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Abstract 

Traumatic exposure is a frequently-occurring facet of policing, yet relatively 

little research has been done on posttraumatic outcomes in Canadian federal and 

municipal officers. Given that posttraumatic stress disorder (PTSD) in police 

populations represents a significant health concern and economic burden, clarifying 

risk and resilience factors for posttraumatic adversity or resilience would inform 

screening, training, assessment, and treatment for Canadian police. The current 

dissertation presents cross-sectional, mixed-methods data investigating the relationship 

between psychosocial variables (i.e., anxiety sensitivity, intolerance of uncertainty, 

childhood adversity, personality, work disengagement, hope, optimism, perceived 

social support) and trauma-related outcomes (i.e., PTSD, posttraumatic growth, 

anxiety, depression) in a sample of 500 RCMP and municipal officers deployed in 

Saskatchewan. Written feedback from a subset of the sample was analyzed using 

qualitative thematic network analysis to triangulate the quantitative findings. Within 

the sample, 25% of RCMP officers and 12% of municipal officers met criteria for 

probable PTSD. Mean comparisons with external samples indicated the RCMP 

participants reported greater PTSD severity than undergraduate or community samples, 

whereas the municipal participants reported lower or equivalent severity relative to 

undergraduate and community samples. Both groups reported lower PTSD severity 

than American military and veteran samples. Several psychosocial variables were 

statistically significantly (p<.05) associated with PTSD (i.e., high AS, high IU, low 

social support, low optimism) and posttraumatic growth (i.e., greater PTSD severity, 

low agreeableness, more adverse childhood experiences) for both RCMP and 
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municipal participants. In addition, high neuroticism and high AS were associated with 

greater anxiety symptoms, whereas high AS, low optimism, and decreased work 

engagement were associated with greater depression symptoms. Unique relationships 

between psychosocial variables and the trauma-related outcome variables for either the 

RCMP participants or the municipal participants are described. Qualitative analysis 

identified three global themes: health is possible; trauma feels pervasive; and more 

work is needed. The current dissertation supports the importance of considering 

differences and similarities between various policing organizations even within the 

same provincial or national context. Comprehensive results, implications, and 

directions for future research are discussed. 
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1.0 Literature Review 

Individuals with posttraumatic stress disorder (PTSD)–a serious mental 

disorder that can result from exposure to, or hearing of, events involving risk of harm 

or death to self or others (American Psychiatric Association [APA], 2013)–experience 

a constellation of mental, physical, social, and interpersonal symptoms. In addition, 

people with PTSD make frequent and sometimes unnecessary use of primary 

healthcare services, therein increasing the economic strain on our healthcare system 

(Cohen et al., 2009). Relative to civilians, police officers are exposed to higher rates of 

traumatic stressors and non-traumatic workplace environment stressors (Liberman et 

al., 2002; Rivard, Dietz, Martell, & Widawski, 2002), such as potentially dangerous 

human interactions, attending to and identifying victim and assailant while protecting 

the former from the latter, and being subject to public scrutiny and controversy because 

of the human activity they are tasked to regulate. These career-specific stressors are in 

addition to relatively more common stressors spanning most workplace environments 

(e.g., stressful work relationships, workload and time pressures, job security, resource 

constraints, managing work/life balance; Johnson et al., 2005). The increased rates of 

exposure to trauma and stress appear to place police officers at heightened risk for 

developing PTSD symptoms, with 13 to 32% of officers reporting PTSD symptoms at 

any time (e.g., Asmundson & Stapleton, 2008; Maia et al., 2007; Robinson, Sigman, & 

Wilson, 1997) compared to between 1 and 11% in the general population (Afifi, 

Asmundson, & Sareen, 2009).  

PTSD in police populations represents a significant health concern and 

economic burden for officers, police institutions, and taxpayers; nevertheless, there is 

limited information on the risk and resilience factors associated with PTSD 
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development for police, particularly within the relatively unique Canadian policing 

context. Knowing which risk and resiliency variables influence susceptibility to PTSD 

would inform screening, training, assessment, and treatment for these critical members 

of our society. More importantly, such knowledge may facilitate the development of 

prevention strategies for PTSD before officers are exposed to traumas. Accordingly, 

the current dissertation was designed to characterize the experience of duty-related 

trauma and identify such risk and resilience variables in Canadian officers deployed in 

the province of Saskatchewan.  

The following literature review provides the diagnostic criteria, prevalence, and 

explanatory models of posttraumatic reactions in the context of police work. The focus 

will be subsequently narrowed to empirically-supported risk (e.g., cognitive 

vulnerabilities, exposure to childhood adversity, personality facets) and resilience (e.g., 

social support, hope, optimism) factors implicated in the development of posttraumatic 

responses such as acute stress disorder (ASD), PTSD, and posttraumatic growth. 

Interrelationships between factors and responses will be assessed with consideration 

given to policing experiences in order to better contextualize the results for police 

generally and Saskatchewan police more specifically. The literature review concludes 

with a summary and rationale for the current dissertation. 

1.1 Exposure to Trauma in Police Populations  

Police officers are tasked with the protection of society from unlawful, harmful, 

or dangerous individuals and groups. Such duty-related tasks inherently involve 

exposure to potentially traumatic events. A prospective study of New York police 

recruits found evidence that 89% of the sample experienced their first duty-related 
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traumatic event within six months of deployment and all had experienced their first 

traumatic event within 18 months of deployment (Galatzer-Levy, Madan, Neylan, 

Henn-Haase, & Marmar, 2011). Consistent trauma exposure has been noted to be a 

major determinant of the stressful nature of the occupation (Alexander & Wells, 1991; 

Brown, Fielding, & Grover, 1999; Duckworth, 1986; Hetherington, 1993). 

The types of stressful situations police officers experience can be described in 

several ways; for example, some researchers have divided duty-related trauma into 

categories of very violent (i.e., active participation in violence, such as shooting 

incidents) and very depressing (e.g., exposure to corpses or disaster rescue work; 

Carlier, Lamberts, & Gersons, 1997). Other researchers have further distinguished 

between routine occupational stressors (e.g., making an arrest), routine organisational 

stressors (e.g., conflict with colleagues), and less frequent but more severe stressors 

(e.g., situations of threat to personal safety; Brown et al., 1999). The distinctions are 

complicated because even seemingly routine acts (e.g., pulling over a speeding driver) 

can entail personal safety risks wherein police officers may be required to use force 

with minimal time for deliberation or debate (Correll, Park, Judd, & Wittenbrink, 

2002). In addition, prolonged exposure to routine occupational and organisational 

police stressors can result in serious physical and mental health consequences (Setti & 

Argentero, 2013; van der Velden, Kleber, Grievink, & Yzermans, 2010).  

As well as occupational stressors and daily hassles, a significant proportion of 

police officers are additionally exposed to severe stressors. For example, killing or 

seriously injuring someone in the line of duty has been widely identified in the 

literature as carrying increased risk for negative mental health consequences in police 
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officers (Komarovskaya et al., 2011). Between 10 and 25% (Komarovskaya et al., 

2011; Weiss et al., 2010) of officers report having to kill or seriously injure another 

person in the line of duty, and using severe force against others is significantly 

associated with PTSD symptoms (Komarovskaya et al., 2011; MacNair, 2002; Maguen 

et al., 2010; Maguen et al., 2009).  

The frequency of exposure to duty-related stressors of varying intensity is 

compounded by a high potential for social isolation. There are two factors that lead to 

such isolation: 1) separation from and distrust for the broader community (Meyer & 

Steyn, 2009); and 2) an organisational atmosphere of stoicism which compels 

individuals to bear stress quietly rather than reaching out for support (Loftus, 2010; 

Miller & Rayner, 2012). Such factors are thought to pre-exist in individuals who self-

selected careers in policing and are further socialized as institutionalized perceptions 

and attitudes in serving officers (Roberg, Novak, & Cordner, 2005). Indeed, police 

culture has far-reaching effects on all aspects of officers’ functioning, not limited to 

posttraumatic outcomes (Miller & Rayner, 2012). Accordingly, mental health research 

involving police must acknowledge the effect of police culture while balancing 

considerations of the different benefits and drawbacks for individual officers.  

1.2 The Canadian Policing Context 

Canadian police officers display unique characteristics relative to other, similar 

countries. For example, Menard and colleagues (Menard, Arter, & Khan, 2016) 

compared police officer responses from participants in Canada, the United States, the 

United Kingdom, Australia, and New Zealand. The results indicated Canadian police 

officers were relatively advantaged with respect to mental health. A high percentage of 
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Canadian police officers reported having mental health services available to them (i.e., 

94.4%, compared to 80% in the US and 82% in the UK), and the Canadian police 

officers reported the least frequent use of negative coping strategies such as alcohol 

use. Despite greater availability of mental health services, Canadian police officers 

listed the following reasons for not accessing such services: lack of anonymity (9%); 

stigma (10%); distrust of department (5.2%); and ineffective/poor services (6.1%). 

Canadian police officers represented the youngest sample (Mage=39.6) and had among 

the lowest percentages of military experience (13%). Menard and colleagues’ research 

indicates Canadian police officers represent a unique population relative to other police 

services in economically and socially similar countries. 

There are several types of Canadian police services, ranging from smaller 

localized services (i.e., self-administered police in First Nations communities, railway 

police, municipal police) to services covering larger geographic regions or mandates 

(i.e., provincial services, regional services, the RCMP, military police). The mandates 

for these respective police services vary. All provinces and territories contain 

independent municipal police services established by provincial legislation; in 

Saskatchewan, municipal police services exist in the communities of Regina, 

Saskatoon, Moose Jaw, Prince Albert, Estevan, and Weyburn. Municipal forces are 

tasked with predominantly urban policing and police officers may maintain 

deployment in the same urban center for their entire career. There are three provinces 

which deploy provincial police services (i.e., Ontario, Newfoundland, Quebec). 

Finally, the RCMP is the federal organization tasked with providing nation-wide public 

safety support, and is contracted in Municipal Police Service Agreements by most 
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provinces and territories to provide policing for remote or isolated municipalities and 

other predominantly rural environments. Members of the RCMP can be assigned to 

limited duration posts which range from two to five years, with potential frequent 

relocation and reassignment over the course of the career. RCMP members can also be 

deployed on international investigations, military operations, and peacekeeping 

missions as needed. In 2015, 64% of the Canadian population was served by municipal 

forces, 14% was served by the three provincial forces, and the RCMP provided 

contracted services to the remaining 22% of the population alongside its national and 

international mandate (Mazowita & Greenland, 2016). 

1.3 Trauma Outcomes  

Research investigating posttraumatic responses typically focuses on 

maladaptive symptom profiles (e.g., PTSD). Manifestations of maladaptive reactions to 

traumatic events range in severity and duration. Exposure to a traumatic stressor 

involves a risk of developing negative posttraumatic symptoms; however, not all 

people exposed to a traumatic event report maladaptive responses. For those people 

who experience maladaptive responses to trauma, duration of symptoms is an 

important differentiating factor between ASD (i.e., symptoms experienced for less than 

one month) and PTSD (i.e., symptoms experienced for more than one month). The 

ASD and PTSD diagnoses can be comorbid with several adverse health concerns 

including chronic pain (Asmundson, Bonin, Frombach, & Norton, 2000; Asmundson, 

Coons, Taylor, & Katz, 2002; Haagsma et al., 2012; Pacella, Hruska, & Delahanty, 

2013) and substance abuse (Seal et al., 2011). For some individuals, trauma exposure 

can also lead to posttraumatic growth, described as the positive impact of traumatic 
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experiences (e.g., positive changes in relationships or one’s self-concept; Tedeschi & 

Calhoun, 2004). In order to conceptualize the breadth and depth of posttraumatic 

experiences, the current review details adverse mental health outcomes (e.g., ASD, 

PTSD) and positive mental health outcomes (i.e., posttraumatic growth). The following 

sections summarize the literature uniquely relevant to policing populations. 

1.3.1 Acute Stress Disorder. ASD is a trauma- and stressor-related disorder 

first introduced in the DSM-IV-TR (APA, 2000) and maintained in the DSM-5 (APA, 

2013). ASD requires the presence of a causal event and subsequent negative reaction 

lasting between three days and one month. The diagnosis of ASD was initially 

introduced to address a limitation of trauma-related disorders, wherein a diagnosis of 

PTSD was only available once symptoms were experienced for more than 30 days 

following the stressor (Marshall, Spitzer, & Liebowitz, 1999). According to the APA 

(2013), approximately half of individuals who qualify for a diagnosis of ASD are at 

risk for developing PTSD; however, the pattern of symptoms required for diagnosis is 

slightly different in the transition from acute to chronic posttraumatic symptoms (e.g., 

increased emphasis on dissociation in ASD; Bryant, Friedman, Spiegel, Ursano, & 

Strain, 2011). Nevertheless, researchers have found that interventions which target 

ASD symptoms are beneficial in preventing or reducing the development of chronic 

symptoms (Bryant, Harvey, Dang, Sackville, & Basten, 1998; Bryant et al., 2008; 

Bryant, Moulds, Guthrie, & Nixon, 2005; Bryant, Moulds, & Nixon, 2003; Bryant, 

Sackville, Dang, Moulds, & Guthrie, 1999).  

1.3.1.1 Symptoms and diagnosis. The DSM-5 (APA, 2013) lists five criteria 

required for the diagnosis of ASD. Criterion A details several instances that qualify as 
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a potentially traumatic event (e.g., witnessing or directly experiencing serious injury). 

Criterion B lists the clusters of symptoms, including intrusions, negative mood, 

dissociation, avoidance, and arousal. Among the 14 total symptoms contained within 

the five clusters, nine symptoms must be endorsed (i.e., experienced) since the 

traumatic event. According to criterion C, symptoms of ASD must be present for at 

least three days but a maximum of a month. Criterion D requires the disturbance to 

cause clinically significant distress or impairment in functioning, and criterion E rules 

out symptoms better attributed to substance use or a medical condition. 

Approximately 23% individuals who experience a trauma develop clinical (i.e., 

fully meeting diagnostic criteria) or subclinical (i.e., partially meeting diagnostic 

criteria) ASD symptoms within the first month of exposure (Bryant et al., 2011), but 

with time, many individuals experience a decrease in symptoms and a return to stable 

functioning (APA, 2013). Individuals who maintain adverse posttraumatic symptoms 

for longer than a month may qualify for a diagnosis of PTSD.  

1.3.1.2 Prevalence. Prevalence rates of ASD vary widely across study 

methodology and type of traumatic event. Most research on ASD has focused on one 

specific trauma type. For example, the estimated prevalence rate for ASD is 13% in 

vehicle accident survivors (Harvey & Bryant, 1999), 19% in sexual and non-sexual 

violent assault victims (Brewin, Andrews, Rose, & Kirk, 1999), 33% in bystanders to a 

mass shooting (Classen, Koopman, Hales, & Spiegel, 1998), and 54% in children 

injured in an earthquake in China (Kezhi et al., 2010). A recent review of prospective 

research (Bryant et al., 2011) found evidence that incidences of ASD ranged from 7 to 

28% across trauma type with a mean prevalence of 13%. 
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1.3.1.3 ASD in police populations. As previously noted, ASD places greater 

focus on dissociative symptoms than does PTSD. Police officers tend to experience 

higher levels of acute dissociative symptoms, with one study reporting 39% of police 

officers met the dissociative criterion in ASD following trauma (Rivard et al., 2002) 

relative to only 20% in civilian research (Harvey & Bryant, 1999). Research with first 

responders responding to a European natural disaster indicated that 26% of police 

officers reported ASD, and ASD symptoms were robustly predictive of PTSD 

symptoms at further follow-up (Brauchle, 2006).  

1.3.2 Posttraumatic Stress Disorder. PTSD is a disorder that may develop 

following exposure to a traumatic event (APA, 2013). The concept of negative 

psychological consequences following exposure to stress appeared around World War 

with the emergence of two related diagnoses: shell shock, a disorder thought to result 

from neurological damage (Shephard, 2000); and traumatic war neuroses, 

conceptualized as neuropsychological symptoms in the absence of neurological 

damage (Holdorff & Dening, 2011). By World War II the collection of trauma-related 

symptoms was referred to as Combat Stress Reaction (DiMauro, Carter, Folk, & 

Kashdan, 2014) and was legitimized as a mental health concern for military members 

and veterans by the inclusion of Gross Stress Reaction in the first edition of the 

Diagnostic and Statistical Manual (APA, 1952). A rapid theoretical shift in the 

psychological community led to the understanding that a greater variety of potentially 

traumatic incidents can cause maladaptive stress symptoms, thereby leading to a 

broader definition of trauma and traumatic reactions (Bertram & Dartt, 2009). The 

contemporary diagnosis of PTSD has existed since the DSM-III was released 1980 
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(APA, 1980) and has been largely preserved except changes to the definition of a 

traumatic event and restructuring from three symptom clusters to four (APA, 2013). 

Contemporary researchers recognize that several populations can develop PTSD, 

including trauma or rescue personnel, and following many non-combat stressors, 

including assault, abuse, natural disasters, and motor vehicle accidents (e.g., Breslau, 

2002; Breslau & Kessler, 2001). 

1.3.2.1 Symptoms and diagnosis. The DSM-5 (APA, 2013) lists eight criteria 

required for the diagnosis of PTSD. Criterion A requires exposure to a potentially 

traumatic event (e.g., witnessing or directly experiencing serious injury) involving 

perceived or real threat to the self or others. Criterion B requires one or more of several 

intrusion symptoms (e.g., flashbacks, intrusive thoughts, and distressing dreams). 

Criterion C requires one or more symptoms of avoidance behaviours, such as avoiding 

stimuli which remind an individual of the trauma. Criterion D requires two or more 

symptoms of negative alterations in cognitions or mood, such as feelings of detachment 

from others or inability to experience positive emotions. Criterion E requires two or 

more symptoms of alterations in arousal and reactivity (e.g., an exaggerated startle 

response, abnormal sleep schedule, inability to concentrate, and increased levels of 

arousal). Criterion F requires that symptoms are present for at least one month. 

Criterion G requires that the individual must experience clinically significant distress 

(e.g., distress resulting in loss of sleep or overwhelming negative affect) or functional 

impairment as a result of trauma exposure. Criterion H rules out symptoms better 

attributed to substance use or a medical condition. 
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 Considerable debate exists over the nature of PTSD relative to nonclinical 

stress responses. Diagnoses are currently based on presumed dichotomy involving the 

presence or absence of sufficient PTSD-specific symptoms; however, burgeoning 

literature into the nature of various psychopathologies indicates many disorders are 

dimensional, such as depression (e.g., Beach & Amir, 2003) and the worry component 

of generalized anxiety disorder (e.g., Olatunji, Broman-Fulks, Bergman, Green, & 

Zlomke, 2010; Ruscio, Borkovec, & Ruscio, 2001). Similarly, contemporary 

researchers conceptualize maladaptive responses to trauma as the upper-end of a stress-

reaction continuum (Ruscio, Ruscio, & Keane, 2002), with traumatic exposure 

resulting in a wide range of possible symptoms and impairment. Clinically significant 

posttraumatic responses are not qualitatively different from subclinical or non-clinical 

responses. The wide range of symptom profiles (as many as 636,120 clinical profiles; 

Galatzer-Levy & Bryant, 2013) and of posttraumatic response severities illustrate the 

dimensionality of PTSD (Broman-Fulks et al., 2006; Ruscio et al., 2002). 

 Despite the aforementioned evidence for diverse symptom profiles and 

dimensional diagnostic criteria for PTSD, the criteria for diagnosis continue to be 

assessed in an all-or-nothing fashion. If a pre-determined number of symptoms are 

present and cause clinically significant distress or impairment for more than a month, a 

diagnosis of PTSD is assigned. A “chronic” specifier can be added to the PTSD 

diagnosis if symptoms are present for more than three months (Marshall et al., 1999). 

PTSD is typically diagnosed within six months of the traumatic event; however, 

delayed onset PTSD can be diagnosed more than six months following trauma, 
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assuming there are no comorbid disorders that better explain the symptom presentation 

(Carty, O'Donnell, & Creamer, 2006).  

1.3.2.2 Etiological models. Several etiological models have been proposed to 

explain the development of adverse posttraumatic responses. Such models provide 

frameworks for researchers and clinicians who work with PTSD. The conditioning 

model (Mowrer, 1960; Rescorla, 1988), the emotional processing model (Foa & Kozak, 

1986; Foa & Rothbaum, 1998; Foa, Steketee, & Rothbaum, 1989), and the cognitive 

model (Ehlers & Clark, 2000) are among the most highly regarded, as these models 

have received the most empirical support to date. 

 Mowrer’s (1960) conditioning model is based on the premise that classical and 

operant conditioning are responsible for the development of fear and avoidance in 

PTSD, which are then maintained through further operant conditioning. Within 

Mowrer’s model, the traumatic event serves as an unconditioned stimulus which, when 

paired with a neutral stimulus, elicits a conditioned response. For example, a police 

officer who confronts an assailant firing a weapon (i.e., the unconditioned stimulus) in 

a confined space (i.e., the neutral stimulus) may pair the two and experience traumatic 

symptoms in future confined spaces (which have become the conditioned stimulus). 

Individuals with PTSD tend to exhibit avoidance behaviour to avoid the conditioned 

response (Taylor, 2006), but such avoidance is impractical for officers who engage in 

duty-mandated tasks. 

 The emotional processing model proposes PTSD as a cognitive fear structure 

developing within the long-term memory as a result of trauma (Foa & Kozak, 1986). 

The long-term memory holds a representation of the traumatic event, involved stimuli, 
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fear responses to these stimuli, and the implicated meaning. The meaning can then 

generalize to other stimuli and create a fear response network to many objects or 

events. Using the example of a police officer exposed to firearm discharge, the officer 

may link a broad array of neutral stimuli (e.g., the colour of the assailant’s jacket) to 

the traumatic experience. The previously neutral stimuli can then be misinterpreted and 

responded to as though they were the traumatic event. As the generalization of fear 

responses to neutral stimuli spreads, activation of a feared stimuli schema would 

increase and interrupt daily life more frequently (Taylor, 2006). Increased 

psychophysiological responses have been posited to represent activation of the fear 

network (Foa & Kozak, 1986). 

 The cognitive model (Ehlers & Clark, 2000) emphasizes individual appraisals 

or perceptions of the traumatic event. Accordingly, experiencing a positive, negative, 

or neutral response to a trauma depends on how the individual processes the event. The 

negative response described as PTSD occurs when the event is processed in a way that 

concludes in a sense of threat. In the context of policing, an officer may perceive threat 

externally (e.g., viewing individuals in bulky jackets as dangerous and threatening) or 

internally (e.g., having damaged self-worth or perception of one’s own abilities). The 

perceptions manifest in dysfunctional thought patterns and perpetuate the PTSD 

symptoms. 

1.3.2.3 Prevalence. Lifetime prevalence estimates for traumatic event exposure 

range up to 90% for American populations (Breslau, 2002), with a lifetime PTSD 

prevalence of approximately 7% (Kessler et al., 2005). Canadian prevalence estimates 

differ slightly, with traumatic exposure rates ranging from 76% (Van Ameringen, 
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Mancini, Patterson, & Boyle, 2008) to 81% (Stein, Walker, Hazen, & Forde, 1997) and 

a lifetime PTSD prevalence of approximately 9% (Van Ameringen et al., 2008). 

Methodological and theoretical differences have led to discrepant findings about the 

prevalence of PTSD in other populations; for example, prevalence rates in military 

personnel can range from 2 to 17% (Richardson, Frueh, & Acierno, 2010). The 

measurement tools used to diagnose PTSD are crucial methodological components 

potentiating discrepancies between prevalence results. Cross-cultural validation of 

PTSD instruments is vital to data collection (Myers, 2011) and the use of an invalid 

diagnostic tool may compromise the results (Gopaul-McNicol & Armour-Thomas, 

2002). Even when used in a culturally appropriate setting, accuracy remains an 

ongoing concern. Self-report measures of PTSD may insufficiently assess the full 

extent of functional impairment and, therefore, wrongly estimate prevalence relative to 

structured psychiatric interviews (Richardson et al., 2010).  

1.3.2.4 PTSD in police populations. A complex perceptual framework is 

employed when police officers experience a trauma, consisting of emotional reactivity 

during the trauma, vulnerability and physical integrity, and sense of moral 

responsibility for the trauma (Carlier, Lamberts, & Gersons, 2000). Indeed, officers 

reporting increased realizations of physical vulnerability–whether their own 

vulnerability or the vulnerability of others–are more likely to develop PTSD symptoms 

than officers who do not report such realizations. Prevalence of PTSD in American 

police officers appears to vary between 7% and 19% (Carlier et al., 1997; Robinson et 

al., 1997). Incidence rates of PTSD in police officers who respond specifically to 
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natural disasters also vary; for example, rates vary from 9% in Austrian police 

(Brauchle, 2006) to 19% in American police (West et al., 2008). 

Despite the unique aspects of Canadian policing relative to other countries, and 

the numerous types of policing found within Canada itself, very little research has 

clarified the varied experiences of Canadian police officers in terms of duty-related 

trauma exposure and outcomes. Perhaps the earliest assessment (Loo, 1986) suggested 

most officers experienced a PTSD-like stress response following a shooting incident, 

symptoms were most intense three days post-incident, and officers returned to baseline 

functioning after an average of 20 weeks. Menard and colleagues (Menard et al., 2016) 

investigated trauma responses across five countries and found evidence that 22% of 

Canadian officers had probable PTSD; however, the results did not clarify rates 

between each type of Canadian police services.  

A study of PTSD symptoms in Saskatchewan RCMP officers showed that 32% 

met the cut-off score for probable PTSD (Asmundson & Stapleton, 2008). Research 

with 421 officers from an Ontario municipal police service found evidence that 76% 

had experienced a traumatic event in the past year. Though PTSD symptoms were not 

assessed, 32% of the trauma-exposed officers subjectively reported the event as 

‘traumatic’ (Heffren & Hausdorf, 2014). An unpublished Master’s thesis considering a 

small sample of RCMP members in the Greater Vancouver area (n=41) found evidence 

that 5% of respondents had probable PTSD based on self-report (Goto, 2006). Finally, 

8% of trauma-exposed Montreal municipal police met criteria for PTSD as determined 

by clinician assessment; members with PTSD were significantly more likely to have 
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experienced major depression, to have medical or mental health appointments, and to 

have been on sick leave (Martin, Marchand, & Boyer, 2009).  

1.3.2.5 A comment on DSM changes. As the DSM recently transitioned from the 

fourth to the fifth edition, a brief description of the effect on PTSD follows. A major 

alteration from the DSM-IV-TR was the inclusion of more details about the definition 

of a traumatic event (e.g., if an individual learns about the death of a close friend or 

relative, the death must have been accidental or violent to qualify as traumatic). 

Additionally, the criteria no longer requires individuals to have experienced fear, 

helplessness, or horror at the time of trauma (Friedman, 2013). In addition, three new 

symptoms were added to the DSM-5: “persistent, distorted blame of self or others,” 

“persistent negative emotional state,” and “reckless or self-destructive behavior.” 

Structurally, the criteria were redistributed from three clusters (i.e., re-experiencing, 

hyperarousal, and avoidance/numbing) into four clusters (i.e., intrusions, persistent 

avoidance, alterations in cognitions and mood, and alterations in arousal and 

reactivity). Lastly, PTSD was moved from the anxiety disorders section to a section 

referred to as the trauma- and stressor-related disorders.  

 Several studies have examined changes in PTSD prevalence rates caused by 

differences between the DSM-IV-TR and the DSM-5 (e.g., Carmassi et al., 2013; Elhai 

et al., 2012; Forbes et al., 2011; Kilpatrick et al., 2013). Forbes and colleagues (2011) 

investigated PTSD rates in a sample of participants who experienced a traumatic 

injury. The results evidenced a 2% decrease in prevalence rates at three months and a 

3% decrease at 12 months when using DSM-5 diagnostic criteria. Elhai and colleagues 

(2012) found an increase of 0.4-1.8% in prevalence rates using DSM-5 criteria in a 
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sample of college students. Carmassi and colleagues (2013) found evidence of a 2% 

increase in prevalence rates using DSM-5 criteria when investigating a non-clinical 

sample of earthquake survivors. Kilpatrick and colleagues (2013) compared DSM-IV-

TR and DSM-5 criteria in a national sample of American adults, finding diagnoses of 

lifetime and recent PTSD from the DSM-5 were 0.9-1.6% lower than diagnoses from 

the DSM-IV-TR. In a sample of deployed soldiers, there was a decrease of 1% for both 

infantry soldiers and combat-exposed soldiers from the DSM-IV to DSM-5 criteria, 

with some unique members in each diagnostic group (Hoge, Riviere, Wilk, Herrell, & 

Weathers, 2014). Reasons for the slight discrepancies have been attributed to the 

revised definition of what constitutes a traumatic event (Kilpatrick et al., 2013) as well 

as the different requirements for the avoidance criterion (Carmassi et al., 2013).  

 Overall, the available results indicate a small difference in diagnostic rates of 

PTSD between the two versions of the DSM, suggesting broad consistency between the 

old and new diagnostic conceptualizations (Kilpatrick et al., 2013). Calhoun and 

colleagues (2012) found evidence that the DSM-5 diagnostic criteria resulted in better 

sensitivity and specificity when compared to DSM-IV-TR diagnostic criteria. A recent 

review of available research on the DSM-5 criteria concluded that 1) the prevalence 

rates are comparable; 2) the revised four-cluster structure produces a better fit to the 

data than the previous three-cluster structure; and 3) the revised diagnostic criteria have 

excellent clinical utility (Friedman, 2013). Friedman also noted that the DSM-5 is 

being considered a living document and that further revisions may be made to the 

diagnosis of PTSD as further research is published on the matter. 
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 1.3.3 Posttraumatic growth. Adverse outcomes of trauma exposure (e.g., 

PTSD) are central to trauma research. Nevertheless, there is burgeoning evidence that 

trauma exposure can also lead to positive growth. Posttraumatic growth is defined as 

significant, positive psychological change occurring after a negative or traumatic event 

(Tedeschi & Calhoun, 2004). Posttraumatic growth is illustrated by positive changes in 

self-perception, growth in external relationships, and philosophy on life as a result of 

experiencing and coping with traumatic stimuli (Tedeschi & Calhoun, 2004). 

Posttraumatic growth manifests in five potential areas of change: belief in new 

possibilities in life; increased ability to relate to others; increased personal strength; a 

sense of spiritual change; and heightened appreciation for life (Tedeschi & Calhoun, 

1996). Other researchers have variously termed the constellation of changes as stress-

related growth (Park, Cohen, & Murch, 1996), thriving (O'Leary & Ickovics, 1995), 

positive psychological changes (Yalom & Lieberman, 1991), and adversarial growth 

(Linley & Joseph, 2004); for consistency, the term posttraumatic growth will be used 

throughout the present dissertation. 

 The progression from trauma exposure to posttraumatic growth has been 

difficult to delineate. There have been two studies exploring the relationship between 

low posttraumatic distress leading to greater levels of posttraumatic growth in 

individuals who experienced sexual assault (Cabral, 2010) and college students (Park 

et al., 1996). Other research has failed to find evidence for a relationship between 

levels of distress and posttraumatic growth (Cordova, Cunningham, Carlson, & 

Andrykowski, 2001; Widows, Jacobsen, Booth-Jones, & Fields, 2005). That said, a 

substantive literature base has found evidence that increased posttraumatic distress 
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results in greater posttraumatic growth (e.g., Aldwin, Levenson, & Spiro, 1994; 

Bellizzi & Blank, 2006; Cordova et al., 2007; Frazier et al., 2009; Kashdan & Kane, 

2011; Morris, Shakespeare-Finch, Rieck, & Newbery, 2005; Solomon & Dekel, 2007). 

Only individuals who are willing to acknowledge and process their posttraumatic 

distress appear likely to develop posttraumatic growth, whereas avoidance of distress 

appears to prevent posttraumatic growth (Kashdan & Kane, 2011). This result is in line 

with the hypothesis that cognitive processing is critical to posttraumatic growth 

(Tedeschi & Calhoun, 2004). Based on the available literature so far, individuals who 

experience high levels of posttraumatic distress and then engage in cognitive 

processing appear more likely to experience posttraumatic growth. 

