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Abstract

Policing necessitates exposure to traumatic, violent and horrific events, which can lead to an 

increased risk for developing post-traumatic stress disorder (PTSD). The purpose of this study was 

to determine whether the frequency, recency, and type of police-specific traumatic events were 

associated with PTSD symptoms. Participants were 359 police officers from the Buffalo Cardio-

Metabolic Occupational Police Stress (BCOPS) Study (2004–2009). Traumatic police events were 

measured using the Police Incident Survey (PIS); PTSD was measured using the PTSD Checklist-

Civilian Version (PCL-C). Associations between PIS and PTSD symptoms were evaluated using 

ANCOVA. Contrast statements were used to test for linear trends. Increased frequency of specific 

types of events were associated with an increase in the PCL-C score in women, particularly 

women with no history of prior trauma and those who reported having a high workload (p < 0.05). 

More recent exposure to seeing severely assaulted victims was associated with higher PCL-C 

scores in men (p < 0.02). In summary, the frequency of several traumatic events was associated 

with higher PTSD scores in women, while the recency of seeing victims of assault was associated 
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with higher PTSD scores in men. These results may be helpful in developing intervention 

strategies to reduce the psychological effects following exposure and these strategies may be 

different for men and women.
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More than half of U.S. adults are exposed to a severe stressor at some point during the 

course of their life (Sledjeski, Speisman, & Dierker, 2008). This number is much higher for 

occupational groups such as police officers and firefighters (Kaufmann, Rutkow, Spira, & 

Mojtabai, 2012). Patterson (2001) reported that police officers experience, on average, over 

three traumatic events for every six months of service. Police-specific traumatic events may 

include violent events such as armed conflicts, and more sad and depressing incidents such 

as abusive violence, providing assistance to victims of severe traffic accidents, and handling 

dead bodies.

Numerous health consequences have been associated with exposure to traumatic events in 

police officers and other emergency responders. Neylan and colleagues (2002) found 

increased critical incident exposure to be associated with poorer sleep quality. North et al. 

(2002) found traumatic events to be associated with a high prevalence of alcohol abuse and 

dependence among responders to the Oklahoma City bombing. Others have reported a high 

prevalence of mental health problems among 9/11 rescue operators (Perrin et al., 2007; 

Stellman et al., 2008), and a high prevalence of post-traumatic stress disorder (PTSD) and 

depression among police officers and firefighters who responded to Hurricane Katrina 

(Centers for Disease Control and Prevention, 2006).

Symptoms of PTSD include re-experiencing the event, avoidance of situations that bring 

back memories of the event, and hyperarousal including difficulty sleeping and trouble 

concentrating (National Center for PTSD, 2013). While these symptoms may be common 

during the first few weeks after a traumatic event, lingering symptoms of a month or more 

may indicate PTSD. Previous studies have identified several risk factors for PTSD. The 

severity of the traumatic event is associated with increased risk of PTSD development 

(Carlier, Lamberts, & Gersons, 1997). Previous assaultive trauma was associated with a 

higher risk of PTSD from subsequent trauma than previous trauma not involving assaultive 

violence (Breslau, Chilcoat, Kessler & Davis, 1999). Women are more likely than men to 

develop PTSD after a traumatic event (Gavranidou & Rosner, 2003; Breslau et al., 1999). 

Specifically in police officers, Hodgins, Creamer & Bell (2001) found that personality style, 

sex, and trait dissociation to be associated with PTSD in early career officers. Kaufmann et 

al. (2013) found a significant association between traumatic event exposure and incident 

psychological distress among early career police officers who may be experiencing the 

events for the first time.

PTSD may impact an individual’s physical and psychological health. PTSD symptoms have 

been significantly associated with increased general health symptoms and conditions, poorer 

physical health-related quality of life, greater frequency and severity of pain, and cardio-
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respiratory and gastrointestinal complaints (Pacella, Hruska, & Delahanty, 2013). Higher 

PTSD symptomatology has been associated with higher waking cortisol measures in police 

officers (Austin-Ketch et al., 2012). Researchers have found a significant and independent 

association between ischemia triggered during a standard treadmill test in veterans with 

clinical PTSD compared to those without PTSD (Turner, Neylan, Schiller, Li, & Cohen, 

2013; Lukaschek et al., 2013). Patients with diagnosed PTSD may also have comorbid 

psychological disorders including anxiety and depression, and substance abuse and 

addictions, (Javidi & Yadollahie, 2012). Stuart (2008) reported an increased risk of suicide 

among those with PTSD.

