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Abstract
Previous research suggests that members of the police force are at risk of certain

health problems and exposed to a variety of occupational health hazards. To clarify the
character of these health problems and their association with certain occupational hazards
414 police officers in one division of the Royal Canadian Mounted Police were assessed.
Data examined included their overall health. the extent to which this changed over a five
vear period (1994-1998). the extent of their exposure to occupational hazards. and the

’ association of the hazards with their health status. An expanded definition of heaith was
used to measure four areas of health: morbidity. health indicators, subjective perceptions
and functional capacity. The results revealed that the members of this police division
scored high on most measures of health and that there was little change between 1994 and
1998. However. the results suggest that members were at risk for developing cardiac
disease and diabetes. and/or may suffer from chronic conditions, such as asthma and
Jjointback problems. The male police officers had higher levels of elevated cholesterol
and obesity than the general male Newfoundland population. Some aspects of police
work were found to be associated with poorer health. These findings are discussed with

reference to other research on police health.
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Chapter 1
Introduction

L1 Overview

The health of Canadians and the factors that influence quality of life has been well
documented in the literature (Federal. Provincial and Territorial Advisory Committee on
Population Health. 1996: Heart and Stroke Foundation of Canada. 1997: Canadian Heart
Health Research Group. 1992). Canadians as a whole have a high standard of health. but
it is not shared equally by all sectors within society (Federal. Provincial and Teritorial
Advisory Committee on Population Health. 1996). For example. “men are more likely to
die prematurely than women. largely as a result of heart disease, fatal unintentional
injuries. cancer and suicide. While women live longer than men. they are more likely to
suffer depression. stress overload (often due to efforts to balance work and family life).
chronic conditions such as arthritis and allergies. and injuries and death resulting from
family violence™ (Federal. Provincial and Territorial Advisory Committee on Population
Health. 1999, p. viii).

There is also evidence that the quality of health varies across occupations and that

physical and psy i ditions of the infl the health and well-

being of working Canadians (Federal, Provincial and Territorial Advisory Committee on
Population Health. 1999). Occupational health hazards and accidents result in a large

number of deaths and injuries. particularly for those between 15 and 40 years of age



(Clarke. 2000: Banister. Allen. Fadl. Bhakthan and Howard. 1988). Different
occupations have higher rates of mortality and morbidity than others (Meng. 1991). To
better understand these occupational variations there is a need to examine the health
status. the health practices. and risk hazards of various occupational groups. This work
examined these three aspects with respect to the health of police officers.

Police work is an occupation that has. historically. required that recruits be
healthy. One early recruiting poster advertised for

... applicants between the ages of 22 and 40. active. able-bodied men of

sound itution.™ (| iting Poster. Mounted Police,

1893)
Police forces today continue to require applicants to be healthy, but they no longer have
gender. height or weight restrictions. The Royal Canadian Mounted Police (RCMP) is
the largest police force in Canada. Despite this. there has been relatively little research
carried out on the health of its members. The central objective of this work is to
investigate the health of members of the RCMP. the extent of their exposure to
occupational hazards. and the impact of the hazards on their health.
12 Definitions of Health
1.2.1 What is Health?

Our understanding of health. what makes people healthy and how we measure

health has been evolving over the last century. Health is no longer viewed as simply the

=



absence of disease. but has evolved into a more holistic inclusive concept. The classic

World Health Organization’s definition of health as a state of physical. mental and social

well-being has been refined and extended. For the purposes of this work. the concept of

health was defined as “a complete state of physical. mental. and social well-being: the
ability to realize hopes and satisfy needs and to change or cope with the environment™

(Federal. Provincial and Territorial Advisory Committee on Population Health. 1996).

This definition is very broad. The challenge in research is to operationalize this definition

50 that we can examine changes and variations.

1.2.2 What Makes People Healthy?

In recent years. researchers have come to realize that there are no simple answers
as to what makes people healthy. They have found that health is determined by a number
of factors. such as gender. age. socio-economic status. occupation and even country of
origin.

The document Strategies for Population Health (1994) identifies a number of
determinants which impact upon a person’s ability to sustain a dynamic state of positive
well-being. The main determinants identified are:

1 Income and Social Status: Many studies show that health status improves at
each step up the income and social hierarchy. As well, societies which are
reasonably prosperous and have an equitable distribution of wealth have the
healthiest populations. regardless of the amount they spend on health care.

