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Abstract

Background—Police officers are frequently exposed to situations that can negatively impact

their mental health.

Methods—We conducted this study of an urban police department to determine 1) the

prevalence of post-traumatic stress disorder (PTSD), depression, and alcohol abuse; 2) patterns of

and barriers to mental-health services utilization; and 3) the impact these conditions have on

productivity loss.

Results—Among 150 officers, PTSD (24%), depression (9%), and alcohol abuse (19%) were

common. Only 46.7% had ever sought mental-health services; the most commonly cited barriers

to accessing services were concerns regarding confidentiality and the potential “negative career

impact.” Officers with mental-health conditions had higher productivity loss (5.9% vs 3.4%, P

<0.001) at an annual cost of $ 4,489 per officer.
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Conclusion—Mental-health conditions among police officers are common, and costly, yet most

officers had never accessed mental-health services; many due to modifiable risk factors.

Introduction

In 2009, over 8,500 connecticut police officers1 investigated reports of sexual assault,

homicide, and armed robbery,2 with one in 11 officers physically assaulted.3 Over the

course of a career, this work environment, coupled with a culture that values stoicism and

self-reliance,4 may adversely impact an officer's mental health, contributing to high rates of

post-traumatic stress disorder,5,6 alcohol abuse,7,8 and depression.9,10 Together, these

conditions may contribute to at-work productivity loss, and worse, higher than expected

suicide rate among police officers.11 In Connecticut alone, four police officers committed

suicide in 2011, prompting a statewide conference to discuss potential interventions.12

To address the psychological distress experienced by officers, many police departments

provide mental-health services through Employee Assistance Programs (EAPs).13–15 These

programs are subsidized by local governments to establish peer-support groups, provide

cognitive behavioral therapies, and conduct officer debriefings following a critical incident,

eg, officer-involved shootings. Despite the availability of these services, officers continue to

experience significant psychological distress.

In an effort to better understand mental-health issues among officers in our own community,

we partnered with the New Haven Police Union, the New Haven Police Department

(NHPD), and local health-care providers. New Haven, the second largest city in

Connecticut, has a population of approximately 128,000 people served by a police force of

over 400 sworn officers.16 We were cognizant that developing a successful intervention

would require an understanding of police officer health at the local level. We conducted this

study to determine 1) the prevalence of post-traumatic stress disorder (PTSD), depression,

and alcohol abuse among officers; 2) patterns of and barriers to mental-health services

utilization; and 3) the subsequent impact these conditions have on productivity loss.

Methods

Community-Partnered Research

Utilizing a community-based participatory research (CBPR) approach,17 we conducted this

project—from initial study design to final dissemination of results—as a University-

Community research partnership, bringing together members the New Haven Police Union

and NHPD administration, EAP health services providers, a physician serving in the armed

forces (JF), and faculty at the Yale Schools of Medicine and Public Health (MD, MR, GL).

While the partnership was borne out of national and local concerns, the formal collaboration

allowed us to use a combination of personal experience, personal knowledge, and the

medical and public health literature to identify areas of health concerns for local police

officers and ultimately provide the basis for developing local interventions. In the current

study, a subcommittee of the larger research team (consisting of the physician serving in the

armed forces and members of the Police Union leadership) identified health concerns to

assess and worked with the larger team to develop group consensus. From this process, we
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developed the key aims and constructed a survey using previously validated instruments

when possible.

Survey Questionnaire

First, we gathered basic demographic and work history information. second, we assessed the

prevalence of mental-health conditions using: 1) items from the Behavioral Risk Factor

Surveillance System (BRFSS) survey assessing self-reported mental-health conditions;18 2)

the Department of veterans Affairs PTSD-Primary Care (PTSD-PC)19 screening

questionnaire; and 3) the CAGE questionnaire20,21 to assess potential alcohol misuse.

Specifically, the PTSD-PC consists of four yes/no questions regarding PTSD symptoms in

the previous 30 days, with one point given for each affirmative response. A score of three or

four points is considered a positive screen for PTSD. Similarly, the CAGE questionnaire has

four yes/no questions regarding alcohol use, with one point given for each affirmative

answer. For the CAGE questions, answering “yes” to even one question is concerning for

alcohol misuse or abuse (see Appendix for specific questions).

Third, we assessed self-reported mental-health services utilization and barriers to service

use. Respondents were asked if they had ever accessed mental-health services through the

EAP or from a non-EAP (outside the department) provider. In addition, they were asked,

“Do you have any concerns in accessing EAP services if you felt they were needed?”