In the current study, the association of frequency, recency, and the type of police-specific 

traumatic events with symptoms of PTSD are examined among police officers participating 

in the Buffalo Cardio-Metabolic Occupational Police Stress (BCOPS) Study. The role of 

male gender, military service experience, and low workload in accounting for a potentially 

protective effect of occurrence, frequency, and recency of each specific type of traumatic 

event on PTSD symptomatology is also examined.

METHODS

Study Participants

Participants were police officers from the BCOPS Study. The objective of the BCOPS Study 

was to cross-sectionally assess the association between psychological stress and subclinical 

cardiovascular disease among police officers examined between 2004 and 2009. Data were 

collected at the Center for Health Research, School of Public Health and Health Professions, 

State University of New York at Buffalo, Buffalo, NY. No specific inclusion criteria were 

used for the study, other than the participant would be a sworn police officer and willing to 

participate in the study. Women officers pregnant at the time of examination were excluded 

(n=2). All 710 active duty police officers from the Buffalo, NY Police Department were 

invited to participate with 431 officers completing the clinical examination (60.7%). Of 

these officers, 72 were removed from analyses due to missing data leaving a final sample of 

359 officers (260 men, 99 women). All participants provided informed consent and all 

phases, testing, and reports of the study were approved by the State University of New York 

at Buffalo Internal Review Board and the National Institute for Occupational Safety and 

Health Human Subjects Review Board.

Police Incident Survey

Police-specific traumatic events were measured using the 9-item Police Incident Survey 

developed by Violanti and Gherke (2004). Participants were asked to indicate whether they 

had experienced each of eight events in the past year (i.e. event occurrence), and if ‘yes’ 

indicate the number of occurrences (i.e. event frequency) and the time since they last 

experienced the event (in months) (i.e. event recency). The eight events included witnessing 

the shooting of another police officer, being involved in a shooting incident, seeing abused 

children, seeing victims of a serious traffic accident, seeing someone die, seeing dead 

bodies, seeing severely assaulted victims and seeing victims of a homicide. One open-ended 

question asked about other events not listed; information about occurrence and frequency 
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but not event type were used in the analysis. Two summary measures were created: 1) total 

traumatic incident occurrence – the number of events officers reported experiencing in the 

past year from 0–9, and 2) most recent occurrence – the last time any event occurred from 

0–12 months ago.

Post-Traumatic Stress Disorder Checklist – Civilian Version (PCL-C)

Symptoms of PTSD were measured using the 17-item PTSD Checklist-Civilian Version 

(PCL-C). The PCL-C was developed by Weathers, Litz, Herman, Huska & Keane (1993) at 

the U.S. Department of Veterans Affairs, National Center for PTSD. The 17 questions 

correspond to 17 DSM-IV symptoms of PTSD and participants rated the severity of each 

symptom in the past month on a 5-point scale from ‘1-Not at all’ to ‘5-Extremely’. The 

PCL-C has three sub-scales, re-experiencing, avoidance and hyperarousal, which correspond 

to the 3 DSM-IV symptom clusters. According to Weathers, et al., there is no standard cut 

point for the checklist. For descriptive purposes, we reported prevalence of PTSD using two 

approaches: 1) established cut points: 25 – Screening level for PTSD in the VA Primary 

Care Clinic, 33 – Diagnostic level for PTSD in the VA Primary Care Clinic, and 44 – 

Screening level for civilian motor vehicle accident victims (National Center for PTSD, 

2011); and 2) clustering: partial PTSD – having significant symptoms in two of three 

clusters, and full PTSD – having significant symptoms in all three clusters (Maia et al. 

2007). Due to the low prevalence of PTSD found with both approaches, the mean PCL-C 

score was used for analyses.