 Posttraumatic growth is thought to be facilitated by cognitive processing, 

emotional coping, and disclosure (Tedeschi & Calhoun, 2004). Cognitive processing 

involves making sense of the event, wherein the individual reconciles the way he or she 

perceived the world before the trauma with the way he or she now understands the 

world after the trauma (Tedeschi & Calhoun, 1995). Such acceptance of new 

worldviews can be a lengthy process, particularly when the traumatic event alters 

fundamental understandings of reality (Calhoun & Tedeschi, 2006). For example, prior 

to trauma individuals may consider themselves impervious to adversity (e.g., “It can’t 

happen to me”); however, the traumatic experience renders such impervious 

worldviews impossible. Different methods of making sense of the trauma likely lead to 

different areas of posttraumatic growth (Tedeschi & Calhoun, 2004). Emotional 

coping–wherein the individual learns to manage difficult emotional responses–occurs 

during and after cognitive processing. Successful emotional coping allows a person to 
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re-engage in life. Disclosure, or sharing the narrative of the traumatic experience with 

others, is particularly effective when received in an empathetic and supportive 

environment (Tedeschi & Calhoun, 2004), such as group therapy (Antoni et al., 2001). 

The process of disclosure is thought to provide people with much-needed validation 

and normalization, interpersonal support, and a more deliberate, conscious cognitive 

processing than might occur on one’s own (Currier, Lisman, Irene Harris, Tait, & 

Erbes, 2013).  

 The goal of cognitive processing and coping is resilience–the ability of the new 

posttraumatic worldview to resist the effects of subsequent trauma (Janoff-Bulman, 

2006). There are at least three pathways to this goal. First, strength through suffering is 

the process by which coping and adaptation to a negative event encourages self-

discovery and a greater sense of internal strength. Second, existential re-evaluation 

involves the bolstering of worldviews in response to perceived posttrauma fragility. 

Worldviews serve to protect an individual from existential conflict (Solomon, 

Greenberg, & Pyszczynski, 1991). When a worldview is damaged or altered by trauma, 

the worldview must be adjusted in order to recover existential stability. Third, 

psychological preparedness “focuses on changes in the survivor’s assumptive world 

that suggest greater complexity and structural growth” (Janoff-Bulman, 2006, p. 86). 

All three pathways appear linked to fundamental schematic changes because prior 

schemata are necessarily challenged by the traumatic exposure.  

1.3.3.1 Posttraumatic growth in police populations. Repeated exposure to 

trauma of varying severity means that police officers, perhaps more than most other 

people, may be uniquely positioned to develop an outlook which results in 
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posttraumatic growth and resilience to future trauma (Paton, 2005). The police 

organization can play a beneficial role in the progression from posttraumatic distress 

responses to posttraumatic growth (Paton, 2005). The organization can encourage 

cohesive and communal team atmospheres (Lyons, Mickelson, Sullivan, & Coyne, 

1998; Park, 1998), facilitate communal acceptance of traumatic events, or increase 

cooperation in the face of a crisis, all of which should contribute to growth (Lyons et 

al., 1998). 

There are initial research results that support the utility of studying posttraumatic 

growth in police populations. A New Zealand study (Huddleston, Paton, & Stephens, 

2006) invited all incoming police recruits to participate in longitudinal research on 

posttraumatic experiences, with a final sample of 314 participants. The results 

suggested that duty-related traumatic experiences positively predicted posttraumatic 

growth scores. Furthermore, a relationship between PTSD symptoms and posttraumatic 

growth experiences was found in a cohort of American police officers (n = 183) who 

experienced a traumatic event (Chopko, 2010). 

Posttraumatic growth also occurs in non-traumatized police officers (Burke, 

2009). For example, Australian police officers experienced a small degree of 

longitudinal posttraumatic growth even without exposure to trauma, indicating the 

training or the transition into police work may be sufficiently stressful to generate 

cognitive processing and positive life change (Burke, 2009). Officers who experienced 

a traumatic event prior to becoming police officers displayed significantly higher levels 

posttraumatic growth after duty-related trauma exposure. Previous traumatic exposure 

appears to influence posttraumatic growth experiences in first responders (Yilmaz & 
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Sahin, 2007). Police officers who have personal trauma experience may more readily 

identify positive outcomes than those officers who have no personal history of trauma 

(Paton, Violanti, Burke, & Gehrke, 2009). The limited available research provides 

support for the study of posttraumatic growth following duty-related trauma. 

1.4 Predispositional Variables in Posttraumatic Outcomes 

1.4.1 Risk factors. Research has identified several factors that increase 

susceptibility for posttraumatic distress and psychopathology. Broadly speaking, risk 

factors include the social, physical, psychological, and experiential profiles of trauma 

sufferers (Ben-Ezra, Essar, & Saar, 2006; Brewin, Andrews, & Valentine, 2000; 

Iversen et al., 2008; Polusny et al., 2011). There is also literature available describing 

potential gender differences in policing-related PTSD which can help to contextualize 

the other risk factors of particular interest in the current dissertation, including 

exposure to childhood adversity, intolerance of uncertainty (IU), anxiety sensitivity 

(AS), aspects of personality, engagement with work-related tasks, and pre-existing 

mental health symptoms.  

1.4.1.1 Gender. There is a broad social psychology literature involving the role 

of gender in terms of individual, group, and institutional police functioning (Gerber, 

2001). An in-depth review of the literature is beyond the scope of the current 

dissertation; nevertheless, several key results provide insight into gender-specific 

posttraumatic responses among police officers. Increased inclusion of and participation 

by women in Canadian policing has culminated in the percentage of women officers 

increasing from 0.6% in 1965 to 19.6% in 2011 (Statistics Canada, 2011) and an 

increase from 5.5% of women in senior positions in 2005 to 12.4% in 2015 (Mazowita 
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& Greenland, 2016). Despite the influx of women into police services, policing has 

remained a traditionally masculine domain; indeed, the women who are successful in 

obtaining social acceptance tend to be those who participate in the masculine 

occupational culture (Martin, 1999). A review of 33 studies published between 1990 

and 2006 (Poteyeva & Sun, 2009) concluded that men and women police officers 

appear to differ with regards to job-related stress, wherein women reported additional 

stressors such as lack of acceptance by the masculine police subculture. In contrast, 

men and women police officers do not appear to differ in organization-related attitudes 

towards community policing, community and neighbourhood residents, job 

satisfaction, and experiences of domestic violence.  

The subscription to traditionally masculine roles by women police officers has 

recently been discussed in light of posttraumatic responses (Lilly, Pole, Best, Metzler, 

& Marmar, 2009). Gender differences in PTSD exist in the general population even 

after controlling for premorbid psychopathology, peritraumatic perceived threat of 

death, trauma-related serious injury (Fullerton, Ursano, Epstein, Crowley, & Vance, 

2001; Stein, Walker, & Forde, 2000), and gender differences in trauma exposure 

frequency (Breslau, Chilcoat, Kessler, & Davis, 1999; Fullerton et al., 2001; Stein et 

al., 2000); however, police and military studies typically find no evidence of gender 

differences in PTSD rates (Brewin et al., 2000; Ménard & Arter, 2014; Pole et al., 

2001; Sutker, Davis, Uddo, & Ditta, 1995). Gender differences in prevalence rates 

between the general population and police populations may be the consequence of 

police-specific peritraumatic distress reactions (Lilly et al., 2009). For example, police 

culture encourages recruits and officers to take on traditionally masculine gender 
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characteristics, including reduced emotional responses such as fear (Burke, Richardsen, 

& Martinussen, 2006; Metcalfe & Dick, 2002; Reiser & Geiger, 1984). Women who 

hold more traditionally masculine roles tend to express less emotion than women in 

traditionally feminine roles. Therefore, Lilly and colleagues (2009) suggest that women 

police officers, in conforming to organizational masculinity, may actually experience 

less peritraumatic emotional distress relative to non-police women and, subsequently, 

be at reduced risk for PTSD.  

One prospective study investigated gender differences in a large police cohort 

(n=4,014) with probable PTSD following 9/11 (Bowler et al., 2010). The study initially 

identified gender differences such that probable PTSD measured approximately two 

years after the event was elevated in women police responders (14%) relative to men 

(7%); however, gender differences were no longer apparent by six years post-event 

(Bowler et al., 2012), despite PTSD approximately doubling in follow-up respondents 

from the same sample (n=2,527; 17% prevalence). The initial gender discrepancy may 

be accounted for by police officers in general (Dowling, Moynihan, Genet, & Lewis, 

2006)–and men specifically (Berger, Addis, Reilly, Syzdek, & Green, 2012; Hunt, 

Auriemma, & Cashaw, 2003)–having a tendency to underreport clinical symptoms on 

self-report scales; moreover, self-reporting at the second follow-up may have increased 

due to 9/11-specific health education campaigns occurring between the follow-ups 

(Bowler et al., 2012).  

1.4.1.2 Childhood adversity. Exposure to adverse events in childhood has the 

potential to trigger mental health consequences reaching far into adulthood (Briere & 

Runtz, 1990; Cole & Putnam, 1992; Yehuda, Halligan, & Grossman, 2001). A greater 
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number of lifetime adversity events, including childhood adversity, appears to have a 

cumulative effect on global distress, functional impairment, and stress symptoms later 

in life (Seery, Holman, & Silver, 2010). For example, military members who report 

higher numbers of childhood traumas appear to be at increased risk for developing 

PTSD following combat (Cabrera, Hoge, Bliese, Castro, & Messer, 2007; Fritch, 

Mishkind, Reger, & Gahm, 2010; Iversen et al., 2008; LeardMann, Smith, & Ryan, 

2010; Sareen et al., 2013; Van Voorhees et al., 2012). 

Identification of adverse childhood events is heavily reliant on and biased by 

retrospective reporting, with recall apparently impacted by a tendency to seek meaning 

in memories (Schacter, Koutstaal, & Norman, 1996) and whether the child was aware 

the situations were maladaptive (e.g., the family financial situation; Robins et al., 

1985). A review of retrospective recall of childhood trauma found evidence that false 

positive reports are highly uncommon, with individuals tending to accurately or under-

report childhood adversity (Hardt & Rutter, 2004). In addition, memory recall is 

subject to current affect and mental state (Taylor & Brown, 1988), implying 

individuals currently experiencing healthy social functioning may be less likely to 

recall childhood adversity. Nevertheless, retrospective reporting of childhood 

adversity, which is necessary in research with adults even in a longitudinal design, can 

be made more accurate by inquiring about more specific and readily delineated 

experiences (Hardt & Rutter, 2004).  

Few police studies have assessed the effects of childhood trauma exposure to 

workforce-related PTSD. In one of the few studies available with law enforcement 

professionals, 17% of men and 40% of women had experienced childhood sexual 
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and/or physical abuse (Follette, Polusny, & Milbeck, 1994) compared to 6% of men 

and 19% of women in the general population (Pérez-Fuentes et al., 2013). Police 

officers who experienced childhood abuse tend to report encountering higher numbers 

of child abuse related cases in their careers and experiencing greater vicarious 

traumatisation, perhaps indicating a greater likelihood of self-selecting for 

specialization in abuse investigation (Follette, Polusny, & Milbeck, 1994). Healthy 

police cadets (i.e., individuals who did not endorse symptoms of psychological 

disorders) who reported childhood trauma displayed significantly greater startle 

responses and negative emotion in response to threatening stimuli (i.e., startling sounds 

coupled with low-intensity shock; Pole et al., 2007). Furthermore, the same healthy 

police cadets seemed to respond more quickly to threat-related stimuli than safety-

related stimuli cues, mirroring the tendency of individuals with PTSD to be 

hypervigilant to perceived threats in their environment (Pole, Neylan, Best, Orr, & 

Marmar, 2003).  

Police officers with a history of childhood physical victimization appear at higher 

risk for developing PTSD, depression, and sleep problems after being assigned to 

natural disaster relief efforts (Komarovskaya et al., 2014). A prospective analysis of 

119 police officers (Wang et al., 2010) found evidence that greater childhood trauma 

exposure was highly correlated with PTSD symptoms in police officers 12 months 

after deployment. Although the officers were psychologically healthy (i.e., had no 

diagnosis) at baseline, having childhood trauma exposure appeared to increase 

vulnerability for posttraumatic symptoms as an adult. Childhood trauma showed 

further associations with perceived self-worth and work stress. Additionally, childhood 
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trauma exposure predicted higher levels of depression with worse outcomes (i.e., 

increased number of suicide attempts) even after controlling for PTSD symptoms and 

pre-deployment levels of depression.  

The relationship between childhood adversity and posttraumatic growth has been 

briefly explored in the literature. Despite childhood traumatic events being associated 

with poorer mental and physical health overall in later life, a history of childhood 

adversity can increase acceptance of mid- to late-life developmental changes (Landes, 

Ardelt, Vaillant, & Waldinger, 2014). Childhood trauma frequency and being 

recognized as a childhood trauma survivor have been associated with greater 

posttraumatic growth in former child soldiers (Forstmeier, Kuwert, Spitzer, Freyberger, 

& Maercker, 2009). In general, individuals who have experienced some amount of 

childhood adversity may be more resilient to future adversity (Hartley, Johnco, 

Hofmeyr, & Berry, 2016; Seery, 2011; Seery, Holman, & Silver, 2010) and perhaps 

more likely to develop posttraumatic growth (Devine, Reed-Knight, Loiselle, Fenton, 

& Blount, 2010; Gianinazzi et al., 2016; Walker-Williams, van Eeden, & van der 

Merwe, 2013). The effect of childhood adversity on posttraumatic growth has not been 

considered in a police sample. 

1.4.1.3 Intolerance of uncertainty. IU is defined as emotional difficulty in 

tolerating a perceived lack of information needed to predict a situation’s outcome 

(Carleton, 2016; Carleton, Sharpe, & Asmundson, 2007; Dugas, Gosselin, & 

Ladouceur, 2001). The broad IU construct can be delineated into two dimensions, 

prospective (i.e., cognitive) IU and inhibitory (i.e., behavioural) IU (Birrel, Meares, 

Wilkinson, & Freeston, 2011; Carleton, Norton, & Asmundson, 2007; McEvoy & 
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Mahoney, 2011). IU has demonstrated predictive power across a variety of anxiety and 

mood disorders above and beyond predispositional variables such as neuroticism and 

AS, among others (for review, see Carleton, 2012, 2016a, 2016b).  

Research exploring the relationship between IU and PTSD is promising. A study 

examining startle responses to threatening stimuli found evidence that individuals with 

PTSD displayed greater anxiety during unpredictable threat compared to predictable 

threat, whereas individuals with generalized anxiety disorder did not react differently 

between the two groups (Grillon et al., 2009). Particularly in the context of prior 

evidence that startle responses to threat predict PTSD development in police officers 

(Pole et al., 2009), the work by Grillon and colleagues (2009) provided initial evidence 

for interplay between fear of the unpredictable and PTSD.  

The relationship between IU and PTSD was first explicitly examined in the 

context of adverse posttraumatic responses following a psychotic experience (White & 

Gumley, 2009). Since then, researchers have found evidence that high IU in 

conjunction with high levels of worry predicts PTSD symptoms, particularly 

hyperarousal (Bardeen, Fergus, & Wu, 2013). IU has been associated with PTSD 

symptoms in a sample of Dutch participants following the death of a loved one 

(Boelen, 2010), a result replicated in a mixed Canadian and American community 

sample with a heterogeneous trauma history (Fetzner, Horswill, Boelen, & Carleton, 

2013). Finally, IU and intolerance of emotional distress were interactively related to 

elevated PTSD symptom scores in a sample of American veterans with PTSD and 

comorbid substance use disorder (Banducci, Bujarski, Bonn-Miller, Patel, & Connolly, 
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2016). As IU and PTSD research is in early stages, no research has been conducted 

with police officers.  

There is currently no research available on the relationship between IU and 

posttraumatic growth. There is evidence of an inverse relationship between a 

conceptually-related construct, ambiguity intolerance, and posttraumatic growth, albeit 

in a non-trauma exposed sample where growth was linked to general life distress rather 

than a specific trauma (Bayer, Lev-Wiesel, & Amir, 2007). This result has not yet been 

replicated in a trauma-exposed sample, nor with IU as the variable of interest. 

1.4.1.4 Anxiety sensitivity. The AS construct focuses on fearing the signs or 

symptoms of anxiety due to the belief that they will have negative social, 

psychological, or physical consequences (Taylor, 1999). AS has been implicated in the 

development of PTSD across several environments (Asmundson, Coons, Taylor, & 

Katz, 2002; Asmundson, Norton, Allerdings, & Larsen, 1998; Asmundson & 

Stapleton, 2008; Fedoroff, Taylor, Asmundson, & Koch, 2000; Lang, Kennedy, & 

Stein, 2002; Marshall, Miles, & Stewart, 2010; Naragon-Gainey, 2010). AS has 

typically been conceptualized as having a three-factor structure consisting of fear of 

cognitive dyscontrol (i.e., cognitive), fear of somatic sensations (i.e., physical), and 

fear of socially observable signs of anxiety (i.e., social; Peterson & Reiss, 1992; Taylor 

et al., 2007; Zinbarg, Barlow, & Brown, 1997). 

Among the many studies investigating the relationship between AS and PTSD, 

several have focused specifically on military populations. For example, a longitudinal 

study of 677 trauma center patients (Marshall et al., 2010) examined the 

interconnectedness of AS and PTSD. High levels of AS at baseline served as a risk 
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factor for increased PTSD symptom severity at follow-up; as well, individuals with 

high AS were more likely to sustain PTSD symptoms over time than were individuals 

with low AS. Similarly, veterans with PTSD reported significantly higher AS than 

veterans without PTSD (Olatunji, Armstrong, Fan, & Zhao, 2012; Taylor, Koch, & 

McNally, 1992). A single study exists exploring AS in police samples (Asmundson & 

Stapleton, 2008). Active-duty Saskatchewan police officers (n=138) were recruited to 

participate in a cross-sectional investigation of AS and PTSD, of whom 44 (31.9%) had 

probable PTSD according to cut-off scores on a self-report measure. AS total, 

cognitive concerns, and physical concerns scores were significantly elevated in officers 

who reported probable PTSD compared to those without PTSD. Therefore, AS is of 

particular importance to the current dissertation due to its demonstrated reliability as a 

predispositional variable within the population of interest, Saskatchewan police 

officers. AS has not yet been investigated as a predispositional factor in the 

development of posttraumatic growth. 

1.4.1.5 Personality. Several personality traits have been posited as PTSD risk 

factors (Miller, 2003; Paris, 2000). The Five Factor and Big Five models of personality 

(Goldberg, 1993; McCrae, 1989) are largely interchangeable (Lee & Ashton, 2005) and 

have frequently been used to investigate the effect of personality on PTSD. All of the 

Five Factor personality traits have shown significant associations with PTSD in the 

literature, although some with more frequency than others. A database review of 

research conducted between 1980 and 2012 (Jaksic, Brajkovic, Ivezic, Topic, & 

Jakovljevic, 2012) found that PTSD is positively associated with neuroticism and 

negatively associated with extraversion and conscientiousness. The combination of 
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high neuroticism and low extraversion were associated with worse mental health 

outcomes following trauma exposure in a Korean sample (Park et al., 2016) and a 

Croatian sample of civilian war-exposed women (Stevanovic, Franciskovic, & 

Vermetten, 2016). Lower agreeableness was a risk factor for PTSD development in 

individuals who experienced myocardial infarction (Chung, Berger, & Rudd, 2007). 

Increased openness to experience was a risk factor for trauma exposure for men (Gil, 

2015) and for re-experiencing symptoms in civilians who experienced air attacks 

(Knezivc, Opacic, Savic, & Priebe, 2005), and additionally protected against stress 

responses in women who experienced pre-term labour (Libera, Leszczynska-Gorzelak, 

& Oleszczuk, 2016). Conversely, women who experienced childhood sexual 

victimization displayed lower openness to experience in adulthood (Talbot, Duberstein, 

King, Cox, & Giles, 2000). All five personality traits were found to moderate the 

relationship between trauma severity and PTSD, with the relationship weakening with 

higher levels of extraversion, agreeableness, conscientiousness, and openness to 

experience and lower levels of neuroticism (Caska & Renshaw, 2013). 

Perhaps most saliently, increased neuroticism has been correlated to PTSD 

formation in a wide variety of trauma scenarios (Cox, MacPherson, Enns, & 

McWilliams, 2004). Prospective research with male military members has implicated 

neuroticism in the formation of PTSD (Bramsen, Dirkzwager, & Van der Ploeg, 2000; 

Lee, Vaillant, Torrey, & Elder, 1995; O’Toole, Marshall, Schureck, & Dobson, 1998; 

Schnurr, Friedman, & Rosenberg, 1993) and post-trauma longitudinal studies have 

supported neuroticism as a vulnerability factor in diverse populations (Borja, Callahan, 

& Rambo, 2009; Chung, Berger, Jones, & Rudd, 2006; Chung, Dennis, Berger, Jones, 
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& Rudd, 2011; Fauerbach, Lawrence, Schmidt, Munster, & Costa, 2000; Holeva & 

Tarrier, 2001; McFarlane, 1992; Sveen, Arnberg, Arinell, & Johannesson, 2016; 

Zhang, Liu, Zhu, Shi, & Cheng, 2010). However, a review of the neuroticism literature 

indicates predictive capacity for psychopathology in general, rather than for PTSD in 

particular (Miller, 2003). Indeed, controlling for pre-trauma symptoms in longitudinal 

research appeared to eliminate differences in PTSD symptoms between individuals 

high and low in neuroticism (Engelhard, van den Hout, & Lommen, 2009).  

Personality factors may influence posttraumatic growth outcomes, with one 

investigation of 969 university students who endorsed a distressing traumatic event 

associating high levels of neuroticism with decreased Spiritual Change and Relations to 

Others domains of posttraumatic growth (Karanci et al., 2012). Conversely, 

participants who reported low neuroticism had higher levels of posttraumatic growth 

even for those most severely affected by the traumatic event. The authors also reported 

that conscientiousness, agreeableness, and openness to experience appeared to facilitate 

posttraumatic growth. A second study of personality and posttraumatic growth has not 

evidenced support for the negative influence of neuroticism, but did find evidence that 

openness to experience predicted posttraumatic growth and all subdomains (Wang, 

Wang, Wang, Wu, & Liu, 2013). Previous studies found evidence of a relationship 

between extraversion and higher levels of growth (Sheikh, 2004; Tedeschi & Calhoun, 

1996), and evidence of relationships with extraversion, openness to experience, 

agreeableness, and low neuroticism (Tedeschi & Calhoun, 1996). 

Police officers are typically selected after extensive psychological personality 

profiles conducted by police agencies (Paton et al., 2009). To date, police officers 
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appear comparable to the general population in terms of personality profiles, with a 

potential exception of increased extraversion in an Australian police sample (Burke, 

2009). Regarding relationships between trauma outcomes and personality, one study of 

262 American police officers (Carlier et al., 1997) did not evidence support for 

neuroticism as a risk factor for PTSD development, but did find evidence of low 

extraversion as a significant factor. Another study of American officers found evidence 

that high neuroticism, low extraversion, and low agreeableness were related to greater 

PTSD symptoms (Haisch & Meyers, 2004). The relationship between personality 

facets and PTSD has not been studied in Canadian police officers. 

1.4.1.6 Work engagement. Work engagement is a state of positive, energetic, 

absorbed, and efficient connection to the job and job tasks, as opposed to a state of 

burnout, exhaustion, and cynicism (Schaufeli, Bakker, & Salanova, 2006). The issue of 

police officers’ attitudes towards their employment, their employer, and the job appears 

to be a critical factor in understanding health outcomes for officers (Emsley, Seedat, & 

Stein, 2003; Garbarino, Cuomo, Chiorri, & Magnavita, 2013; Johnson, 2012; 

Summerfield, 2011). For example, job stress has been linked to work engagement; 

police recruits with increased levels of work engagement were more likely to perceive 

a stressful event as within their control (Kaiseler, QueiróS, Passos, & Sousa, 2014), 

which is linked to positive emotional, psychological, and physical health outcomes 

(Thompson & Spacapan, 1991). Conversely, police officers with poor coping skills for 

stress appear at higher risk for physical health problems, such as cardiovascular disease 

(Yoo & Franke, 2011), and mental health problems, such as depression (Garbarino et 

al., 2013). Police officers who feel neglected by the organization are more likely to 
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have prolonged sickness absences from work, which can serve to further disengage the 

officers from the police organization (Summerfield, 2011).  

 Summerfield (2011) observed that it is not uncommon to see duty-related wear 

and tear cited as the traumatic event for a PTSD diagnosis–a diagnosis he asserts is 

often the beginning of prolonged, if not permanent, disability leave for police officers 

in the United Kingdom. Police officers have indicated work-related problems 

contribute to PTSD (Emsley et al., 2003); specifically, of 124 South African police 

officers who were medically retired from duty due to PTSD, 90% reported negative 

attitudes towards their police work and 54% believed their negative attitude contributed 

to their PTSD symptom development. Police officers who experience increased work 

environment stress are more likely to develop PTSD (Maguen et al., 2009) and police 

officers who experience work environment stress are also more likely to be 

experiencing work disengagement (Schaufeli, Bakker, & Van Rhenen, 2009); 

accordingly, work disengagement may be a vulnerability for PTSD development that 

has remained relatively unexplored in the literature. 

 The potential link between work engagement and posttraumatic growth has also 

been unexplored. Spreitzer and colleagues (2010) suggest that having a cognitively 

engaging and emotionally satisfying job may help employees to live in line with their 

values and goals, a state which may facilitate posttraumatic growth. Since police 

officers have indicated a belief that work-related problems contributed to PTSD 

(Emsley et al., 2003), the inverse may also be true with positive work engagement 

contributing to positive posttraumatic outcomes.  



35 

 

1.4.1.7 Mental health symptoms. Exposure to a traumatic event can result in 

adverse mental health symptoms other than PTSD, such as anxiety or depression 

(Yehuda, McFarlane, & Shalev, 1998). Substantial research indicates increased risk for 

developing PTSD as a result of pre-trauma psychological disorders in civilian 

populations (Breslau, Lucia, & Alvarado, 2006; Koenen, Moffitt, Poulton, Martin, & 

Caspi, 2007; Parslow, Jorm, & Christensen, 2006; Soet, Brack, & DiIorio, 2003) and 

military populations (Constans et al., 2012; LeardMann, Smith, Smith, Wells, & Ryan, 

2009; MacDonald, Proctor, Heeren, & Vasterling, 2013; Sandweiss, Slymen, 

LeardMann, & et al., 2011; Vasterling et al., 2010); however, very little research has 

investigated the interrelationship between PTSD and the post-trauma onset of 

comorbid disorders. Recent advances in genetics have suggested that PTSD shares 

common genetic influences with major depression (Fu et al., 2007) and generalized 

anxiety disorder (Chantarujikapong et al., 2001). Given evidence for genetic overlap, 

the development of non-PTSD psychological disorders after trauma exposure may 

influence phenotypic expressions of PTSD symptoms. 

Longitudinal psychological research has also provided support for 

interrelationships between PTSD, depression, and anxiety. A longitudinal study of 455 

individuals who were directly affected by the 9/11 terrorist attacks (Neria et al., 2010) 

found evidence that depression and anxiety symptoms at baseline were predictive of 

PTSD four years following trauma exposure. Baseline depression symptoms were 

associated with ten times greater likelihood of developing late-onset PTSD, and 

baseline anxiety associated with 2.5 times greater likelihood of late-onset PTSD (Neria 

et al., 2010). A similar study found evidence that a lifetime history of depression 



36 

 

diagnosed by a clinician one year after exposure to 9/11 was associated with PTSD 

symptoms two years following exposure (Adams & Boscarino, 2006). Finally, the 

presence of major depressive disorder approximately 1.5 year following the 9/11 

attacks was predictive of the severity of PTSD six years following 9/11, though 

generalized anxiety disorder did not have the same association (Cukor et al., 2011). 

Taken together, the available genetic and longitudinal research with civilians suggests 

that depression, and perhaps anxiety, may be associated with or predictive of PTSD 

course and severity.  

 1.4.2 Resilience factors. There are people who face serious trauma and are able 

to maintain psychological stability and avoid or recover from psychopathology (Klasen 

et al., 2010). Broadly defined, resilience occurs when a stressor disrupts normal 

functioning and that function later resumes (Lepore & Revenson, 2006). Alternatively, 

resilience has been described as the ability to experience adversity, process the 

experience, and emerge strengthened and capable of thriving (Walsh, 1998). The 

trauma literature includes discussions of resiliency as a factor contributing to enhanced 

psychological health of an individual, which allows for improved psychological 

wellbeing through abnormal stress or trauma (Bonanno, 2004). The distinction between 

individuals with and without the resilience to recover from adverse posttraumatic 

reactions is important both for research and for provision of treatment (Yehuda, 2004). 

The specific resilience factors of interest for the current dissertation include social 

support, hopefulness, and optimism. 

1.4.2.1 Social support. PTSD symptoms can have pervasive effects across all 

areas of functioning and may be obviously or insidiously disruptive of social and 
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relational functioning. PTSD can result in reduced self-disclosure and increased 

defensive communication for the affected individual, and communication apprehension 

for significant others who then become unable to provide emotional support (Shehan, 

1987). Symptoms of emotional numbing (e.g., interpersonal detachment, impaired 

affect) and hyperarousal (e.g., irritability, concentration problems) may further 

contribute to relationship distress (Nietlisbach & Maercker, 2009). The distressing 

interpersonal problems may then enable PTSD symptoms to perpetuate by enhancing 

both perceived and real isolation (Carter et al., 2011; Nietlisbach & Maercker, 2009). 

Conversely, positive social support appears to be a significant protective factor in 

posttraumatic sequelae. There are two meta-analyses (Brewin et al., 2000; Ozer, Best, 

Lipsey, & Weiss, 2003) indicating social support provides a robust resilience factor 

against PTSD formation. A more recent meta-analysis (Prati & Pietrantoni, 2010) 

found evidence social support was positively correlated with posttraumatic resilience in 

a population of first line responders, including police officers, with an effect size of 

.27. Conversely, low social support has been associated with poor mental health 

outcomes in American military veterans (McAndrew et al., 2013), a population that 

may be more influenced by social support than civilians (Brewin et al., 2000).  

Social support also serves to bolster police officers’ resiliency after trauma. 

Greater perceived social support and social functioning assessed at training has 

predicted lower PTSD symptoms two years following deployment (Yuan et al., 2011). 

Perceived social support was associated with resilience following duty-related trauma 

in New Zealand (Stephens & Long, 1999), Irish (Wilson, Poole, & Trew, 1997), 

Brazilian (Maia et al., 2011), and South African police (Jones & Kagee, 2005). Social 
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support provided specifically by peers appears to be a protective factor in a sample of 

Montreal municipal police officers (Martin, Marchand, Boyer, & Martin, 2009). 

The limited available research on resilience variables implicated in increased 

posttraumatic growth has identified social support as a particularly important in 

facilitating posttraumatic growth (e.g., Maguen, Vogt, King, King, & Litz, 2006; 

Mitchell, Gallaway, Millikan, & Bell, 2013), with some individuals reporting increased 

interpersonal satisfaction following trauma (Fredman et al., 2010). Indeed, the model 

of posttraumatic growth (Tedeschi & Calhoun, 2004) includes social support as a 

fundamental component of positive psychological change in the aftermath of a trauma. 

A meta-analysis of the effect of social support on posttraumatic growth (Prati & 

Pietrantoni, 2009) indicated social support produces a moderate effect size of .26, and 

may be most critical during the immediate posttraumatic crisis period. Such results 

have more recently been extended to first responder populations. For example, social 

support positively predicted posttraumatic growth and protected against PTSD in a 

sample of American emergency medical dispatchers (Shakespeare-Finch, Rees, & 

Armstrong, 2015). Similar results were found evidence in a sample of Polish 

emergency service workers, 37% of whom were police officers (Oginska-Bulik, 2015); 

specifically, supervisor support was related to lower PTSD and peer support was 

related to higher posttraumatic growth. 

