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Abstract 

 

Identification and treatment of Post-Traumatic Stress Disorder (PTSD) for Law Enforcement 

Officers 

 

                                                   Randy P. Bellisle 

                            Under the Supervision of Dr. Amy Nemmetz 

 

Purpose of the Study 

The purpose of this research is to illustrate that police officers can and do develop 

symptoms of PTSD, and subsequently need to be provided with treatment and counseling 

services. Without treatment, PTSD symptoms can develop after one event or as an accumulation 

of a career of traumatic events. This study will also raise awareness of the impact that officers 

with PTSD have within a police organization, as well as how it can affect the officer’s personal 

life. The rate of police suicides, alcoholism, and divorce are consistently rated among the highest 

of all professions. Research suggests that the increased use of sick time, absenteeism, and early 

retirements may be related to PTSD. Not only can work related stress affect a department’s 

morale, it can also have a direct effect financially. Departments spend thousands of dollars hiring 

and training officers, only to have to undergo the entire hiring and training process of new 

officers again to replace the ones who have left.  
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Methods of Approach 

Data will be collected on Employee Assistance Programs and counseling strategies 

currently being used by law enforcement agencies to determine effectiveness. Research on 

current stress management training programs provided at the recruit academy level as well as at 

the department level will also be collected. Data will also show what approaches to PTSD 

counseling are being used at the federal level for veterans. 

 

Key Findings 

 This research shows that police officers are at risk to develop PTSD symptoms from 

traumatic events they have witnessed or been involved with. Police officers are at an increased 

risk of exposure to traumatic events by the nature of their work as they respond to violent and 

sometimes deadly situations. Anyone one of these events by themselves may be enough to 

trigger PTSD symptoms, but a career accumulation of events such as these will increase the odds 

of symptoms developing. 

 PTSD symptoms experienced by police officers have been compared to the PTSD 

symptoms found in combat soldiers. Medication and therapy for combat soldiers has been shown 

to be effective in the treatment of PTSD symptoms. Police officers need basic and advanced 

training throughout their careers on stress management and how to recognize and treat PTSD 

symptoms.  
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SECTION I:   INTRODUCTION 

 

Statement of the Problem 

The term Post-Traumatic Stress Disorder (PTSD) is most commonly associated with 

military veterans who have witnessed traumatic events in combat zones (Prigerson, Maciejewski, 

& Rosenheck, 2002). Throughout the history of wars, the symptoms associated with PTSD in 

veterans have been recognized in terms such as shellshock, Soldier’s heart, and war neurosis 

(Crocq & Crocq, 2000). In fact the term posttraumatic stress disorder was not officially 

recognized until 1980 by the American Psychiatric Association (Crocq & Crocq, 2000). The U.S. 

Department of Veterans Affairs projects that almost 31% of Vietnam veteran have reported 

PTSD symptoms (Kulka et al., 1988). The report also states that anywhere from 10%-20% of 

veterans from the Gulf War, Afghanistan, and the war in Iraq are reported to be experiencing 

PTSD.  

According to the National Institute of Mental Health, there is no restriction as to who can 

develop PTSD (Iribarren, Prolo, Neagos, & Chiappelli, 2005). Individuals can develop PTSD 

symptoms after traumatic events not related to war or combat, such as being a victim of sexual 

assault, abuse victims, or experiencing the sudden unexpected death of a close family member. 

 According to one study, approximately 8% of the U.S. population will experience PTSD 

in their lifetime (Iribarren, Prolo, Neagos, & Chiappelli, 2005). The report states that women are 

twice as likely as men to develop PTSD symptoms.  
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Researchers are speculating that the rate of PTSD found in the civilian population will only 

continue to grow over the next decade due to the current worldwide conflicts. Unfortunately, 

PTSD may become one of the larger public health concerns for the mental and medical fields 

(Iribarren et al., 2005).  

Individuals in the public safety fields are at risk to develop PTSD symptoms from 

traumatic events they have witnessed or been involved with. Large scale events include mass 

shootings, such as the tragedy at Sandy Hook Elementary, national disasters such as hurricanes 

and floods, or terrorist events, such as the Boston Marathon bombing (Flouri, 2005). Police, 

firefighters, and emergency medical personnel respond to events such as these on a local and 

national level every day. These events may include car crashes, homicides, officer involved 

shootings, or crimes against children. According to one study, police officers are at an increased 

risk of exposure to traumatic events by the nature of their work as they respond to violent and 

sometimes deadly situations (Skogstad, Lie, Conradi, Heir, & Weisaeth, 2013). Anyone of these 

events by themselves may be enough to trigger PTSD symptoms, but a career accumulation of 

events such as these will increase the odds of symptoms developing.  

The police culture deters officers from asking for mental health support, as asking for 

help is looked upon as being weak. Officers may also fear that their colleagues will think they 

are not dependable in the field if they ask for help (Shallcross, 2013). Officers are also told to 

suppress their emotions as they need to be back “in the game” and be able to perform their duties 

as soon as possible following a traumatic event (Shallcross, 2013). According to behavioral 

scientist Dr.Kevin Gilmartin, officers create an emotional shield of denial to protect themselves 

from what is happening on the job so they can function without emotional baggage (Gilmartin, 
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2002). Over the course of a career, the damage done by suppressing their stress can damage work 

and personal relationships past the point of repair.  

 

Purpose of the Study 

The purpose of this study is to illustrate that police officers can and do develop symptoms 

of PTSD, and subsequently need to be provided with treatment and counseling services. Without 

treatment, PTSD symptoms can develop after one event or as an accumulation of a career of 

traumatic events (Chae & Boyle, 2013). Traditional Employee Assistance Program methods will 

not work unless the officers reach out for help, which is difficult within the law enforcement 

culture. This study will also raise awareness of the impact that officers with PTSD have within a 

police organization as well as how it can affect the officer’s personal life.  

Research suggests that the increased use of sick time, absenteeism, and early retirements 

may be related to PTSD (Shallcross, 2013). Not only can work related stress affect a 

department’s morale, it can also have a direct effect financially. Departments spend thousands of 

dollars hiring and training officers, only to have undergo the entire hiring and training process of 

new officers to replace the ones who have left (Shallcross, 2013).  