Statistical Analyses

Descriptive statistics were used to characterize the study population. Gender-specific tertiles 

were created for each police stress variable. Prevalence estimates and means (standard 

deviations, SD) were calculated for the traumatic police events and PCL-C scores. Analysis 

of variance and covariance were used to estimate the unadjusted and multivariable adjusted 

mean PCL-C score across categories of traumatic event frequency and recency. Tests for 

trend were obtained from linear contrast. The multivariable models were adjusted for age, 

race/ethnicity and educational level. The covariates to adjust for were chosen based on their 

association with traumatic events and the PCL-C scores and evidence in the literature. The 

results were stratified by gender in order to compare associations between male and female 

officers. In addition to gender, the models were stratified separately by military experience, 

workload (low to moderate vs. high level of activity and crime in the officer’s precinct area), 

and trauma exposure prior to policing as the tests for interaction with traumatic events were 

significant (p < 0.15). All analyses were conducted using the SAS software, Version 9.3 

(SAS Institute, Cary, NC).

RESULTS

Descriptive characteristics of the study population are found in Table 1. Over one-quarter of 

participants were women (27.6%). Participants were about 41 years old and the majority was 

white. Women had slightly fewer years of service (13.1 years vs. 14.5 years), were more 

likely to be a patrol officer (81.6% vs. 74.1%), work the day shift (67.0% vs. 26.7%), and 

have higher levels of peritrauma (71.2% vs. 64.3%) compared to men. A higher percentage 
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of men had prior military experience (26.1% vs. 11.2%), reported having a high workload 

(68.5% vs. 50.5%) and prior trauma exposure (50.0% vs. 40.0%) than women officers.

Approximately 80% of the officers reported seeing dead bodies and severely assaulted 

victims in the past year (Table 2). This was followed by seeing victims of homicide, abused 

children and victims of serious traffic accidents. Individual event occurrences were 

generally similar between men and women; except men were more likely to see homicide 

victims than women (71.2% vs. 58.6%). Frequencies of the specific events were also similar 

between men and women. Male officers reported seeing severely assaulted victims on 

average 14 times in the past year while female officers reported 10 times. Women reported 

seeing more abused children than men (8.8 times vs. 6.9 times), and men reported seeing 

more homicide victims than women (5.5 times vs. 3.7 times). The most recent traumatic 

event for men and women was seeing severely assaulted victims (1.6 months ago for men, 

1.4 for women). Of the nine types of events, officers reported witnessing a total of 4.4 in the 

past year with 60.1% of men and 46.4% of women witnessing five or more different types of 

events (Figure 1). On average, the majority of male (82.6%) and female officers (76.4%) 

reported experiencing a traumatic event in the past month (data not shown).

The mean PCL-C score was 25.7 for men and 27.1 for women (Table 3). Using the U.S. 

Department of Veterans Affairs recommended diagnostic cutoff score of 33 or above, 15.0% 

of men and 18.2% of women had PTSD. Levels of PTSD symptomatology were generally 

similar between men and women with officers reporting high levels of re-experiencing the 

traumatic event and hyperarousal and lower levels of avoidance and numbing. Using the 

clustering approach, 10% of men and 9.1% of women had partial PTSD and 5.8% of men 

and 7.1% of women had full PTSD.

The association between traumatic event type and frequency and PTSD symptomatology 

was assessed separately for men and women (Table 4). In female officers, a significant and 

positive association was found for ‘involvement in a shooting incident’ and PCL-C scores. 

The association remained significant after covariate adjustment for age, race/ethnicity and 

education. The mean PCL-C score for those women who experienced this event was 11 

points higher than for those women who did not experience the event (36.5 vs. 25.5; p-value 

= 0.003). No associations were found in male officers.