1.4.2.2 Hope. A burgeoning literature base has identified hopefulness, or a sense 

of self-efficacy in terms of the future, as an important variable in psychological 

adversity. According to the theory developed by Snyder (1994; 1991), hope is goal-

oriented and comprised of two parts: agency (i.e., belief in one's capacity to initiate and 
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sustain actions) and pathways (i.e., belief in one's capacity to creatively generate routes 

to goal achievement). In terms of general well-being and adjustment to adversity, 

hopefulness is significantly inversely related to dysphoria (Chang & DeSimone, 2001); 

conversely, hopeful individuals who are under mild to moderate stress are better able to 

cope and less prone to psychological distress than their hopeless counterparts (Snyder 

et al., 1991). A hopeful outlook has been viewed as beneficial to overall human 

functioning (Yohani & Larsen, 2012).  

In terms of adverse posttraumatic responses, hopelessness and PTSD are both 

marked by a sense of foreshortened future (Irving, Telfer, & Blake, 1997), anger 

(Snyder, 1994), and hostility (Crowson, Frueh, & Snyder, 2001). Depleted levels of 

hope in conjunction with PTSD have been reported by civilians who have experienced 

a natural disaster (Glass, Flory, Hankin, Kloos, & Turecki, 2009), women who have 

experienced sexual and domestic violence (Machado, de Azevedo, Facuri, Vieira, & 

Fernandes, 2011; Palker-Corell & Marcus, 2004), and combat-exposed military 

veterans (Crowson et al., 2001; Hassija, Luterek, Naragon-Gainey, Moore, & Simpson, 

2012; Irving et al., 1997). In contrast, hope appears to mitigate stressful traumatic 

events and provide protection against the negative sequelae of trauma (Ai, Cascio, 

Santangelo, & Evans-Campbell, 2005; Glass et al., 2009; Sympson, 2000; Wu, 2011). 

Qualitative investigation provided evidence that following trauma exposure, Israeli 

soldiers who developed PTSD symptoms universally reported using hope as an 

immediate tool for recovery (Levi, Liechtentritt, & Savaya, 2012). Crowson and 

colleagues (2001) found evidence that veterans who obtained employment following 

discharge from the military displayed higher levels of hope than veterans who were as 
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yet unemployed. Despite increasing interest in the role of hope in recovery from 

trauma within military and veteran contexts, the relationship remains unexplored in 

policing populations.  

There is also initial evidence that hope may significantly predict posttraumatic 

growth. Levels of hopefulness have been positively correlated with levels of 

posttraumatic growth in Chinese individuals treated for oral cavity cancer (Ho et al., 

2011) and American parents of children with cancer (Hullmann, Fedele, Molzon, 

Mayes, & Mullins, 2014). Hope is also associated with a generally resilient outcome 

trajectory among Chinese individuals treated for colorectal cancer (Ho, Ho, Bonanno, 

Chu, & Chan, 2010). In contrast, conflicting analogue research has found that 

decreased levels of hope at baseline predicted increased posttraumatic growth at 

follow-up (Horswill & Carleton, 2014), and no relationship between hope and 

posttraumatic growth symptoms was reported post-bereavement (Michael & Snyder, 

2005). The relationship between hope and posttraumatic growth remains underexplored 

in general and absent in research with first responder samples. 

1.4.2.3 Optimism. Optimism refers to the anticipation of positive future 

outcomes and has demonstrable benefits in the face of adversity (Forgeard & Seligman, 

2012). Researchers studying dispositional optimism have found evidence that people 

with an optimistic outlook tend to see negative events as transient and not 

representative of typical life experiences (Peterson & Steen, 2009). Individuals high in 

optimism appear more likely to use adaptive coping strategies, directly address 

problems, and continue to attempt to achieve goals despite obstacles (Brissette, 

Scheier, & Carver, 2002). Structural equation modeling has led to the 
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conceptualization of optimism as highly correlated with, but separate from, 

hopefulness (Bryant & Cvengros, 2004); hopefulness involves personal goal 

attainment, whereas optimism appears to focus on anticipated positive quality of 

outcomes. 

Most researchers have focused on optimism as related to outcomes in situations 

of illness or injury; however, some researchers have considered the role of optimism in 

adverse posttraumatic responses. Fauerbach and colleagues (1999) initially showed 

optimism moderated the relationship between physical functioning following severe 

burn injury and subsequent development of ASD, such that individuals with higher 

levels of optimism were less likely to develop ASD after burn injury. Highly optimistic 

trauma-exposed women undergoing pregnancy and childbirth reported lower PTSD 

symptoms and greater use of active coping strategies (Rauch, Defever, Oetting, 

Graham-Bermann, & Seng, 2013). In terms of first responder literature, a sample of 

rescue and recovery workers who responded to an airplane crash site similarly 

displayed fewer symptoms of posttraumatic stress when reporting a greater optimistic 

outlook (Dougall, Hyman, Hayward, McFeeley, & Baum, 2001). Optimism is 

associated with reduced PTSD symptoms and work impairment in situations of 

combat-related stress (Thomas, Britt, Odle-Dusseau, & Bliese, 2011), and optimism 

was associated with psychological resilience and re-integration into society for 

repatriated prisoners of war (Segovia, Moore, Linnville, Hoyt, & Hain, 2012). Finally, 

one police study showed that high optimism was associated with decreased PTSD 

symptoms in a sample of New Zealand police officers following natural disaster relief 

work (Surgenor, Snell, & Dorahy, 2015). 
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Meta-analytic results have supported optimism as robustly predictive of 

posttraumatic recovery and growth (Prati & Pietrantoni, 2009). A total of 27 studies 

were considered and produced a moderate effect size of .23 across the broad range of 

samples. Optimism may encourage posttraumatic growth by promoting healthier 

coping strategies, threat reappraisal, and engagement in the cognitive reprocessing 

needed to cope with a traumatic event (Prati & Pietrantoni, 2009).  

1.5 Conclusion 

Trauma exposure and associated adverse mental health outcomes represent a 

grave concern for policing populations, yet little research exists to address this topic in 

a Canadian policing context. Additionally, several limitations affect the existing 

literature. First, the aforementioned Canadian studies have all relied on now-outdated 

versions of the DSM, predominantly the DSM-IV. Although there is consistency 

between the DSM-IV and DSM-5 conceptualizations of PTSD (Kilpatrick et al., 2013), 

DSM-5 diagnostic criteria may result in better sensitivity and specificity (Calhoun et 

al., 2012). Second, PTSD symptoms have only been investigated in one municipal 

sample thus far (Martin et al., 2009), with all other PTSD symptom research 

considering the RCMP (Asmundson & Stapleton, 2008; Goto, 2006) or an unspecified 

sample (Loo, 1986; Menard et al., 2016). As municipal and federal agencies are 

operationally distinct in many ways, consideration of potential trauma-related 

differences between law enforcement agencies at different levels of government has 

merit. Third, the nature of Canadian policing is shifting rapidly (Council of Canadian 

Academies, 2014) and changes in recent years may affect how agencies communicate 

about and respond to their officers’ exposure to trauma, possibly resulting in changes 
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to the mental health landscape in Saskatchewan officers since the previous 

investigation in 2008 (Asmundson & Stapleton). Fourth, posttraumatic growth has not 

been investigated in a Canadian policing context despite prominence in the broader 

trauma literature. Fifth, few predispositional variables outlined in the current literature 

review have been assessed in the Canadian policing context, and several have not been 

assessed in any policing context. The current dissertation was designed to address such 

limitations by characterizing the trauma-related experiences of police officers deployed 

in municipal agencies and the RCMP within the province of Saskatchewan. 

2.0 Method 

2.1 Research Design and Hypotheses 

 The current dissertation was initially designed to be quantitative in nature and 

to achieve two primary objectives. The first objective was to explore differences 

between municipal police and RCMP on demographic variables, risk and resilience 

variables, and posttraumatic outcomes. The second objective was to use cross-sectional 

methodology to assess risk factors (i.e., gender, adverse childhood experiences, IU, 

AS, personality, work disengagement, mental health symptoms) and resilience factors 

(i.e., social support, hope, optimism) broadly implicated in the development of both 

PTSD and posttraumatic growth. Quantitative hypotheses were as follows. 

1. Psychological risk factors (i.e., adverse childhood experiences, intolerance 

of uncertainty, anxiety sensitivity, personality factors, work disengagement, 

depression and anxiety symptoms) will be significantly (p < .05) positively 

associated with PTSD symptom reporting.  
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2. Psychological resiliency factors (i.e., social support, hope, optimism) will 

be significantly (p < .05) negatively associated with PTSD symptom 

reporting.  

3. Certain psychological factors (i.e., PTSD severity, agreeableness, social 

support, optimism, hope) will be significantly (p < .05) positively 

associated with posttraumatic growth.  

4. Certain psychological factors (i.e., neuroticism, work disengagement) will 

be significantly (p < .05) negatively associated with posttraumatic growth.  

The quantitative measures employed in the current dissertation were 

supplemented by an opportunity for participants to provide feedback on their 

participation, with the instructions as follows: “We welcome your feedback on the 

study that you have just completed. Please use the below textbox to provide any 

thoughts, suggestions, or feedback you might have. This feedback space is optional and 

you do not need to give a response.” The question was designed to solicit feedback 

about practical elements of the survey (e.g., typographical or survey design errors); 

however, the responses were unexpectedly detailed and provided important contextual 

information related to the above quantitative objectives. Mixed methods designs, where 

a major research design (e.g., quantitative) is supplemented by a research strategy not 

typically used in that design (e.g., focus groups, field notes, interview data), have the 

benefit of increased scope, comprehensiveness, and interpretability of data, as well as 

the triangulation of results (Morse, 2003). As such, the feedback responses were used 

to expand the original research design into a mixed methods design, encompassing 

both quantitative and qualitative data. The responses formed the basis of a qualitative 
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thematic analysis. As such, the third objective for the current dissertation was to 

contribute to the limited qualitative literature in policing by providing a description of 

trauma-related experiences in Saskatchewan police officers. Thematic network analysis 

was employed to interpret the qualitative data and a priori predictions about the nature 

or content of the officers’ feedback were not generated. 

2.2 Procedure and Participant Characteristics.  

 Permission to carry out the planned investigation was obtained from the 

Saskatchewan Association of Chiefs of Police (SACP) in April 2014. The SACP 

agreed to participate in the cross-sectional study and provided access to deployed 

Saskatchewan municipal police and RCMP officers. Ethical approval was subsequently 

obtained through the University of Regina Research Ethics Board in September 2014 

(REB File # 2014-134; Appendix A). Saskatchewan Police Chiefs were provided with 

a description of the research and a link to the confidential, web-based questionnaire 

battery. The police Chiefs arranged for the distribution of the description and link to all 

currently deployed police officers in each jurisdiction. The officers who read the 

description and elected to complete the questionnaire were administered online 

informed consent outlining the purpose of the study (Appendix B). Each officer who 

consented to participate completed an anonymous online questionnaire battery 

consisting of well-established self-report measures (detailed below) designed to assess 

posited risk, resilience, and trauma-related variables. The survey required 

approximately 30 to 45 minutes to complete.  

Sample size calculations were informed by power analyses conducted using 

G*Power statistical software (Faul, Erdfelder, Buchner, & Lang, 2009). Based on a 
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cautious estimate of moderate effect sizes of f =.20, α=.05 (1-tailed), power=.85, and 

13 predictor variables, the required sample size was n ≥ 111. A total of 769 officers 

consented to participate in the study and began participation, with a total of 505 

completed responses. Of the 505 completed responses, five participants reported they 

paid insufficient attention and did not feel their responses should be used. All 

subsequent quantitative analyses were conducted on the final sample of 500 

participants. Given that there were 2294 officers in Saskatchewan at the time of survey 

administration (Statistics Canada, 2016), this sample represents 21.7% of the police 

officers in Saskatchewan, a typical response rate for email-based surveys (Sheehan, 

2001) and comparable to previous police research (Korre, Farioli, Varvarigou, Sato, & 

Kales, 2014). Of the 500 survey completers, 101 participants (20.2%) opted to provide 

feedback with regards to their participation, which was used for the qualitative 

analysis. 

Demographic descriptive statistics are presented in Table 1. Demographic data 

for the municipal police sample (n = 148; 113 men, 35 women) was as follows. Of the 

respondents, one was age 18-25 (.7%), 12 were age 26-30 (8.1%), 24 were age 31-35 

(16.2%), 43 were age 36-40 (29.1%), 34 were age 41-45 (23%), 16 were age 46-50 

(10.8%), 14 were age 51-55 (9.5), and 4 were 56 or older (2.8%). The average time 

deployed as an officer was 15.0 years (SD = 7.5; range = 1–39). The identified ranks 

were Constable (50.7%), Corporal (6.8%), Inspector (5.4%), Sergeant (27.7%), and 

Staff Sergeant (4.1%). Participants were primarily heterosexual (n = 146; 98.6%), with 

one participant identifying as homosexual (.7%) and one as bisexual (.7%). In terms of 

ethnicity, participants identified as White (n = 138; 93.2%), First Nations (n =4; 2.7%), 
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Table 1. Demographic statistics. 

 
Municipal   RCMP 

 n %  n % 

Gender      

 Man 113 76.4  287 83.3 

 Woman 35 23.6  65 19 

Age      

 18-25 1 0.7  11 3.1 

 26-30 12 8.1  54 15.3 

 31-35 24 16.2  72 20.5 

 36-40 43 29.1  64 18.2 

 41-45 34 23  62 17.5 

 46-50 16 10.8  47 13.4 

 51-55 14 9.5  28 8.0 

 56 or older 4 2.8  14 4 

Ethnicity      

 Asian 1 0.7  1 0.3 

 Black 1 0.7  0 0 

 First Nations 4 2.7  29 8.2 

 White 138 93.2  305 86.6 

 Other 4 2.8  17 4.8 

Sexual orientation      

 Heterosexual 146 98.6  347 98.6 

 Homosexual 1 0.7  5 1.4 

 Bisexual 1 0.7  0 0 

Marital status      

 Single 4 2.7  29 8.3 

 Married/cohabitating 133 89.9  297 84.4 

 Separated/divorced 11 7.4  23 6.5 

 Widowed 0 0  2 0.6 

Education      

 Less than high school 1 0.7  0 0 

 High school 34 23  151 42.9 

 2- or 4-year program 103 69.6  183 52 

 Graduate/professional degree 10 6.8  18 5.1 

Rank      

 Constable 75 50.7  189 52.8 

 Corporal 10 6.8  69 19.6 

 Inspector 8 5.4  0 0 

 Sergeant  41 27.7  58 16.5 

 Staff Sergeant 6 4.1  26 7.4 

Note. Only demographic descriptors identified by at least one participant are reported.  
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Black (n = 1; .7%), Asian (n = 1; .7%), or other/multiracial (n = 4; 2.8%). Participants 

were single (n = 4; 2.7%), separated or divorced (n = 11; 7.4%), or married or 

cohabitating (n = 133; 89.9%). Self-reported education levels were less than high 

school (n = 1; .7%), completion of high school (n = 34; 23.0%), completion of a 2- or 

4-year college program (n = 103; 69.6%), and completion of a graduate or professional 

degree (n = 10; 6.8%). 

Demographic data for the RCMP sample (n = 352; 287 men, 65 women) is as 

follows. Of the respondents, 11 were age 18-25 (3.1%), 54 were age 26-30 (15.3%), 72 

were age 31-35 (20.5%), 64 were age 36-40 (18.2%), 62 were age 41-45 (17.5%), 47 

were age 46-50 (13.4%), 28 were age 51-55 (8.0%), and 14 were 56 or older (4.0%). 

The average time deployed as an officer was 12.9 years (SD = 8.5; range = 1–39). The 

identified ranks were Constable (52.8%), Corporal (19.6%), Sergeant (16.5%), and 

Staff Sergeant (7.4%). Participants were primarily heterosexual (n = 347; 98.6%), with 

five participants identifying as homosexual (1.4%). In terms of ethnicity, participants 

identified as White (n = 305; 86.6%), First Nations (n =29; 8.2%), Asian (n = 1; .3%), 

or other/multiracial (n = 17; 4.8%). Participants were single (n = 29; 8.3%), separated 

or divorced (n = 23; 6.5%), married or cohabitating (n = 297; 84.4%), or widowed (n = 

2; .6%). Self-reported education levels were completion of high school (n = 151; 

42.9%), completion of a 2- or 4-year college program (n = 183; 52.0%), and 

completion of a graduate or professional degree (n = 18; 5.1%). 

The participant sample for the qualitative analysis was comprised of the subset 

of 101 participants who chose to provide feedback following participation. The subset 
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of individuals utilized in qualitative analysis did not have significantly different 

demographics when compared to the full sample. In total, 101 officers (31 municipal, 

70 RCMP) provided qualitative feedback comments. The subset had 23 women 

(22.8%). Of the respondents, 17 were age 26-30 (16.8%), 20 were age 31-35 (19.8%), 

18 were age 36-40 (17.8%), 21 were age 41-45 (20.8%), 13 were age 46-50 (12.9%), 9 

were age 51-55 (8.9%), and 3 were 56 or older (3.0%). The average time deployed as 

an officer was 13.9 years (SD = 8.2; range = 1–37). Participants were primarily 

heterosexual (n = 99; 98.0%), with two participants identifying as homosexual (2.0%). 

In terms of ethnicity, participants identified as White (n = 91; 90.1%), First Nations (n 

=8; 7.9%), Asian (n = 1; 1.0%), or other/multiracial (n = 1; 1.0%). Participants were 

single (n = 8; 7.9%), separated or divorced (n = 5; 5.0%), or married or cohabitating (n 

= 88; 87.1%). Self-reported education levels were completion of high school (n = 43; 

42.6%), completion of a 2- or 4-year college program (n = 52; 51.5%), and completion 

of a graduate or professional degree (n = 6; 5.9%). 

2.3 Standardized Measures.  

 The Life Events Checklist-5 (LEC-5; Weathers et al., 2013). The LEC-5 is a 

self-report measure consisting of 16 events believed to result in distress or increased 

risk for PTSD (e.g., ‘assault with a weapon’) and one item labeled ‘any other very 

stressful event or experience’. Participants respond to each item by selecting from the 

following options: happened to me, witnessed it, learned about it, part of my job, not 

sure, and doesn’t apply. The LEC-5 was adapted from the original LEC by the 

modification of one item and the addition of the response category part of my job. 

Psychometric properties are unavailable for the LEC-5; however, the original LEC has 
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shown utility as a stand-alone assessment of traumatic exposure, stable test-retest 

reliability, an overall reliability of .61, and acceptable convergence of .55 with similar, 

more in-depth assessments of trauma exposure (Gray, Litz, Hsu, & Lombardo, 2004). 

The Posttraumatic Stress Disorder Checklist-5 (PCL-5; Weathers et al., 2013). 

The PCL-5 is a 20-item self-report measure that corresponds to DSM-5 PTSD 

symptom clusters (avoidance, numbing, hyperarousal, or re-experiencing). Items 

experienced in the last month, such as “Repeated, disturbing memories, thoughts, or 

images of the stressful experience,” are rated on a 0 (not at all) to 4 (extremely) Likert 

scale. The survey instructed participants to report PTSD symptoms stemming from the 

index trauma identified by the LEC-5. Preliminary psychometric analyses of the PCL-5 

indicate acceptable to excellent internal consistency, test-retest reliability, and 

convergent validity (Sveen, Bondjers, & Willebrand, 2016). Additionally, the original 

DSM-IV-TR version of the PCL (Weathers, Litz, Huska, & Keane, 1994) has a high 

diagnostic efficiency of .90 (Buckley, Blanchard, & Hickling, 1996) and strong 

convergent validity with other trauma measures (Weathers et al., 1994). For the 

municipal sample, internal consistency was excellent for total scores (α=.96) and all 

subscale scores (αs=.90–.92), with an average inter-item correlation of .56. For the 

RCMP sample, internal consistency was excellent for total scores (α=.96) and good to 

excellent for all subscale scores (αs=.87–.91), with an average inter-item correlation of 

.67. 

The Posttraumatic Growth Inventory (PTGI; Tedeschi & Calhoun, 1996). The 

PTGI is a 21-item questionnaire assessing positive growth in response to traumatic 

events. Items such as “I know better that I can handle difficulties” are rated on a 0 (I 
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did not experience this change as a result of my crisis) to 5 (I experienced this change 

to a very great degree as a result of my crisis) Likert scale. The survey contains five 

subscales: 1) new possibilities, 2) ability to relate to others, 3) personal strength, 4) 

appreciation for life, and 5) spiritual change. Low summed scores indicate low 

posttraumatic growth and high summed scores indicate high posttraumatic growth. The 

PTGI displayed acceptable test-retest reliability in the original psychometric research 

at r = .71 (Tedeschi & Calhoun, 1996). The surveys instructed participants to report 

only growth experiences which occurred as a result of the index trauma identified by 

the LEC-5, and the PTGI was temporally placed following the PCL-5. For the 

municipal sample, internal consistency was excellent for total scores (α = .94) and 

good for all subscale scores (αs = .80-89), with an average inter-item correlation of .43. 

For the RCMP sample, internal consistency was excellent for total scores (α = .95) and 

good for all subscale scores (αs = .80–.88), with an average inter-item correlation of 

.47. 

The Adverse Childhood Experiences – International Questionnaire (ACE-IQ; 

Felitti et al., 1998). The ACE-IQ is a retrospective, self-report questionnaire that 

assesses the occurrence of adverse childhood experiences up to the age of 18 years. 

The measure consists of yes/no questions pertaining to adverse childhood experiences 

and yields nine categories of childhood abuse and household dysfunction. The 

categories include physical abuse, recurrent emotional abuse, contact sexual abuse, 

emotional/physical neglect, parental separation or divorce, violent treatment towards 

the mother, substance abuse in the home, mentally ill or suicidal household member, 

and incarcerated household member. For the municipal sample, internal consistency 
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was acceptable (α = .71) with an average inter-item correlation of .21. For the RCMP 

sample, internal consistency was acceptable (α = .73) with an average inter-item 

correlation of .18. 

The Intolerance of Uncertainty Scale, Short Form (IUS-12; Carleton et al., 2007) 

is a 12-item questionnaire that measures responses to uncertainty, ambiguous 

situations, and the future. Items are rated on a 5-point Likert scale ranging from 1 (not 

at all characteristic of me) to 5 (entirely characteristic of me). The IUS-12 has a 

continuous latent structure and has been shown to have two factors (Carleton et al., 

2007; McEvoy & Mahoney, 2011), prospective IU (7 items; e.g., “I can’t stand being 

taken by surprise”) and inhibitory IU (5 items; e.g., “When it’s time to act, uncertainty 

paralyses me”). The IUS-12 has shown sound psychometric properties across 

psychometric research (Carleton et al., 2007; Khawaja & Lai, 2010) and strong internal 

consistency for the total and subscale scores (αs range from .85 to .91; Carleton et al., 

2007). For the municipal sample, internal consistency was good for total scores (α = 

.88) and good for all subscale scores (αs = .80-84), with an average inter-item 

correlation of .39. For the RCMP sample, internal consistency was excellent for total 

scores (α = .90) and good for all subscale scores (αs = .83–.85), with an average inter-

item correlation of .42. 

The Anxiety Sensitivity Index-3 (ASI-3; Taylor et al., 2007). The ASI-3 is an 18-

item self-report measure assessing the tendency to fear anxiety symptoms based on the 

belief that they may have harmful consequences. Items such as “When my chest feels 

tight, I get scared that I won't be able to breathe properly” are rated on a 0 (agree very 

little) to 4 (agree very much) Likert scale. Factor analysis supports a three factor 



53 

 

structure (i.e., somatic, cognitive, and social fears), which correspond to the three 

theorized dimensions of AS (i.e., fear of somatic sensations, fear of cognitive 

dyscontrol, and fear of socially observable signs of anxiety, respectively). The ASI-3 

has better factorial validity and internal consistency relative to the original Anxiety 

Sensitivity Index (Peterson & Reiss, 1992) and has displayed convergent, discriminant, 

and criterion validity (Taylor et al., 2007). For the municipal sample, internal 

consistency was excellent for total scores (α = .93) and good to excellent for all 

subscale scores (αs = .81-92), with an average inter-item correlation of .45. For the 

RCMP sample, internal consistency was excellent for total scores (α = .93) and good to 

excellent for all subscale scores (αs = .82–.91), with an average inter-item correlation 

of .46. 

The Big Five Mini-Markers (B5MM; Saucier, 1994). The B5MM is a 40-item 

self-report measure corresponding to the five personality dimensions identified in the 

Big Five model. Traits such as “envious” or “warm” are rated on a 1 (extremely 

inaccurate) to 9 (extremely accurate) Likert scale. This scale has good internal 

consistency (αs range from .78 to .83; Saucier, 1994) and discriminant validity 

(Mullins-Sweatt, Jamerson, Samuel, Olson, & Widiger, 2006). For the municipal 

sample, internal consistency was poor for conscientiousness (α = .48) but good to 

excellent for the other facets (α = .79–.88). For the RCMP sample, internal consistency 

was poor for conscientiousness (α = .43) but acceptable to excellent for the other facets 

(α = .64–.86).  

The Utrecht Work Engagement Scale-9 items (UWES-9; Schaufeli et al., 2006). 

The UWES-9 is a 9-item questionnaire assessing a person’s work-related state of 
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fulfillment. Questions such as “I am proud of the work that I do” are rated on a 6-point 

scale from 0 (never) to 6 (always). The UWES-9 has shown strong internal consistency 

(αs = .75 to .85) and a more temporally stable factor structure than longer versions of 

the UWES (Seppälä et al., 2009). For the municipal sample, internal consistency was 

excellent (α = .92) with an average inter-item correlation of .56. For the RCMP sample, 

internal consistency was excellent (α = .93) with an average inter-item correlation of 

.58. 

The Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977). 

The CES-D is a self-report questionnaire designed to measure symptoms of depression 

experienced over the past week. Each item is rated on a 4-point scale for symptom 

occurrence ranging from 0 (rarely or none of the time) to 3 (most or all of the time). 

The CES-D has shown high internal consistency and a reliability of α = .91 (Radloff, 

1977). For the municipal sample, internal consistency was excellent (α = .90) with an 

average inter-item correlation of .32. For the RCMP sample, internal consistency was 

excellent (α = .92) with an average inter-item correlation of .38. 

The Generalized Anxiety Disorder Scale-7 (GAD-7; Spitzer, Kroenke, & 

Williams, 2006). The GAD-7 is a 7-item self-report measure assessing for symptoms 

of anxiety and worry. Participants are asked to rate their experiences of symptoms over 

the last two weeks (e.g., “feeling nervous, anxious, or on edge”) on a 1 (several days) 

to 3 (nearly every day) Likert scale. The GAD-7 has shown good reliability, and 

construct, criterion, procedural, and factorial validity (Spitzer et al., 2006) as well as 

good internal consistency (α = .89) and inter-item correlations (.45-.65) in a 

community sample (Lowe et al., 2008). For the municipal sample, internal consistency 
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was excellent (α = .91) with an average inter-item correlation of .59. For the RCMP 

sample, internal consistency was excellent (α = .91) with an average inter-item 

correlation of .59. 

The Interpersonal Support Evaluation List (ISEL; Cohen & Hoberman, 1983). 

The ISEL is a 40-item measure that assesses perceived social support in four 

categories: appraisal (emotional support), belonging (companionship), self-esteem 

(positive self-comparison to others), and tangible support (provision of physical 

resources). Half of the 40 items on the ISEL are positive statements and half are 

negative statements about social relationships. Items such as “When I need suggestions 

on how to deal with a personal problem, I know someone I can turn to” are rated on a 0 

(definitely false) to 3 (definitely true) Likert scale. Internal reliability ranges from .88 

to .90 and test-retest correlation of .70 for total ISEL scores (Cohen, Mermelstein, 

Kamarck, & Hoberman, 1985). For the municipal sample, internal consistency was 

excellent for total scores (α = .95) and good for all subscale scores (αs = .81-88), with 

an average inter-item correlation of .33. For the RCMP sample, internal consistency 

was excellent for total scores (α = .95) and good for all subscale scores (αs = .80–.88), 

with an average inter-item correlation of .35. 

The Adult Hope Scale (AHS; Snyder et al., 1991). The AHS is a 16-item self-

report measure consisting of 4 items reflecting pathways, 4 items reflecting agency, 

and 4 distracter items. Items such as “I energetically pursue my goals” are rated on a 1 

(definitely false) to 4 (definitely true) Likert scale. Total scores range from a low of 8 to 

a high of 32. Total hope is scored by summing the pathways and agency subscales. The 

AHS has good internal reliability ranging from .74 to .84 and test–retest correlation of 
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.82 over 10 weeks (Snyder et al., 1991). For the municipal sample, internal consistency 

was excellent for total scores (α = .90) and good for all subscale scores (αs = .82-86), 

with an average inter-item correlation of .54. For the RCMP sample, internal 

consistency was good for total scores (α = .89) and acceptable to good for all subscale 

scores (αs = .78–.86), with an average inter-item correlation of .50. 

The Life Orientation Test-Revised (LOT-R; Scheier, Carver, & Bridges, 1994). 

The LOT-R is a 10-item self-report questionnaire measuring individual differences in 

generalized optimism and pessimism. The total score is generated from six of the 

items, three of which are reverse scored. The LOT-R was revised from the original Life 

Orientation Test (Scheier & Carver, 1985). Questions such as “I’m always optimistic 

about my future” are rated on a 5-piont scale ranging from 1 (I agree a lot) to 5 (I 

disagree a lot). The LOT-R has demonstrated acceptable internal consistency (α = .78) 

and test-retest reliability (αs = .56-.79) (Scheier et al., 1994). For the municipal sample, 

internal consistency was good (α = .85) with an average inter-item correlation of .51. 

For the RCMP sample, internal consistency was good (α = .86) with an average inter-

item correlation of .52. 

2.4 Analytical Strategy 

2.4.1 Quantitative strategy. Analyses were conducted using SPSS version 

21.0. Bootstrapping was used throughout the analyses. Descriptive statistics and 

frequencies were used to characterize the trauma exposure of the current sample. 

Independent samples t-tests were used to compare the municipal and RCMP groups 

with published PCL-5 mean scores in undergraduate, community, and military 

samples. Adjusting for multiple comparisons, using for example the Bonferroni 
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procedure (i.e., the alpha is divided by the total number of tests performed), has 

typically been recommended for safeguarding against significance due to chance 

(García, 2004). Such adjustments for potential Type I error have the unfortunate effect 

of increasing the possibility of a Type II error (Nakagawa, 2004; Rothman, 1990). The 

Bonferroni family of corrections is particularly punitive for detailed research involving 

several variables (Moran, 2003). Preferring to safeguard against Type I error 

presupposes that observed differences are most likely to be due to chance, rather than 

assuming they are most likely to be observable and measurable phenomenon (Perneger, 

1998; Rothman, 1990).  

Several researchers have proposed alternatives to multiple comparison 

corrections. Moran (2003) suggests that, particularly for studies which present novel 

findings of potential import to a field, all statistical information should be presented, 

but conclusions should be focused on experimental design, logical differences between 

groups, and power analyses. Bender and Lange (2001) note that corrections are not 

inherently necessary to exploratory research with no clear hypothesis about 

directionality (as is the case with regard to sample differences in the present 

dissertation); instead, they suggest that any significant findings be labelled exploratory 

and verified with independent rigorous hypothesis-based testing. Similarly, Westfall 

and Young (1993) provide evaluation criteria of whether the results can be replicated, 

if comparisons were planned in advance, and whether the results are logical and 

reasonable. Effect sizes have been recommended strongly over p-values, particularly 

given that effect sizes occur independently of sample size and cannot be inflated in the 
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same manner (Ferguson, 2009). The present dissertation draws from these 

recommendations in presenting and interpreting comparison-based significance testing. 