The rate of police suicides, alcoholism, and divorce are consistently rated among the 

highest of all professions (Chae & Boyle, 2013). One study states that critical incident trauma is 

one of the leading factors associated with risk for suicide ideation (Chae & Boyle, 2013). The 

study also states that agencies that provide counseling and coping strategies decrease some of the 

typical police stressors which lead to suicide or alcoholism.  
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Methods of Approach 

Data has been collected on Employee Assistance Programs and counseling strategies 

currently being used by law enforcement agencies to determine effectiveness. Research on 

current stress management training programs provided at the recruit academy level as well as at 

the department level was also collected. Data shows what approaches to PTSD counseling are 

currently being used at the federal level for veterans (PTSD: National Center for PTSD, 2015).  

Contribution to the Field 

Post-traumatic stress disorder affects several professions and cannot be solely associated 

with combat veterans. Police officers can start to show PTSD symptoms after a single traumatic 

event or as the result of a long career of job stress. Police supervisors need to be better trained to 

identify these symptoms, and agencies need to provide appropriate treatment options. 

 Law enforcement must understand PTSD symptoms. Furthermore, officers must be 

willing to ask for help which is difficult in the police culture (Shallcross, 2013). Law 

Enforcement academy curriculums must also include mental health fitness in addition to physical 

training (Gupton, H., Axelrod, E., Correll, L., Curran, S., Hood, C., Kelly, J., & Moss, J.  2011).  

 

SECTION II   LITERATURE REVIEW 

The literature review consists of four sections. The first section reviews the history of 

PTSD, including when it was recognized by the field of psychology as a disease, as well as the 

most common symptoms. The second section addresses the daily stressors of police work which, 

left untreated, may result in PTSD symptoms. More specifically, incidents in law enforcement 

that may trigger PTSD symptoms will be identified.  
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The third section reviews the current counseling and treatment options available to police 

officers. The final section highlights treatment options that are currently being utilized with 

military veterans experiencing PTSD.  

 

History of PTSD 

 The American Psychiatric Association first introduced the term Post Traumatic Stress 

Disorder (PTSD) in the Diagnostic and Statistical Manual of Mental Disorders in 1980 

(American Psychiatric Association [APA], 1980). The Diagnostic and Statistical Manual defined 

PTSD as a traumatic event which would be outside of the normal range of human experience. 

Events such as experiencing a chronic illness, stress from a marital conflict, or possibly large 

financial losses would not fit into the definition of PTSD. Stressors that produce PTSD 

symptoms under this definition would include being a victim of a rape, military combat, a natural 

disaster, or man-made disasters such as a car accident or plane crash. Individuals may experience 

recurring dreams of the event, becoming withdrawn from society, and estranged or detached 

from family and friends (American Psychiatric Association [APA], 1980).  

Throughout history, there have been references to symptoms and diseases that would now 

be diagnosed as PTSD, but were not labeled as such during that time. Many of the references to 

these symptoms came from wartime events or those involved in military actions dating back over 

3000 years. One of the first known references to PTSD symptoms in military combat conditions 

was documented by a Greek historian named Herodotus in 490 B.C. (Bentley, 2005).  He 

documented that an Athenian solider went permanently blind in a battle when the solider next to 

him was killed, although he himself was not physically wounded in any way.  
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Today it is recognized that types of blindness, deafness, and paralysis are symptoms of someone 

experiencing PTSD (Crocq & Crocq, 2000).   

A second account from this same time frame was documented as occurring to members 

of the Spartan Army at the Battle of Thermopylae Pass in 480 B.C. (Bentley, 2005). Soldiers 

were dismissed from combat because they were psychologically “spent” from previous battles. It 

was written that the men were not willing to accept responsibility for their share of the battle and 

did not show any “heart” for combat.  

Accounts of soldiers displaying similar symptoms continued to show up in military 

journals, commander’s logs, and soldier’s diaries for several hundred years (Bentley, 2005).  

Between the 1600-1800’s, Swiss, German and French doctors were able to identify groups or 

“clusters” of symptoms that were combat related or had similar symptoms as PTSD (Bentley, 

2005). These symptoms were identified by terms such as homesickness, nostalgia, and a Spanish 

term “estar roto” which translates as “to be broken” (Bentley, 2005).  

During the Civil War there was such an abundance of soldiers displaying PTSD 

symptoms, the military was forced to screen recruits to see if they were susceptible to psychiatric 

breakdowns (Bentley, 2005). Richard Gabriel, a consultant to the Senate and House Armed 

Services Committees, completed research on Civil War soldiers and discovered that there were 

so many “insane” soldiers wandering the countryside during the war that the public demanded 

something be done (Bentley, 2005). This was the driving force for the creation of the first 

military hospital for the insane, which was established in 1863. 
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The creation of the term “PTSD” was created in the Vietnam War era. Veterans of the 

war were experiencing similar symptoms, which could be defined as a type of combat related 

stress. Among the many potential PTSD symptoms, the most common were veterans having 

flashbacks/reliving the same traumatic event, feeling emotionally numb, memory problems, and 

being irritable or angry for no apparent reason (Crocq & Crocq, 2000). At the time the best 

diagnosis available for these symptoms was “catastrophic stress disorder.” These symptoms were 

identified as occurring anywhere from months to years after a solider was discharged from 

service (PTSD: National Center for PTSD, 2015). A task-force was established to research 

current diagnosis and ultimately changed the name from “catastrophic stress disorder” to PTSD. 

This term was added to the Diagnostic and Statistical Manual of Mental Disorders in 1980 

(American Psychiatric Association [APA], 1980). 

 

Daily stressors in Police work 

 Police officers find themselves in circumstances when responding to calls that can be 

compared to combat situations. Officers on any given day can suddenly be in a life or death fight 

with one or more individuals. These situations can be intense, unpredictable, and traumatic even 

to a veteran officer. There are four categories that “normal” police stress falls into (Selye, 1978).  

The four categories of normal police stress identified are the stress of the job itself (police 

work), organizational or administration procedures, the criminal justice system itself, and 

internal stressors which confront individual officers such as having to prove themselves to other 

officers or always being the “tough guy”. Along with the normal stressors of police work, being 

involved in a critical incident or involved in many over the course of a career can add to stress 

levels that may cause symptoms of PTSD.  
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The first of these stressors is the stress of the job itself. Police work is a 24 hour a day 

job, 365 days a year. There are few positions within most departments that are normal Monday-

Friday 9am to 5pm positions. Working different shifts and different assignments can cause stress 

not only psychologically, but also physically. Lack of sleep, poor eating habits, and lack of 

physical activity (sitting in a squad car for eight hours) can all lead to unhealthy conditions 

(Kapade-Nikam & Shaikh, 2014). Police have been identified as having a higher risk for high 

blood pressure, insomnia, heart problems, PTSD, and suicide (Kapade-Nikam & Shaikh, 2014). 