Respondents could identify “no concerns” or select up to five prescripted potential concerns:

cost of services, unsure how to access services, potential negative impact on one's career,

negative coworker perceptions, and concerns over confidentiality. These responses were

selected by and piloted with police officers prior to fielding the survey.

Finally, we estimated on-the-job productivity loss due to health reasons, or presenteeism,

using the Work Limitations Questionnaire (WLQ-8).22 The WlQ-8 contains eight questions

regarding how frequently, over the past two weeks, the respondent had difficulty performing

four kinds of tasks due to either physical or emotional health. Specific tasks include time

management, physical tasks, mental-interpersonal tasks, and one's ability to complete a task.

For each item, respondents rate their difficulty on a five-point scale ranging from one

(difficult none of the time) to five (difficult all of the time). Based on these responses, the

WLQ-8 coding algorithm produces four “task-level” scores and one “summary” score. Each

of the four task-level scores is interpreted as the percentage of time a respondent had

difficulty performing the given task over the last two weeks due to health reasons. The

summary score represents the percentage of productivity lost at work over the last two

weeks due to health reasons. The estimated productivity loss can then be compared to

benchmark data.23 Additionally, the percent productivity loss can be extrapolated to a one-

year timeframe and multiplied by the respondents' annual salary to estimate the costs due to

productivity loss.

Survey Administration

All members of the research team approved the final survey. In July and August 2011, prior

to shift changes and at Police Union meetings, Union members distributed paper-based

surveys to police officers. Each paper copy contained a cover letter introducing the survey
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and its optional nature. After completing the survey, officers returned surveys to a secured

drop box in the Department from which a research team member retrieved them. We entered

each officer who completed a survey into a raffle for a chance to win a $10 Subway gift

card; in total, 10 gift cards were awarded.

Data Analysis

Two team members entered the completed surveys into Excel spreadsheets. Agreement of

data entry for each question was checked between researchers (kappa=0.98–1.00) and

corrected as appropriate. The Excel files were then converted into a SAS [Statistical

Analysis System] data set for analysis. First, we used descriptive statistics to characterize the

overall sample. Second, we calculated the frequency of the individual PTSD and alcohol

abuse symptoms, the prevalence of each mental-health condition (PTSD, alcohol abuse, and

depression), and the proportion of officers with any of the three mental-health conditions.

Next, we determined the proportion of officers who had used mental-health services through

any provider (EAP or non-EAP), as well as the proportion reporting concerns using EAP

services. Then, we scored the WLQ-8 to determine overall productivity loss due to health

reasons, difficulty in performing each of the four tasks, and estimated annual costs due to

productivity loss. Finally, we compared respondents with and without mental-health

conditions with respect to differences in mental-health services utilization, concerns with

accessing EAP services, and productivity metrics using Wilcoxon rank sum and chi-squared

tests for continuous and categorical variables, respectively. All statistical analyses were

performed using SAS, version 9.2 (SAS Institute, Cary, NC). The Yale University Human

Investigation Committee approved the protocol.

Results

Characteristics of the sample are summarized in Table 1. On average, respondents were 38.3

years of age, with 11.8 years of police service. Similar to the overall population of NHPD

officers, the majority were male (78.0%), white (57.5%), and serving as uniformed patrol

officers (71.8%). Most officers had a primary health-care provider (87.3%) and had been

seen for a routine health and wellness evaluation within the previous two years (80.5%).

Prevalence of mental-health symptoms and conditions

Symptoms of PTSD were frequently endorsed; for example, 30% of officers reported having

intrusive thoughts or nightmares, and 22% reported avoiding situations or places that

reminded them of a traumatic event. With respect to the CAGE items assessing alcohol

abuse, 14% of officers believed they should “cut down” on their drinking behavior, and

3.3% reported having an “eye-opener” first thing in the morning to get rid of a hang-over or

steady their nerves (data not shown). Of the three conditions assessed, PTSD was the most

common (23.8%), followed by alcohol abuse (18.7%) and depression (8.8%). Overall,

40.0% of respondents had at least one of the three mental-health conditions (Fig. 1).

Patterns of mental-health services utilization and concerns with use of services

As the results in Table 2 show, among officers with any mental-health condition, only

46.7% reported ever accessing mental-health services. of those who sought services, the
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largest proportion (35.7%) sought care exclusively outside the department (non-EAP). Non-

EAP use was particularly notable among officers screening positive for PTSD (45.0%) and

alcohol abuse (40.0%). Officers reporting depression more frequently sought care from EAP

and non-EAP sources. Nearly half (46.7%) of those with a mental-health condition reported

a concern with accessing mental-health services through the department's EAP. Most

commonly, these were concerns about the confidentiality of those services (35.0%),

potential negative impact on one's career (16.7%), and stigma associated with accessing

services (13.3%) (Fig. 2). Among officers without PTSD, depression, or alcohol abuse, care

was most frequently sought with the department's EAP (75.0%).