A probable diagnosis of PTSD was calculated as participants scoring 

‘moderately’ or higher on at least one intrusion symptom, one avoidance symptom, two 

negative cognition or mood symptoms, and two hyperarousal symptoms, as required by 

the DSM-5 PTSD diagnostic structure (APA, 2013). This method has been utilized 

previously with the PCL-5 (e.g., Roth, Cyr, Levine, King, & Richardson, 2016) and 

provides a clearer analogue for the diagnosis of PTSD rather than a cut-off score, 

which may not accurately represent all four symptom clusters. Clinical levels of 

depression and anxiety symptoms were determined based on established cut-off scores 

recommended for CES-D (i.e., a score of 16 or greater; Lewinsohn, Seeley, Roberts, & 

Allen, 1997) and the GAD-7 (i.e., a score of 10 or greater; Spitzer et al., 2006). 

Chi-square tests and t-tests were performed to compare municipal police and 

RCMP groups on all variables of interest. Hierarchical regressions were performed 

separately for each type of service (i.e., municipal and RCMP) to assess the 

relationships between independent and dependent variables. To test hypotheses 1 and 

2, the first series of regressions considered PCL-5 total and subscale scores as 

dependent variables. Independent variables consisted of the posited risk and resilience 

factors. Based on theoretical primacy, the following hierarchical model was employed: 

years deployed was entered into step 1; ACE-IQ, IUS-12, ASI-3, the five B5MM facets 

of personality, and ISEL were entered into step 2; and UWES-9, AHS, and LOT-R 

were entered into step 3. To test hypotheses 3 and 4, the second series of regressions 

considered PTGI total and subscale scores as dependent variables. Based on theoretical 
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primacy, the following hierarchical model was employed: years deployed and PCL-5 

were entered into step 1; ACE-IQ, IUS-12, ASI-3, the B5MM personality facets, and 

ISEL were entered into step 2; and UWES-9, AHS, and LOT-R were entered into step 

3. 

2.4.2 Qualitative strategy.  

2.4.2.1 Ethics and analytic validity. Prior to presenting the qualitative analytic 

strategy, a relevant ethical dilemma must be noted. Qualitative analysis typically relies 

on the words provided by participants (i.e., the use of direct quotations) to serve as 

evidence for the analytic outcomes; however, since the current study was initially 

intended to be purely quantitative, the participants’ consent form included the 

following sentence: “Findings from the current study will only be presented in 

aggregate form so that no individuals can be identified.” The population under study is 

also highly visible and identification of any one officer could result in the potential for 

damage to his or her personal or professional life, particularly if they criticized their 

organization or disclosed the status of their mental health. As it became clear that the 

qualitative feedback provided valuable context and a mechanism of triangulation, the 

researcher conducted an ethical decision-making process regarding how to utilize the 

qualitative feedback. The ethical decision-making process followed the steps outlined 

by the Canadian Psychological Association (Canadian Psychological Association, 

2000). The steps include a thorough exploration of possible options (e.g., presenting 

verbatim quotations, presenting the analysis without verbatim quotations, not analyzing 

the data at all), as well as resulting costs and benefits to relevant stakeholders (e.g., 

participating officers, non-participating officers, police agencies, the researcher and 
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research team). Additionally, the literature on ethical obligations in qualitative research 

was reviewed. Numerous sources note that researchers are obligated to anticipate all 

possible outcomes of their research, to balance benefit with any possible harm, and to 

carefully consider how best to preserve anonymity and protection of the participant 

population (e.g., Bell & Neill, 2016; Biruski, 2014; Orb, Eisenhauer, & Wynaden, 

2001; Oye, Sorensen, & Glasdam, 2016; Petrova, Dewing, & Camilleri, 2016). Based 

on the ethical decision-making process and consultation with the literature it was 

determined that inclusion of direct quotations in the present dissertation was in 

contradiction to the consent form participants filled out, carried a risk of identification 

of participants, and could result in perceived betrayal and alienation from researchers 

and future research. Given these concerns, the qualitative analysis does not provide the 

kind of verbatim narrative passages and direct quotations often reported in qualitative 

research.  

Although there is precedent for qualitative psychological research being 

published without providing direct quotations, the absence of quotations is not 

preferable or advisable (Hoyt & Bhati, 2007). There may be concern that qualitative 

analysis presented without quotations is representative of the researcher’s voice rather 

than the participant’s voice (Hunt, 2011); accordingly, special care was taken to ensure 

rigor and validity (i.e., trustworthiness) of the data analysis (Yeh & Inman, 2007). One 

strategy was the use of keeping a reflexive journal to identify the researcher’s own 

opinions and conceptual assumptions about the data (LeCompte, Tesch, & Goetz, 

1993). Further, all of the available feedback quotations, rather than a select subset, 

were analyzed in order to ensure theoretical saturation and prevent bias (Morse, 2015). 
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The strategy of using a stability check was borrowed from Consensual Qualitative 

Research methodology (Hill, Thompson, & Williams, 1997), wherein categories were 

generated from the first two thirds of the data, refined, and then tested for theoretical fit 

with the last third of the data. When writing the descriptions, information was 

presented where possible about how themes were talked about (e.g., tone) and how 

frequently the themes arose (Bazeley, 2009). Every attempt was made to keep the data 

analysis free from undue influence by the sociopolitical context (Scheuer, 2003).  

Validity was also bolstered because the mixed method nature of the data 

allowed for data triangulation (Morse, 2015). Triangulation is a strategy employed to 

secure depth of understanding in researching a particular construct (Denzin, 2012). 

Triangulation provides several advantages to research, including identification of 

relevant information which may have gone otherwise unnoticed (Thurmond, 2001), 

observing where results converge and diverge (Connelly, Bott, Hoffart, & Taunton, 

1997), and mitigating the flaws of one methodology with the strengths of another 

(Mitchell, 1986). Forms of triangulation include utilizing more than one investigator, 

theoretical stance, source of data, analytic approach, and/or methodological approach 

(Thurmond, 2001). The type of triangulation applied in the present dissertation is 

across-method triangulation, or the consideration of quantitative questionnaires and 

qualitative feedback responses from the same study (Denzin, 1989). In keeping with 

the principle of triangulation, respondents’ written responses and the quantitative 

results were placed into context with each other wherever possible in the discussion. 

In addition to the above strategies for ensuring validity, the researcher engaged 

in debriefing with a peer doctoral student, Ms. Kimberly Zorn. Ms. Zorn has more than 
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eight years of experience conducting qualitative and mixed methods research, 

culminating in peer-reviewed publications and community reports, as well as 

completion of successfully defended Masters and doctoral theses. During the analysis 

phase Ms. Zorn met with the researcher several times to discuss, and ensure adherence 

to, the analytic strategy described below. Ms. Zorn provided both practical and 

theoretical guidance. The researcher checked in with Ms. Zorn several times during the 

process of generating codes and organizing them into themes. She provided insight into 

steps such as distilling a large number of codes and practical strategies for discerning 

organizing themes. In subsequent meetings, the researcher discussed emerging 

categories and themes with Ms. Zorn. Throughout the process, Ms. Zorn encouraged 

the researcher to consider the role of researcher bias and guard against such bias in the 

qualitative analysis. 

With regard to researcher bias, the researcher identified several potential areas 

of bias to be cognizant of during the analysis phase. In particular, the researcher had 

previous work experience as a doctoral practicum student with the RCMP ‘F’ Division 

Health Services, has been involved in the development of research grants for studying 

first responders over her graduate training, and has social acquaintances who are 

members of Canadian police services. These experiences resulted in pre-existing 

knowledge about individual officers’ experiences with policing and trauma. An 

additional source of bias may stem from occasional contact with members of the 

Saskatchewan Association for Chiefs of Police, particularly upon the occasions when 

the researcher presented the proposal and a progress update at formal meetings. For 

example, at these meetings the topic of PTSD in police services was treated as an area 
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of significant concern for chiefs of police. Finally, the researcher has developed a 

clinical interest in the experience of posttraumatic growth in first responder populations 

and may be primed to find instances of posttraumatic growth more salient than other, 

less anticipated themes. These potential areas of bias were monitored through a process 

termed reflexitivity, or the continuous critical examination of both the primary research 

data and the researcher’s own interpretations of this data (Guillemin & Gillam, 2004). 

Through journaling, as well as consultation with primary supervisor Dr. Carleton and 

peer Ms. Zorn, the researcher was mindful of these areas for potential bias and made 

every effort to maintain objectivity in analysis. 

2.4.2.2 Analytic strategy. The analytic method of thematic networking was 

chosen to transparently and explicitly describe and illustrate the process for identifying 

themes within the data (Attride-Stirling, 2001). Thematic networking is atheoretical, 

allowing for flexible yet rich interpretations of the data (Braun & Clarke, 2006). The 

current study used a contextual approach, where the analysis attempted to both reflect 

the reality and meaning-making of the individual respondents while also placing the 

individual realities into the context of the broader Canadian policing environment. The 

analytic process followed the thematic networking procedure outlined by Attride-

Stirling (2001) and Braun and Clarke (2006); specifically, the researcher engages in the 

process of identifying codes in the data (i.e., basic themes), grouping these basic 

themes into secondary abstract concepts (i.e., organizing themes), and determining 

overarching metaphors or interpretations (i.e., global themes).   

Using the described contextual approach and the coding framework described 

by Attride-Stirling (2001), codes were developed initially through multiple readings of 
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the qualitative feedback. In a process termed horizontalization (Attride-Stirling, 2001), 

significant statements, sentences, or quotes were coded to shed insight into how police 

officers experience duty-related trauma. Potential codes were identified based on word 

repetition and other lexical patterns, key words or phrases representing salient issues in 

the feedback, theoretical concepts underpinning the research study and its responses, 

and the researcher’s initial impressions of the feedback. The first two thirds of the 

feedback were examined multiple times using this process, whereupon theoretical 

saturation was achieved and no new codes were being generated. The resulting code 

lists were then compared to narrow down a list of codes which best fit the data. The 

first two thirds of the qualitative data were compared to the narrowed code list once 

more to ensure no substantial themes were missing from the code list. The final third of 

the data was subsequently analyzed using the code list. Minor modifications were made 

to the code list as a result. Finally, a clean copy of the entire data set was reviewed and 

coded according to final list of codes. 

The final list of codes consisted of 24 statements or phrases representing the 

basic themes of the data. The identified statements were then organized into clusters of 

similar meaning (i.e., organizing themes). This process resulted in eight organizing 

themes that were further ordered into three global themes. The statements and 

overarching themes were then represented in written paragraphs to define the essential 

structure or common experiences of trauma exposure. Patterns between basic themes 

were described in the context of their overarching organizing theme, and patterns 

between organizing themes were described in the context of their overarching global 

theme. The qualitative analysis employed in the current study was highly iterative 
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(Polkinghorne, 2005; Suzuki, Ahluwalia, Arora, & Mattis, 2007) and modifications 

were made to basic, organizing, and global themes throughout the analytic process. The 

researcher referred back to the original quotations at all stages of the analytic process, 

from initial generation of categories and themes, through to the final drafting of the 

current dissertation.  

3.0 Quantitative Results 

 Descriptive statistics for each police sample are presented in Table 2 and 

correlations are presented in Table 3. For large samples, Field (2013) recommends 

assessing skew and kurtosis by visually inspecting score distribution plots, which for 

the current data suggested non-normal distributions. In terms of requirements of 

normality for correlational analyses, the central limit theorem suggests that utilizing 

bootstrapping for sampling distributions will result in a normal distribution of 

parameter estimates, particularly in instances of non-normal data with large sample 

sizes (Field, 2013). The sample size in the current study, both for the total sample and 

within each sample of officers, exceeded Field’s (2013) recommended minimum for 

the central limit theorem to take effect. As such, bootstrapping was employed for all 

analyses to maximize the normality of the parameter estimates.  

3.1 Trauma Exposure and Mental Health  

All of the 148 municipal officers who responded reported experiencing at least 

one potentially traumatic event at some point in their lives. A subset of 131 (86%) 

responding municipal officers reported one specific traumatic event as particularly 

distressing (i.e., identified an index trauma) and, of those, 107 (82%) reported 

experiencing the event on duty and 24 (18%) reported experiencing the event off duty 

(i.e., in their personal lives). Among the 131 who identified an index trauma, 18 (12%  
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Table 2. Descriptive statistics. 

 
Municipal officers RCMP officers 

 M SD M SD 

ACEIQ Total 5.439 2.064 5.838 2.099 

AHS Pathways Subscale 26.662 3.654 25.750 3.716 

AHS Agency Subscale 26.993 3.613 25.574 4.379 

AHS Total 53.655 6.829 51.324 7.544 

ASI-3 Somatic Subscale 2.088 3.933 2.702 4.282 

ASI-3 Cognitive Subscale 1.682 3.494 2.460 4.203 

ASI-3 Social Subscale 5.703 4.656 6.173 4.994 

ASI-3 Total 9.473 10.387 11.335 11.833 

B5MM Openness Subscale 44.507 7.238 42.486 8.125 

B5MM Conscientiousness Subscale 56.264 9.882 52.659 9.945 

B5MM Extraversion Subscale 42.095 7.046 40.943 6.921 

B5MM Agreeableness Subscale 50.804 6.707 50.440 7.517 

B5MM Neuroticism Subscale 33.730 10.700 34.659 10.219 

CES-D Total 9.189 8.212 12.645 10.390 

GAD-7 Total 3.243 3.877 4.540 4.984 

IUS-12 Total 23.122 6.943 23.966 8.035 

IUS-12 Inhibitory Subscale 7.027 2.416 7.569 3.239 

IUS-12 Prospective Subscale 16.095 5.079 16.307 5.482 

ISEL Appraisal Subscale 14.723 2.070 14.963 2.624 

ISEL Tangible Subscale 14.966 2.042 14.972 2.421 

ISEL Self Esteem Subscale 13.960 2.258 14.102 2.216 

ISEL Belonging Subscale 15.453 2.302 15.031 2.521 

ISEL Total 59.101 5.882 59.068 6.318 

LOT-R Total 22.426 4.878 21.096 5.009 

PCL-5 Re-Experiencing Subscale 4.565 4.234 5.677 4.982 

PCL-5 Avoidance Subscale 1.840 2.194 2.348 2.324 

PCL-5 Numbing Subscale 4.985 6.182 6.565 6.605 

PCL-5 Hyperarousal Subscale 5.290 5.499 6.556 5.744 

PCL-5 Total 16.679 16.395 21.146 17.858 

PTGI Relating to Others Subscale 14.229 6.861 14.401 7.231 

PTGI New Possibilities Subscale 9.985 5.617 10.137 5.674 

PTGI Personal Strength Subscale 9.916 4.679 10.267 5.077 

PTGI Spiritual Change Subscale 3.580 2.502 3.587 2.439 

PTGI Appreciation of Life Subscale 8.870 3.882 9.068 4.149 

PTGI Total 46.580 19.620 47.460 21.190 

UWES-9 Total 34.615 8.141 31.236 9.611 

Note. ACEIQ = Adverse Childhood Events – International Questionnaire; AHS = Adult Hope Scale; ASI-3 = 

Anxiety Sensitivity Index-3; B5MM = Big 5 Mini Markers; CES-D = Center for Epidemiologic Studies – 

Depression Scale; GAD-7 = Generalized Anxiety Disorder 7-item Scale; IUS-12 = Intolerance of Uncertainty 

12-item Scale; ISEL = Interpersonal Support Evaluation List; LOT-R = Life Orientation Test – Revised; PCL-5 

= Posttraumatic Checklist for DSM-5; PTGI = Posttraumatic Growth Inventory; UWES-9 = Utrecht Work 

Engagement Scale–9.  
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Table 3. Pearson correlations in the Municipal police (RCMP).  

 ACEIQ 

Total 
2 3 4 5 6 7 8 9 10 11 12 13 14 15 

2. AHS Total 
.01 

(-.07) 
              

3. ASI-3 Total 
.02 

(.09) 

-.39*** 

(-.36***) 
             

4. B5MM-O 
-.05 
(.01) 

.20* 

(.14**) 
-.09 

(-.03) 
            

5. B5MM-C 
.08 

(-.07) 

.38*** 

(.25***) 

-.15 

(-.06) 

.11 

(.10) 
           

6. B5MM-E 
-.11 

(-.03) 

.19* 

(.26***) 

-.20* 

(-.15**) 

.07 

(-.01) 

.09 

(.13*) 
          

7. B5MM-A 
-.01 

(-.06) 

.31*** 

(.17***) 

-.04 

(-.13*) 

.10 

(.35***) 

.31*** 

(.09) 

.02 

(.06) 
         

8. B5MM-N 
.13 

(.06) 
-.31*** 

(-.37***) 
.47*** 

(.47***) 
-.06 

(-.03) 
-.16 

(-.08) 
-.05 

(-.06) 
-.16 

(-.16**) 
        

9. CES-D 

Total 

.04 

(.15**) 

-.58*** 

(-.54***) 

.54*** 

(.57***) 

-.11 

(.02) 

-.23** 

(-.18***) 

-.14 

(-.20***) 

-.25** 

(-.13*) 

.42*** 

(.44***) 
       

10. GAD-7 

Total 

.01 

(.10) 

-.40*** 

(-.41***) 

.67*** 

(.60***) 

-.17* 

(.08) 

-.16* 

(-.04) 

-.09 

(-.15**) 

-.13 

(-.11*) 

.50*** 

(.47***) 

.73*** 

(.83***) 
      

11. ISEL 

Total 

.01 

(-.06) 

.02 

(-.01) 

.08 

(.06) 

-.07 

(.04) 

-.13 

(-.12*) 

-.03 

(-.06) 

.05 

(.03) 

.18* 

(.05) 

.14 

(.04) 

.21** 

(.04) 
     

12. IUS-12 
Total 

.12 
(.01) 

-.31 
(-.37***) 

.60*** 

(.61***) 
.01 

(.11*) 
-.01 
(.10) 

-.20* 

(-.09) 
-.18* 

(-.14**) 
.56*** 

(.50***) 
.46*** 

(.51***) 
.53*** 

(.58***) 
.08 

(-.02) 
    

13. LOT-R 

Total 

-.11 

(-.07) 

.59*** 

(.56**) 

-.49*** 

(-.43**) 

.18* 

(.03) 

.17* 

(.13*) 

.17* 

(.16***) 

.28** 

(.26**) 

-.49** 

(-.50**) 

-.62** 

(-.61**) 

-.50** 

(-.58***) 

-.59** 

(.06) 

-.50** 

(-.55***) 
   

14. PCL-5 

Total 

-.05 

(.08) 

-.41*** 

(.52***) 

.53*** 

(.52***) 

.01 

(.12*) 

-.14 

(-.01) 

-.08 

(-.08) 

-.21* 

(-.13*) 

.27** 

(.39***) 

.67*** 

(.62***) 

.63*** 

(.64***) 

-.02 

(-.07) 

.47*** 

(.50***) 

-.56** 

(-.50**) 
  

15. PTGI 

Total 

.18* 

(.15**) 

.02 

(.16**) 

.20* 

(.16**) 

.04 

(.16**) 

-.05 

(.04) 

-.10 

(.06) 

.10 

(.15**) 

.25** 

(.18***) 

.09 

(.08) 

.12 

(.15**) 

.01 

(.07) 

.14 

(.22***) 

-.18* 

(-.06) 

.25** 

(.23***) 
 

16. UWES-9 
Total 

-.08 
(.03) 

.51*** 

(-.28***) 
-.37*** 

(-.28***) 
.17* 

(.01) 
.15 

(.08) 
.26*** 

(.16**) 
.28*** 

(.21***) 
-.20* 

(-.23***) 
-.48*** 

(-.37***) 
-.33*** 

(-.37***) 
.07 

(.02) 
-.35*** 

(-.30***) 
.34** 

(.47**) 
-.37*** 

(-.30***) 
.01 

(.05) 

Note. ACEIQ = Adverse Childhood Events – International Questionnaire; AHS = Adult Hope Scale; ASI-3 = Anxiety Sensitivity Index-3; B5MM = Big 5 Mini Markers; CES-D = Center for 
Epidemiologic Studies – Depression Scale; GAD-7 = Generalized Anxiety Disorder 7-item Scale; IUS-12 = Intolerance of Uncertainty 12-item Scale; ISEL = Interpersonal Support Evaluation 

List; LOT-R = Life Orientation Test – Revised; PCL-5 = Posttraumatic Checklist for DSM-5; PTGI = Posttraumatic Growth Inventory; UWES-9 = Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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of total sample) met criteria for a probable diagnosis of PTSD. Of these 18, 16 reported 

the index trauma occurred on-duty and 2 reported the index trauma occurred off-duty. 

Individuals with a probable diagnosis of PTSD had been deployed for 6-10 years (5 

officers), 11-15 years (5 officers), 16-20 years (5 officers), and more than 21 years (3 

officers). There was no statistically significant difference in frequency of probable 

PTSD between men and women. 

Among the 148 municipal officers who responded, 11 (7%) reported clinical 

levels of depression symptoms and 10 (7%) reported clinical levels of anxiety 

symptoms. There was expected overlap in officers who reported PTSD, depression, 

and anxiety symptoms; specifically, three reported both PTSD and anxiety symptoms, 

three reported both PTSD and depression symptoms, and four officers reported PTSD, 

anxiety, and depression symptoms.  

All of the 352 RCMP officers who responded reported experiencing at least one 

potentially traumatic event at some point in their lives. A subset of responding RCMP 

officers (i.e., 322; 91%) reported one specific traumatic event as particularly 

distressing and, of those, 253 (79%) reported experiencing the event on duty and 69 

(21%) reported experiencing the event off duty (i.e., in their personal lives). Among the 

322 who identified an index trauma, 87 (i.e., 25% of total sample) met criteria for a 

probable diagnosis of PTSD. Of these 87, 72 reported the index trauma occurred on-

duty and 15 reported the index trauma occurred off-duty. Individuals with a probable 

diagnosis of PTSD had been deployed for 1-5 years (10 officers), 6-10 years (27 

officers), 11-15 years (18 officers), 16-20 years (10 officers), and more than 21 years 
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(22 officers). There was no statistically significant difference in frequency of probable 

PTSD between men and women. 

The 352 RCMP officers who responded included 60 (17%) who reported 

clinical levels of depression symptoms and 51 (14%) who reported clinical levels of 

anxiety symptoms. There was expected overlap in officers who reported PTSD, 

depression, and anxiety symptoms; specifically, six reported both PTSD and anxiety 

symptoms, 12 reported both PTSD and depression symptoms, and 30 reported PTSD, 

anxiety, and depression symptoms.  

3.2 Differences between RCMP and Municipal Officers on Key Variables 

A series of t-tests and chi-square tests were conducted to examine differences 

between municipal officers and RCMP officers in demographic, risk, resilience, and 

outcome variables. Chi-square tests were utilized for the categorical demographic 

information (i.e., education level, age, gender, sexual orientation, marital status, 

ethnicity), whereas t-tests were used for continuous demographic information (i.e., 

years deployed). Risk and resilience variables were comprised of continuous data and 

therefore analyzed with t-tests. In terms of demographics, chi-square analyses showed 

a statistically significant difference in age, χ² (9, N = 500) = 22.61, p < .01, with more 

RCMP officers in the 20s and 30s age ranges and more municipal officers in the 30s 

and 40s age ranges. There was also a statistically significant difference in education 

level, χ² (4, N = 500) = 20.89, p < .01, with RCMP officers most likely to have 

graduated either high school or a 4-year degree, and municipal officers more evenly 

spread across education levels. The t-tests resulted in a statistically significant 

difference in years deployed between RCMP (M = 12.9, SD = 8.54) and municipal (M 
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= 15.0, SD = 7.48), t(498) = 2.63, p < .01, d = .26. There were no statistically 

significant differences in gender, sexual orientation, marital status, or ethnicity.  

In terms of risk variables, RCMP officers had higher IU Inhibitory subscale 

scores (M = 7.66, SD = 3.24) than municipal officers (M = 7.03, SD = 2.42), t(498) = -

2.14, p < .01, d = .22, and higher ASI-3 Cognitive subscale scores (M = 2.46, SD = 

4.20) than municipal officers (M = 1.68, SD = 3.49), t(498) = -1.98, p < .01, d = .20. 

Additionally, municipal officers had higher UWES9 scores (M = 34.61, SD = 8.14) 

than RCMP (M = 31.24, SD = 9.61), t(498) = 3.75, p < .01, d = .38, higher B5MM 

Conscientiousness scores (M = 56.26, SD = 9.88) than RCMP (M = 52.66, SD = 9.95), 

t(498) = 3.71, p < .01, d = .36, and higher B5MM Openness scores (M = 42.51, SD = 

7.24) than RCMP (M = 42.49, SD = 8.13), t(498) = 2.62, p < .01, d = .003, though the 

latter analysis had a very small effect size. There were no statistically significant 

differences for the IU total or Prospective subscale scores, ASI-3 total or Somatic or 

Social subscale scores, B5MM Extraversion, Agreeableness, or Neuroticism subscale 

scores, or ACE-IQ scores.  

In terms of resilience variables, municipal officers had higher AHS total scores 

(M = 53.66, SD = 6.83) compared to RCMP (M = 51.32, SD = 7.54), t(498) = 3.24, p 

< .01, d = .33, higher AHS Pathways scores (M = 26.66, SD = 3.65) compared to 

RCMP (M = 25.75, SD = 3.72), t(498) = 2.52, p < .01, d = .25, and higher AHS 

Agency scores (M = 26.99, SD = 3.61) compared to RCMP (M = 25.57, SD = 4.38), 

t(498) = 3.48, p < .01, d = .35. Municipal officers additionally had higher ISEL total 

scores (M = 93.46, SD = 17.50) compared to RCMP (M = 85.78, SD = 20.57), t(498) 
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= 3.98, p < .01, d = .40, and higher LOT-R total scores (M = 37.78, SD = 7.07) 

compared to RCMP (M = 35.75, SD = 7.39), t(498) = 2.84, p < .01, d = .38.  

In terms of outcome variables, RCMP officers had higher CES-D scores (M = 

12.65, SD = 10.39) compared to municipal officers (M = 9.19, SD = 8.21), t(498) =     

-3.60, p < .01, d = .40, and higher GAD-7 scores (M = 4.54, SD = 4.98) compared to 

municipal officers (M = 3.24, SD = 3.88), t(498) = -2.83, p < .01, d = .29. RCMP 

officers also had higher PCL-5 total scores (M = 21.15, SD = 17.86) than municipal 

officers (M = 16.68, SD = 16.40), t(451) = -2.47, p < .05, d = .26, higher re-

experiencing scores (M = 5.68, SD = 4.98) than municipal officers (M = 4.56, SD = 

4.23), t(451) = -2.25, p < .05, d = .24, higher avoidance scores (M = 2.35, SD = 2.32) 

than municipal officers (M = 1.84, SD = 2.19), t(451) = -2.14, p < .05, d = .23, higher 

numbing scores (M = 6.57, SD = 6.60) than municipal officers (M = 4.98, SD = 6.18), 

t(451) = -2.35, p < .05, d = .25, and higher hyperarousal scores (M = 6.56, SD = 5.74) 

than municipal officers (M = 5.29, SD = 5.50), t(451) = -2.19, p < .05, d = .23. There 

were no statistically significant differences in PTGI total or subscale scores. 

Secondarily, chi-square tests and t-tests were conducted to examine whether 

differences existed between men and women within each group of officers on all 

demographic, risk, resilience, and outcome variables. No statistically significant 

differences were identified between genders on any of the variables of interest in either 

group of officers. As such, analytical groups were not stratified by gender. Based on 

the numerous statistically significant differences between municipal officers and 

RCMP officers, the duty-related differences that make the two groups such distinct 
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entities, and the availability of a large sample size in each subgroup, subsequent 

quantitative analyses were conducted on each officer group separately. 

3.3 Mean Comparisons 

There are few published studies which contain the statistical summary 

information necessary for PCL-5 comparisons with the current samples. Nevertheless, 

mean comparisons were possible with two different samples of military members 

(Elhai et al., 2015; Hoge et al., 2014), veterans (Price, Szafranski, van Stolk-Cooke, & 

Gros, 2016), two different undergraduate samples (Blevins, Weathers, Davis, Witte, & 

Domino, 2015; Van Dusen, Tiamiyu, Kashdan, & Elhai, 2015), and a non-clinical 

community sample (Price et al., 2016).  

 The first comparison with samples from the current investigation involved a 

non-clinical sample of 278 undergraduate students who self-identified as having 

experienced a very stressful life event (Blevins et al., 2015). There was no significant 

difference between the scores for the undergraduate sample (M = 15.42, SD = 14.72) 

and municipal officers (M = 16.68, SD = 16.40), t(424) = 0.63, p = .53, d = .08. 

However, there was a significant difference between the undergraduate sample and 

RCMP officers (M = 21.15, SD = 17.85), t(628) = 4.32, p < .001, d = .35. A similar 

sample of 202 trauma-exposed undergraduates (Van Dusen et al., 2015) had higher 

mean PCL-5 scores; comparisons produced significant differences between scores for 

the undergraduate sample (M = 22.23, SD = 18.19) and municipal officers (M = 16.68, 

SD = 16.40), t(348) = 2.94, p < .01, d = .32, but not between the undergraduate sample 

and RCMP officers (M = 21.15, SD = 17.85), t(552) = .68, p = .49, d = .06. Finally, 

comparisons with a non-clinical community sample of 96 individuals exposed to a 
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potentially traumatic event (Price et al., 2016) indicated no significant difference in the 

scores for the community sample (M = 19.84, SD = 17.21) and municipal officers (M = 

16.68, SD = 16.40), t(242) = 1.44, p = .15, d = .19, nor between the community sample 

and RCMP officers (M = 21.15, SD = 17.85), t(446) = .64, p = .52, d = .07.  

 When considering military samples, comparisons with a sample of 1822 

trauma-exposed American infantry soldiers (Hoge et al., 2014) indicated a significant 

difference in the scores between the military sample (M = 27.2, SD = 14.0) and 

municipal officers (M = 16.68, SD = 16.40), t(1968) = 8.67, p < .001, d = .69, as well 

as between the military sample and RCMP officers (M = 21.15, SD = 17.85), t(2172) = 

7.07, p < .001, d = .38. Comparisons with a clinical sample of 107 American veterans 

accessing services at a psychotherapy clinic (Price et al., 2016) indicated significant 

differences in the scores between veteran sample (M = 48.83, SD = 18.71) and 

municipal officers (M = 16.68, SD = 16.40), t(253) = 14.56, p < .001, d = 1.83, as well 

as between the veteran sample and RCMP officers (M = 21.15, SD = 17.85), t(457) = 

13.89, p < .001, d = 1.51. Finally, comparisons with a sample of 672 National Guard 

members endorsing a deployment-related trauma (Elhai et al., 2015) showed 

significant differences in the scores between veteran sample (M = 28.60, SD = 14.19) 

and municipal officers (M = 16.68, SD = 16.40), t(818) = 8.98, p < .001, d = .78, as 

well as between the veteran sample and RCMP officers (M = 21.15, SD = 17.85), 

t(1022) = 7.28, p < .001, d = .46. In all cases, both municipal and RCMP officers had 

lower mean PCL-5 scores than the military or veteran samples. 
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3.4 Hierarchical Regressions 

Moderate multicollinearity between the PCL5, the CES-D, and the GAD-7 was 

identified based on the Variance Inflation Factors statistic; specifically, values 

exceeded 2.5, the recommended cut-off for assessing significantly multicollinearity 

(Field, 2013). Given that the data was cross-sectional rather than longitudinal, the 

anxiety and depression scores collected in the present dissertation may also be 

conceptualized as outcome variables rather than pre-existing mental health predictor 

variables. As such, they were removed as predictors from analyses, and used as 

dependent variables in exploratory regression analyses. 

3.4.1 Regressions with PTSD as the dependent variable. 

Detailed PCL-5 regression results are presented in Tables 4-8.  