According to one study, the suicide rate for law enforcement officers is 18.1 per 100,000, while 

the rate for the general population is only 11.4 per 100,000 (Aamodt & Stalnaker, 2006). The 

specific job duties of police work also add an extra layer of stress. Responding to domestic 

violence calls, being involved in a high-speed pursuit, using force to arrest a subject, or 

controlling a disruptive crowd are duties that officers can experience every day (Collins & 

Gibbs, 2003).   

The second individual stressors are identified as department or organizational. In this 

category, stress can be evaluated in two areas: job demand and lack of resources (Kapade-Nikam 

& Shaikh, 2014).The demands of the job include such areas as the excessive amount of 

paperwork, ever changing policy and procedures, working unexpected overtime to complete 

emergency type incidents, and lack of direction or overall goals from supervisors (Kapade-

Nikam & Shaikh, 2014). The stress from lack of resources can be seen by having outdated 

equipment, not enough motivation (rewards or recognition) for job performance, veteran or 

“older” command staff supervisors who are reluctant to change, and lack of upward mobility 

within an agency (Nicoara & Amelia, 2012). 
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The overall process of the Criminal Justice system can also add stress to a police officer. 

There are issues with the perception of the courts going too “easy” during sentencing when the 

officer worked very hard to build a case and arrest a subject (Kapade-Nikam & Shaikh, 2014). 

Court appearances can interfere with an officer’s work assignments or personal time, which 

could also affect the officer’s sleeping schedule (Kapade-Nikam & Shaikh, 2014). Officers being 

judged for their actions in court in front of a jury can also add unwanted stress. There are also 

times when agencies are against each other for jurisdictional authority or a perceived “turf” war 

on a particular case (Kapade-Nikam & Shaikh, 2014). An officer may do all of the investigative 

steps to build a case against a subject, only to have it taken over by a higher authority due to 

jurisdictional rights.  

The last identified stressor is the daily struggle to live up to the perceived image of what 

the public believes a policing entails. Police officers have been portrayed in movies and on 

television as being the hero when a traumatic event occurs (Dowler, 2003). Police officers are 

the ones who can calmly manage the worst events and are the first ones called in a crisis. Having 

this level of responsibility with the expectation of always being in charge can lead to unwanted 

stress. Officers are also represented by the media in news stories, whether on television or in 

print. News stories are put to print or video quickly, with the excuse that “the public has the right 

to know.” In the case of an officer “breaking the law,” the media may not have all of the facts 

and subsequently judges the officer regardless of later findings indicating the officer is innocent.  
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Police officers are at a higher risk to be involved in highly stressful critical incidents 

based on the nature of their work. There is no single definition as to what a critical incident is. A 

definition found in the Law Enforcement Critical Incident handbook states that critical incidents 

are sudden and unexpected and disrupt the core beliefs on how the world functions.  

A critical incident will be emotionally and psychologically overwhelming and frequently 

involves either a threat to life or the death of an individual (Digliani, 2012). The development of 

PTSD symptoms can start to develop after experiencing a single critical incident. PTSD 

symptoms may also manifest over a career of involvement in such incidents (Brown, 2014). An 

example of a critical incident may be an officer being threatened with a weapon, or a direct 

exposure to a life threatening injury (Maguen et al., 2009).    

 

Employee Assistance Programs 

 Starting at the academy level, recruits are taught that they must remain in control of their 

emotions during times of crisis or they could be putting themselves or others in danger (Karaffa 

& Tochkov, 2013). An officer who shows their emotions is looked upon as being weak and 

therefore cannot be depended on for backup for a call. One of the subcultures of a police agency 

is how officers must be masculine, tough, aggressive, and independent (Karaffa & Tochkov, 

2013). 

Another aspect of the subculture is a distrust of outsiders and the “us versus them” 

mentality. The distrust may lead to officers defining their role in the “good versus bad” aspect of 

their job. Officers will protect the police department from outsiders trying to learn the “secrets” 

of the police work world (Karaffa & Tochkov, 2013). This subculture makes it very difficult for 

an officer to seek assistance if they are having emotional or psychological problems.  



 

11 

 

 City or county agencies may provide an Employee Assistance Program (EAP) for staff. 

These types of programs are available to anyone employed by the city or state and are not 

specific to law enforcement. A typical EAP program provides employees with counseling 

services or referral programs for problems such as drug and alcohol abuse or financial difficulties 

(Stoltzfus, 2009). 

Employee Assistance Programs can also provide a wellness program element to assist 

employees maintain their health as well as benefiting employers who may have the ability to 

lower health care cost by having their employees participating in one of these programs 

(Stoltzfus, 2009). One of the obvious issues with an Employee Assistance Program is that they 

are mostly voluntary, and police subculture makes it difficult for an officer to seek help 

(Shallcross, 2013). Agencies need to find ways to make counseling a routine part of the job, not 

just something officers are made to attend after a critical incident (Shallcross, 2013). Dr. Olivia 

Johnson states that the key in having an effective Employee Assistance Program for police is 

making sure there is a working relationship built between officers and counselors before 

assistance is needed (Johnson, 2012). If an officer only sees an Employee Assistance Program in 

a negative view, they will be less likely to seek assistance when needed.  

  The next step of an EAP contact would be to refer the individual to a mental health 

professional. Some departments have a psychologist on staff for internal mental health issues. 

Counseling sessions could be perceived by co-workers as being used by an officer who “folds 

under pressure” or is not reliable (Maimin, 2012). The stigma associated with this can damage an 

officer’s reputation and can follow the officer throughout his or her entire career. There is also 

the possibility that fellow officers may be fearful of an officer going to counseling and talking 

openly about the activities of their co-workers (Maimin, 2012).  
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 Employee Assistance Programs are not only found at the local law enforcement level. 

Federal Occupational Health (FOH) is an agency within the U.S Department of Health and 

Human Services that provides health services for federal employees (Federal Occupational 

Health, 2014). This agency provides an Employment Assistance Program specific for federal law 

enforcement personnel. The Federal Occupational Health agency provides most of the same 

services that a local Employee Assistance Program would provide, including a toll free number 

to call any time, training for stress management, and critical incident stress management 

techniques (Federal Occupational Health, 2015).  