Further stratification by reported workload (low or moderate vs. high), exposure to prior 

trauma, and military service was conducted (Table 5). Among women with a high workload, 

a significant and positive association was found between overall event occurrence and PCL-

C score. As the number of traumatic events increased (range 0–9) the PCL-C score increased 

(p-value = 0.028). Similarly among women with a high workload, being involved in a 

shooting was positively associated with PCL-C scores (p-value < 0.001). However, the 

number of women who experienced the event was low (n = 5). No associations were found 

in male officers. Among women officers without prior trauma exposure, significant and 

positive associations were found between seeing ‘abused children’ (p-value = 0.021) and 

‘homicide victims’ (p-value = 0.017) and PCL-C scores; the associations were slightly 

attenuated by multivariable adjustment (p-values = 0.030 and 0.035, respectively). No 

associations were found in male officers. Significant associations for male and female 
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officers were found after stratifying on military service. For women without military service, 

a significant and positive association was found for overall event occurrence and for 

involvement in a shooting and PCL-C score. In men without military service, as the 

frequency of seeing abused children increased so did the PCL-C score (p-value = 0.041).

Associations between time since last event occurrence and PCL-C scores were compared 

separately for men and women (Table 6). A significant association was found in male 

officers for the traumatic event of seeing severely assaulted victims. PCL-C scores were 

higher for men who had more recently experienced the event (in the last month) compared to 

those who experienced the event two or more months ago (26.5 vs. 22.8; p-value = 0.009). 

This association remained significant after multivariable adjustment (p-value = 0.016). No 

associations were found in female officers.

Further stratification by workload revealed no significant associations. Time since seeing 

dead bodies and PCL-C score was significantly associated in men with prior trauma 

exposure. PCL-C scores were higher when the event occurred in the last two months 

compared to three or more months ago (p-value = 0.021). Among men without military 

service, a significant and inverse association was found between time since seeing severely 

assaulted victims and PCL-C score (p-value = 0.043).

DISCUSSION

In the current study, police officers experienced numerous types of police-specific traumatic 

events with 60.1% of men and 46.4% of women witnessing or being involved in five or 

more different events in the past year. Over three-quarters of officers reported a traumatic 

event occurring in the last month. The nature of police work necessitates exposure to trauma 

so the high frequency of traumatic events in the current study is not surprising and is 

supported by other studies. Kaufmann et al. (2013) found a higher prevalence of traumatic 

events among protective service workers than other occupations. Patterson (2001) found that 

police officers experience approximately 3.5 traumatic events in a six-month period. Most 

often, the events reported in this study involved witnessing sad and depressing events, such 

as adults and children who were severely injured or died from abuse, assault or traffic 

accidents. Kaufmann et al. (2013) found seeing someone severely injured or dead was the 

most common event experienced by protective service workers. Yet, only 30% of those 

workers reported this event occurring, whereas, over 80% of the officers in the current study 

experienced these events.

The prevalence of PTSD in this study was approximately 15% for men and 18% for women 

using the PCL-C cut point of 33 and higher. This cut point has been previously used by the 

U.S. Department of Veterans Affairs for PTSD screening in primary care clinic settings and 

is recommended for use in civilian primary care and general population samples (National 

Center for PTSD, 2011). The prevalence is similar to that reported among New Orleans 

police officers after Hurricane Katrina (19%) (Centers for Disease Control and Prevention, 

2006) and professional German firefighters (18.2%) (Wagner, Heinrichs & Ehlert, 1998).

Hartley et al. Page 6

Int J Emerg Ment Health. Author manuscript; available in PMC 2016 February 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Alternatively, Maia and colleagues (2007) recommended following the clinical diagnostic 

model when diagnosing PTSD. When using this approach, the prevalence of partial PTSD 

was 10% in men and 9.1% in women, slightly lower than previous studies of police officers 

(Maia et al., 2007; Pietrzak et al., 2012). The prevalence of full PTSD was 5.8% in men and 

7.1% in women. These values are slightly lower than those reported by Maia et al. (2007) 

and similar to those found in Dutch police officers (Carlier et al., 1997) and police officers 

who responded to the World Trade Center attacks (Pietrzak et al., 2012). Re-experiencing 

the event and hyperarousal were more common than avoidance symptoms, similar to the 

findings of Perrin et al. (2007) in World Trade Center workers.

The prevalence of PTSD was similar between male and female police officers. Prior studies 

in the general population have found a higher PTSD prevalence in women compared to men, 

yet gender differences have not been found when the samples were among police officers 

and military personnel (Lilly et al., 2009; Pole et al., 2001; Sutker, David, Uddo & Ditta, 

1995). Lilly et al. (2009) also found that female police officers reported less severe PTSD 

symptoms than female civilians. Reasons for this may include the self-selection of women 

into a law enforcement career, perhaps these women are better prepared or more able to 

handle exposure to traumatic events. Female officers may feel the need to conform to the 

norms of their male counterparts by suppressing their emotions (Lilly et al., 2009).