Productivity loss and estimated financial costs due to mental-health conditions

Reflecting on the two-week period before completing the survey, officers reported on

difficulties with managing their time, performing physical tasks, interacting with others, and

bringing a task to completion due to health reasons. Based on officers' responses, there was

an estimated 4.4% overall productivity loss due to health reasons at an annual per officer

cost of $3,522. When stratified by the presence of a mental-health condition, officers with a

mental-health condition had significantly higher productivity loss due to health reasons than

did officers without a mental-health condition (5.9 % vs 3.4%, P<0.0 01). Consequently,

officers with a mental-health condition had higher estimated costs due to productivity loss

($4,489 vs $2,769, P= 0.02) (Table 3).

Discussion

PTSD, alcohol abuse, and depression are common among police officers. Despite the

availability of department-subsidized mental-health services, a substantial proportion of

officers reporting mental-health conditions either do not seek any services or seek services

outside the department at their own expense. This may be related to officers' concerns with

accessing department-sponsored EAP services, including perceptions of a lack of

confidentiality of those services and perceptions of the negative impact seeking help may

have on one's career. In addition to affecting an officer's overall well-being, mental-health

conditions have a measurable, negative impact on an officer's at-work productivity.

The mental-health findings of the current study are consistent with those conducted in other

police departments. In a prospective evaluation of officers in the Buffalo, New York Police

Department,7,9,24,25 Violanti et al. reported that PTSD symptoms were present in the

majority of officers and many met screening criteria for a diagnosis of depression.24

Additionally, investigators found suicidal ideation to be present in up to one in four officers

and was related to the degree of PTSD and depressive symptoms.9 In a combined study

involving the New York City Police Department and three San Francisco Bay-area

departments, depression (10.6%) and alcohol abuse or dependency (13.9%) were common.26

Our study augments this existing literature regarding mental-health conditions in police

officers by examining how these conditions impact work performance. Productivity loss due

to health reasons in the present sample (4.4%) was substantially higher than the 1.8%

productivity loss seen in a similarly aged sample of U.S. workers using the same WLQ-8
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questionnaire.23 Officers with mental-health conditions consistently had more difficulty

performing each of the specific tasks assessed, including interacting with other people.

Mental-health treatment for police officers may improve the officer's mental health and

productivity.27–28 Interventions aimed at accomplishing these goals are focused on

improving resiliency among officers prior to a critical incident and providing rapid support

to officers following critical incidents. Improving resiliency has proved difficult to date, with

few high-quality studies demonstrating efficacy,29 and is an area of ongoing research.

Evidence-based guidelines for care following a critical incident may reduce the long-term

effects of such exposures and include cognitive behavioral therapy, peer support, and

pharmacologic interventions. Common to all interventions has been the recognition of: 1)

cultural factors unique to law enforcement that can lead to and sustain mental-health

conditions; and 2) a need for anonymous, nondepartment-related services where officers can

seek assistance.29

The importance of cultural sensitivity and a high regard for anonymity in the development

of any intervention or any study of police officers cannot be overstated. It is for this reason

that community-based participatory research provides an excellent model in studying police

officer health. First, involving officers and department administration in the research design

and implementation provided a sense of ownership and control over the project. In turn, this

early buy-in allowed for subsequent findings, much of which were describing suboptimal

outcomes, to be better received. Second, obtaining local data appeared to have a stronger

influence on departmental mental-health service provider views than did data from outside

police departments. With local data, results are no longer abstract but represent known

colleagues. Finally, this research approach helped to rapidly disseminate results to those

most affected by them—the officers, police department administrators, and local health-care

providers. This was accomplished through regular team meetings, with immediate

discussion and interpretation of results, and allowed providers to respond in “real time.” As

a result, mental-health service providers have increased their outreach efforts to engage

officers; the City has provided funding to improve the health facilities inside the

department's headquarters; and there are ongoing efforts to improve departmental policies to

support officers in need of psychological support.

These data also have implications for primary-care providers in the community who may

care for police officers. Despite poor utilization of mental-health services, the majority of

officers reported having a primary health-care provider whom they have seen within the last

two years for a routine health evaluation. Because this health-care contact occurs outside the

department, under confidentiality of the patient-provider relationship, and with an

established provider, it may provide an ideal opportunity to address psychological distress.