 

Federal Assistance for Veterans with PTSD 

 

 The term PTSD is commonly associated with veterans who experienced traumatic events 

during combat. Those diagnosed with PTSD have a variety of treatment options available to 

them at the federal level. The U.S. Department of Veterans Affairs has an entire section 

dedicated to the research and treatment of PTSD (PTSD: National Center for PTSD, 2015). To 

make finding information easier for veterans, a website is provided to allow easy access.  Within 

this website are resources on treatment options including counseling locations, signs and 

symptoms of PTSD to be aware of, and educational material about this disease.  

 The two main types of treatment options made available for veterans with PTSD are 

counseling and medication (Cohen, 2013). Cognitive Behavioral Therapy is considered to be the 

most effective counseling treatment for PTSD. Cognitive Behavioral Therapy normally involves 

weekly visits with a therapist for several months (Tull, 2014). There are two different types of 

Cognitive Behavioral Therapy; Cognitive Processing Therapy and Prolonged Exposure Therapy 

(PTSD: National Center for PTSD, 2015).  
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The main goal of Cognitive Processing Therapy is getting the patient to recall the 

traumatic event with more accuracy and clarity in order to help the patient understand the blame 

and/or guilt that they may feel is not logically based on the reality of the circumstance. 

Prolonged Exposure Therapy relies on repeating exposure to the patient’s feelings and situation 

so the patient can confront their feelings versus trying to avoid them. Prolonged Exposure 

Therapy also includes weekly visits plus additional practical assignments to reflect on feelings 

and emotions (PTSD: National Center for PTSD, 2015).   

Current research shows that Cognitive Behavioral Therapy is an effective treatment for 

different levels of PTSD from acute to long-term or “chronic” (Kar, 2011). Cognitive Behavioral 

Therapy has been shown to be effective by those who have received the therapy via an internet-

type session (Kar, 2011). The results from one study show that therapy administered by internet 

or video conferencing showed a significant decline in the frequency and severity of PTSD 

symptoms (Kar, 2011).  

Medication based treatment is a second option available for veterans with PTSD. This 

type of treatment is almost always used in conjunction with counseling or other treatment options 

(Cohen, 2013). The most common prescribed medications for those with PTSD are 

antidepressants such as Zoloft and Paxil. This class of medication decreases the depression, 

anxiety, and panic associated with PTSD, and is also shown to decrease aggression and suicidal 

thoughts (Cohen, 2013). Although medication treatment can decrease symptoms, the medication 

will not stop someone from experiencing flashbacks or from experiencing the feelings associated 

with the original traumatic event (Cohen, 2013). Virtual-reality simulations along with 

medication treatment are a new advancement that researchers are looking at to help boost the 

effectiveness of medication therapy (DeAngelis, 2008).   
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SECTION III: THEORETICAL FRAMEWORK   

 

 The purpose of this section of the paper is to analyze PTSD among police officers from 

two theoretical perspectives. The two theories being analyzed are social bond theory and social 

learning theory. These theories are often used to examine causes of criminal behavior, but can 

also be applied to analyze PTSD in police officers. 

                  Social Bond Theory  

 The social bond theory was introduced by Travis Hirschi in 1969 and is considered one 

of the modern forms of social control theories (Tibbetts & Hemmens, 2010). The basis for this 

theory is that humans can be socialized into tightly bonded groups such as a family or group of 

friends. The stronger a person is bonded to conventional society (to include adhering to rules and 

laws), the less the person will turn to committing crimes (Tibbetts & Hemmens, 2010). The 

social bond theory consists of four tenets: attachment, commitment, involvement, and moral 

belief (Tibbetts & Hemmens, 2010).  

Hirschi states that of these four components, attachments are the most important. 

Individuals must feel the support from others and being safe from emotional harm. Hirschi states 

that a way to achieve this support is to be attached to a group (Tibbetts & Hemmens, 2010). In 

relating social bond theory to PTSD, one of the primary factors is how much social support the 

individual has before and after a traumatic event. Studies show that the amount and strength of 

social support a person has is an important factor in determining the person’s susceptibility to 

develop PTSD (Charuvastra & Cloitre, 2008).  
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Research shows that not all traumas share the same weight for risk factors for developing 

PTSD. Traumatic events can be divided into two categories; natural occurrences and manmade 

events. Traumatic events that are caused by human beings often lead to a higher level of fear 

than traumatic events not caused by people (Kessler et al., 1995). 

Research indicates that between 50%-60% of all individuals experience some type of 

traumatic event during their lives (Kessler et al., 1995). The largest types of events that will be 

experienced are witnessing someone being badly injured/killed, being involved in a natural 

disaster, or seeing a life threatening accident (Kessler et al., 1995). Although these events are the 

most prevalent, they are not considered to be the highest causes for the development of PTSD. 

According to one study, the top specific traumatic events associated with the assessment of 

PTSD is being a victim of rape, child neglect/abuse, physical attack, or experiencing combat 

fatalities (Kessler et al., 1995).  

One of the identified causes of PTSD stems from an individual experiencing an event that 

causes a threat to their own well-being. Witnessing the death or injury of another person can also 

lead to PTSD (Charuvastra & Cloitre, 2008). The individual’s reaction will include the 

experiences of fear, shock, and a feeling of helplessness. Someone who is experiencing PTSD 

lives in an elevated state of chronic fear and develops a tendency to be on constant lookout for 

perceived threats in the environment (Charuvastra & Cloitre, 2008).  

Having a strong social network has been shown to mitigate the negative indicators of 

PTSD. Those individuals with PTSD live in a constant state of fear and anxiety. In order to work 

past the fear and accept help, the individual must feel safe and supported. Successful treatment 

with a therapist relies on the individual attending and continuing counseling sessions 

(Charuvastra & Cloitre, 2008).   
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 The ability to reduce fear and anxiety is a crucial element in the patient-client 

relationship. The individual must feel that the therapist is someone they can trust and is 

supportive and understanding of their traumatic experiences. The act of therapy itself can be seen 

as a social bond between the therapist and the client (Charuvastra & Cloitre, 2008).   

When also considering the client is a police officer who is supposed to be in control and strong at 

all times, it is not surprising that the patient has reservations about therapy sessions. More 

specifically, police officers are known for not reaching out to mental health staff about personal 

issues and are usually the last type of professionals to seek counseling (Shallcross, 2013).   