3.4.1.1 Municipal police. Step 1 of the model (i.e., years deployed) was not 

significantly associated with PCL-5 total or subscale scores. On step 2, IUS12 total 

scores (p < .01), ASI-3 total scores (p < .01), and ISEL total scores (p < .01) were all 

statistically significantly associated with PCL-5 total scores and PCL-5 re-experiencing 

subscale scores. Similarly, the ASI-3 total scores (p < .01) and ISEL total scores (p < 

.01) were significantly associated with PCL-5 avoidance, numbing, and hyperarousal 

subscale scores. On step 3, LOT-R total scores were significantly associated with PCL-

5 total and subscale scores (all ps < .05). The final models accounted for 42% of the 

adjusted variance (i.e., adjusted R2) in PCL-5 total scores, 31% of the adjusted variance 

in PCL-5 re-experiencing subscale scores, 30% of the adjusted variance in PCL-5 

avoidance subscale scores, 37% of the adjusted variance in PCL-5 numbing subscale 

scores, and 34% of the adjusted variance in PCL-5 hyperarousal subscale scores. 
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Table 4. Regression results for PCL-5 total scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.01 (.15**) -.01 (.15) .00 (.02) .00 (.02) .02 (7.81**) 

2. ACE-IQ -.08 (.01) -.08 (.01) .42 (.38) .37 (.39) 9.66*** (22.39***) 

    B5MM Openness .06 (.14**) .06 (.13)     

    B5MM Conscientiousness .01 (.01) .01 (.01)    

    B5MM Extraversion .07 (.05) .07 (.04)    

    B5MM Agreeableness -.07 (-.06) -.06 (-.05)    

    B5MM Neuroticism -.10 (.08) -.08 (.07)    

    IUS-12 .23* (.16**) .16 (.11)    

    ASI-3 .33** (.29***) .24 (.21)    

    ISEL -.31*** (-.24***) -.25 (-.20)    

3.  AHS .01 (.10) .01 (.07) .06 (.03) .42 (.41) 4.33** (5.02**) 

     LOT-R -.33** (-.22***) -.21 (-.14)     

     UWES-9 -.12 (-.05) -.09 (-.04)    

Note. PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood Events – International Questionnaire; 

B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 = Anxiety Sensitivity Index-3; ISEL 
= Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life Orientation Test – Revised; UWES-9 = 

Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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Table 5. Regression results for PCL-5 re-experiencing scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.04 (.17**) -.04 (.17) .01 (.03) .00 (.03) .25 (9.76**) 

2. ACE-IQ -.11 (.07) -.11 (.06) .36 (.27) .31 (.27) 7.44*** (13.32***) 

    B5MM Openness .08 (.11*) .08 (.10)    

    B5MM Conscientiousness -.06 (.05) -.06 (.04)    

    B5MM Extraversion .12 (.06) .11 (.06)    

    B5MM Agreeableness .01 (-.06) .01 (-.05)    

    B5MM Neuroticism -.02 (.11) -.01 (.09)    

    IUS-12 .30** (.11) .21 (.08)    

    ASI-3 .21* (.27***) .15 (.19)    

    ISEL -.25** (-.16**) -.20 (-.13)    

3.  AHS .01 (.07) .01 (.05) .03 (.02) .32 (.29) 1.74 (3.45*) 

     LOT-R -.20* (-.22**) -.13 (-.15)     

     UWES-9 -.10 (.01) -.08 (.01)    

Note. PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood Events – International Questionnaire; 

B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 = Anxiety Sensitivity Index-3; ISEL 
= Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life Orientation Test – Revised; UWES-9 = 

Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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Table 6. Regression results for PCL-5 avoidance scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed .03 (.17**) .03 (.17) .01 (.03) .00 (.03) .12 (9.87**) 

2. ACE-IQ -.05 (.05) -.05 (.05) .30 (.25) .25 (.26) 5.78*** (12.07***) 

    B5MM Openness .03 (.13*) .03 (.12)    

    B5MM Conscientiousness .04 (-.03) .04 (-.03)    

    B5MM Extraversion .04 (.02) .04 (.02)    

    B5MM Agreeableness -.08 (-.03) -.07 (.03)    

    B5MM Neuroticism -.12 (.10) -.09 (.08)    

    IUS-12 .22 (.18**) .15 (.12)    

    ASI-3 .29** (.12) .21 (.08)    

    ISEL -.24** (-.23***) -.20 (-.19)    

3.  AHS .10 (-.08) .07 (-.05) .07 (.01) .30 (.26) 4.00** (1.91) 

     LOT-R -.39*** (-.15*) -.25 (-.10)    

     UWES-9 -.10 (.06) -.08 (.05)    

Note. PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood Events – International Questionnaire; 

B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 = Anxiety Sensitivity Index-3; ISEL 
= Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life Orientation Test – Revised; UWES-9 = 

Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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Table 7. Regression results for PCL-5 numbing scores with Municipal police (RCMP) 

Model Step 
Beta part r ∆R2 

Adjusted 
R2 ∆F 

1. Years deployed .03 (.12*) .03 (.12) .01 (.02) .00 (.01) .12 (4.79*) 

2. ACE-IQ -.07 (-.05) -.07 (-.05) .37 (.38) .32 (.38) 7.91*** (21.69***) 

    B5MM Openness .07 (.15**) .07 (.14)    

    B5MM Conscientiousness .01 (-.02) .01 (-.02)    

    B5MM Extraversion .03 (-.01) .03 (-.01)    

    B5MM Agreeableness -.09 (-.03) -.08 (-.03)    

    B5MM Neuroticism -.09 (.05) -.07 (.04)    

    IUS-12 .18 (.16*) .13 (.11)    

    ASI-3 .29** (.26***) .21 (.19)    

    ISEL -.32*** (-.29***) -.27 (-.24)    

3.  AHS .04 (-.06) .03 (.04) .06 (.02) .37 (.39) 4.18** (4.11**) 

     LOT-R -.33** (-.17**) -.22 (-.11)    

     UWES-9 -.15 (-.09) -.12 (-.07)    

Note. PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood Events – International Questionnaire; 

B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 = Anxiety Sensitivity Index-3; ISEL 
= Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life Orientation Test – Revised; UWES-9 = 

Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 



79 

 

  

Table 8. Regression results for PCL-5 hyperarousal scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.05 (.12*) -.05 (.12) .01 (.02) .00 (.01) .32 (4.75*) 

2. ACE-IQ -.07 (.01) -.07 (.01) .35 (.35) .30 (.35) 7.24*** (19.32***) 

    B5MM Openness .04 (.12*) .04 (.11)    

    B5MM Conscientiousness .02 (.02) .02 (.02)    

    B5MM Extraversion .08 (.09) .08 (.08)    

    B5MM Agreeableness -.09 (-.10) -.08 (-.09)    

    B5MM Neuroticism -.15 (.07) -.12 (.05)    

    IUS-12 .15 (.15*) .11 (.10)    

    ASI-3 .39*** (.32***) .28 (.24)    

    ISEL -.26** (-.18**) -.22 (-.15)    

3.  AHS -.06 (.15*) -.04 (.10) .05 (.04) .34 (.38) 3.35* (6.24***) 

     LOT-R -.30** (-.23***) -.19 (-.15)    

     UWES-9 -.05 (-.07) -.04 (-.06)    

Note. PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood Events – International Questionnaire; 

B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 = Anxiety Sensitivity Index-3; ISEL 
= Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life Orientation Test – Revised; UWES-9 = 

Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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3.4.1.2 RCMP. On step 1, years deployed was significantly associated with 

PCL-5 total (p < .01), re-experiencing (p < .01), numbing (p < .05), avoidance (p < 

.01), and hyperarousal (p = .03) scores. On step 2, B5MM Openness (p < .01), IUS12 

total scores (p < .01), ASI-3 total scores (p < .01), and ISEL total scores (p < .01) were 

significantly associated with PCL-5 total scores and PCL-5 avoidance, numbing, and 

hyperarousal subscale scores; B5MM Openness (p = .03), ASI-3 total scores (p < .01), 

and ISEL total scores (p < .01) were significantly associated with PCL-5 re-

experiencing scores. On step 3, LOT-R total scores were significantly associated with 

PCL-5 total and subscale scores (all ps < .01), and AHS was significantly associated 

with PCL-5 hyperarousal scores (p < .05).  

The final models accounted for 41% of the adjusted variance in PCL-5 total 

scores, 29% of the adjusted variance in PCL-5 re-experiencing subscale scores, 26% of 

the adjusted variance in PCL-5 avoidance subscale scores, 39% of the adjusted 

variance in PCL-5 numbing subscale scores, and 38% of the adjusted variance in PCL-

5 hyperarousal subscale scores. 

3.4.2 Regressions with posttraumatic growth as the dependent variable. 

 Detailed PTGI regression results are presented in Tables 9-14.  

3.4.2.1 Municipal police. On step 1, PCL-5 total scores were significantly 

associated with PTGI total (p < .01), New Possibilities (p < .001), Spiritual Change (p 

< .001), and Appreciation for Life (p < .01) scores. No variables were associated with 

Relating to Others or Personal Strength scores. On step 2, ACE-IQ scores (p = .04), 

B5MM Agreeableness (p = .03), and B5MM Neuroticism (p = .02) were significantly 

associated with PTGI total scores and PTGI Relating to Others subscale scores;  
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Table 9. Regression results for PTGI total scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.04 (.10) -.04 (.10) .06 (.06) .05 (.06) 4.35* (10.37***) 

    PCL-5  .25** (.21***) .25 (.21)    

2. ACE-IQ .18* (.14**) .17 (.14) .11 (.09) .12 (.12) 2.83* (3.42***) 

    B5MM Openness .07 (.07) .06 (.07)    

    B5MM Conscientiousness -.05 (.01) -.04 (.01)    

    B5MM Extraversion -.53 (.07) -.05 (.06)    

    B5MM Agreeableness .21* (.16**) .18 (.14)    

    B5MM Neuroticism .23* (.10) .18 (.08)    

    IUS-12 -.11 (.15*) -.08 (.10)    

    ASI-3 .01 (-.02) -.01 (-.02)    

    ISEL -.02 (.03) -.02 (.02)    

3. AHS .23 (.06) .15 (.04) .03 (.02) .13 (.13) 1.72 (1.88) 

    LOT-R .02 (.09) .02 (.06)    

    UWES-9 .05 (.07) .04 (.06)    

Note. PTGI = Posttraumatic Growth Inventory; PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood 

Events – International Questionnaire; B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 

= Anxiety Sensitivity Index-3; ISEL = Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life 

Orientation Test – Revised; UWES-9 = Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 



82 

 

 

 

  

Table 10. Regression results for PTGI Factor 1 Relating to Others scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.06 (.09) -.06 (.09) .01 (.02) .00 (.02) .81 (4.00*) 

    PCL-5  .09 (.11*) .09 (.11)    

2. ACE-IQ .19* (.18***) .18 (.18) .16 (.13) .10 (.13) 2.52** (5.18***) 

    B5MM Openness .07 (.03) .07 (.03)    

    B5MM Conscientiousness -.13 (-.05) -.11 (-.05)    

    B5MM Extraversion -.03 (.05) -.03 (.05)    

    B5MM Agreeableness .22* (.24***) .19 (.22)    

    B5MM Neuroticism .28** (.15*) .23 (.12)    

    IUS-12 -.05 (.12) -.03 (.09)    

    ASI-3 .02 (-.03) .01 (-.02)    

    ISEL .13 (.06) .10 (.05)    

3. AHS .12 (-.02) .08 (-.02) .02 (.01) .10 (.13) 1.00 (1.62) 

    LOT-R -.02 (.07) -.01 (.05)    

    UWES-9 .11 (.11) .09 (.09)    

Note. PTGI = Posttraumatic Growth Inventory; PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood 

Events – International Questionnaire; B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 

= Anxiety Sensitivity Index-3; ISEL = Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life 
Orientation Test – Revised; UWES-9 = Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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Table 11. Regression results for PTGI Factor 2 New Possibilities scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.02 (.05) -.02 (.05) .08 (.09) .07 (.08) 5.75** (14.78***) 

    PCL-5  .29*** (.28***) .29 (.28)    

2. ACE-IQ .12 (.15**) .11 (.15) .09 (.08) .09 (.13) 1.37 (3.12***) 

    B5MM Openness .06 (.09) .06 (.08)    

    B5MM Conscientiousness -.04 (.01) -.04 (.01)    

    B5MM Extraversion -.08 (.09) -.07 (.09)    

    B5MM Agreeableness .18 (.07) .16 (.06)    

    B5MM Neuroticism .18 (.14*) .14 (.11)    

    IUS-12 -.20 (.11) -.14 (.07)    

    ASI-3 -.01 (-.02) -.01 (-.02)    

    ISEL -.09 (.13) -.07 (.02)    

3. AHS .24 (.08) .16 (.05) .03 (.01) .11 (.13) 1.66 (1.17) 

    LOT-R -.02 (.09) -.01 (.06)    

    UWES-9 .02 (.01) .02 (.01)    

Note. PTGI = Posttraumatic Growth Inventory; PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood 

Events – International Questionnaire; B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 

= Anxiety Sensitivity Index-3; ISEL = Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life 

Orientation Test – Revised; UWES-9 = Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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Table 12. Regression results for PTGI Factor 3 Personal Strength scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.08 (.07) -.08 (.07) .03 (.02) .02 (.02) 2.16 (3.68*) 

    PCL-5  .16 (.13*) .16 (.12)    

2. ACE-IQ .25** (.07) .24 (.07) .15 (.05) .12 (.03) 2.48* (1.66) 

    B5MM Openness .03 (.10) .03 (.09)    

    B5MM Conscientiousness .02 (.01) .01 (.01)    

    B5MM Extraversion -.09 (.03) -.09 (.03)    

    B5MM Agreeableness .21* (.09*) .18 (.08)    

    B5MM Neuroticism .21 (-.03) .16 (-.03)    

    IUS-12 -.04 (.16*) -.03 (.11)    

    ASI-3 -.14 (-.04) -.09 (-.03)    

    ISEL -.11 (.02) -.08 (.01)    

3. AHS .32** (.16*) .21 (.11) .07 (.03) .17 (.06) 3.34* (3.55*) 

    LOT-R -.07 (.05) -.04 (.04)    

    UWES-9 .08 (.09) .06 (.08)    

Note. PTGI = Posttraumatic Growth Inventory; PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood 

Events – International Questionnaire; B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 

= Anxiety Sensitivity Index-3; ISEL = Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life 

Orientation Test – Revised; UWES-9 = Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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Table 13. Regression results for PTGI Factor 4 Spiritual Change scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed .06 (.12*) .06 (.12) .10 (.05) .08 (.04) 6.71** (7.55***) 

    PCL-5  .30*** (.16***) .30 (.15)    

2. ACE-IQ -.03 (.07) -.03 (.07) .02 (.06) .05 (.06) .28 (2.39*) 

    B5MM Openness .06 (.08) .06 (.07)    

    B5MM Conscientiousness .01 (.03) .01 (.03)    

    B5MM Extraversion -.01 (.13*) -.01 (.12)    

    B5MM Agreeableness .05 (.07) .05 (.06)    

    B5MM Neuroticism .11 (.08) .09 (.06)    

    IUS-12 -.05 (.17*) -.03 (.12)    

    ASI-3 .01 (-.06) .01 (-.05)    

    ISEL -.09 (.01) -.07 (-.01)    

3. AHS .15 (.02) .10 (.01) .03 (.01) .06 (.07) 1.25 (1.63) 

    LOT-R .03 (.17*) .02 (.11)    

    UWES-9 .10 (.01) .08 (.01)    

Note. PTGI = Posttraumatic Growth Inventory; PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood 

Events – International Questionnaire; B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 

= Anxiety Sensitivity Index-3; ISEL = Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life 

Orientation Test – Revised; UWES-9 = Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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Table 14. Regression results for Factor 5 PTGI Appreciation for Life scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.02 (.11*) -.02 (.11) .08 (.09) .07 (.09) 5.68** (15.97***) 

    PCL-5  .29*** (.26***) .29 (.26)    

2. ACE-IQ .13 (.05) .12 (.05) .05 (.05) .07 (.11) 0.69 (1.79*) 

    B5MM Openness .04 (.03) .04 (.02)    

    B5MM Conscientiousness .02 (.07) .02 (.07)    

    B5MM Extraversion .01 (.02) .01 (.02)    

    B5MM Agreeableness .10 (.14**) .09 (.12)    

    B5MM Neuroticism .09 (.03) .07 (.03)    

    IUS-12 -.12 (.11) -.08 (.08)    

    ASI-3 .12 (.04) .08 (.03)    

    ISEL -.03 (-.01) -.02 (.01)    

3. AHS .13 (.06) .08 (.04) .01 (.01) .06 (.11) .51 (.93) 

    LOT-R -.01 (.06) -.01 (.04)    

    UWES-9 -.11 (.05) -.09 (.03)    

Note. PTGI = Posttraumatic Growth Inventory; PCL-5 = Posttraumatic Checklist for DSM-5; ACEIQ = Adverse Childhood 

Events – International Questionnaire; B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 

= Anxiety Sensitivity Index-3; ISEL = Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life 

Orientation Test – Revised; UWES-9 = Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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ACE-IQ scores (p < .01) and B5MM Agreeableness (p = .04) were significantly 

associated with PTGI Personal Strength scores. No variables were associated with New 

Possibilities, Spiritual Change, or Appreciation for Life scores. On step 3, AHS total 

scores (p < .05) were significantly associated with PTGI New Possibilities and 

Personal Strength scores. No variables were associated with PTGI total, Relating to 

Others, Spiritual Change, or Appreciation for Life scores.  

 The final models accounted for 12% of the adjusted variance in PTGI total 

scores, 10% of the variance in PTGI Relating to Others subscale scores, 7% of the 

adjusted variance in PTGI New Possibilities subscale scores, 17% of the adjusted 

variance in PTGI Personal Strength subscale scores, 8% of the adjusted variance in 

PTGI Spiritual Change subscale scores, and 7% of the adjusted variance in PTGI 

Appreciation for Life subscale scores. 

 3.4.2.2 RCMP. On step 1, PCL-5 total scores were significantly associated with 

PTGI total and all subscale scores (all ps < .05) and years deployed was significantly 

associated with Spiritual Change and Appreciation for Life scores (ps < .05). On step 

2, ACE-IQ scores (p < .01), B5MM Agreeableness (p < .05), and IUS-12 (p < .05) 

were significantly associated with PTGI total scores; ACE-IQ scores (p < .001) and 

B5MM Neuroticism (p = .03) were significantly associated with PTGI Relating to 

Others subscale scores and New Possibilities subscale scores; IUS-12 total scores (p = 

.02) were significantly associated with PTGI Personal Strength subscale scores; B5MM 

Extraversion (p < .05) and IUS-12 total scores (p < .05) were significantly associated 

with PTGI Spiritual Change scores; and B5MM Agreeableness (p = .01) was 

significantly associated with PTGI Appreciation for Life subscale scores. On step 3, 
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LOT-R total scores were significantly associated with PTGI Spiritual Change subscale 

scores (p < .05) and AHS total scores were significantly associated with Personal 

Strength subscale scores (p < .05); however, these associations did not represent 

significant contributions to the models. No variables were associated with PTGI total, 

Relating to Others, New Possiblities, or Appreciation for Life subscale scores on step 

3. 

 The final models accounted for 12% of the adjusted variance in PTGI total 

scores, 13% of the variance in PTGI Relating to Others scores, 13% of the adjusted 

variance in PTGI New Possibilities subscale scores, 6% of the adjusted variance in 

PTGI Personal Strength subscale scores, 6% of the adjusted variance in PTGI Spiritual 

Change subscale scores, and 11s% of the adjusted variance in PTGI Appreciation for 

Life subscale scores. 

 3.4.3 Regressions with anxiety symptoms as the dependent variable. 

Detailed GAD-7 regression results are presented in Table 15. 

3.4.3.1 Municipal police. Step 1 of the model (i.e., years deployed) was not 

significantly associated with GAD-7 total scores. On step 2, B5MM Neuroticism 

scores (p < .01) and ASI-3 total scores (p < .001) were significantly associated with 

GAD-7 total scores. On step 3, no variables were associated with GAD-7 total scores. 

The final model accounted for 50% of the adjusted variance in GAD-7 total scores (p < 

.001). 

 3.4.3.2 RCMP. Step 1 of the model (i.e., years deployed) was not significantly 

associated with GAD-7 total scores. On step 2, B5MM Neuroticism scores (p < .01), 

IUS-12 total scores (p < .001), ASI-3 total scores (p < .001), and ISEL total scores (p < 



89 

 

  

Table 15. Regression results for GAD-7 total scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.02 (-.01) -.02 (-.01) .02 (.00) .00 (.00) .05 (.06) 

2. ACE-IQ -.05 (.04) -.05 (.04) .53 (.51) .50 (.49) 17.30*** (38.59***) 

    B5MM Openness -.11 (.07) -.10 (.06)     

    B5MM Conscientiousness -.02 (.01) -.02 (.01)    

    B5MM Extraversion .05 (-.01) .05 (-.01)    

    B5MM Agreeableness -.02 (.03) -.01 (.02)    

    B5MM Neuroticism .19** (.13**) .15 (.11)    

    IUS-12 .12 (.23***) .08 (.16)    

    ASI-3 .46*** (.31***) .34 (.23)    

    ISEL -.13 (-.25***) -.10 (-.21)    

3.  AHS -.03 (.04) -.02 (.02) .01 (.03) .50 (.52) .78 (7.49***) 

     LOT-R -.10 (-.21***) -.06 (-.14)     

     UWES-9 -.05 (-.08) -.04 (-.07)    

Note. GAD-7 = Generalized Anxiety Disorders 7-item scale; ACEIQ = Adverse Childhood Events – International 

Questionnaire; B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 = Anxiety Sensitivity 

Index-3; ISEL = Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life Orientation Test – Revised; 
UWES-9 = Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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.001) were significantly associated with GAD-7 total scores. On step 3, LOT-R total 

scores (p < .001) were significantly associated with GAD-7 total scores. The final 

model accounted for 52% of the adjusted variance in GAD-7 total scores (p < .001). 

3.4.4 Regressions with depression symptoms as the dependent variable. 

Detailed CES-D regression results are presented in Table 16. 

3.4.4.1 Municipal police. Step 1 of the model (i.e., years deployed) was not 

significantly associated with CES-D total scores. On step 2, ASI-3 total scores (p < 

.001) and ISEL total scores (p < .001) were significantly associated with CES-D total 

scores. On step 3, LOT-R total scores (p < .05) and UWES-9 total scores (p < .05) 

were significantly associated with CES-D total scores. The final model accounted for 

52% of the adjusted variance in CES-D total scores (p < .001). 

 3.4.4.2 RCMP. Step 1 of the model (i.e., years deployed) was not significantly 

associated with CES-D total scores. On step 2, B5MM Neuroticism scores (p < .05), 

B5MM Conscientiousness scores (p < .01), IUS-12 total scores (p < .01), ASI-3 total 

scores (p < .001), and ISEL total scores (p < .001) were significantly associated with 

CES-D total scores. On step 3, AHS total scores (p < .05), LOT-R total scores (p < 

.001), and UWES-9 total scores (p < .001) were significantly associated with CES-D 

total scores. The final model accounted for 55% of the adjusted variance in CES-D 

total scores (p < .001). 

4.0 Qualitative Results 

Participants who provided qualitative feedback were compared to participants 

who did not provide feedback in order to characterize the qualitative analysis. Chi-

square analyses and t-tests resulted in no statistically significant differences on any of  



91 

 

 

  

Table 16. Regression results for CES-D total scores with Municipal police (RCMP) 

Model Step Beta part r ∆R2 Adjusted R2 ∆F 

1. Years deployed -.15 (-.01) -.15 (-.01) .02 (.00) .02 (.00) 3.23 (.01) 

2. ACE-IQ -.01 (.08*) -.01 (.08) .46 (.52) .45 (.51) 13.77*** (41.00 ***) 

    B5MM Openness -.02 (.01) -.02 (.02)     

    B5MM Conscientiousness -.03 (-.11**) -.03 (-.11)    

    B5MM Extraversion .03 (-.03) .03 (-.03)    

    B5MM Agreeableness -.05 (.05) -.04 (.04)    

    B5MM Neuroticism .08 (.08*) .06 (.07)    

    IUS-12 .11 (.17**) .08 (.12)    

    ASI-3 .27*** (.28***) .20 (.21)    

    ISEL -.38*** (-.36***) -.32 (-.30)    

3.  AHS -.13 (-.12*) -.09 (-.08) .08 (.04) .52 (.55) 7.85*** (11.23***) 

     LOT-R -.23* (-.22***) -.15 (-.14)     

     UWES-9 -.18* (-.15*) -.15 (-.04)    

Note. CES-D = Center for Epidemiologic Studies Depression Scale; ACEIQ = Adverse Childhood Events – International 

Questionnaire; B5MM = Big 5 Mini Markers; IUS-12 = Intolerance of Uncertainty 12-item Scale; ASI-3 = Anxiety Sensitivity 
Index-3; ISEL = Interpersonal Support Evaluation List; AHS = Adult Hope Scale; LOT-R = Life Orientation Test – Revised; 

UWES-9 = Utrecht Work Engagement Scale–9. 
* p < .05 ** p < .01 *** p < .001 
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the demographic variables between those who did and did not provide feedback. 

Additionally, t-tests considering all resiliency, vulnerability, and outcome measures 

resulted in no statistically significant differences between those who did and did not 

provide feedback. As such, the subset of officers who provided qualitative feedback 

appears to be representative of the overall participant sample in both demographics, 

predispositional and personality factors, and mental health. 

There was no word limit enforced by the survey software; as such, participants 

who chose to provide feedback were able to provide as much or as little commentary as 

they desired. Qualitative responses were an average of 61.8 words long (SD = 79.1), 

with a range of 2 to 600 words. Responses were generally characterized by excellent 

spelling and grammar, and all 101 responses were related to some aspect of the survey 

content and included in analysis. Analysis of the qualitative feedback produced three 

overarching themes based on officer experiences: health is possible; trauma feels 

pervasive; and more work is needed. What follows is a description of the three thematic 

networks, including descriptions of basic themes and the associated categorization into 

organizing themes. 

4.1 Global Theme 1: Health is Possible.  

The first global theme health is possible (Figure 1) was represented by two 

organizing themes: positive appraisals of the availability of resources for achieving or 

maintaining health (i.e., there are resources); and a belief that individuals are capable 

of, and ultimately responsible for, influencing their own health (i.e., agency over 

wellbeing). Health is possible contained a sense of optimism, perseverance, and 

resilience. Participants described their own successes in achieving psychological  
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Figure 1. Thematic map of global theme Health is Possible. 
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wellbeing and provided prescriptive methods for others to follow. At the same time, 

responses from participants who believe strongly in self-agency also contained 

frustration with their suffering colleagues, who were perceived to be playing a victim 

role and therefore poor candidates for a career in policing. This struggle between the 

self as resilient and the other as vulnerable will be highlighted throughout the 

discussion of the basic themes. 

4.1.1 There are resources. Participants who described themselves as well or 

healthy tended to attribute their health to an available resource. There were three 

primary areas of resources identified, existing at the level of the organizational sphere 

(i.e., workplace has resources), the self (i.e., reliance on self), and the social sphere 

(i.e., reliance on others). Responses discussing resources often overlapped in terms of 

basic and organizing themes, describing using resources at two or three of the 

identified levels. 

The idea that the workplace has resources included formal (e.g., mental health 

benefits) and informal (e.g., a general atmosphere of support) organizational responses. 

Participants praised their organization or workplace for providing helpful resources for 

managing the stress and trauma resulting from duty. Both RCMP and municipal police 

participants mentioned access to mental health professionals, particularly in the form of 

medical coverage for psychologists as well as the Employee and Family Assistance 

Program. Informal resources were mentioned less frequently in the feedback; however, 

one RCMP participant reported feeling well-supported at all levels of their 

employment, from the top organization leadership to family and friends. 
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In terms of reliance on self, officers noted their own resourcefulness and self-

awareness as a critical source of wellbeing. One RCMP respondent indicated that, 

although the survey seemed focused on external factors related to PTSD, internal 

factors were more critical to consider, such as relying on oneself in order to generate 

happiness and wellbeing. In addition to self-reliance, two respondents emphasized the 

importance of engaging in self-monitoring to determine when mental health is 

deteriorating. References were made to taking steps to seek treatment when trauma-

related symptoms were noticed. Participants reflected a perception of personal 

responsibility, not only for developing their own wellbeing, but also for monitoring and 

maintaining that wellbeing.   

In terms of reliance on others, participant responses appeared grateful, implying 

endurance would not have occurred in the absence of social support. Social support 

networks–particularly the family unit–were referred to by RCMP participants as both a 

resilience factor and a reason to continue working hard on maintaining wellbeing. 

Family was praised for aiding in stress management, with one officer describing faith, 

community, and their immediate family as significant sources of strength. In addition 

to family support, participants mentioned reliance on professionals for validation and 

normalization of the trauma experience. For one participant, visiting a mental health 

professional resulted in becoming a social support for others; specifically, the 

participant reported beginning to speak to his or her colleagues about stress and 

encouraging others to seek out psychological treatment. This response represented a 

thread woven throughout many responses: participants reported being grateful for their 

available social support, but also for the opportunity to provide social support to others. 



96 

 

These three basic themes together result in the organizing theme that officers 

believe there are resources available to them. Officers identified several levels of 

available resources, including utilization of formal and informal workplace resources, 

reliance on the self and personal resourcefulness, and reliance on others for strength. 

There was a hopeful and relatively upbeat tone throughout the basic themes; officers 

reported that being willing to utilize the many resources was a necessary aspect to 

maintaining good health. 

4.1.2 Agency over wellbeing. This organizing theme resulted from 

participants’ hopeful and prescriptive approach to feedback. Participants emphasized 

having chosen their job (i.e., the job is a choice), described how their own positive 

attitudes and realistic expectations prevented them from suffering (i.e., attitude and 

expectations predict thriving), and described being prepared to thrive despite the 

difficulties inherent to the job (i.e., trauma can be overcome).  

Taking a job in policing was emphasised by six RCMP officers as being a 

choice. Several officers explained how they chose policing as a good fit for themselves, 

and chose the type of posting that worked best for them. The implication was that 

individuals who experience stress as compromising job performance are likely in the 

wrong profession. One participant expressed irritation with their suffering colleagues 

and suggested suffering colleagues encourage, allow, or otherwise wallow in such 

suffering. Given that people can choose their line of work, many participants reported 

beliefs that choosing policing also meant choosing to accept the nature of the job with 

no complaints or suffering.  
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Five responses across the two types of services included expectations of good 

health and a belief that suffering was a sign of unhelpful attitudes, unrealistic 

expectations, or having not accessed available resources. Indeed, several participants 

offered examples of their own thriving as evidence that attitude predicts thriving. Their 

own healthy mental states were considered testament to the importance of a positive 

attitude and expectations for thriving. For example, one participant described being 

raised by parents who were even-tempered, which allowed the officer to develop 

perceptions that stressors represent a journey rather than a hardship. An RCMP 

participant referred to their own work-related satisfaction as proof that having 

reasonable job expectations is critical. Perhaps most importantly, several participants 

referred to maintaining positive attitudes and realistic expectations despite the 

sometimes harsh circumstances of policing. Duty-related experiences were described 

as an obstacle to overcome in terms of maintaining a positive attitude. This statement 

was highlighted by an assertion from one RCMP officer that, with effort, enjoying life 

is possible even in the difficult world of policing. 

In keeping with the perceived importance of having a good attitude and 

choosing to accept the nature of policing, responses contained a belief that trauma can 

be overcome. A large number of participants (i.e., nine RCMP and two municipal 

police officers) reported having experienced a vast array of traumas in the line of duty 

and managing to overcome the experiences. Officers reported two trajectories of 

overcoming trauma, including recovery and growth. Recovery was characterized by 

experiencing trauma, experiencing brief symptoms lasting days or months, and then 

recovering shortly thereafter. The latent message was that life has a way of working 
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out. Growth was characterized by experiencing a sense of benefit as a direct 

consequence of trauma. For example, one municipal officer stated that exposure to 

extreme trauma had unexpectedly made the officer a better person. Whether recovery 

or growth, the message was clear: a significant number of participants perceived 

trauma as something that, with the right attitude, can be conquered. 

These three basic themes represent the organizing theme that many officers feel 

a sense agency over wellbeing. Responses in this theme clearly state that attitudes and 

expectations are critical to thriving in the job, that it is an individual’s choice to enter 

into policing, and that duty-related trauma can be recovered from or even learned from. 

The underlying message is one of taking personal accountability for life choices, 

including the perceived choice to maintain resilience in the face of trauma.  