In the current study, significant associations were found between frequency of traumatic 

events and PTSD symptoms in female officers. While a small number of female officers 

reported being involved in a shooting, their levels of PTSD symptomatology were 11 points 

higher than female officers who were not involved in a shooting. Women are more likely to 

develop PTSD after a traumatic event than men (Gavranidou & Rosner, 2003; Breslau et al., 

1999). Due to the infrequency of this event for female officers, it may not be surprising that 

the event would have a significant impact. When the associations between traumatic event 

frequency and PTSD symptoms were stratified by prior trauma (both history of any type of 

prior trauma and specifically military service), significant differences were found for women 

without a history of prior trauma or military experience and for men without prior trauma. 

One reason for this association may be lack of prior trauma exposure, which may increase 

vulnerability to psychological disorders. Kaufmann et al. (2013) found a significant 

association between traumatic event exposure and incident psychological distress among 

early career police officers, who may also have little prior exposure to traumatic events. It is 

also possible that these officers may feel pressure to conform to the cultural norm for police 

officers where requesting mental health assistance may be viewed as a weakness.

The significant associations found in this study involved stressful and potentially life-

threatening events for police officers, such as being involved in a shooting. No associations 

were found for events in which an officer was passively involved with the exception of 

seeing child abuse and homicide victims. Police training prepares officers for exposure to 

grotesque events, such as seeing dead bodies or traffic accident victims. Yet, officers may 

lack training in how to handle more difficult and stressful events such as seeing abused 

children or events where the officer may be harmed. Traumatic event severity has been 

associated with increased risk of PTSD (Carlier, Lamberts, & Gersons, 1997). Child abuse 

may be particularly difficult for police officers who can personally relate to the victim, i.e. 
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having children or grandchildren of the same age. McCaslin and colleagues (2006) found 

that traumatic events involving high personal threat, including shooting incidents, were 

associated with increased psychological distress.

Associations between recency of traumatic event occurrence and PCL-C symptoms were 

found in male but not female police officers. Male officers who saw severely assaulted 

victims in the past month had a four point higher PCL-C score than male officers who 

witnessed these victims two or more months ago. Of the different types of traumatic events, 

seeing severely assaulted victims was the most recent event reported for male police officers 

(mean occurrence = 1.4 months ago). Brauchle (2006) also reported higher PTSD in police 

officers at six weeks compared to six months after an Austrian tunnel fire. Increased PTSD 

symptoms, such as re-experiencing the event and hyperarousal, may be expected 

immediately after a traumatic event as part of the natural trauma response or if symptoms 

last for several days to a month may indicate an acute stress response (American Psychiatric 

Association, 2013).

Limitations of this study are noteworthy. The cross-sectional study design prevents us from 

making conclusions about causality. PTSD symptoms could be elevated due to other 

traumatic exposures, whether it was a police-related event that occurred two years ago or a 

recent event that occurred outside of work (i.e. death of a family member). The Police 

Incident Survey only captured exposure to eight types of police-specific traumatic events. 

However, the survey was developed by Violanti and Gherke (2004) using prior research of 

traumatic events identified by police officers. Also, the scale provides an opportunity for 

officers to list any other traumatic events that occurred over the past year in an open-ended 

question and we included the frequency of those events in our analysis.

Strengths of this study include the use of a widely used measure of PTSD symptoms: the 

PCL-C. The PCL has been shown to highly correlate with clinical-administered measures 

(Norris & Hamblen, 2004) and the symptoms included map directly to the DSM-V criteria 

(American Psychological Association, 2013). We were able to calculate the prevalence of 

PTSD using two methods: 1) numerical cut point recommended by the U.S. Department of 

Veterans Affairs National Center for PTSD (2011) for use in general population samples and 

in primary care settings, and 2) clustering approach developed by Maia et al. (2007). The 

clustering approach follows the DSM-V diagnostic approach and provided an opportunity to 

compare the prevalence rates of partial and full PTSD to other studies of police officers. The 

Police Incident Survey provided an opportunity to assess both frequency of traumatic event 

exposure and recency of event occurrence, a limitation noted in prior studies (Maia et al., 

2007). Differences between male and female police officers in terms of event exposure and 

separately PTSD prevalence have been previously examined. This is one of the only studies 

to examine the association between police-specific traumatic events and PTSD symptoms 

separately for male and female police officers.