Subsequently, creating a bond with a therapist or group is considered the most important factor 

for the prevention of developing PTSD, as well as assisting the police officer during therapy 

(Charuvastra & Cloitre, 2008).  

    

                              General Strain Theory 

The stress an individual encounters in their daily life can also be expressed as strain.  

Strains can contribute to negative emotions such as frustration, fear, depression, and anger. 

Furthermore, these emotions cause pressure for the individual to want to change the negative 

feelings into positive ones. In other words, someone who is feeling bad wants to do something 

about their situation to make themselves better (Cullen & Wilcox, 2010). It has been identified 

that strains increase the likelihood of an individual engaging in criminal activity (Cullen & 

Wilcox, 2010). Additionally, research has shown that individuals who experience PTSD 

symptoms have high rates of depression, anxiety, and fear, and therefore are more likely to 

engage in criminal activity (Elbogen et al., 2012).   
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Researchers have developed many different theories as to what causes different behaviors of 

those experiencing strain. All varieties of strain theory share a common component in that 

frustration and anger is the leading cause of the criminal activity.  

Strain theorists propose different thoughts about the causes of frustration and how 

individuals cope with strain. The origins of strain theories stem from Robert Merton’s work in 

the 1930’s (Tibbetts & Hemmens, 2010). Merton focused on the idea of the “American Dream”; 

a belief that people wanted to be successful. Merton proposed that if people worked hard they 

would be more likely to be successful. Individuals of lower classes may realize that the dream is 

false or out of reach and subsequently resort to whatever means necessary to achieve goals to 

include engaging in crime.  

 Merton emphasized that most individuals do not cope with strain through criminal 

activity (Tibbetts & Hemmens, 2010). Per Merton, people may also deal with the strain by 

simply tolerating the source of strain, changing their goals altogether, or lowering the goals to a 

more reasonable expectation of attainability (Tibbetts & Hemmens, 2010). The decision made by 

individuals on how to handle or work through their strain is guided by who they blame for their 

inability to reach their goal: themselves or others. Self-destructive behaviors such as alcoholism, 

drug abuse, or suicide may be actions of someone who has placed their blame on themselves. If 

they place the blame on others for their shortcomings, they are more likely to engage in criminal 

activity such as theft, robbery, or violence (Cullen & Wilcox, 2010).  

 Robert Agnew developed the General Strain Theory which evolved from Merton’s Strain 

Theory. Agnew’s theory is based on the idea that when people are treated badly or unfairly, they 

get angry and upset which may cause them to engage in criminal activity (Cullen & Wilcox, 

2010). Agnew identified three major causes of strain in an individual’s life.  
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The first type of strain is the failure to achieve positive goals. These goals can be related to 

Merton’s “American Dream”, ideas such as money, status in society, or employment prestige.  

People can also derive strain from the achieved goals actually being less than what was expected, 

or from perceiving an outcome as unfair (Tibbetts & Hemmens, 2010). An example of this could 

be of someone with PTSD facing discrimination when it comes to employment or purchasing a 

house, thus impairing their chance at attaining their goal (Fay, 2000). The second type of strain is 

the loss or removal of a positive stimulus. The death of a loved one or a break-up of a long-

standing relationship can be identified as this type of strain. The third type is the addition or 

presentation of a negative stimulus. Examples of this could include child abuse, negative 

experiences in school or with friends, or negative relations with parents or peers (Tibbetts & 

Hemmens, 2010).  

 Individual’s diagnoses with PTSD can display a variety of symptoms that can begin 

immediately after the event or several months or years later (Frueh, Grubaugh, Yeager, & 

Magruder, 2009). Included with PTSD symptoms are avoidance, intrusive memories, negative 

changes in how a person thinks, and changes in emotional reactions. Examples of negative 

feelings may include feeling bad about oneself or others, inability to experience positive 

emotions, a lack of interest in activities once enjoyed, and a feeling of hopelessness about the 

future. Emotional reactions can surface as anger, paranoia, aggressive behavior, and self-

destructive behaviors such as drug or alcohol abuse (Bisson, 2007).  

 If left alone, these behaviors can lead some to criminal behavior. Research has shown that 

individuals who are experiencing PTSD are more likely to engage in criminal activity if certain 

pre-existing factors are present. Some of these factors are a history of drug and alcohol abuse, a 

witness to family violence, and high episodes of anger and irritability (Elbogen et al., 2012).  
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The same research identified that young males diagnosed with PTSD who reported significant 

episodes of anger and irritability were more likely to be arrested for criminal activity than those 

who had lower levels of anger. Data collected by the FBI supports that individuals with negative 

feelings about themselves or those who engage in self-destructive behaviors are responsible for 

the top types of arrested criminal activity. In 2011, the top three crimes that law enforcement 

reported arrests for were drug abuse violations, driving while intoxicated, and larceny-theft 

(Federal Bureau of Investigation, 2013). 

 

     Current Programs Available-Police Officers 

 Experiencing traumatic events or being involved in critical incidents is an expectation of 

working in the field of law enforcement.  The following statement was made by a police officer 

from Canada describing the variety of distressing situations encountered on the job: 

Imagine the most horrific things that happen in this city that no one really hears about or 

sees. Homicides, rapes, car accidents, violent assaults, this is the kind of stuff we deal 

with on a daily basis. Some of these cases involve children and teenagers. I’ve heard 

others claim that after long enough they just become desensitized to it all, but it’s never 

easy and you never forget that these things happened. (The Trauma and Mental Health 

Report, 2013, p. 1) 

 From the time new officers are hired and start their training at the academy, they are 

continually told that they need to keep their emotions under control and start to see the world 

they work in as an “us versus them” environment. They begin to see the world as good versus 

bad and right versus wrong. In this environment an officer may start to feel isolated and may 

have a difficult time seeing that they need emotional and psychological help, as well as having 
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trouble actually seeking the needed help. This type of help may come in the form of stress 

management training (Blum & Polisar, 2004). 

 The topic of stress management can be divided into two separate categories: long term 

health and incident specific management. Long term health is seen as managing an officer’s 

mental health from the hiring process all the way through a career into retirement. Many recruit 

academies are now offering specific hours of training in officer wellness and stress management 

along with the standard physical requirements (Saville, 2006). Topics that are covered under 

stress management are health awareness, coping skills, domestic/family relationships, and 

conflict resolution (Major Cities Chiefs, 2012). Officers must feel that talking about feelings and 

requesting counseling services are a normal part of the police culture, not as an investigative tool 

or as a form of discipline.  