4.1.3 Summary of global theme 1. This global theme, health is possible, is 

represented by two organizing themes–there are resources and agency over wellbeing. 

Officers indicated that psychological wellbeing could be achieved by proper utilization 

of the many resources available to them. Relatedly, participants asserted that officers 

had a great deal of agency over their own personal health. The combination of 

availability of resources and individual agency in using these resources resulted in a 

sense of hope that officers can be healthy, but also a secondary level of irritation that 

some officers appear to making a choice not to access resources and therefore be 

healthy. 

4.2 Global Theme 2: Trauma Feels Pervasive.  

The second global theme was trauma feels pervasive (Figure 2), which is 

represented by three organizing themes. First, experiencing frequent, severe traumatic  
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Figure 2. Thematic map of global theme Trauma Feels Pervasive. 
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events can result in lasting changes to sense of self and ability to cope with policing 

(i.e., trauma exposure causes suffering). Second, the stressors and adversity that 

comprise police work add to the expectable stress from duty-related trauma exposure 

(i.e., policing is inherently stressful). Third, the organizations themselves may add an 

additional layer of struggle for officers who have perceived or experienced 

mistreatment from within the organization (i.e., police agencies contribute to 

adversity).  

4.2.1 Trauma exposure causes suffering. Many survey participants described 

the extensive effects of trauma on their personal, social, and physical lives, with an 

emphasis on the negative consequences of experiencing such a high number of traumas 

(i.e., cumulative traumatization). Participants wrote about the difficulties inherent in 

weathering a trauma during the experience and then surviving the psychological 

consequences afterward (i.e., emotional survival and coping). Some participants 

reported trauma had changed their lives, or in some cases, their identities (i.e., change 

in identity). 

The most common response within this organizing theme was that of 

cumulative traumatization, such that officers asserted PTSD and dysfunction results 

less often from a single trauma than from the accumulation of traumas across a career. 

Ten RCMP officers and two municipal officers left feedback to this end. Indeed, these 

participants reported substantial difficulty choosing a single index trauma as the most 

severe or distressing trauma for the quantitative survey because of their vast number of 

traumatic experiences. Participants commonly reported their psychological distress 

resulted from exceptionally high levels of accumulated traumas. One RCMP officer 
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highlighted the policing experience by indicating his or her first posting involved 

witnessing severe human suffering on a daily basis. Another RCMP respondent echoed 

this sentiment, suggesting that the location of the posting can mean experiencing 

unimaginable traumatic events on a weekly basis.  

As a consequence of experiencing such a high volume of traumatic events, 

many RCMP participants also reported significant difficulties coping with their 

experiences. In contrast to previously-discussed respondents who stated they were 

healthy, resilient, and thriving, several respondents offered a more sombre, uncertain 

tone; specifically, the general sense was that participants were trying hard to survive 

their experiences. Coping attempts varied from person to person, and included 

strategies such as pushing down or ignoring emotions, use of substances such as 

drinking or smoking, and “getting on” with life. 

Finally, participants who indicated suffering or attempts to cope were also 

likely to report feeling that trauma exposure had changed them in some significant 

way. Several participants disclaimed that their survey responses did not reflect their 

true selves; for example, one RCMP participant indicated that his or her current life 

situation had tainted responses on the survey, but then noted that his or her current life 

situation encompassed most of the past several years. Other respondents note that 

beginning a policing career was the demarcation between their past selves and their 

present selves. The battle between the past self and the present self was extremely 

salient in such responses. Other responses carried a tone of permanence, such that the 

accumulation of severely traumatic events fundamentally changed their identities, 
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resulting in decreased ability to trust, to be emotionally vulnerable, and to connect with 

others. 

The three basic themes come together to reflect the organizing theme that 

trauma exposure causes suffering. A career of accumulated traumas was the root of 

major emotional burden for respondents, such that they felt they had to survive or cope 

as best as they could. Ultimately, exposure to many traumas and subsequent attempts to 

cope led many respondents to feel they had changed permanently and for the worse.  

 4.2.2 Policing is inherently stressful. The second organizing theme under the 

global theme trauma feels pervasive focused on policing as a career. The first basic 

theme spoke to the routine occupational stressors commonly found in policing, such as 

interpersonal conflict and a high workload (i.e., the nature of the job). As a related but 

distinct concern, officers raised the problematic nature of changing shifts (i.e., 

shiftwork affects us).  

 There were consistent comments across both types of services that exposure to 

stress and trauma is an expected component of policing. Several participants 

commented that the intense workload, stress, and exposure to interpersonal conflict are 

all predictable and probable components of policing. Interpersonal conflict was 

described both in responding to calls as well as navigating workplace conflict. 

Participants reported that the policing workload is incredibly high, especially relative 

to other careers. The overall tone of the comments was that stress is a routine aspect of 

policing. However, one RCMP participant clarified that knowing about what policing 

involves will do nothing to prepare new officers for the actual stress and trauma related 
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to duty, implying that true understanding of the nature of the job can only come from 

experience. 

Participants from both types of services also reported shiftwork as being 

particularly stressful. The number of shifts worked in a row, as well as the difficulties 

in switching on and off of night shifts, was consistently reported as a significant 

stressor. The policing is stressful theme was uniquely related to the personal lives of 

participants. For example, one municipal participant reported stress around shifts 

consumed their lives and an RCMP officer explicitly noted that shiftwork causes stress 

in family life. There was implicit frustration that the structure of police shifts affects 

not only the individual officer but also those family and friends who live with the 

officer. 

The two basic themes, speaking to the nature of policing and the particular 

struggle with shiftwork, reflect the organizing theme that policing is inherently 

stressful. Rather than speaking to specific traumatic incidents, these themes reflected 

the workplace stressors such as interpersonal conflict and managing the effects of 

shiftwork on the family. Although exposure to trauma is the cornerstone of PTSD and 

officers do seem to differentiate between stress and genuine trauma, many participants 

reported on the difficult nature and structure of the policing career as perhaps 

compounding the effects of trauma exposure. 

4.2.3 Police agencies contribute to adversity. A certain subset of responses 

identified a perception that agency-related stressors compromise capacity to cope with 

trauma. Policing agencies were described as being unique from other first responder or 

military organizations (i.e., differences between agencies). Participants described the 
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ways in which they perceived the workplaces cause stress (i.e., workplace is a stressor) 

and how this workplace stress impedes their ability to be resilient (i.e., workplace 

stress prevents recovery). Several participants described feelings of bitterness towards 

their organization, including feelings of organizational betrayal (i.e., organizational 

betrayal). 

Participants reported differences between policing organizations and other 

organizations. For example, several RCMP participants reported believing their 

organization was unique relative to municipal policing, citing increased isolation with 

northern postings and being required to uproot away from their families and friends 

every few years as particularly stressful. In addition, participants reported believing the 

RCMP chain of promotion to be maliciously competitive, with one participant 

reporting officers stepping on others to get ahead was worse in the RCMP than in their 

prior military career.  

Participants frequently commented that the workplace itself (as opposed to the 

workload discussed earlier), both RCMP and municipal, serves as a significant stressor. 

Specific frustrations reported included a lack of recognition from supervising officers 

and the leadership, lack of support during public investigations, frustrations with 

pensions and salary, and managing office and agency politics. One RCMP participant 

highlighted that the workplace stress felt unnecessary, which made coping with the 

stress more difficult. A municipal participant noted that workplace stress unfortunately 

becomes normal. 

Participants also reported workplace stress as impeding natural ability to 

recover from traumatic experiences. One participant reported that workplace stressors 
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increase the longer one stays in the career, and organizational changes over time can 

also enhance stress. Participants also suggested that such increased stress might 

especially hurt those individuals who suffer from traumatic events and need time to 

recover. Indeed, participants suggested the current survey did not place enough 

emphasis on the interaction between duty-related trauma and workplace stressors. 

A subset of eight participants reported feeling deeply betrayed by their 

organization. In such cases, references were made to harassment and bullying, both by 

peers and senior management. Being in a dysfunctional workplace was reported by one 

participant as his or her most severe lifetime stressor, being more severe than any duty- 

related traumatic event experienced. Another officer described being treated unfairly 

by the organization as a life changing betrayal. 

These four basic themes come together to reflect the overarching organizing 

theme that police agencies contribute to adversity. Officers noted a belief that this 

contribution to adversity was unique, with a particular emphasis on the perceived 

discrepancy between the RCMP organization compared to municipal and military 

organizations. Further, officers asserted that the police workplace was itself a stressor 

and it is this very workplace stress which creates obstacles for psychological recovery. 

At its most intense, the organizing theme of police agencies contributing to adversity 

resulted in officers feeling betrayed by their agency.  

 4.2.4 Summary of global theme 2. This global theme, trauma feels pervasive, 

is represented by three organizing themes–trauma exposure causes suffering, policing 

is inherently stressful, and police agencies contribute to adversity. This theme 

addresses the interrelated combination of exposure to severe trauma and the experience 
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of occupational or organizational stressors. Participants showed a clear desire for the 

reader to understand the tragedy of experiencing a trauma, particularly because trauma 

was reported as so severe and frequent for police officers. The inherent stress of 

policing reflected the routine occupational stressors of policing, including the large 

workload, daily stress, and shiftwork, which appeared to worsen individuals’ abilities 

to cope with the severe critical incidents (i.e., traumas) that lead to suffering. Taken 

together, officers suggested that it is the combination of trauma-related suffering, 

stressful work experiences, and unhelpful or unsupportive organizations that lead to the 

impression that trauma is pervasive and inescapable.  

4.3 Global Theme 3: More Work is Needed. 

The third global theme was more work is needed (Figure 3), which is 

represented by three organizing themes. First, participation in the research survey 

served as a platform for self-reflection and allowed the officers to feel like they were 

helping those who were suffering (i.e., sharing was meaningful). Second, participants 

reported that many important avenues of study were being missed, both by the current 

survey and the research community more broadly (i.e., research could be improved). 

Third, participants reported a desire to see institutional change in order to have better 

support for themselves and their suffering peers (i.e., change is necessary). 

4.3.1 Sharing was meaningful. One of the organizing themes identified 

indicated participants supported the type of survey used for the current dissertation. 

Participants reported gratitude for the survey (i.e., gratitude for research), as well as a 

deeper appreciation for the chance to self-reflect (i.e., opportunity for self-reflection).  
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Figure 3. Thematic map of global theme More Work is Needed. 
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Finally, participants noted they were glad for the opportunity to potentially assist 

colleagues in trouble (i.e., making meaning).  

The first basic theme was gratitude for the research being conducted. 

Associated responses ranged from brief comments of thanks to expressive statements 

praising the attention paid to first responders and their issues. Seven participants across  

both types of services left feedback along these lines. Respondents expressed gratitude 

for research into PTSD. One participant reported this survey reflected similar topics as 

covered by his or her PTSD treatment and was pleased to see such a survey being sent 

out. A municipal participant reported being glad that researchers were interested in 

helping police officers. 

Participants reported appreciating the opportunity for introspecting on their 

experiences. Five officers, four RCMP and one municipal, stated that participating in 

the quantitative survey allowed them to stop and reflect comprehensively on their 

careers to date. One participant reported this reflection was helpful and facilitated 

greater insight into his or her personality and experiences. A few participants reported 

surprise at the impact their trauma had on them, recognized only after reflection during 

participation, suggesting they had not seriously considered the impact before. 

Finally, participants reported sharing their experience was meaningful because 

they hoped participation would help others. There was hopefulness that their life 

experience could be valuable for peers and incoming recruits. One participant reported 

having used treatment-seeking experiences to open dialogues with other officers 

experiencing similar issues, hoping to share with them that they are not alone. Two 
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municipal participants also expressed hope that their responses would be helpful for the 

current research and future researchers.  

The organizing theme that sharing is meaningful is thus reflected by the basic 

themes of gratitude, self-reflection, and making meaning. Respondents found value in 

completing the research and sharing their experiences, particularly because they were 

able to reflect on their experiences and perhaps learn something new about their 

experience. Officers were also hopeful that their responses could help the research 

team, other officers, or both. Having the ability to participate in this research appeared 

to take on significant personal meaning for many respondents. 

4.3.2 Research could be improved. A large number of participants offered 

either advice or direct criticism regarding the survey and content. The responses were 

broken into three basic themes. First, there were reports that the survey was too long 

(i.e., length of survey). Second, there was a general desire to know results from the 

study and frustration that the survey results were not immediately available (i.e., desire 

for feedback). Third, participants offered suggestions for additional research 

considerations they felt had been missed, overlooked, or forgotten (i.e., researchers 

don’t get it).  

A very common theme involved comments on the length of the survey. Fifteen 

participants reported on the survey length as taxing and time-consuming. Responses 

along these lines were divided evenly between the types of services. In particular, 

respondents seemed frustrated by the need to take the survey in one sitting rather than 

over several instances, as well as frustrated by perceived question repetitions. A couple 

of participants suggested that shortening the survey was likely to result in a better 
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quality of responses. Three participants noted they almost stopped due to intensity of 

questions and outside interruptions, and one participant noted that the survey pages 

were often too long for the monitor and so the response anchors were not always 

visible. 

In terms of desire for feedback, several participants reported wanting to see the 

survey results. Two participants reported that seeing the overall results would be 

important for the whole group, while three others reported wanting to see their results 

in context relative to the overall result; in other words, to see their ‘score.’ Several 

participants reported a desire to have the results circulated throughout the agencies 

upon completion. 

Some participants felt that several important considerations had been left out 

from the survey. In fact, many participants felt some questions completely missed the 

point, whereas other topics that felt important were absent from the survey. Among the 

most significant concerns reported was wariness that researchers would use 

information about prior childhood abuse to blame PTSD on the individual, or bar 

recruits with histories of childhood abuse from entry to policing. Both RCMP and 

municipal officers expressed this concern. Although childhood adversity is an 

important variable in the study of trauma, the inclusion of childhood adversity as a 

variable in the present dissertation appeared to have made participants uncomfortable. 

Five officers reported feeling concerned about the inclusion of the childhood adversity 

questions. Respondents also wanted more opportunities to describe how policing 

affects their stress and symptom responses, suggesting that more qualitative feedback 

boxes would have allowed officers to fully express their opinions. Finally, a small but 
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expressive subset of respondents indicated a belief that PTSD is a buzzword for police 

and first responder agencies, with one representative officer hoping that the survey 

would not perpetuate the idea that all officers are suffering PTSD. The responses 

paralleled beliefs described earlier, both that resilience and health are always possible, 

and that the victim-mentality is the primary cause of individuals’ suffering; however, 

this was in sharp contrast to other individuals who were grateful for the opportunity to 

reflect on the consequences of trauma and PTSD. 

The organizing theme that research could be improved was represented by the 

three basic themes described here. The length of the survey was expressed as a barrier 

or irritant in research participation. Additionally, respondents suggested that their 

research experience could be improved by including feedback upfront as part of the 

survey. Finally, several responses carried suggestions for improving the content of the 

survey, including topics they felt should have been included or removed. Taken 

together, responses suggested that research could be improved by shortening the 

surveys, providing feedback to respondents, and altering some of the topics included in 

the research. 

4.3.3 Change is necessary. Respondents reported several specific avenues for 

potentially beneficial change. Early intervention and prevention were identified as the 

key to global mental health and wellbeing (i.e., early intervention). Suggestions 

focused on having more access to workplace resources and spreading awareness about 

issues facing officers (i.e., more resources in general), and having greater dedication to 

helping officers (i.e., help is needed).  
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In terms of resources, there were consistent requests for organizations to take a 

more active, or perhaps more visible, role in resource provision. One participant 

referred to a lack of resources (both mental health resources and general resources such 

as financial compensation or additional personnel), describing the absence of resources 

as a primary reason for discontent with the RCMP organization. There were also 

indications of unfamiliarity with the resources that are available. Other participants, 

both RCMP and municipal, described specific resources for which they would like 

greater access, including critical incident stress debriefings, financial compensation 

(e.g., increased salary, pension security), access to empirically supported treatment by 

trained providers, and tools to recognize warning signs for mental health concerns. 

Finally, RCMP participants requested employment of more police officers, to reduce 

shift burden, number of calls, increase peer support, and facilitate greater work/life 

balance. 

Reflecting on trauma and adversity led several participants to conclude that 

more help is needed for officers in Saskatchewan. Helping police officers and first 

responders was perceived to be critical to creating a healthy society. Participants 

described a trend of pretending to be okay, but in reality, experiencing suffering and 

needing resources. Awareness of the issues facing officers was stated as necessary not 

only for civilians and the leadership, but also for the members themselves. One 

representative municipal officer suggested that members would be more likely to seek 

out help if more awareness was disseminated throughout the types of services. 

Lastly, participants specifically requested or reinforced the provision of early 

intervention. One participant stated that early intervention is the most critical 
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component of preventing PTSD, noting that early intervention should be the focus of 

the agencies. Two participants reported wanting more information to be provided to 

incoming recruits and cadets. In particular, the participants recommended organizations 

provide more information about the mental health symptoms to watch for, as well as 

the available mental health resources. 

The organizing theme that change is necessary is reflected by the three basic 

themes addressing early intervention, more resource provision, and the need for help. 

Respondents identified that greater assistance for officers suffering from the effects of 

trauma would carry benefit for individual officers, policing organizations, and society 

at large. They suggested such help might be best if it took the form of early 

intervention, but a general increase of resources would be useful as well.  

4.3.4 Summary of global theme 3. This global theme, more work is needed, is 

represented by three organizing themes–sharing was meaningful, research could be 

improved, and change is necessary. Respondents reflected that the opportunity to share 

was important to them, and hoped that more opportunities to share would occur. There 

were suggested areas for improvement, both in terms of the research itself and for the 

organizations to consider. Such areas included practical changes for research methods, 

thoughts on improvement of resources, and requests for early intervention. Taken 

together, this research and other ongoing efforts were seen as a good start, with much 

room for improvement.   

5.0 Discussion 

The current study was designed to characterize the experience of posttraumatic 

stress and growth following duty-related trauma exposure in Saskatchewan police 



114 

 

officers. Both quantitative and qualitative methods of analysis were used to investigate 

factors that influence posttraumatic outcomes. The quantitative analyses clarified the 

distinct nature of the two police groups under study and compared their symptom 

profiles to published means in other clinical and non-clinical samples. Additionally, the 

quantitative analysis provided data on the impact of theoretically-relevant risk and 

resilience factors which are associated with PTSD and posttraumatic growth in this 

sample. These results can be assessed in the context of Saskatchewan officers’ first-

hand impressions of duty-related stress and trauma. The quantitative and qualitative 

results are also contextualized within the available literature where possible. 

5.1 Differences between RCMP and Municipal Officers 

 The current study is the first to directly assess differences between RCMP and 

municipal police officers in Canada in terms of posttraumatic outcomes. There were 

few demographic differences between the groups. There were significant differences in 

years deployed, with officers in the municipal sample having a higher average career 

length. The absence of other substantive differences indicates the two samples were 

roughly demographically equivalent. 

Despite demographic equivalence, the two officer groups reported substantive 

differences in levels of several risk and resilience variables. There was an overarching 

pattern of risk and resilience imbalance between the RCMP and municipal officer 

groups, wherein RCMP officers had a profile of higher risk and lower resilience than 

municipal officers. Specifically, RCMP officers reported higher levels of several risk 

variables including inhibitory IU, AS cognitive anxiety symptoms, and work 
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disengagement, as well as lower levels of several resilience variables including 

conscientiousness, openness, optimism, and hopefulness.  

The profile of higher risk and lower resilience for RCMP officers was also 

reflected in the differences between the officer groups in mental health outcome 

variables. RCMP officers were more likely to have clinically significant levels of 

depression (17%) and anxiety (14%) relative to municipal officers (7% and 7%, 

respectively). RCMP officers also reported significantly higher levels of PTSD 

symptoms. Alongside elevated PTSD symptom scores, officers in the RCMP group 

were also more than twice as likely to meet criteria for probable PTSD (25%) relative 

to municipal officers (12%). This is particularly notable given that both samples had 

100% rates of trauma exposure and a comparable average time since index trauma. 

Nevertheless, the discrepancy parallels the limited Canadian literature, with PTSD 

estimates ranging from 8% in municipal police (Martin et al., 2009) to 32% in RCMP 

(Asmundson & Stapleton, 2008), and a Canadian sample of mixed officers in the mid-

range with 21.6% (Menard et al., 2016).  

Some of the discrepancy between RCMP and municipal officers in adverse 

mental health outcomes may be attributed to differences in deployment mandates, with 

RCMP officers spending more time in isolated postings with few colleagues (Council 

of Canadian Academies, 2014), and being more likely to be deployed on tasks or in 

areas akin to what a national military force might experience (e.g., international 

peacekeeping operations in Haiti). RCMP officers are more likely to attend road 

collision fatalities and, in smaller communities, are more likely to personally know 

victims of road traffic accidents and violent crime. In addition, several RCMP 
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members asserted their experience is subjectively more taxing than not only municipal 

police but even the military. The qualitative data also suggests that a subset of RCMP 

officers have a heightened sense of frustration or betrayal towards their organization, 

which is perhaps related to the poorer mental health status in the RCMP group. 

Alternatively, municipal police officers may be underreporting their symptoms, as 

underreporting is a known issue for some first responder populations (e.g., Anshel, 

2000; Pole, Kulkarni, Bernstein, & Kaufmann, 2006); that said, the same 

underreporting may be true of RCMP officers.  

Despite differences in PTSD symptom severity, no difference was found on 

levels of posttraumatic growth between the two groups. The equivalent posttraumatic 

growth experiences may have occurred because both groups of officers met the 

theoretical threshold of PTSD symptoms necessary for the experience of posttraumatic 

growth (Tedeschi & Calhoun, 1996). Alternatively, although there is clear empirical 

evidence of a relationship between PTSD and posttraumatic growth (Shakespeare-

Finch & Lurie-Beck, 2014), it is unlikely that they are singularly related constructs. 

PTSD symptoms are only one component of a likely complex relationship between 

trauma exposure and posttraumatic growth, and perhaps other relevant variables that 

were similar or balanced between the two officer groups (e.g., demographics) led to 

similar posttraumatic growth profiles. Further research is needed to reconcile the 

similar posttraumatic growth scores despite many differences in predispositional 

variables and mental health symptom scores.  

In keeping with previous police research (Brewin et al., 2000; Lilly et al., 2009; 

Ménard & Arter, 2014; Pole et al., 2001; Sutker et al., 1995), no gender differences 
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were identified on any of the demographic, risk, resilience, or outcome variables 

considered in the current research. The one study which found evidence of gender 

differences in American officers two years after event exposure found no evidence of 

gender differences at six years following the event (Bowler et al., 2012). Given that the 

current sample had an average time since index trauma of 8.1 years, immediate post-

event gender differences may have existed at one point but faded with time. 

Furthermore, gender-related conflict or hardship in Canadian police populations may 

have genuinely begun to minimize, especially as women have been hired and promoted 

at higher rates than in decades past (Mazowita & Greenland, 2016). Alongside an 

absence of gender differences in the quantitative data, there were no mentions of 

gender-related differences or hardships in any of the qualitative feedback responses.  

 Based on recommendations against multiple comparison corrections 

(Nakagawa, 2004; Perneger, 1998; Rothman, 1990; Westfall & Young, 1993), 

particularly for research that is exploratory (Bender & Lange, 2001) or detailed 

(Moran, 2003), the present dissertation did not conduct corrections for Type I errors 

beyond setting alpha at .05. The current results include several statistically significant 

differences, particularly among the outcome variables, all of which followed 

theoretically supported, predictable, and reasonable patterns (e.g., Moran, 2003); 

accordingly, the likelihood of all or even most of the relationships being attributable to 

chance is low (Moran, 2003). Nevertheless, further support for the observed 

statistically significant between-groups differences would likely benefit from 

statistically conservative analyses associated with clear and narrow a priori hypotheses 
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about sample differences and subsequent multiple comparison corrections (Bender & 

Lange, 2001). 

5.2 Comparisons with Other Samples Assessed for DSM-5 PTSD   

 Comparisons of response means showed that the present trauma-exposed 

municipal officer sample had comparable (Blevins et al., 2015; Price et al., 2016) or 

lower (Van Dusen et al., 2015) scores than trauma-exposed undergraduate and 

community samples, as well as lower than military and veteran samples (Elhai et al., 

2015; Hoge et al., 2014; Price et al., 2016). The present trauma-exposed RCMP sample 

had higher scores than a trauma-exposed undergraduate sample with low means 

(Blevins et al., 2015) and comparable scores to a trauma-exposed undergraduate 

sample with high means (Van Dusen et al., 2015) and a trauma-exposed community 

sample (Price et al., 2016). The RCMP group, like the municipal group, reported lower 

scores than the military and veteran samples. The results suggest that RCMP officers 

may experience higher PTSD symptom severity than some, but not all, non-clinical 

samples, whereas municipal officers appear to be experiencing relatively lower PTSD 

symptom severity. Both municipal and RCMP officers appear to be experiencing lower 

symptom severity than combat-exposed American military and veteran populations.  

5.3 Risk and Resilience for Trauma Outcomes 

5.3.1 PTSD. In terms of PTSD, certain risk factors (i.e., adverse childhood 

experiences, IU, AS, neuroticism, work disengagement) were expected to be associated 

with higher PTSD symptoms, whereas certain resilience factors (i.e., social support, 

hope, optimism, agreeableness, openness) were expected to be associated with lower 

PTSD symptoms. These hypotheses were each partially supported. That is, several 
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variables were consistently associated with PTSD for both municipal and RCMP 

groups: AS, IU, optimism, and social support. In addition, social support, hope, and 

personality facets were associated with specific symptoms in either the RCMP or the 

municipal groups. In contrast, adverse childhood experiences and work disengagement 

were not associated with PTSD symptoms.  

The association between AS and PTSD symptoms has been well supported in 

the literature, including in veteran (Olatunji et al., 2012; Taylor et al., 1992) and police 

(Asmundson & Stapleton, 2008) samples, though all extant studies used the DSM-IV 

conceptualization of PTSD. The current research supports associations between AS and 

PTSD total and subscale scores as equivalent using the DSM-5 conceptualization of 

PTSD. This result was expected in the RCMP group given previous research showing 

the relationship between AS and PTSD in Saskatchewan RCMP officers (Asmundson 

& Stapleton, 2008). The equally strong relationship in the municipal group indicates 

that sensitivity to the signs and symptoms of anxiety is likely to be an important risk 

variable for PTSD in the Saskatchewan police context. 

IU was strongly associated with PTSD total and subscale scores in both RCMP 

and municipal officer groups, with the exception of the numbing and hyperarousal 

subscales in the municipal officer group. The association is in keeping with the 

burgeoning literature supporting the association between IU and PTSD symptoms 

(Banducci et al., 2016; Bardeen et al., 2013; Boelen, 2010; Fetzner et al., 2013; White 

& Gumley, 2009). The largest association between IU and PTSD was from the RCMP 

sample. Previous research has identified no associations between IU and re-

experiencing in a community sample (Fetzner et al., 2013) or avoidance in a clinical 
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sample (Banducci et al., 2016), whereas the current study found no evidence of a 

relationship between IU, numbing, and hyperarousal in the municipal officer group. 

RCMP officers had higher IU scores than their municipal counterparts, potentially 

signifying a threshold of IU is required in order to robustly influence all PTSD 

symptoms. Nevertheless, difficulties with uncertainty were linked to greater overall 

levels of PTSD in both samples. As such, this variable represents a sound risk factor in 

policing populations. As no research has been conducted on IU and PTSD in police 

samples, the results represent a novel contribution to the theory of factors associated 

with PTSD symptom severity. 

 Optimism was significantly inversely related to PTSD total and subscale scores 

in both RCMP and municipal groups, indicating that high levels of trait optimism are 

associated with decreased levels of PTSD symptoms in Canadian police officers. This 

association supports previous research with New Zealand officers, where high 

optimism was associated with decreased PTSD symptoms (Surgenor et al., 2015), as 

well as similar research with rescue and recovery workers (Dougall et al., 2001), 

military (Thomas et al., 2011), and repatriated prisoners of war (Segovia et al., 2012). 

The theme health is possible reflected an optimistic outlook towards posttraumatic 

health and provides support for this resilience factor. Optimism was also inherent to 

many other qualitative responses, as detailed below. 

Finally, social support was strongly inversely associated with PTSD symptom 

severity in the quantitative data in both samples, a result echoed in the qualitative 

feedback referring to the importance of supportive friends, family, and colleagues. 

There have been three meta-analyses (Brewin et al., 2000; Ozer et al., 2003; Prati & 
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Pietrantoni, 2010) implicating social support as a robust resilience factor for PTSD,  

replicating a result in a Canadian municipal police sample (Martin et al., 2009). The 

qualitative feedback responses suggested two different angles of social support–the 

family providing a source of strength (resilience) versus trying to be strong for the 

family (survival). Ultimately the diverse perceptions of social support may result in 

equally healthy outcomes, given research suggesting social support both prevents stress 

in the first place and mitigates the effect of stress when it occurs (Viswesvaran, 

Sanchez, & Fisher, 1999).  

Several other risk and resilience variables were significant only for the RCMP. 

Number of years deployed was significantly, positively associated with all PTSD total 

and subscale scores for RCMP officers, suggesting that longer service was related to 

greater PTSD symptom severity. Previous literature has suggested that exposure to 

greater numbers of traumatic events is associated with higher PTSD prevalence 

(Kilpatrick et al., 2013) and greater number of deployments is associated with greater 

risk for PTSD (Reger, Gahm, Swanson, & Duma, 2009); however, both RCMP and 

municipal police officers should experience an increasing number of potentially 

traumatic events as their careers progress, and tend to have careers with routine shifts 

rather than distinctive deployments. Indeed, both types of services qualitatively 

commented on the accumulation of events over the career. Recall that RCMP officers 

in the current study qualitatively asserted that their experiences with trauma and their 

organizational structure were more challenging than other agencies had to experience; 

these beliefs may provide an avenue for future research exploring why number of years 

deployed was associated with PTSD symptoms in RCMP but not municipal officers. 
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The personality facets were not as uniformly associated with PTSD total and 

cluster scores as expected. RCMP officers reported significantly lower openness scores 

than municipal officers, and openness was positively associated only with PTSD total 

and subscale scores in the RCMP group. This echoes previous research that openness is 

associated with trauma exposure in civilians (Gil, 2015) and police (Ellrich & Baier, 

2016), re-experiencing symptoms (Libera et al., 2016), and general stress (Talbot, 

Duberstein, King, Cox, & Giles, 2000). Individuals who are high in openness may have 

a penchant for seeking out new activities and novel situations (Jang, Stein, Taylor, 

Asmundson, & Livesley, 2003). Individuals high in openness may therefore be more 

interested in a highly mobile and constantly-changing career with the RCMP than a 

more stable municipal career. That same openness may then increase emotional 

sensitivity following deployment-related trauma exposure, which can result in greater 

PTSD re-experiencing symptoms (Knezivc et al., 2005).  

Perhaps most surprisingly, neuroticism was not associated with PTSD total or 

subscale scores in either sample. The lacking influence of neuroticism in Saskatchewan 

officers comes despite a wide range of literature supporting neuroticism as a risk factor 

for PTSD (Borja et al., 2009; Bramsen et al., 2000; Chung et al., 2006; Chung et al., 

2011; Fauerbach et al., 2000; Holeva & Tarrier, 2001; Lee et al., 1995; McFarlane, 

1992; O’Toole et al., 1998; Schnurr et al., 1993; Zhang et al., 2010). Developments in 

personality research have led to questions about the validity of neuroticism as a distinct 

personality dimension (Lee & Ashton, 2004; Ormel, Rosmalen, & Farmer, 2004). For 

example, Ormel and colleagues (2004) proposed that rather than being a distinctive 

personality domain, neuroticism may be better conceptualized as a non-specific 
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indicator of distress. Additionally, police-specific research with clinical personality 

inventories has found that police applicants score lower on neuroticism than the 

general population (Detrick & Chibnall, 2013); indeed, those applicants who do score 

high on neuroticism are likely to score high on scales assessing positive impression 

management, and may be screened out of police work upon further psychological 

assessment. Replication of the non-significant findings would provide valuable 

confirmation of this unexpected result. 

