceived problem, dilemma, impasse, crisis, desperation." (Shneidman, 1985) Simply put, suicide results from unendurable emotional pain, and the belief that only continuation or cessation of pain are options and thus cessation of pain is preferable; elements of despair, distress and loss of control are common. Suicide attempt (parasuicide-attempters) is a somewhat different phenomenon from suicide (completers); attempters report less precipitating pain and the desired outcome is more likely to be a cry for help rather than death. Attempters most often use medication overdose while completers use a gun, carbon monoxide or hanging. Little is known about aviator suicide or suicide attempts. In an unpublished paper (Patterson, 1988) USAF aviator attempters and completers were studied. In the samples studied (USAFSAM Coversheet file-attempters for years 1970-1988, USAF Surgeon General data repository-mortality data base for years 1974-1984, USAFOSI data-suicides for years 1981-1986, USAF MPC data mortality data base/cause of death for years 1950-1986), a failed or failing intimate relationship was the prominent trigger for suicide or suicide attempt followed by administrative/legal problems, psychiatric disorder, death of a spouse and job conflicts; substance abuse, most often alcohol, was involved in 54% of the attempts and 79% of the completions. Most attempts were impulsive (77%) whereas most completions were well-planned (93%). People contemplating suicide most often variously signal their intentions. However, since aviators are known for their use of denial, rationalization, etc. and compartmentalization, aviator suicidal intentions may be subtle and may not be perceived by aviator colleagues who are similarly psychologically defended. Contributors to suicidal ideation include distressing life circumstances, recent significant losses, a history of suicide in a family member or close associate, feelings of hopelessness or helplessness, substance abuse, or the presence of almost any psychiatric disorder. Demographic analyses of non-military populations indicate that women are three times more likely to attempt suicide than men, but men are three times more likely to complete suicide. The overall rate for suicide within the general U.S. population is nearly 11.6 per 100,000 people; the rate for attempts compared to completed suicides is approximately 23:1. Within the Air Force, statistics collected over the past 5 years show the rate for completed suicides has decreased from 16.4 per 100,000 airmen in 1994 to 9.4 per 100,000 airmen in 1998. The overall rate for officers is lower (2.8 per 100,000 in 1998, for example). There are no separate data for aircrew members included in these reports.

II. Aeromedical Concerns. From the little that is known about aviator suicide, the incidence is small, and probably much less than most other military or civilian occupational groups. However, suicidal ideation or activity must always be taken seriously in any individual, and such factors are of particular concern in aviators because of the availability of aircraft as a means of self-destruction. Not only is the individual aviator at risk, but the safety of others in the air and on the ground must be considered, as well as the conservation of valuable national assets, and the implications of access to nuclear and other weapons. Of further and perhaps ultimate concern is the high performance required of military aviators for readiness and mission completion. While suicide/suicide attempt is a single act, it represents a distinct, overt behavior in a very long, debilitating process. The ability, if not necessity, of aviators to deny, suppress and otherwise defend against emotional turmoil highlights the need for peers, commanders and flight surgeons to carefully monitor aircrew for the early signs of emotional conflict, despair, intimate relationship deterioration, etc.

History of attempted suicide or suicidal behavior is disqualifying based upon AFI 48-123, atch 6.24. All suicidal ideation, self-destructive actions or overt suicidal attempts by aviators require immediate DNIF action and mental health evaluation, including voluntary or involuntary hospitalization if psychiatrically indicated (see AFI 44-109, Mental Health and Military Law). Such decisions are based on many factors besides the specific diagnosis, including the patient’s intent to die, the lethality of the method chosen, availability of means, the energy put into the attempt, the role of possible substance abuse, the circumstances of the rescue (i.e., found by accident vs found after hints, phone call, presentation to ER, etc.), and the emotional support systems available to the aviator. Appropriate action should be taken in regard to the Personnel Reliability Program (see AFI 36-2104, Nuclear Weapons Personnel Reliability Program), if applicable.

III. Information Required for Waiver Submission. Waivers are based in part on the psychiatric diagnosis of which the suicidal factors are a manifestation. Additionally, waivers are based upon the effectiveness of the remediation of the precipitating causes for the attempt, quality and duration of stability, reports from supervisors, local flight surgeon and mental health as well as ACS evaluation. However, recurrent suicidal ideation, actions or attempts are the basis for permanent disqualification.

Any psychiatric diagnosis established in such circumstances should be considered disqualifying until successfully treated and resolved (see applicable waiver guide). The aviator should receive the indicated psychiatric or psychological treatment and follow-up evaluations; in addition to the criteria for waiver mentioned above, the aviator should be symptom-free and treatment should be completed for at least six months before waiver will be considered.

Perhaps half of suicide attempts involve the ingestion of alcohol. If the precipitating event involved acute or chronic alcohol abuse or dependence, additionally waiver will be managed IAW AFI 48-123, atch 6.24. and AFI 44-121, Alcohol and Drug Abuse Prevention and Treatment (ADAPT) Program.

IV. Waiver Considerations. (see section I) A 15-year review (1981-96) of the USAF Waiver File and the ACS Cover Sheet File showed that 14 FCII fliers (excluding flight surgeons) were disqualified for attempted suicide. Of these fliers, 11 (79%) ultimately received a recommendation for FCII waiver.
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