This starts with health-care providers being aware of police officers in their practice and

asking targeted questions about mental-health symptoms. Practical steps can be taken by

primary care providers to identify and manage psychological distress in the primary care

setting.30

This study should be viewed in the context of several limitations. First, our study evaluated

mental-health status in a convenience sample of police officers. We cannot determine if
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officers most concerned about their mental health preferentially responded to the survey,

thereby potentially overestimating the prevalence of mental-health conditions, or,

alternatively, if those most concerned about confidentiality did not respond, thereby

potentially underestimating the prevalence of mental-health conditions and confidentiality

concerns. Additionally, the findings are predicated on honest responses; some officers may

have been hesitant to answer questions about mental-health symptoms and provided socially

desirable answers. This would have led to an underreporting of symptoms and an

underestimate of condition prevalence. However, given that the demographic composition of

the study sample was similar to the NHPD as a whole and the consistency of our data with

findings published from other cities, our results are likely to be a reasonable representation

of the whole sample.

In conclusion, mental-health conditions are prevalent among police officers and are

associated with decreased productivity in the workplace. Barriers to accessing mental-health

services exist and are not fully addressed by providing care through the workplace.

Physicians caring for police officers in the community should prioritize screening for

mental-health issues.

Acknowledgments

We would like to thank LT. Rebecca Sweeney-Burns (New Haven Police Department) and Jim Rascati, MSW
(Behavioral Health Consultants, LLC) for their contributions to this project.

Financial Disclosure: This publication was made possible by CTSA Grant Number UL1 RR024139 from the
National Center for Research Resources (NCRR), a component of the National Institutes of Health (NIH), and NIH
Roadmap for Medical Research. Its contents are solely the responsibility of the authors and do not necessarily
represent the official view of NCRR or NIH.

Appendix. Specific questions asked on the PTSD-PC and CAGE

questionnaires

Department of Veterans Affairs PTSD-Primary Care (PTSD-PC)

1. Have had nightmares about it or thought about it when you did not want to?

2. Tried hard not to think about it or went out of your way to avoid situations that

reminded you of it?

3. Were constantly on guard, watchful, or easily startled?

4. Felt numb or detached from others, activities, or your surroundings?

CAGE questionnaire

1. Have you ever felt you should cut down on your drinking?

2. Have people annoyed you by criticizing your drinking?

3. Have you ever felt bad or guilty about your drinking?

4. Have you ever had a drink first thing in the morning to steady your nerves or get rid

of a hangover (eye-opener)?
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Figure 1.
Prevalence of mental-health conditions in the sample.
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Figure 2.
Most common concerns officers reported in accessing EAP services if they felt they were

needed. *Indicates P<0.05 for chisquared test.

Fox et al. Page 11

Conn Med. Author manuscript; available in PMC 2014 July 09.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Fox et al. Page 12

Table 1
Description of the Sample

Total 150

Age, mean ± SD 38.3 ± 7.8

Male, n (%) 110 (78.0)

Race/ethnicity, n (%)

 White 81 (57.5)

 Black 36 (25.5)

 Hispanic 14 (9.9)

 Other 5 (3.6)

 Missing 5 (3.6)

Divorced, n (%) 18 (12.8)

Veteran status, n (%)

Ever served in the armed forces 23 (16.1)

Served in last 10 years 10 (7.0)

Years of police service, mean ± SD 11.8 ± 7.0

Uniformed patrol officer, n (%) 107 (71.8)

Usually work night shift, n (%) 55 (63.3)

Weekly work hours, mean ± SD 52.1 ± 12.5

Primary care

Have a primary-care provider 131 (87.3)

Underwent a routine health and

wellness evaluation in previous 2 years 120 (80.5)

Note: Numbers may not sum to total due to missing data.
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Table 3
Productivity Loss and Associated Costs Due to Health Reasons Among Officers With and

Without a Mental-Health Condition†

Overall With mental-health condition‡ Without mental-health condition P-value

Overall productivity loss due to health
reasons (%)

4.4 5.9 3.4 <0.001

Difficulty managing time (%) 19.3 28.3 13.5 <0.001

Difficulty performing physical tasks (%) 19.7 22.2 17.9 0.29

Difficulty interacting with people (%) 16.0 19.9 13.3 0.10

Difficulty bringing a task to completion (%) 12.8 19.3 8.4 <0.001

Annual costs per officer ($)◊ 3,522 4,489 2,769 0.02

†
Based on results from the Work Limitations Questionnaire-823

‡
Post-traumatic stress disorder, alcohol abuse, or depression

◊
Calculated by multiplying one's estimated productivity loss by self-reported annual income and averaging over individuals
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