Work engagement and adverse childhood events were not significantly 

associated with PTSD in either sample. Work engagement was included as a largely 

exploratory variable given research showing low levels of engagement are linked to 

poorer physical health (Yoo & Franke, 2011), sickness-related work absence 

(Summerfield, 2011), and depression (Garbarino et al., 2013), as well as officers’ 

beliefs that work-related problems contribute to their PTSD (Emsley et al., 2003). 

However, the current results suggest that work disengagement does not have a 

significant influence on PTSD symptom severity in Canadian police officers. 

Qualitatively, officers did report that a perceived lack of support from the organization 

was an important factor in mental health; as such, it may be the case that the 

interpersonal aspects of work engagement should be considered in the future, rather 

than general aspects of work engagement like passion for the job. Likewise, childhood 

adversity has been linked to greater PTSD probability in military samples (Cabrera et 

al., 2007; Fritch et al., 2010; Iversen et al., 2008; LeardMann et al., 2010; Sareen et al., 

2013; Van Voorhees et al., 2012) and one study of police officers (Wang et al., 2010), 

but this association was not supported in the current police samples. Given several 
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statements in the qualitative responses that participants felt threatened or offended by 

the inclusion of adverse childhood events, it is possible participants may have 

underreported in order to downplay or minimize their experiences.  

5.3.2 Posttraumatic growth. In terms of posttraumatic growth, certain factors 

(i.e., PTSD severity, agreeableness, social support, optimism, hope) were expected to 

be associated with higher posttraumatic growth, whereas other factors (i.e., 

neuroticism, work disengagement) were expected to be associated with lower 

posttraumatic growth. These hypotheses were each partially supported. That is, several 

variables were consistently associated with posttraumatic growth for both municipal 

and RCMP groups (i.e., PTSD severity, agreeableness, adverse childhood experiences). 

Additionally, neuroticism was associated with specific aspects of growth in the 

municipal group, IU was associated with specific aspects of growth in the RCMP, and 

hope was associated with the Personal Strength subfactor in both samples. In contrast, 

social support, optimism, and work disengagement were not associated with 

posttraumatic growth. These relationships are explored in the following paragraphs. 

The current study revealed a statistically significantly positive association 

between PTSD symptoms and posttraumatic growth. The relationship between PTSD 

and posttraumatic growth is theoretically intuitive but empirically mixed, with 

conflicting evidence for linear (e.g., Solomon & Dekel, 2007) or curvilinear 

relationships (e.g., McCaslin et al., 2009), as well as for positive (e.g., Taku et al., 

2007) or negative (e.g., Frazier, Conlon, & Glaser, 2001) relationships. A recent 

investigation of American police officers exposed to Hurricane Katrina even found 

evidence that DSM-IV PTSD symptoms were not at all associated with posttraumatic 
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growth (McCanlies, Mnatsakanova, Andrew, Burchfiel, & Violanti, 2014). The authors 

surmised that the time-since-trauma (i.e., seven years) may have lessened any 

relationship between PTSD and growth; however, the current results do not support 

McCanlie and colleagues’ (2014) hypothesis, as a positive relationship was identified 

despite an average time-since-trauma of 8.1 years. This positive relationship is in 

keeping with other literature on posttraumatic growth in police officers (Chopko, 2010) 

and emergency service workers (Oginska-Bulik, 2015). The results support the theory 

that experiencing a certain threshold of PTSD-related symptoms is necessary for 

generating the type of cognitive reframing necessary for developing posttraumatic 

growth (Tedeschi & Calhoun, 1996). 

Beyond PTSD severity, two variables were consistently associated with 

posttraumatic growth for both municipal and RCMP groups, including higher levels of 

agreeableness and higher levels of childhood adversity. The agreeableness results were 

expected given other research showing high agreeableness is associated with greater 

posttraumatic growth (Karanci et al., 2012; Shakespeare-Finch, Gow, & Smith, 2005; 

Wilson & Boden, 2008). In addition, the qualitative feedback reflected this finding 

with the assertion that positive attitudes and expectations predict thriving. High 

agreeableness may lead to posttraumatic growth due to the heightened tendency to 

accept life circumstances and draw comfort from reciprocal social relationships 

(Karanci et al., 2012). Indeed, officers with higher levels of agreeableness appear better 

at building rapport (Wachi, Watanabe, Yokota, Otsuka, & Lamb, 2016), have greater 

work-related social support and a high sense of job reward (Garbarino, Chiorri, & 

Magnavita, 2014), and appear less likely to be violently attacked by perpetrators 
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(Ellrich & Baier, 2016). Such evidence for the importance of agreeableness in effective 

policing, coupled with current findings that agreeableness is associated with perceived 

benefit following trauma, suggests having a warm, tactful, and friendly personality 

carries significant advantage to police officers. 

Higher levels of childhood adversity were associated with overall posttraumatic 

growth in both groups. Individuals who have posttraumatic growth as a result of the 

specific childhood trauma have been posited as able to develop healthy, flexible 

cognitive processes (e.g., I can be safe in healthy relationships) as opposed to trauma-

influenced cognitive processes (e.g., I can never be safe with others) (Hartley et al., 

2016). By developing such flexible cognitive processes prior to being an adult, an 

individual may be more resilient to future trauma-exposure (Walker-Williams et al., 

2013). Qualitative responses echoed this finding with a similar assertion that trauma 

can be overcome. That said, several responses in the qualitative feedback reflected 

officer hesitation about including childhood adversity in the survey based on concerns 

that their experiences would be used to blame officers for their PTSD. In contrast to 

this feared outcome, however, having experienced childhood adversity may have 

compelled the development of resilient qualities in adulthood for active duty police 

officers. This result represents the first research exploring the effect of childhood 

adversity on posttraumatic growth within a police sample. 

There was a small but significant association between neuroticism and 

posttraumatic growth for municipal officers, specifically within the new possibilities 

subdomain. The relationship was unexpectedly positive, suggesting municipal officers 

with a tendency to experience negative, labile emotions felt they had new opportunities 
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and prospects as a result of their trauma. There was also a small but significant positive 

association between IU and posttraumatic growth for RCMP officers, specifically 

within the personal strength and spiritual change subdomains. As such, RCMP officers 

who respond poorly to uncertainty developed a stronger sense of self-sufficiency and 

spiritual identity as a result of their trauma. Finally, higher self-reported hope was 

associated with increased scores on the Personal Strength subfactor for both types of 

services. Hope has been characterized by a sense of self-efficacy and resourcefulness in 

terms of the future (Snyder et al., 2001). This definition overlaps with descriptions of 

the Personal Strength construct, wherein individuals endorse feeling self-reliant, 

capable, and able to identify and use resources. 

 Taken together, findings from this dissertation suggest that posttraumatic 

growth may be more likely to occur for Canadian police officers who experience 

sufficient trauma symptoms to engage in cognitive restructuring (either on their own or 

as a result of seeking external resources), have a naturally agreeable and friendly 

personality, and have developed coping skills as a consequence of childhood adversity. 

Future research should consider whether posttraumatic growth occurs naturally in this 

subset of officers, or whether these officers were more likely to undertake 

psychotherapy. Agreeableness, for example, has been associated with help-seeking 

attitudes (Kakhnovets, 2011) and positive therapeutic outcome (Kushner, Quilty, 

Uliaszek, McBride, & Bagby, 2016); as such, the relationship between agreeableness 

and posttraumatic growth could be mediated by participation in psychotherapy. Mental 

health professionals who are working to facilitate posttraumatic growth could consider 

whether their police clientele match the above description and may benefit from 
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growth-focused therapy (e.g., including conversations about growth as a component of 

cognitive processing therapy; Calhoun & Tedeschi, 2014).  

It is notable that the predispositional variables associated with posttraumatic 

growth in the present dissertation tended to be personality-based (e.g., agreeableness, 

neuroticism) or unchangeable (e.g., childhood adversity); as such, it may not be 

feasible to focus on enhancing the predisposition for posttraumatic growth in officers 

who do not naturally carry this predisposition. Instead, two alternative avenues are 

possible. First, a prevention model focused on reducing risk for, and enhancing 

resilience against, developing PTSD is critical given the strong association between 

PTSD and posttraumatic growth. Posttraumatic growth is beneficial and positive, but 

preventing an individual from developing PTSD in the first place is preferable. Second, 

it is important to remember that posttraumatic growth is not a necessary component of 

recovery from PTSD, and many people do not experience posttraumatic growth 

(Tedeschi & Calhoun, 2006). Mental health professionals working with trauma-

exposed police populations are cautioned not to consider treatment a failure if the 

individual does not develop posttraumatic growth. Individuals who are not predisposed 

to posttraumatic growth or who are not otherwise guided towards posttraumatic growth 

may nevertheless be able achieve remission of PTSD symptoms (Tedeschi & Calhoun, 

2006).  

5.3.3 Anxiety and depression symptoms. Given that there was significant 

multicollinearity between PTSD symptoms, anxiety symptoms, and depression 

symptoms, the anxiety and depression scales were not included as independent 

variables in the PTSD regressions. The high power in the current sample allowed room 
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to run exploratory regressions with GAD-7 (i.e., anxiety) total scores and CES-D (i.e., 

depression) total scores as dependent variables.  

Several variables were predictive of anxiety in both municipal and RCMP 

groups (i.e., high neuroticism, high AS). The relationship between neuroticism and 

anxiety is expected in the current sample given that both neuroticism (Ormel et al., 

2004) and GAD-7 anxiety (Kertz, Bigda‐Peyton, & Bjorgvinsson, 2013) have been 

described as measures of general distress. That AS was associated with anxiety is also 

expected based on meta-analyses showing strong relationships between the two 

variables (e.g.,Olatunji & Wolitzky-Taylor, 2009).  

Several variables were predictive of depression in both groups (i.e., high AS, 

low social support, low optimism, decreased work engagement). These relationships 

were anticipated based on existing literature. For example, AS has typically been 

considered a vulnerability for anxiety disorders, but has shown consistent relationships 

with measures of depression (Cox, Enns, Freeman, & Walker, 2001; Muris, Schmidt, 

Merckelbach, & Schouten, 2001; Smari, Erlendsdottir, Bjorgvinsdottir, & Agustsdottir, 

2003; Taylor, Koch, Woody, & McLean, 1996). Low optimism has been consistently 

associated with elevated symptoms of depression due to the cognitive component 

common across both constructs (Schueller & Seligman, 2008). Finally, low levels of 

work engagement have been longitudinally associated with depression across a diverse 

sample of occupations (Innstrand, Langballe, & Falkum, 2012) and specifically with 

police officers (Garbarino et al., 2013). 

5.3.4 High adjusted variance in regressions. The adjusted variance accounted 

for by the final regression models was high for both RCMP and municipal officers 
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across many of the outcome variables. For PTSD subscale and total scores, final 

models accounted for 26-41% of the adjusted variance in RCMP and 30-42% of the 

adjusted variance in municipal officers’ scores. Final models for anxiety and 

depression accounted for even higher adjusted variance, with final models accounting 

for 50-55% of the adjusted variance of these constructs in both samples. It is possible 

that, within the present samples, independent variables may overlap conceptually with 

the dependent outcome variables. For instance, the regression considering anxiety 

(measured by the GAD-7) included several anxiety-related constructs (i.e., neuroticism, 

anxiety sensitivity, intolerance of uncertainty), all of which had significant positive 

relationships with anxiety in the regression model and were highly correlated. The 

regression considering depression (measured by the CES-D) included potentially 

related constructs such as social support and optimism, both of which had significant 

negative relationships with depression; optimism was negatively correlated with 

depression, though social support was not. Further, researchers in primary care settings 

have found depression and anxiety are highly overlapping (Löwe et al., 2008); as such, 

if the specified model parameters fit one variable very well, it is logical they may also 

fit the other based purely on construct overlap. The high variance in the present 

research suggests that future research may need to test for construct overlap in 

Canadian police samples, both in terms of the outcome variables (i.e., anxiety; 

depression; PTSD) and the predispositional variables (e.g., AS, IU, personality facets, 

social support, optimism).  

Nonetheless, the variance accounted for in the present study is not outside the 

realm of possibility. For example, a number of previous studies have found high 



131 

 

variance accounted for in multiple regression analyses with PTSD (e.g., 31%, Hebert, 

Lavoie, & Blais, 2014; 39%, Andrykowski & Cordova, 1998; 66%, Schuettler & 

Boals, 2011). High variance values do not necessarily signal problems, particularly 

given that the reported values were determined using Adjusted R2. Adjusted R2 was 

used rather than R2 in order to account for the increasing parameters added to the 

model, and therefore to provide the most conservative estimate of variance accounted 

for. Additionally, using Adjusted R2 rather than R2 provides an opportunity to 

minimizes overfitting bias by monitoring where the values peak and decline, with a 

decline in value indicating that the added terms do not improve the model more than 

chance. In the present analyses, the Adjusted R2 values did not decline in any of the 

significant model steps, supporting that the models were not overfitted and are likely 

representative of true model improvement. 

5.3.5 Risk and resilience summary. In summary, there were several 

predispositional factors robustly associated with PTSD symptoms (i.e., AS, IU, social 

support, optimism) and posttraumatic growth (i.e., PTSD severity, childhood adversity, 

agreeableness). In addition, neuroticism and AS were associated with anxiety, and AS, 

optimism, and work engagement were associated with depression. Social support and 

optimism were further validated as important by distinctive themes emerging from the 

qualitative feedback. These highlighted risk and resilience variables likely represent 

important and robust variables across the Canadian policing context and may represent 

avenues to target for prevention or intervention protocols across Canadian first 

responder groups. 
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Differences do appear to be robust across the two groups in other 

predispositional factors’ associations with PTSD (i.e., years deployed, hope, openness, 

neuroticism), posttraumatic growth (i.e., neuroticism, IU), anxiety (i.e., IU, social 

support, optimism), and depression (i.e., childhood adversity, neuroticism, hope). 

Generally, more variables were significantly associated with PTSD for the RCMP than 

municipal officers. One explanation may be the significant differences in PTSD 

severity between the two groups. Alternatively, a certain threshold of PTSD symptoms 

may be required before the posited risk and resilience variables have influence. Finally, 

there may be other predispositional variables (e.g., peritraumatic dissociation) 

influencing posttraumatic outcomes that were not considered in the current research, 

particularly for the municipal officer group. Longitudinal or time-lagged research 

designs would allow for greater exploration of variables that would be difficult to 

assess in cross-sectional research.  

5.4 Officer Perceptions of Health and Resources  

The qualitative analysis conducted with a subset of the current sample 

identified three global themes, including health is possible, trauma feels pervasive, and 

more work is needed. These three global themes provide an in-depth understanding of 

the officers’ perceptions of their health, the health of others, and the availability of 

resources to manage the struggle of trauma exposure. The first two themes (i.e., health 

is possible, trauma feels pervasive) appeared to represent ideologically distinct camps 

of officers in terms of attitudes towards trauma, mental health, and the policing 

organizations. The conflicted interpretations between the two themes likely represent 

differences in perspective between peers and colleagues in police agencies. 
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Respondents in the health is possible theme were apt to encourage others to access 

resources and take responsibility for their own health and attitude. The theme trauma 

feels pervasive was more in line with the cynical, pessimistic attitude commonly 

described in police culture (Reiner, 2010). The differences between those officers who 

believe PTSD can be overcome (i.e., internal locus of control) and those officers who 

believe PTSD is something that has been done to them (i.e., external locus of control) 

may facilitate difficulties connecting or empathizing with colleagues coming from a 

different perspective. In fact, respondents in the trauma theme were more likely to feel 

misunderstood and abandoned by their peers and the organization. Perceptions of 

isolation could be particularly problematic if superior officers who believe health is 

possible are perceived as dismissive by subordinates who believe trauma is pervasive. 

Accordingly, the potential for conflict within the rank hierarchy (Reiner, 2010) is 

exacerbated by the potential for conflict between pessimistic and optimistic outlooks. 

In the context of the current dissertation, many officers stated that both the 

researcher and the organization did not fully understand their problems, or understood 

but had not responded appropriately. There has been substantial research into how 

police officers are perceived by others (e.g., Clark, 1965; Kääriäinen, 2007); however, 

only recently have researchers assessed officers’ trust of others (Kääriäinen & Sirén, 

2012; Van Craen, 2016). Van Craen (2016) suggests that officers’ level of trust is 

dependent on their perceptions of whether others are acting in a just, fair, respectful, 

and considering manner, and that higher levels of trust lead to higher cooperation and 

responsiveness. As such, officers’ satisfaction with perceptions of how well the 
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research team and the organizations understand the policing experience is important 

and reflected in the qualitative responses. 

 A salient theme in the responses was officers struggling to choose a single most 

severe, personally impacting traumatic event to serve as the index trauma for this 

research. Selecting the most severe event to serve as an index trauma is standard 

practice in the literature; nevertheless, many officers reported difficulty isolating an 

index trauma from the dozens or hundreds of traumatic events they experience over the 

course of the career. There are emerging methods for gathering trauma histories in 

survey research, including identifying the frequency of exposure to traumatic events as 

well as the subjectively perceived severity of each experienced event (Weiss et al., 

2010). Though the diagnosis of PTSD still requires an index event (i.e., Criterion A; 

APA, 2013), employing this alternative history-taking method may assuage officers’ 

concerns that the severity or frequency of their experiences is not properly being taken 

into account.  

 Respondents indicated that many of the constructs measured in the survey felt 

inappropriate (e.g., childhood adversity), insufficient (e.g., physical health symptoms), 

or too lengthy. For instance, officers expressed dismay, concern, and anger about being 

asked about childhood adversity, taking personal offense to the perceived implication 

that their childhood made them at fault for their own symptoms. The childhood 

adversity questionnaire is an excellent example of a potential disconnect between the 

researcher and the respondents. As outlined in the introduction, childhood adversity is 

a well-established risk factor that is not new to the policing literature, nor is it used as a 

single determinant for the incidence of PTSD following trauma. Further, many officers 
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not did not have the context that the childhood adversity measure generates a total 

score rather than considering specific items, such as whether individuals had been 

spanked as children (an item officers found particularly problematic). Finally, in the 

current study childhood adversity was actually associated with posttraumatic growth 

development, and not at all predictive of PTSD symptoms. Discrepancies between 

researcher intent and respondent perceptions highlight an important consideration for 

future research with police officers (and likely all first responders). Researchers should 

consider avenues for clarifying the intent of the research being conducted while, of 

course, preserving the validity of the measures used. Clarifying that the overall pattern 

of responses will be considered, rather than individual items, may allay some concerns. 

Giving frequent opportunities to clarify responses using feedback boxes may also allow 

officers to provide richer information where they feel it is necessary. The qualitative 

feedback indicate that duty-related trauma is an area of interest for officers. Having an 

informational debriefing page describing previous research, or summary results when 

possible, may serve the dual purpose of education and validation for those officers who 

choose to participate. 

 Participants suggested two avenues for alleviating the perception that police 

organizations do not fully grasp the issues facing deployed officers: an increase in early 

intervention and an increase of resources available to officers (or at least an increase of 

awareness about available resources). These results echo previous descriptions of the 

consequences of officers feeling disconnected from, and not helped by, their 

supervisors (e.g., Ingram & Lee, 2015; Toch, 2002). Feeling supported by supervisors 

and the work group is one of the factors which increases police officers’ commitment 
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to their organization and desire to stay in their chosen career (Jaramillo, Nixon, & 

Sams, 2005), both important factors in heightened well-being of employees (Meyer, 

Stanley, & Parfyonova, 2012). 

 Organizations could also devote additional resources for mental health supports 

directly available to officers. Canada has some of the greatest access to resources of 

police services in Western countries (Menard et al., 2016), but there may be 

discrepancies in access between Canadian regions (e.g., psychologist access in a major 

city vs. isolated postings), or barriers to accessing services such as perceived stigma. 

There is also a challenge in balancing the provision of empirically-supported 

treatments with providing resources that officers desire. For example, there is minimal 

evidence suggesting peer-support or crisis intervention programs are either helpful or 

harmful following critical incidents (Authors, 2016), but removing such programming 

from agencies may have the unintentional effect of removing a perceived support 

system (Regel, 2007). Feedback in the current research supported the importance of 

providing resources but also not removing structures that are perceived to be helpful.    

5.5 Limitations 

 There are several limitations to the current research. The survey-based data 

collection was based upon self-report data, which is potentially problematic due to 

evidence of first responders’ tendency to underreport clinical symptoms on self-report 

scales (e.g., Anshel, 2000; Berger et al., 2012; Dowling et al., 2006; Hunt et al., 2003; 

Pole et al., 2006). Rates of probable PTSD, clinical anxiety symptoms, and clinical 

depression symptoms were expectedly high in the RCMP population; however, rates 

were closer to civilian averages in the municipal officers which may reflect reality or 
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may be a result of underreporting. Relatedly, there is risk of bias in the data due to 

officers self-selecting to participate, although a large number and hopefully 

representative group of officers across the province completed the study. Officers may 

have chosen to participate if they felt particularly strongly about PTSD in policing, 

which may have resulted in the strong differences of opinion (i.e., trauma can be 

overcome vs. trauma is pervasive) indicated by the qualitative data analyses. Further 

research is necessary to elucidate whether the differences identified between and within 

groups in the present study are accurate and reflective of the population, or if the 

differences were augmented by underreporting or self-selection bias. 

 Relatedly, there is emerging debate about the specificity and sensitivity of the 

use of the GAD-7 as a self-report measure for generalized anxiety disorder. On one 

side of the debate, researchers have suggested the GAD-7 is not an effective screener 

for clinically significant generalized anxiety disorder (e.g., Kertz, Bidga-Peyton, & 

Bjorgvinsson, 2013). Additionally, the original authors of the GAD-7 found the 

measure to be an adequate screener for panic, social anxiety, and PTSD (Spitzer, 

Kroenke, Williams, & Lowe, 2006), and it may therefore lack specificity. On the other 

hand, a systemic review of the literature resulted in the conclusion that the GAD-7 is 

the best screening measure currently available for anxiety (Herr, Williams, Benjamin, 

& McDuffie, 2014). A diagnostic meta-analysis indicated that a cut-off point of 8 may 

have the highest specificity and sensitivity values based on the very small number of 

publications comparing the GAD-7 to a corresponding clinical diagnosis of generalized 

anxiety disorder; however, the authors noted that cut-off scores between 7 and 10 

would result in similar test accuracy (Plummer, Manea, Trepel, & McMillan, 2016). 
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Given the relative dearth of self-report measures for anxiety that are publically 

available, the GAD-7 was the only feasible choice for inclusion in the present study; 

however, the future development of a more sensitive and specific self-report measure 

available to the public would be of benefit. 

The specific self-report measures chosen for the present study resulted in 

significant multicollinearity between the PTSD measure (PCL-5), anxiety measure 

(GAD-7), and depression measure (CES-D). That said, PTSD and depression do 

overlap clinically and may share a common underlying dysphoria dimension (Elhai et 

al., 2011; Gros, Price, Magruder, & Frueh, 2012). As such, the substantial overlap 

between individuals with probable PTSD, anxiety, and depression in the current 

sample, and the finding of multicollinearity between the measures, may accurately 

depict the clinical reality rather than signify a problem with the psychometric 

measures.  

The research design employed in the current dissertation was cross-sectional in 

nature, limiting conclusions about the relationships between risk, resilience, PTSD, and 

posttraumatic growth. As previously mentioned, there is ongoing discussion about the 

course of trauma exposure, PTSD onset, and posttraumatic growth (Shakespeare-Finch 

& Lurie-Beck, 2014). Prospective, longitudinal research would be useful in elucidating 

this relationship in police populations, and would also help to clarify the temporal 

influence of various risk and resilience variables. Such research would also be useful in 

clarifying why municipal and RCMP officers differ so greatly not only in levels of 

certain variables, but also in terms of the type of variables which affect posttraumatic 

mental health outcomes.  
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The quantitative analyses were conducted on two separate samples 

distinguished by municipal or RCMP employment. Conducting additional analyses on 

the full sample may have allowed characterization of the status of mental health in 

general across Saskatchewan police officers. The mandate of different policing 

organizations is evolving such that municipal officers are occasionally deployed on 

international missions and RCMP officers can be deployed in urban centers; as such 

cases increase, an analysis of combined officer groups could have utility. That said, 

there was not sufficient statistical power to conduct analyses on both the full sample 

and the independent samples in the present dissertation. Analysis on the two 

independent samples was given priority based on conventional distinctions in duties, 

previous literature supporting different rates of mental health concerns between the two 

types of services, and the significant demographic and key variable differences found 

in the present dataset. In future research, distinguishing analytic groups based on 

specific policing experiences (e.g., types and durations of deployments; typical daily 

tasks) may become a priority rather than distinguishing based purely on membership in 

a particular service.  

 The qualitative feedback box was intended to gather technical feedback about 

the survey; the resulting data was sufficient for a complex qualitative investigation into 

officer perceptions of duty-related trauma. Nevertheless, ethical responsibilities 

prevented the researcher from presenting quotes to supplement the qualitative analysis. 

The risk was deemed too great that the population at hand may experience adverse 

consequences from the inclusion of their verbatim quotations, including the potential 

for anxiety, distress, or perceived betrayal, as well as the possibility of colleagues or 
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superiors recognizing individuals based on content or linguistic style. The ethical 

necessity of presenting the qualitative data in aggregate form is a limitation to the 

research and represents a departure from typical presentation of qualitative data 

analysis. A lengthy process of qualitative analysis occurs between initial data gathering 

and final presentation of results; the presentation of raw qualitative data (i.e., verbatim 

quotes) is considered important in order for the reader to evaluate the validity and 

transparency of the analysis (e.g., Guest & MacQueen, 2008). Although the researcher 

has made every effort to provide alternative evidence for the reliability and validity of 

the qualitative analysis in the present dissertation, it is acknowledged that it may be 

difficult to fully evaluate reliability and validity in the absence of evidential quotations. 

A further limitation to qualitative research is the possibility of researcher bias 

impacting qualitative analysis. As noted in the methods section, the researcher was 

cognizant for the possibility of bias arising from her previous clinical, research, and 

social contact with police officers. The potential for bias based on these experiences 

was attended to via the steps outlined in the methods section. In keeping a journal of 

personal experiences and impressions of data analysis, any emotional reactions to the 

data were noted and discussed with peers and the primary supervisor in order to 

minimize undue influence on data analysis. The process of reflexive consideration of 

bias was ongoing throughout the analysis. Despite careful attention to the issue of bias 

throughout the analytic process, it is still possible that the researcher’s pre-existing 

impressions of policing and reactions to the qualitative data may have influenced the 

qualitative analysis.  



141 

 

Based on the two major limitations to the qualitative analysis–ethical 

obligations to preserve anonymity and potential for researcher bias–additional 

qualitative investigation of Canadian police populations is necessary. Subsequent 

qualitative analysis using interview or observational formats would supplement the 

present dissertation results and provide further information about the experience of 

Canadian officers. Presentation of quotations in this subsequent research would be 

useful in corroborating the current results, if the themes run parallel to themes found in 

this dissertation.   

5.6 Implications and Future Directions. 

Limitations notwithstanding, the current dissertation presents novel data on the 

prevalence of probable PTSD in Saskatchewan RCMP and municipal police, risk and 

resilience variables associated with PTSD and posttraumatic growth, and qualitative 

descriptions of the experiences of Saskatchewan RCMP and municipal officers. These 

research results have several key implications that can be used to inform future 

research, policy, and program development for municipal and federal police officers in 

Canada.  

First, this dissertation provides information on the rates of probable PTSD in 

Saskatchewan police officers. These rates are the first available for Saskatchewan 

municipal police, and the first for Saskatchewan RCMP officers since the release of the 

new DSM-5 diagnostic criteria for PTSD (APA, 2013). The rates are, respectively, 

lower than previously-suggested rates for Montreal municipal officers (Martin et al., 

2009), and comparable to previously-suggested rates in RCMP officers (Asmundson & 

Stapleton, 2008). Both are above the average prevalence in civilian populations (Van 
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Ameringen et al., 2008). The sample considered in the present research is likely 

representative of the Saskatchewan policing population but generalizability to other 

provinces, territories, and specific jurisdictions is constrained by the diversity and 

complexity of Canadian policing (Council of Canadian Academies, 2014). For 

example, Saskatchewan is unique in having the highest number of officers (202) per 

100,000 people (Council of Canadian Academies, 2014) of any province, yet the major 

metropolitan centers are smaller than most other provinces’ major centers. Municipal 

policing may be substantially different across provinces, particularly in provinces with 

major municipal populations. The RCMP sample results may be more generalizable 

because all officers are trained in one location and dispersed across the country; many 

of the officers surveyed in this study may have worked in different provinces before 

Saskatchewan, and many will likely work in different provinces at some point over the 

remainder of their career. This particular police group may be more homogeneous 

across the nation than municipal groups, whose very localized and unique agencies 

may result in greater between-group differences.  

Second, there were no substantive gender differences for any of the key 

variables of interest. Previous research has also not found gender differences in police 

officers with regard to trauma-related variables (Brewin et al., 2000; Lilly et al., 2009; 

Ménard & Arter, 2014; Pole et al., 2001; Sutker et al., 1995). The current results 

validate previous gender findings with a large Saskatchewan sample containing a 

relatively high number of women respondents (20% of overall sample). Future 

researchers may wish to consider the impact of other important psychosocial factors on 

trauma-related outcomes, particularly those which have shown gender differences such 
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as coping mechanism use (Ménard & Arter, 2014). Such inquiry would further assess 

whether duty-related trauma outcomes are truly uninfluenced by gender and gendered 

expectations of behaviour. In addition, qualitative research specifically designed to 

assess gendered experiences within the policing career would provide insight into 

whether there are subjective differences underpinning the experience of duty-related 

trauma. 

Third, the current results validate the existing evidence for several risk and 

resilience factors associated with PTSD and posttraumatic growth in the police 

literature. Specifically, AS, social support, and optimism were supported as important 

factors in the development of PTSD, and childhood adversity and PTSD severity were 

supported as important to the development of posttraumatic growth. Additionally, the 

research was the first to identify a relationship between childhood adversity and 

posttraumatic growth in a police-specific sample. These variables may represent 

important avenues for targeted psychoeducation, prevention, and intervention 

strategies, in order to decrease officers’ profiles of risk and increase their profiles of 

resilience in the face of trauma exposure. 

The personality facets were not associated with increased PTSD, with the 

exception of higher openness to experience in the RCMP officer group. Personality 

traits are typically considered distinct facets in trauma research, entered into regression 

models as such and interpreted as such. Given that the present dissertation is the first to 

investigate associations between personality and trauma in a Canadian sample of police 

officers, this method was selected in order to provide parallels to the majority of extant 

literature, especially in the area of policing. In future analyses, researchers may wish to 
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consider an alternative method of examining the personality-trauma link: latent class 

analysis of internalizing, externalizing, and low pathology profiles (Carleton, 

Mulvogue, & Duranceau, 2015; Castillo et al., 2014; Contractor, Armour, Shea, Mota, 

& Pietrzak, 2016; McDevitt-Murphy et al., 2012; Thomas et al., 2014).  

Fourth, several associations between certain risk and resilience factors, PTSD, 

and posttraumatic growth represent truly novel findings. IU was significantly 

associated with both PTSD and posttraumatic growth, representing the first time the 

relationship between IU and PTSD has been validated in a police sample and the first 

time the relationship with posttraumatic growth has been tested. The relationships 

between childhood adversity and posttraumatic growth, as well as hopefulness and the 

Personal Growth subfactor, also represent the first such results in a police sample. 

These novel results require replication, ideally across diverse samples and with 

longitudinal research designs.  