In conclusion, higher PTSD symptoms were found in women officers with more exposure to 

abused children and homicide victims. This association was strongest in those women 

without a history of prior trauma. No association was found between the frequency of events 

and PTSD symptoms in male officers. However, male officers who most recently witnessed 
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victims of severe assault had higher PTSD symptoms than those men who had experienced 

this event two or more months ago. The findings are important for understanding the role of 

police-specific traumatic events in the development of PTSD in a high-risk, highly stressed 

occupational group. Future longitudinal assessment of this association is warranted and 

should also include the contribution of non-work factors, such as traumatic life events, and 

thorough assessment of personal trauma before police work.
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Figure 1. 
Occurrence of different types of traumatic events by sex.
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Table 1

Demographic and lifestyle characteristics by sex.

Characteristic or Measure

Men N = 260 Women N = 99

N Mean (SD) or % N Mean (SD)or %

Age, years

 Mean 260 40.7 (6.7) 99 40.6 (6.0)

 < 40 115 44.2 41 41.4

 40 – 49 114 43.8 50 50.5

 50 + 31 11.9 8 8.1

Race/Ethnicity

 White 195 78.3 71 72.5

 African American 50 20.1 27 27.6

 Hispanic 4 1.6 0 0.0

Education

 High School or less 34 13.5 4 4.1

 College < 4 years 133 52.8 63 64.3

 College 4 + years 85 33.7 31 31.6

Marital Status

 Single 24 9.5 24 24.5

 Married 193 76.6 56 57.1

 Divorced 35 13.9 18 18.4

Police Service, years

 Mean 253 14.5 (6.6) 98 13.1 (6.3)

 0 – 9 66 26.1 37 37.8

 10 – 14 62 24.5 21 21.4

 15 – 19 61 24.1 21 21.4

 20 + 64 25.3 19 19.4

Rank

 Patrol Officer 186 74.1 80 81.6

 Sergeant/Lieutenant/Captain 35 13.9 10 10.2

 Detective/Executive/Other 30 12.0 8 8.2

Prior Military Experience 66 26.1 11 11.2

Shiftwork

 Day 67 26.7 65 67.0

 Afternoon 110 43.8 18 18.6

 Midnight 74 29.5 14 14.4

Workload

 Low or Moderate 79 31.5 47 49.5

 High 172 68.5 48 50.5

Alcohol Intake, drinks/week 251 5.0 (7.4) 96 3.6 (6.1)

Smoking Status

 Current 36 14.2 27 28.4
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Characteristic or Measure

Men N = 260 Women N = 99

N Mean (SD) or % N Mean (SD)or %

 Former 46 18.2 28 29.5

 Never 171 67.6 40 42.1

Physical Activity Index 251 21.1 (18.0) 97 22.3 (18.2)

Prior Trauma

 No 104 50.0 45 60.0

 Yes 104 50.0 30 40.0

Peritraumatic Dissociative Experience

 < 10 – No symptoms 74 35.8 21 28.8

 ≥ 10 – Few symptoms or greater 113 64.3 52 71.2
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Table 4

Multivariate-adjusted* mean PCL-C scores by frequency of traumatic events and sex.