 As officers progress through their careers, continued training in stress management is a 

necessity. Once police officers have been on the job for several years, they can better understand 

the stressors of police work such as the physical demands of the job, rotating shift work, being 

away from family events, and the ever changing policy and procedures of the agency (Finn, 

2000). Without continued training officers may begin to grow more cynical, jaded, and feel more 

isolated (Fortenbery, 2015). An officer who is experiencing stress or difficulty at work or at 

home would generally be encouraged to reach out to an Employee Assistance Program (EAP’s) 

(Johnston & Johnston, 2014).  Employee Assistance Programs are in place to assist employees in 

the identification and resolution of work related problems and issues related to stress 

management. Professionals are contracted by the organization to provide confidential services to 

their employees.  
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Organizations are also creating Peer Support groups, which consist of selected and 

trained employees to help bridge the gap to Employee Assistance Programs.  

Employees may feel more comfortable talking with a co-worker in a peer support group role 

about issues instead of working with a stranger associated with an Employee Assistance Program 

or mental health entity. Peer Support members provide initial guidance and support the officer 

when the officer opts to contact mental health professionals (Johnston & Johnston, 2014). 

 Peer support groups are a newer form of crisis management being utilized by agencies. 

Selected employees are trained to be part of a support group. Training includes listening skill 

development, problem solving tactics, stress management techniques, and available professional 

counseling options that they can refer someone to (Digliani, 2014). Peer support groups are not 

considered a team of counselors or therapists. Rather, the group members are fellow employees 

who do the same (or similar) job as the officers and the group members are trained to provide 

support to co-workers. Peer support group members can fill an important role as those 

experiencing stress may feel reluctant to seek professional help, but want to talk to someone who 

has experienced similar feeling while performing a comparable job (Digliani, 2014). An example 

of these groups being utilized on a national level can be seen by the organization called Concerns 

of Police Survivors (COPS) (Community Orientated Policing Services, 2015). During National 

Police week this organization deploys peer support members to agencies who have experienced a 

fallen officer. These members provide any emotional support needed by members of the agency 

as they remember and honor their fallen co-worker.  
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Stress can build up over the length of a career as well as coming from a specific incident. 

Due to the nature of their work, police are more at risk of exposures to critical incidents or 

traumatic events (Digliani, 2012). Stress from these critical incidents needs to be managed so 

they do not turn into long term health issues (Johnston & Johnston, 2014).  According to FBI 

statistics, in 2013 there were over 49,000 police officers assaulted while performing their duties, 

which equates to a rate of 9.3 per 100 sworn officers. Of these assaults, over 10% involved injury 

by the use of a firearm and over 14% by the use of a knife or other cutting instrument ("Law 

enforcement officers killed," 2014). In addition to the stress associated with being attacked or 

assaulted, officers encounter stress associated with being involved in an officer involved 

shooting or being involved in the death of an arrested suspect. A report by the Bureau of Justice 

Statistics stated that there were over 4,800 arrest related deaths reported in 2013; over 60% of the 

cases were classified as homicides by law enforcement personnel (Bureau of Justice Statistics, 

2014). Other critical incidents include the first time an officer witnesses a traffic crash with 

deceased individuals, the sight of an abused or horribly disfigured child or baby, and being 

involved as a witness during an autopsy. Any one of these events can begin to trigger symptoms 

of PTSD if not recognized and managed. 

  There are several nationally known debriefing techniques and programs currently being 

used by law enforcement. For example, the Critical Incident Stress Debriefing (CISD) involves 

the use of small group discussions to review and better understand a traumatic event (Mitchell, 

2001). If a Critical incident Stress Debriefing is being utilized, it means that the group member’s 

normal coping methods have been overwhelmed and he or she is showing signs of significant 

distress and dysfunction. The theory behind Critical Incident Stress Debriefing is that memories 

and feelings of an event are changed by retelling the incident and experiencing an emotional 
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release. The release of emotions will take away any feelings of guilt or helplessness the person 

may be experiencing as a result of the incident, and therefore reducing the stress of the event 

itself (Mitchell, 2001). Research shows that Critical Incident Stress Debriefing’s are not effective 

and may cause more harm than good (Mitchell, 2001). There are no standards as to who is 

qualified to administer a debriefing. Additionally, individuals may feel that they do not need to 

share with their normal support network because the officers are receiving this treatment.  

Trauma or Crisis Intervention is another technique used to debrief a specific traumatic 

event. This technique is normally conducted within a week of the event and is often only 

scheduled as a single session. This session can be done in a group setting or as an individual 

meeting. The main purpose of this technique is to educate individuals that their physical and 

emotional reactions to the event are normal, expected, and are usually short term. This is also an 

opportunity to provide constructive coping strategies, educate individuals on resources for future 

needs, and provide closure to unresolved feelings about the incident (Gupton et al., 2011).  

 

                        Current Programs Available to Military Members 

 Veterans diagnosed with PTSD will find available resources on a federal level as 

compared to most law enforcement who are assisted at a local level. Within the Department of 

Veterans affairs is the National Center for PTSD, which was created in 1989 as the result of a 

congressional mandate (PTSD: National Center for PTSD, 2015). This center was created in the 

hopes of addressing the needs of veterans and other trauma survivors as well as educating the 

public on Veterans in American society.  The center is responsible for research and scientific 

exploration as well as providing guidelines and policy direction for clinical therapy and 

treatment.  
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Veterans have the same options available to them within the Veterans Administration 

clinics and hospitals as a civilian would have at a public clinic. The options available are divided 

into two categories: Cognitive Behavioral Therapy and medications. Cognitive Behavioral 

Therapy sessions focus on examining the relationship between a person’s thoughts, feelings, and 

behaviors. By identifying patterns that lead to self-destructive behavior, the counselor can help 

individuals modify and change the way they cope with stressful situations. Two methods of 

therapy which have shown the most success are Cognitive Processing and Prolonged Exposure 

(DeAngelis, 2008). 

A third type of Cognitive Behavioral Therapy is Eye Movement Desensitization and 

Reprocessing (EMDR). It was developed in the late 1980’s and is considered one of the newer 

techniques used in CBT counseling ("EMDR, 2015). EMDR involves incorporation of some type 

of movement or distraction being done while talking about the traumatic event. Having the brain 

focus on a specific task (eye or hand movement) makes it easier to relive and talk about stressful 

events. Repeating this type of therapy will likely lessen the emotions an individual feels about an 

event and will help the way the person reacts to these memories over time ("PTSD treatment," 

2013).  