Fifth, a qualitative analysis identified three distinct themes that provided 

important context for the quantitative analyses: health is possible; trauma feels 

pervasive; and more work is needed. The current research represents the first 

qualitative analysis of the trauma-related experiences faced by municipal and federal 

police officers deployed in Saskatchewan. Many Saskatchewan officers reported 

feeling optimistic about their health, satisfied with their level of resources, and well-

equipped to respond to duty-related trauma. In contrast, other officers report feeling 

overwhelmed by the traumas they face, unhappy that their lives and identities have 

changed due to trauma exposure, and unsatisfied by the resources and organizational 

response. Many suggestions were provided for organizational improvement, such as 
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increasing education about trauma and PTSD, devoting more resources to early 

prevention, and working to minimize conflict and tension between officers and senior 

leadership. Suggestions were also provided that may help researchers engage with 

policing populations, such as including more explanations about the research questions 

(when doing so does not violate measure fidelity), allowing for qualitative explanation 

of answers, and shorter survey lengths. Such tangible suggestions illustrate officers’ 

overall desire for continued work in the area of PTSD.  

Though the research on PTSD and policing in Canada is scarce, the need for 

tools to address the response to trauma has been identified by both police services and 

other Canadian research groups. Interest in resilience training and mental preparedness 

training has resulted in the ongoing development of programs aimed to enhance police 

officers’ resilience against duty-related stressors and trauma (Andersen et al., 2015). 

Such research has utilized controlled breathing and imagery exercises to enhance 

attention and perception in an analogue trauma exercise (Anderson, Papazoglou, 

Koskelainen, et al., 2015), as well as skills- and imagery-based training which 

decreased mood symptoms and heart rate reactivity and improved job performance at 

12-month follow up (Arnetz, Nevedal, Lumley, Backman, & Lublin, 2009). 

Subsequent resilience training found improvements in general health and sleep at 18-

month follow up (Arnetz, Arble, Backman, Lynch, & Lublin, 2013). Similar resilience 

training programs have been developed for military populations, though with 

substantial criticism regarding the lack of an empirically rigorous foundation (e.g., 

Brown, 2014). In balancing the need for empirically rigorous programming with the 

time-sensitive nature of resolving high prevalence of PTSD in military first responders, 
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cross-sectional research with relevant populations may help to provide initial empirical 

guidance for such programming. For instance, the present results suggest Canadian 

programs for police officers might need to provide techniques which reduce AS and 

IU, improve social support, and bolster optimism.  

Finally, the qualitative feedback suggests that policing organizations may need 

to consider how to bridge the gap between disenfranchised employees and the 

organizational leadership. Perceived institutional betrayal has been linked to 

exacerbated mental health symptoms in diverse populations, including college students 

(Smith & Freyd, 2013), medical patients (Tamaian, 2015), and military veterans 

(Monteith, Bahraini, Matarazzo, Soberay, & Smith, 2016). Program development and 

education at the leadership level may be beneficial in order to repair relationship 

ruptures between the larger organization and the subset of officers who feel forgotten, 

dismissed, or betrayed. 

5.7 Conclusion 

The research surrounding police officers and outcomes of trauma exposure has 

been limited, particularly regarding the unique Canadian context of policing. Extant 

research tended to be limited in population scope, and all such research was conducted 

prior to the release of the DSM-5 and corresponding new PTSD criteria. The purpose 

of the current project was to address these limitations and to provide an assessment of 

current risk, resilience, and trauma-related outcome variables in a large sample of 

municipal and RCMP officers. All officers reported experiencing traumatic events, 

with 86% of municipal officers and 91% of RCMP officers endorsing one specific 

event as particularly distressing (i.e., an index trauma). Rates of probable PTSD, 
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depression, and anxiety were significantly higher in RCMP officers than municipal 

officers, though both groups displayed comparable rates of posttraumatic growth. 

Despite differences in PTSD prevalence between the two groups, AS, IU, social 

support, and optimism were robustly predictive of PTSD in both groups and represent 

important avenues for further research in the area of prevention and intervention.  

The current project provides an empirical understanding of similarities and 

differences between municipal and federal police services within the Saskatchewan 

context. As interest and research in the area of policing-related mental health increases, 

the present findings may serve as a platform for replication across the broader 

Canadian context. This identification of rates of predispositional variables, trauma 

exposure, and disorder symptoms in Canada is critical in order to design and deliver 

empirically-grounded prevention and intervention programs for reducing PTSD and 

enhancing posttraumatic growth in Canadian police populations.  
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University of Regina 

Anxiety and Illness Behaviour Lab 

 

Welcome to Exploring police officers’ susceptibility to posttraumatic stress and 

growth after trauma. What follows is a brief overview of the research we are 

completing with your assistance.  

 

PROJECT TITLE: Exploring police officers’ susceptibility to posttraumatic stress 

and growth after trauma 

 

INVITATION TO PARTICIPATE: We are inviting you to participate in this 

investigation if you are currently an actively deployed police officer within 

Saskatchewan. This includes municipal police officers and members of the Royal 

Canadian Mounted Police (RCMP). A team of researchers from the Anxiety and Illness 

Behaviours Laboratory at the University of Regina are conducting the investigation. 

Participation is not a requirement of your employment and declining to participate will 

not influence you or your career. 

 

PURPOSE OF THE STUDY: Exposure to stressful, traumatic, or life-threatening 

events is an unavoidable component of police work. Experiencing a traumatic event 

can lead to negative mental health symptoms such as posttraumatic stress disorder 

(PTSD). The increased rates of exposure to trauma and stress place police officers at 

heightened risk for developing PTSD symptoms, with an estimated 13 to 32% of 

officers reporting PTSD symptoms at any time. However, not all police officers 

develop PTSD. Research has shown us that some interpersonal characteristics can 

make people more or less likely to develop PTSD after a trauma; these are called risk 

factors and resilience factors. The present study is designed to survey a large number of 

deployed police officers in Saskatchewan to observe patterns in these risk and 

resilience factors. Knowing which risk and resilience factors increase susceptibility to 

PTSD would inform screening, training, assessment, and treatment for police officers, 

and ultimately help us develop early prevention and intervention for PTSD in police 

officers. 

 

PROCEDURES: Should you agree to participate, you will be invited to complete a 30 

minute online questionnaire. The questions on this questionnaire ask about the 

characteristics that are likely linked to how individuals cope with trauma. Results from 

the questionnaire will not be used to evaluate your fitness as an officer; your name will 

not be connected to your responses. Instead, information will be used to help the 

researchers understand PTSD and resilience in Saskatchewan police officers. 
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POTENTIAL RISKS: There are no anticipated risks associated with participation in 

this study. In the event a participant requires assistance a qualified member of the 

Anxiety and Illness Behaviour Lab will be available to provide interim assistance and, 

if necessary, refer the participant for ongoing assistance. The only inconvenience will 

be the time required for participation. 

 

POTENTIAL BENEFITS: Traumatic exposure is a function of policing and the 

associated relative increase in PTSD and associated symptoms involves substantial 

personal and economic costs. Findings from the proposed study will serve as a clear 

platform for informing future research, policy, and program development for police 

officers as well as informing future research for police agencies and military forces. 

  

CONFIDENTIALITY: The questionnaire will be delivered anonymously. The 

research team does not have access to your contact information and the Police Force is 

not able to see which officers have completed the survey. Your anonymous responses 

will be stored in a secure online system. Neither your commanding officers nor other 

officers will have access to individual participant responses. Findings from the current 

study will only be presented in aggregate form so that no individuals can be identified. 

 

STORAGE OF DATA: Original data will be stored on a secure, password-protected, 

encrypted website that only the research team has access to. Data will be stored for a 

period of no less than seven (7) years after collection. 

 

RIGHT TO WITHDRAW:  Participation is entirely voluntary. If you decide to 

participate you are free to discontinue participation at any time without question or 

penalty by closing your browser window. Incomplete results will not be used. Once 

you have completed the survey it will be impossible to withdraw your responses 

because the survey will be completely anonymous and, as such, we will not be able to 

identify your specific response. 

 

FOLLOW UP: Results from the future research resulting from this study will be made 

available on the Anxiety and Illness Behaviors Lab website (www.aibl.com). 

 

QUESTIONS OR CONCERNS: If you have any questions before, during, or after 

your participation, please feel free to ask. Any specific questions following the study 

can be answered by contacting the researchers using the contact information at the top 

of this form. This research project was approved by the University of Regina Research 

Ethics Board (File # 2014-134).  

 

INVESTIGATORS: Samantha C. Horswill, M.A. and R. Nicholas Carleton, Ph.D. 
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UNDERSTANDING: The Research Ethics Boards at the University of Regina has 

approved this project. If a participant has any questions or concerns about their rights 

or treatment as a research participant, they may contact the Chair of the Ethics Board at 

1-306-585-4775 (out of town participants may call collect) or by e-mail: 

research.ethics@uregina.ca. Participants also understand that in the event they require 

assistance related in any way to the events of this investigation they can contact any 

member of the research team and will thereafter be provided, or guided to a provider 

of, the assistance they require. 

 

It is recommended you print a copy of this consent page for your records. A copy can 

also be emailed to you by the research team. 

 

CONSENT:  Indicating “I understand” represents that the participant 1) has read and 

understands the description provided; 2) has had an opportunity to ask questions and 

those questions have been answered; 3) has printed off a copy of this consent form for 

their own records if they wish. 
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Appendix C: Assessment measures 
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Life Events Checklist–5 

Listed below are a number of difficult or stressful things that sometimes happen to 

people. For each event check one or more of the boxes to the right to indicate that: (a) 

it happened to you personally; (b) you witnessed it happen to someone else; (c) you 

learned about it happening to a close family member or close friend; (d) you were 

exposed to it as part of your job (for example, paramedic, police, military, or other first 

responder); (e) you’re not sure if it fits; or (f) it doesn’t apply to you.  

 
 

a b c d e f 

1. Natural disaster (for example, flood, 

hurricane, tornado, earthquake) 

      

2. Fire or explosion 
      

3. Transportation accident (for example, car 

accident, boat accident, train wreck, plane 

crash) 

      

4. Serious accident at work, home, or during 

recreational activity 

      

5. Exposure to toxic substance (for example, 

dangerous chemicals, radiation) 

      

6. Physical assault (for example, being 

attacked, hit, slapped, kicked, beaten up) 

      

7. Assault with a weapon (for example, 

being shot, stabbed, threatened with a 

knife, gun, bomb) 

      

8. Sexual assault (rape, attempted rape, 

made to perform any type of sexual act 

through force or threat of harm) 

      

9. Other unwanted or uncomfortable sexual 

experience 

      

10. Combat or exposure to a war-zone (in the 

military or as a civilian) 

      

11. Captivity (for example, being kidnapped, 

abducted, held hostage, prisoner of war) 

      

12. Life threatening illness or injury 
      

13. Severe human suffering 
      

14. Sudden violent death (for example, 

homicide, suicide) 

      

15. Sudden accidental death 
      

16. Serious injury, harm, or death you caused 

to someone else 

      

17. Any other very stressful event or 

experience 
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PTSD Checklist 

 

Below is a list of problems and complaints that people sometimes have in response to stressful 

life experiences. Please indicate how much you have been bothered by that problem in the past 

month. Please rate as 1 for not at all; 2 a little bit; 3 moderately; 4 quite a bit; and 5 would be 

extremely.  

 Not 

at 

all 

A 

little 

bit 

Moderately Quite 

a bit 

Extremely 

1. Repeated, disturbing, and unwanted memories 

of the stressful experience? 
0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful 

experience? 
0 1 2 3 4 

3. Suddenly feeling or acting as if the stressful 

experience were actually happening again (as 

if you were actually back there reliving it)? 

0 1 2 3 4 

4. Feeling very upset when something reminded 

you of the stressful experience? 
0 1 2 3 4 

5. Having strong physical reactions when 

something reminded you of the stressful 

experience (for example, heart pounding, 

trouble breathing, sweating)? 

0 1 2 3 4 

6. Avoiding memories, thoughts, or feelings 

related to the stressful experience? 
0 1 2 3 4 

7. Avoiding external reminders of the stressful 

experience? 
0 1 2 3 4 

8. Trouble remembering important parts of the 

stressful experience (for some reason besides a 

head injury or alcohol or drug use)? 

0 1 2 3 4 

9. Having strong negative beliefs about yourself, 

other people, or the world? 
0 1 2 3 4 

10. Blaming yourself or someone else (who didn’t 

directly cause the event or actually harm you) 

for the stressful experience or what happened 

after it? 

0 1 2 3 4 

11. Having strong negative feelings such as fear, 

horror, anger, guilt, or shame? 
0 1 2 3 4 

12. Loss of interest in activities that you used to 

enjoy? 
0 1 2 3 4 

13. Feeling distant or cut off from other people? 0 1 2 3 4 

14. Having trouble experiencing positive feelings 

(for example, being unable to feel happiness or 

have loving feelings for people close to you)? 

0 1 2 3 4 

15. Feeling irritable or angry or acting 

aggressively? 
0 1 2 3 4 

16. Taking too many risks or doing things that 

could cause you harm? 
0 1 2 3 4 

17. Being “superalert” or watchful or on guard? 0 1 2 3 4 
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18. Feeling jumpy or easily startled? 0 1 2 3 4 

19. Having difficulty concentrating? 0 1 2 3 4 

20. Trouble falling or staying asleep? 0 1 2 3 4 
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Posttraumatic Growth Inventory 

Indicate for each of the statements below the degree to which this change occurred in your life 

as a result of your crisis, using the following scale. 

0= I did not experience this change as a result of my crisis. 

1= I experienced this change to a very small degree as a result of my crisis. 

2= I experienced this change to a small degree as a result of my crisis. 

3= I experienced this change to a moderate degree as a result of my crisis. 

4= I experienced this change to a great degree as a result of my crisis. 

5= I experienced this change to a very great degree as a result of my crisis. 

1. I changed my priorities about what is 

important in life.  
0 1 2 3 4 5 

2. I have a greater appreciation for the value 

of my own life. 
0 1 2 3 4 5 

3. I developed new interests.  0 1 2 3 4 5 

4. I have a greater feeling of self-reliance.  0 1 2 3 4 5 

5. I have a better understanding of spiritual 

matters.  
0 1 2 3 4 5 

6. I more clearly see that I can count on 

people in times of trouble.  
0 1 2 3 4 5 

7. I established a new path for my life. 0 1 2 3 4 5 

8. I have a greater sense of closeness with 

others. 
0 1 2 3 4 5 

9. I am more willing to express my emotions.  0 1 2 3 4 5 

10. I know better that I can handle 

difficulties.  
0 1 2 3 4 5 

11. I am able to do better things with my life. 0 1 2 3 4 5 

12. I am better able to accept the way things 

work out.  
0 1 2 3 4 5 

13. I can better appreciate each day.  0 1 2 3 4 5 

14. New opportunities are available which 

wouldn't have been otherwise.  
0 1 2 3 4 5 

15. I have more compassion for others.  0 1 2 3 4 5 

16. I put more effort into my relationships.  0 1 2 3 4 5 

17. I am more likely to try to change things 

which need changing.  
0 1 2 3 4 5 

18. I have a stronger religious faith.  0 1 2 3 4 5 

19. I discovered that I'm stronger than I 

thought I was.  
0 1 2 3 4 5 

20. I learned a great deal about how 

wonderful people are.   
0 1 2 3 4 5 

21. I better accept needing others.  0 1 2 3 4 5 
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Adverse Childhood Events International Questionnaire (ACE-IQ) 
 

 
Occurred 

Psychological 
  

Did a parent or other adult in the household…   

Often or very often swear at, insult, or put you down? Yes No 

Often or very often act in a way that made you afraid that you would be 

physically hurt? 
Yes No 

Physical   

Did a parent or other adult in the household…   

Often or very often push, grab, shove, or slap you? Yes No 

Often or very often hit you so hard that you had marks or were injured? Yes No 

Sexual   

Did an adult or person at least 5 years older than you ever…   

Touch or fondle you in a sexual way? Yes No 

Have you touch their body in a sexual way? Yes No 

Attempt oral, anal, or vaginal intercourse with you? Yes No 

Actually have oral, anal, or vaginal intercourse with you? Yes No 

Substance abuse   

Live with anyone who was a problem drinker or alcoholic? Yes No 

Live with anyone who used street drugs? Yes No 

Mental illness   

Was a household member depressed or mentally ill? Yes No 

Did a household member attempt suicide? Yes No 

Mother treated violently   

Was your mother (or stepmother)…   

Sometimes, often, or very often pushed, grabbed, slapped, or had something 

thrown at her? 
Yes No 

Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with 

something hard? 
Yes No 

Ever repeatedly hit over a period of at least a few minutes? Yes No 

Ever threatened with, or hurt by, a knife or gun? Yes No 

Father treated violently   

Was your father (or stepfather)…   

Sometimes, often, or very often pushed, grabbed, slapped, or had something 

thrown at him? 
Yes No 

Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with 

something hard? 
Yes No 

Ever repeatedly hit over a period of at least a few minutes? Yes No 

Ever threatened with, or hurt by, a knife or gun? Yes No 

Siblings treated violently   

Were any of your siblings in the house…   

Sometimes, often, or very often pushed, grabbed, slapped, or had something 

thrown at them? 
Yes No 

Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with 

something hard? 
Yes No 

Ever repeatedly hit over a period of at least a few minutes? Yes No 

Ever threatened with, or hurt by, a knife or gun? Yes No 

Did a household member go to prison? Yes No 
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Intolerance of Uncertainty Scale-Short Form 

 

Please select the number that best corresponds to how much you agree with each item. 

 

 

 

 

 

 

 

 

 

 Not at all 

characteristic 

of me 

A little 

characteristic 

of me 

Somewhat 

characteristic 

of me 

Very 

characteristic 

of me 

Entirely 

characteristic 

of me 

1. Unforeseen events upset 

me greatly. 
1 2 3 4 5 

2. It frustrates me not having 

all the information I need. 
1 2 3 4 5 

3. Uncertainty keeps me from 

living a full life. 
1 2 3 4 5 

4. One should always look 

ahead so as to avoid 

surprises. 

1 2 3 4 5 

5. A small unforeseen event 

can spoil everything, even 

with the best of planning. 

1 2 3 4 5 

6. When it’s time to act, 

uncertainty paralyses me. 
1 2 3 4 5 

7. When I am uncertain I 

can’t function very well. 
1 2 3 4 5 

8. I always want to know 

what the future has in store 

for me. 

1 2 3 4 5 

9. I can’t stand being taken by 

surprise. 
1 2 3 4 5 

10. The smallest doubt can stop 

me from acting. 
1 2 3 4 5 

11. I should be able to organize 

everything in advance. 
1 2 3 4 5 

12. I must get away from all 

uncertain situations. 
1 2 3 4 5 
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Anxiety Sensitivity Index-3 

 

Please select the number that best describes how much you agree with each statement. 

If any items concern something that you have never experienced (e.g., fainting in 

public), then answer on the basis of how you think you might feel if you had such an 

experience. Otherwise, answer all items on the basis of your own experience. 

 

 Agree 

very 

little 

Agre

e a 

little 

Somew

hat 

agree 

Agre

e a 

lot 

Agree 

very 

much 

1. It is important to me not to appear nervous. 0 1 2 3 4 

2. When I cannot keep my mind on a task, I 

worry that I may be going crazy. 
0 1 2 3 4 

3. It scares me when my heart beats rapidly. 0 1 2 3 4 

4. When my stomach is upset, I worry that I 

might be seriously ill. 
0 1 2 3 4 

5. It scares me when I am unable to keep my 

mind on a task. 
0 1 2 3 4 

6. When I tremble in the presence of others, I fear 

what people might think of me. 
0 1 2 3 4 

7. When my chest feels tight, I get scared that I 

won't be able to breathe properly. 
0 1 2 3 4 

8. When I feel pain in my chest, I worry that I'm 

going to have a heart attack. 
0 1 2 3 4 

9. I worry that other people will notice my 

anxiety. 
0 1 2 3 4 

10. When I feel "spacey" or spaced out I worry 

that I may be mentally ill. 
0 1 2 3 4 

11. It scares me when I blush in front of people. 0 1 2 3 4 

12. When I notice my heart skipping a beat, I 

worry that there is something seriously wrong 

with me. 

0 1 2 3 4 

13. When I begin to sweat in a social situation, I 

fear people will think negatively of me. 
0 1 2 3 4 

14. When my thoughts seem to speed up, I worry 

that I might be going crazy. 
0 1 2 3 4 

15. When my throat feels tight, I worry that I could 

choke to death. 
0 1 2 3 4 

16. When I have trouble thinking clearly, I worry 

that there is something wrong with me. 
0 1 2 3 4 

17. I think it would be horrible for me to faint in 

public. 
0 1 2 3 4 

18. When my mind goes blank, I worry there is 

something terribly wrong with me. 
0 1 2 3 4 
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Big Five Mini Markers 

 

Please use the below list of common human traits to describe yourself as accurately as 

possible. Describe yourself as you really are compared to other people you know of the 

same age and sex, not as you wish to be. So, generally, is it accurate or inaccurate that 

you are: 

 

 Inaccurate    Accurate 

1. Shy 1 2 3 4 5 

2. Talkative 1 2 3 4 5 

3. Energetic 1 2 3 4 5 

4. Quiet 1 2 3 4 5 

5. Extraverted 1 2 3 4 5 

6. Outgoing 1 2 3 4 5 

7. Reserved 1 2 3 4 5 

8. Untalkative 1 2 3 4 5 

9. Creative 1 2 3 4 5 

10. Intellectual 1 2 3 4 5 

11. Unimaginative 1 2 3 4 5 

12. Artistic 1 2 3 4 5 

13. Intelligent 1 2 3 4 5 

14. Philosophical 1 2 3 4 5 

15. Deep 1 2 3 4 5 

16. Uncreative 1 2 3 4 5 

17. Envious 1 2 3 4 5 

18. Emotional 1 2 3 4 5 

19. Anxious 1 2 3 4 5 

20. Unworried 1 2 3 4 5 

21. Jealous 1 2 3 4 5 

22. Unenvious 1 2 3 4 5 

23. Moody 1 2 3 4 5 

24. Unanxious 1 2 3 4 5 

25. Efficient 1 2 3 4 5 

26. Disorganized 1 2 3 4 5 

27. Careless 1 2 3 4 5 

28. Untidy 1 2 3 4 5 

29. Neat 1 2 3 4 5 
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30. Inefficient 1 2 3 4 5 

31. Systematic 1 2 3 4 5 

32. Organized 1 2 3 4 5 

33. Kind 1 2 3 4 5 

34. Sympathetic 1 2 3 4 5 

35. Harsh 1 2 3 4 5 

36. Cooperative 1 2 3 4 5 

37. Unkind 1 2 3 4 5 

38. Warm 1 2 3 4 5 

39. Rude 1 2 3 4 5 

40. Inconsiderate 1 2 3 4 5 
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Utrecht Work Engagement Scale (9) 
 

The following statements are about how you feel at work. Please read each statement 

carefully and decide if you ever feel this way about your job. If you have never had this 

feeling, choose 0. If you have had this feeling, indicate how often you feel it by 

choosing the number from 1 to 6 that best describes how frequently you experience it. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 
Never 

Almost 

never 
Rarely 

Someti

mes 
Often 

Very 

often 
Always 

1. At my work, I feel that 

I am bursting with 

energy 

0 1 2 3 4 5 6 

2. At my job, I feel strong 

and vigorous 

0 1 2 3 4 5 6 

3. I am enthusiastic about 

my job 

0 1 2 3 4 5 6 

4. My job inspires me 
0 1 2 3 4 5 6 

5. When I get up in the 

morning, I feel like 

going to work 

0 1 2 3 4 5 6 

6. I feel happy when I am 

working intensely 

0 1 2 3 4 5 6 

7. I am proud of the work 

that I do 

0 1 2 3 4 5 6 

8. I am immersed in my 

work 

0 1 2 3 4 5 6 

9. I get carried away when 

I’m working 

0 1 2 3 4 5 6 
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Center for Epidemiologic Studies Depression Scale 

 

For each statement, please circle the number in the column that best describes how you 

have been feeling in the past week. 

 
 Rarely or 

none of the 

time (less 

than 1 day) 

Some or a 

little of the 

time (1-2 

days) 

Occasionally or 

a moderate 

amount of the 

time (3-4 days) 

Most or all 

of the time 

(5-7 days) 

1. I was bothered by things that usually 

don’t bother me. 
0 1 2 3 

2. I did not feel like eating; my appetite 

was poor. 
0 1 2 3 

3. I felt that I could not shake off the 

blues, even with the help from family 

or friends. 

0 1 2 3 

4. I felt that I was just as good as other 

people. 
0 1 2 3 

5. I had trouble keeping my mind on 

what I was doing. 
0 1 2 3 

6. I felt depressed. 0 1 2 3 

7. I felt that everything I did was an 

effort. 
0 1 2 3 

8. I felt hopeful about the future. 0 1 2 3 

9. I thought my life had been a failure. 0 1 2 3 

10. I felt fearful. 0 1 2 3 

11. My sleep was restless. 0 1 2 3 

12. I was happy. 0 1 2 3 

13. I talked less than usual. 0 1 2 3 

14. I felt lonely. 0 1 2 3 

15. People were unfriendly. 0 1 2 3 

16. I enjoyed life. 0 1 2 3 

17. I had crying spells. 0 1 2 3 

18. I felt sad. 0 1 2 3 

19. I felt that people dislike me. 0 1 2 3 

20. I could not get “going”. 0 1 2 3 
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Generalized Anxiety Disorder 7-Item Scale 

 

Over the past two weeks, how often have you been bothered by the following 

problems?  

 

 

Not at 

all sure 

Sever

al 

days 

Over 

half the 

days 

Nearly 

every 

day 

1. Feeling nervous, anxious, or on edge 0 1 2 3 

2. Not being able to control or stop worrying 0 1 2 3 

3. Worrying too much about different things 0 1 2 3 

4. Trouble relaxing 0 1 2 3 

5. Being so restless it’s hard to sit still 0 1 2 3 

6. Becoming easily annoyed or irritable 0 1 2 3 

7. Feeling afraid as if something awful might 

happen 
0 1 2 3 
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Interpersonal Support Evaluation List (ISEL) 

 

This scale is made up of a list of statements each of which may or may not be true 

about you. For each statement check “definitely true” if you are sure it is true about 

you and “probably true” if you think it is true but are not absolutely certain. Similarly, 

you should check “definitely false” if you are sure the statement is false and “probably 

false” is you think it is false but are not absolutely certain. 
 

 Definitely 

True 

Probabl

y True 

Probabl

y False 

Definitel

y False 

1. There are several people that I trust to help solve my 

problems. 
3 2 1 0 

2. If I needed help fixing an appliance or repairing my car, 

there is someone who would help me. 
3 2 1 0 

3. Most of my friends are more interesting than I am. 3 2 1 0 

4. There is someone who takes pride in my 

accomplishments. 
3 2 1 0 

5. When I feel lonely, there are several people I can talk 

to. 
3 2 1 0 

6. There is no one that I feel comfortable to talking about 

intimate personal problems. 
3 2 1 0 

7. I often meet or talk with family or friends. 3 2 1 0 

8. Most people I know think highly of me. 3 2 1 0 

9. If I needed a ride to the airport very early in the 

morning, I would have a hard time finding someone to 

take me. 

3 2 1 0 

10. I feel like I’m not always included by my circle of 

friends. 
3 2 1 0 

11. There really is no one who can give me an objective 

view of how I’m handling my problems. 
3 2 1 0 

12. There are several different people I enjoy spending time 

with. 
3 2 1 0 

13. I think that my friends feel that I’m not very good at 

helping them solve their problems. 
3 2 1 0 

14. If I were sick and needed someone (friend, family 

member, or acquaintance) to take me to the doctor, I 

would have trouble finding someone. 

3 2 1 0 

15. If I wanted to go on a trip for a day (e.g., to the 

mountains, beach, or country), I would have a hard time 

finding someone to go with me. 

3 2 1 0 

16. If I needed a place to stay for a week because of an 

emergency (for example, water or electricity out in my 

apartment or house), I could easily find someone who 

would put me up. 

3 2 1 0 

17. I feel that there is no one I can share my most private 

worries and fears with. 
3 2 1 0 

18. If I were sick, I could easily find someone to help me 

with my daily chores. 
3 2 1 0 
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19. There is someone I can turn to for advice about 

handling problems with my family. 
3 2 1 0 

20. I am as good at doing things as most other people are. 3 2 1 0 

21. If I decide one afternoon that I would like to go to a 

movie that evening, I could easily find someone to go 

with me. 

3 2 1 0 

22. When I need suggestions on how to deal with a 

personal problem, I know someone I can turn to. 
3 2 1 0 

23. If I needed an emergency loan of $100, there is 

someone (friend, relative, or acquaintance) I could get 

it from. 

3 2 1 0 

24. In general, people do not have much confidence in me. 3 2 1 0 

25. Most people I know do not enjoy the same things that I 

do. 
3 2 1 0 

26. There is someone I could turn to for advice about 

making career plans or changing my job. 
3 2 1 0 

27. I don’t often get invited to do things with others. 3 2 1 0 

28. Most of my friends are more successful at making 

changes in their lives than I am. 
3 2 1 0 

29. If I had to go out of town for a few weeks, it would be 

difficult to find someone who would look after my 

house or apartment (the plants, pets, garden, etc.). 

3 2 1 0 

30. There really is no one I can trust to give me good 

financial advice. 
3 2 1 0 

31. If I wanted to have lunch with someone, I could easily 

find someone to join me. 
3 2 1 0 

32. I am more satisfied with my life than most people are 

with theirs. 
3 2 1 0 

33. If I was stranded 10 miles from home, there is someone 

I could call who would come and get me. 
3 2 1 0 

34. No one I know would throw a birthday party for me. 3 2 1 0 

35. It would me difficult to find someone who would lend 

me their car for a few hours. 
3 2 1 0 

36. If a family crisis arose, it would be difficult to find 

someone who could give me good advice about how to 

handle it. 

3 2 1 0 

37. I am closer to my friends than most other people are to 

theirs. 
3 2 1 0 

38. There is at least one person I know whose advice I 

really trust. 
3 2 1 0 

39. If I needed some help in moving to a new house or 

apartment, I would have a hard time finding someone to 

help me. 

3 2 1 0 

40. I have a hard time keeping pace with my friends. 3 2 1 0 
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Adult Hope Scale 

 

Directions: Read each item carefully. Using the scale shown below, please select the 

number that best describes YOU and put that number in the blank provided. 
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T
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1. I can think of many ways to get out of a 

jam. 
1 2 3 4 5 6 7 8 

2. I energetically pursue my goals. 1 2 3 4 5 6 7 8 

3. I feel tired most of the time. 1 2 3 4 5 6 7 8 

4. There are lots of ways around any 

problem. 
1 2 3 4 5 6 7 8 

5. I am easily downed in an argument. 1 2 3 4 5 6 7 8 

6. I can think of many ways to get the things 

in life that are important to me. 
1 2 3 4 5 6 7 8 

7. I worry about my health. 1 2 3 4 5 6 7 8 

8. Even when others get discouraged, I know 

I can find a way to solve the problem. 
1 2 3 4 5 6 7 8 

9. My past experiences have prepared me 

well for my future. 
1 2 3 4 5 6 7 8 

10. I’ve been pretty successful in life. 1 2 3 4 5 6 7 8 

11. I usually find myself worrying about 

something. 
1 2 3 4 5 6 7 8 

12. I meet the goals that I set for myself. 1 2 3 4 5 6 7 8 
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Life Orientation Test - Revised 

 

Please be as honest and accurate as you can throughout.  Try not to let your response to 

one statement influence your responses to other statements.  There are no "correct" or 

"incorrect" answers.  Answer according to your own feelings, rather than how you 

think "most people" would answer. Please circle the letter that best corresponds to how 

much you agree with each item. 

 
 

I agree a 

lot 

I agree 

a little 

I neither 

agree nor 

disagree 

I disagree a 

little 

I disagree a 

lot 

1. In uncertain times, I usually expect 

the best. 
A B C D E 

2. It's easy for me to relax. A B C D E 

3. If something can go wrong for me, 

it will. 
A B C D E 

4. I'm always optimistic about my 

future. 
A B C D E 

5. I enjoy my friends a lot. A B C D E 

6. It's important for me to keep busy. A B C D E 

7. I hardly ever expect things to go 

my way. 
A B C D E 

8. I don't get upset too easily. A B C D E 

9. I rarely count on good things 

happening to me. 
A B C D E 

10. Overall, I expect more good things 

to happen to me than bad. 
A B C D E 

 

 

 

 

 