Traumatic Event
Men Women^

N Mean (SE) N Mean (SE)

The shooting of another officer

 0 times 222 25.4 (0.8) --

  ≥1 times 25 23.6 (1.8) --

 p-value** 0.33

Your involvement in a shooting incident

 0 times 223 25.2 (0.8) 91 25.5 (1.7)

 ≥1 times 21 25.3 (1.9) 7 36.5 (3.8)

 p-value 0.98 0.003

Seeing abused children

 0 times 86 24.9 (1.0) 34 24.7 (2.3)

 1–4 times 86 24.7 (1.0) 31 25.3 (2.2)

 ≥5 times 75 26.2 (1.2) 33 27.6 (2.2)

 p-value 0.35 0.23

Seeing victims of a serious traffic accident

 0 times 86 24.6 (1.0) 37 25.2 (2.1)

 1–2 times 46 23.6 (1.4) 30 25.9 (2.3)

 ≥3 times 115 26.3 (1.0) 31 26.7 (2.3)

 p-value 0.19 0.53

Seeing someone die in front of you

 0 times 154 25.7 (0.8) 75 25.7 (1.8)

 ≥1 times 94 23.9 (1.1) 21 26.2 (2.5)

 p-value 0.11 0.85

Seeing dead bodies

 0 times 35 24.6 (1.6) 19 24.1 (2.7)

 1–5 times 126 25.4 (0.9) 42 25.9 (2.2)

 ≥6 times 87 25.0 (1.1) 36 26.5 (2.1)

 p-value 0.84 0.40

Seeing severely assaulted victims

 0 times 39 26.2 (1.5) 21 26.1 (2.6)

 1–10 times 119 24.2 (0.9) 53 24.9 (2.1)

 ≥11 times 89 25.7 (1.1) 20 27.6 (2.7)

 p-value 0.75 0.66

Seeing victims of a homicide

 0 times 64 24.8 (1.2) 40 25.5 (2.0)

 1–2 times 63 24.7 (1.2) 24 24.1 (2.5)

 ≥3 times 120 24.6 (1.0) 33 27.7 (2.3)

 p-value 0.55 0.34

Total Occurrence
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Traumatic Event
Men Women^

N Mean (SE) N Mean (SE)

 0–3 events 60 25.2 (1.2) 36 24.6 (2.1)

 4–5 events 100 25.4 (1.0) 30 25.5 (2.2)

 6–9 events 88 24.8 (1.1) 32 28.2 (2.3)

 p-value 0.82 0.12

*
Multivariable models adjusted for age, race/ethnicity and education.

**
p-values are from linear contrasts.

^
Cell sizes too small to report for women.
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Table 6

Multivariate-adjusted* mean PCL-C scores by recency of traumatic events and sex.

Traumatic Event
Men Women

N Mean (SE) N Mean (SE)

The shooting of another officer

 0–3 months ago 9 22.3 (3.6) --

 4 or more months ago 13 24.3 (3.9) --

 p-value** 0.63

Your involvement in a shooting incident

 0–2 months ago 12 24.6 (4.0) --

 3 or more months ago 7 20.8 (4.8) --

 p-value** 0.44

Seeing abused children

 0–1 month ago 69 25.0 (1.4) 31 26.2 (2.2)

 2 or more months ago 86 25.3 (1.2) 32 26.4 (2.0)

 p-value** 0.83 0.91

Seeing victims of a serious traffic accident

 0–1 month ago 66 25.3 (1.4) 27 24.9 (2.1)

 2 or more months ago 90 25.4 (1.3) 34 25.5 (2.5)

 p-value** 0.97 0.79

Seeing someone die in front of you

 0–5 months ago 58 25.4 (1.8) 11 25.7 (4.7)

 6 or more months ago 32 22.7 (2.0) 10 25.9 (3.8)

 p-value** 0.15 0.96

Seeing dead bodies

 0–2 months ago 142 26.0 (1.0) 53 25.2 (1.8)

 3 or more months ago 60 24.0 (1.3) 25 26.2 (2.2)

 p-value** 0.16 0.63

Seeing severely assaulted victims

 0–1 month ago 150 26.2 (1.0) 40 26.2 (2.4)

 2 or more months ago 45 22.6 (1.4) 33 24.6 (2.4)

 p-value** 0.016 0.42

Seeing victims of a homicide

 0-2 months ago 100 26.1 (1.2) 25 26.7 (2.6)

 3 or more months ago 75 24.8 (1.3) 32 25.2 (2.6)

 p-value** 0.39 0.50

*
Multivariable models adjusted for age, race/ethnicity and education.

**
p-values are from linear contrasts.

^
Cell size too small to report for women.
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