Medication is another available option for those with PTSD. Selective Serotonin 

Reuptake Inhibitors (SSRI’s) are used to raise the level of serotonin in your brain, which can 

make a person feel better. Some potential issues with medications are possible side effects and 

any interactions with medications a person may already be using. If a person has a good response 

to medications, they may have to continue them for their entire lifetime, whereas psychotherapy 

may only last 10-12 sessions ("PTSD treatment," 2013).  
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An additional option available for veterans (although not a specific treatment option) is 

the website provided by the Veterans Administration. This website has many different 

documents, resources, and contact information for those with PTSD (PTSD: National Center for 

PTSD, 2015). The website provides links/phone numbers to crisis hotlines as well as suicide 

prevention sites. There is a section where an individual can complete an anonymous screening in 

order to self-screen for PTSD. This service is totally anonymous, free, and can provide 

information as to what the next steps should be if the individual shows signs of PTSD.  

One of the newer resources available is the mobile app coach. This is an app that can be 

downloaded and used from any mobile device including smart phones and tablets. This app 

provides current information on PTSD, treatment options, direct links to support and help, and 

tools for screening and tracking an individual’s symptoms (PTSD: National Center for PTSD, 

2015).  

SECTION IV: RECOMMENDATIONS 

 

The purpose of this section is to recommend changes to current policies and practices of 

law enforcement agencies with regards to stress management, PTSD awareness, and available 

treatment and counseling options. Recommended changes include: incorporating stress 

management training in recruit academies, training police supervisors on how to identify PTDS, 

creating annual wellness checks (mental health and physical) for police departments, and having 

officers utilize technology similar to that currently available to veterans for information on 

PTSD. 
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Including stress management training in recruit academies 

 The report from the President’s Task Force on 21st Century Policing states that officer 

wellness and safety is one of the most important factors moving forward with policing in the 

future (President’s Task Force, 2015). A section of the report states the importance of officer 

wellness as wellness affects the officer and the community. An officer with stress related issues 

may have poor judgment and may be a danger to other officers or civilians.  

As stated earlier, many department offer an Employee Assistance Program (EAP) for 

officers seeking help with stress, alcohol or drug abuse, personal relationships, or financial issues 

(Stoltzfus, 2009). Officers may view seeking assistance as a sign of weakness and subsequently 

may be reluctant to seek help. Officers also see counseling as a possible form of punishment or 

discipline when the officer is asked to see a psychologist by the department. Either way EAPs 

are not viewed as a favorable choice for most officers. One of the ways to assist with this 

problem is to incorporate stress management programs at the recruit level training, and change 

the culture of viewing psychological counseling from a sign of weakness to a normal part of the 

job (Feemster, 2010). 

Stress management training in recruit academies can be implemented in two separate 

parts. The first part is instructing recruits on how to manage emotions and stress while engaged 

in stressful situations. The second part is teaching recruits about how stress affects the body and 

how it influences their overall health and mental well-being.  

 Recruit academies teach officers how to respond to stressful situations through stress-

exposure management training (Blum & Polisar, 2004). Recruits are taught about the body’s 

reaction to stressful situations. Then officers should be shown how to counteract those stressful 

reactions to complete the task. Finally, officers must be taught how to recognize signs and 
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symptoms of stress and the tools needed to assist with any issues. All of these tasks are being 

done through scenario based training: the recruit is put into real life situations and evaluated on 

their performance. The scenarios give evaluators a chance to offer assistance, while recruits gain 

the necessary confidence in their abilities.  

There is not a national standard stipulating that stress management must be included in 

the police training/academy. A 2006 Department of Justice report noted that recruit academies 

are spending five hours of classroom time instructing officers on stress management (Reaves, 

2009). Yet basic first-aid, emergency vehicle operations, and self-defense training comprise 40-

60 hours of instruction. Academies must instill the importance of keeping an officer’s mental 

well-being as healthy as the officer’s physical health. Psychological assistance and counseling 

sessions must be considered a normal part of the job so officers are more willing to seek help.  

 

Training police supervisors on how to identify PTSD 

 

 Individual officers may not recognize signs or symptoms of stress or PTSD. Police 

agencies have a duty in making sure their staff is physically and mentally fit to perform 

corresponding duties. Failure to do so could result in civil liability to the employer as well as 

severe consequences to the agency and employee (Fischler et al., 2011). Supervisors need to be 

trained to recognize signs and symptoms of stress as well as available options for those needing 

assistance.  

 Employees may start to show signs of stress by their behaviors on or off-duty. Behaviors 

at work may include incidents such as; excessive force, low morale or poor attitude, increase of 

citizen complaints, or noticeable lower productivity. 
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 Issues at home may include domestic violence, excessive use of drugs or alcohol, gambling, or 

withdrawing from activities (McCafferty & McCafferty, 1998).  A supervisor needs to identify 

these red flags and provide the appropriate action to assist the employee.  

Supervisors need to acquire specialized training in PTSD and include the corresponding 

training via department in-service training. When supervisors do not include corresponding 

training, the supervisor may be unintentionally promoting the stigma pushing the symptoms to 

the side and implying that treatment is for weak officers (Allen, Jones, Douglas, & Clark, 2014).  

Furthermore, supervisors can encourage a more positive image on mental health care, by 

promoting the philosophy that seeking help is encouraged and respected and not a sign of being 

weak. One article states that supervisors can share personal examples of their hardships and how 

they were able to seek help to work through their issues to normalize the situation for officers 

(Allen et al., 2014).  

 Currently, supervisors have several options available if they need to have to a staff 

members referred to or receive counseling. One of these options can be from the result of a 

critical incident. If an officer is involved in this type of event, department policy may dictate that 

the officer will meet with a police psychologist before returning to work. A fitness for duty 

evaluation (FFDE) is a second way this can be done. According to established guidelines, a 

fitness for duty evaluation can be conducted due to a perceived threat in the workplace or by a 

reasonable suspicion that the officer may have a psychological problem that might affect their 

work performance (Fischler et al., 2011). A fitness for duty evaluation can also be conducted for 

physical issues such as the result of an injury, after a surgical procedure, or from the natural 

aging process (hearing loss or vision issues). 
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Create annual mental health wellness training for police departments 

 

Police department administrators are responsible for the continuous training and 

education of the agency staff. Each state sets their mandatory standards to maintain certification 

as a law enforcement officer. In the state of Wisconsin, the only requirement is an annual 

firearms qualification, 24 hours of training per year, and bi-annual training on pursuit and driving 

standards (Wisconsin Law Enforcement Network, 2015). The topics covered in the 24 hours of 

mandatory training are left up to the individual agency. These topics may be decided based upon 

cost, equipment, time, or current trends in Law Enforcement. They may also be driven by 

national critical incidents events such as school shooting or natural disasters. Agencies begin to 

realize that there is only so much time and so many resources available for training and decisions 

have to be made on what receives preference.  

 Agencies are encouraged to begin with a step approach system for incorporating stress 

management and mental wellness training into their department. For example, the first step 

would be to include all employees in general wellness training and stress management. At this 

step the department could address any misconceptions about counseling services, confidentiality 

issues when seeking services, and other issues related to stress and mental wellness (Allen et al., 

2014). This is also the time to review available resources needed to assist officers and their 

families on coping with stressors of police work in order to continue a safe career. Wellness 

initiatives can be discussed as a motivation tool to encourage officers to maintain their mental 

and physical health. These can be as simple as recognition in a department newsletter, a “coin” 

presented by the agency, or a monetary gift such as cash or a gift card.  
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The second step in this process is to provide training for specific higher-risk groups of 

officers. The area of focus for this step is showing the correlation of known health risks that are 

associated with poor mental health or stress as well as steps for prevention. Identified high-risk 

groups may include investigators who handle homicides, child abuse, or domestic crimes.  

Other identified groups may be more specific to known health care issues. For example, white 

males between the ages of 40-44 below the rank of sergeant are at the highest risk of committing 

suicide than any other demographic group (Allen et al., 2014). Supervisors, peer support group 

members, or department psychologist can be utilized to provide continued training on more 

specific areas. 

Prevention training concentrates on identifying an individual’s health needs and working 

with professionals to develop coping strategies and lifestyle changes (Allen et al., 2014).  

Departments may incorporate a mandatory post-shooting incident debriefing to make sure all 

members involved can have an opportunity to receive counseling without the stigma of being 

perceived as weak (Digliani, 2012). These debriefings can also be incorporated into other 

incidents such as an in-custody death in a jail, after a severe injury or death of a fellow staff 

member, or a horrific incident involving children. A mandatory debriefing can also diffuse the 

stigma of meeting with a counselor as a sign of weakness as some officers may begin to see the 

step as a normal part of their job.   

 

Utilize similar technology currently available to veterans to provide Law Enforcement 

PTSD resources 

 

Technology seems to be found everywhere. Information can be shared across every part 

of the world at a high rate of speed. The ability to use technology to retrieve information and 

seek assistance has become a normal part of the world.  
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Veterans have access to PTSD information through a website maintained by The National 

Center of PTSD which is a division within the U.S. Department of Veterans Affairs (PTSD: 

National Center for PTSD, 2015). The National Center of PTSD website offers information for 

veterans as well as mental health care professionals looking for the most current research on 

PTSD, as well as offering advice on how to manage PTSD clients. Different topics covered 

include an overview of PTSD, different types of trauma, possible treatment options and coping 

strategies, and recommend lifestyle changes to assist with managing PTSD.  

The National Center of PTSD website has a section for the general public looking for 

information as well as a professional section devoted to providing up to date research and 

counseling assistance for health care professionals. For veterans who want to remain anonymous 

or are uncomfortable seeking assistance, there is also a section where veterans can take a free 

screening to see if their symptoms are PTSD related (PTSD: National Center for PTSD, 2015). 

This ability to seek services anonymously would help police officers as officers who have 

a reputation for not seeking help based on the law enforcement culture (Shallcross, 2013). 

Officers would have the ability to be screened for PTSD symptoms; this may help them by 

catching mental health issues early on in their development. This National Center for PTSD 

website would also be beneficial to police supervisors, who would be able to update and continue 

their training in recognizing PTSD symptoms. This would improve their ability to intervene at an 

earlier time with those who might be displaying signs of PTSD.  

 In addition to a national website the VA’s Office offers a mobile app called PTSD Coach 

(PTSD: National Center for PTSD, 2015).  This application can be installed on most mobile 

devices for free. It provides convenient, easy to use tools to assist a person suffering from stress.  
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Users can complete a questionnaire for screening purposes or collect daily data to track 

symptoms. If agencies can make the app simple and convenient, officers are more likely to 

utilize the app. More specifically, officers would have information and assistance available 

whenever they are experiencing episodes of stress.  

 

SECTIOV V: CONCLUSION 

 The term PTSD is frequently recognized by the general public as a mental illness or 

defect affecting those who have been in military combat. It has recently been identified that Law 

Enforcement officers develop the same PTSD symptoms as veterans (Iribarren, Prolo, Neagos, & 

Chiappelli, 2005).  The job of a police officer has many of the same characteristics as a solider 

fighting in a war, and the stressors are similar to those experienced by a solider in combat. 

Officers are exposed to unknown threats and dangerous situations which may develop into 

physical altercations or shootings. The culture of police officers makes it difficult for those with 

PTSD symptoms to seek help (Shallcross, 2013). Police supervisors may not recognize the signs 

and symptoms of PTSD in their staff and may treat issues or problems as a behavior problem and 

impose forms of discipline. Individual officers also may not recognize that they are experiencing 

PTSD symptoms and therefore may not seek assistance.  

 Education on PTSD and wellness training needs to be implemented for both officers and 

supervisors. PTSD and stress management training needs to be started at the recruit academy 

level and continued throughout an officer’s career. Officers are continuously trained on the 

physical aspect of police, but they also must understand that their psychological wellbeing is just 

as important.  
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Psychologist and counselors who work for police agencies need to be more proactive in 

screening for PTSD in offices as well as guiding the officer to the appropriate resources.   

Debriefings completed after critical incidents are one way agencies are providing stress 

management for its staff (Digliani, 2012). This type of debriefing is normally conducted in a 

group setting where members review their role in the incident for clarification purposes before 

reports are written. Debriefings are an important part of a review process, but should not be 

considered a counseling session for officers. PTSD can be the result of witnessing or being 

involved in a single traumatic incident or as the result of a career of being exposed to stressful 

events. In either case, stress management of police officers must become a normal part of the 

police culture instead of being viewed in a negative light.  
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