2) Social Support Networks: Support from families. friends and communities is
associated with better health.

w



6)

7

Education: Health status improves with level of education. including self-ratings
of positive health or indicators of poor health such as activity limitation or lost
work days. Education increases opportunities for income and job security. and
equips people with a sense of control over life circumstances — key factors that
influence health.

Physical Environment: Physical factors in the natural environment such as air.
water and soil quality are key influences on health. Factors in the human-built

such as housing, kpl safety. ity and road design are
also important influences.

Biology and Genetic E The genetic end of the individual. the
funcuons ohanous bod) systems. and 1.he pmcesses of development and aging
of health. in sex. and

socially constructed gender. influence health on an individual and population
basis.

Personal Health Practices and Coping Skills: Social environments that enable
and support healthy choices and lifestyles. as well as peoples knowledge.
intentions. behaviours and coping skills for dealing with life in healthy ways. are
key influences on health.

Health Services: Health services, particularly those designed to maintain and
promote health and prevent disease. ibute to i and
health.

and Working Conditi Those with more control over their
work circumstances and less stress related demands of the job are healthier.
Workplace hazards and injuries are significant causes of health problems. And
unemployment is associated with poorer health.”™ (Federal, Provincial and
Territorial Advisory Committee on Population Health, 1994, pp. 2-3)

As can be seen. identifying il ly why an indivi or society is unhealthy

can be complex. An important starting point is establishing meaningful measures of

health.



1.2.3 How Do We Measure Health?

According to this new conceptual approach. since health is no longer viewed as
simply the absence of disease. there would need to be more to evaluating health status
than just measuring morbidity and mortality. Raeburn and Rootman (1989) addressed
these challenges of measuring health given the changes in the way health is now viewed.
They argue that there is a “surprising lack of correlation between hard health measures
such as disability or illness and self-reported health and well-being... and that the role of
subjective measures will be of increasing importance if justice is to be done to the broad
new multidimensional approach to health heralded by the Ottawa Charter” (p. 387). Asa
result. much of their work has been focussed on finding new ways to operationalize this
new vision.

In an effort to make the new concept of health more useful as an analytical tool.
Raeburn and Rootman have put forth an “expanded health field concept™ (Figure 1.2.1).
for the purposes of discussion and modification. It provides a template for measuring
health based on the new paradigm (Raeburn and Rootman. 1989 p. 390). On the input
side is the determinants of health. which replace the old health field concept. On the
output side is four measurable health outputs: 1) morbidity/mortality - traditional negative
and medical-model measures: 2) positive health indicators - measures of good health.

fitness or mental and physical well-being (respiratory capacity. mental vigilance and

agility): 3) subjecti: ions - peoples subjecti isals of their



physical. mental. social well-being well-being. personal health status. satisfaction with

life and spiritual < and 4) ional ity/coping - overall energy level.

capacity. coping ability and stamina with which people deal effectively with the demands

of everyday life. This model will be utilized to measure health in this thesis.

Figure 1.2.1: An Expanded Health Field Concept

Health Field

Determinants of Health
Income and social status
Social support networks
Education

Physical environments
Biology and genetic endowment

Personal health practices and coping skills
Health services
Employment and working
conditions

Mnsunbk Health Outputs
Morbidity/mortality
Positive health indicators
Subjective perceptions
Functional capacity

B

EREETE

Source: adapted from Raeburn & Rootman. 1989.



1.3 What is Occupational Health?

ployment and working conditions are important inants of health.
Occupational health is that field of public health dedicated to understanding how people
deal with their work and working environment. both physically and mentally and the

impact of work on workers™ health. ~The workplace has received increasing attention

from health i workers. employers. and the g . due to: concern

about rising health care costs: an increased understanding of the relationship between
behaviour. working conditions. and health: and the fact that many people spend more
time at work than they do at home™ (Winett. King and Alman. 1989).

Occupational health focuses directly on how the working environment impacts on
health and on identifying ways for reducing and even eliminating occupational health
risks. Itis aimed at:

the promotion and maintenance of the highest degree of physical. mental
and social well-being of workers in all occupations: the prevention among
workers of departures from health caused by their working conditions: the
protection of workers in their employment from risks resulting from
factors adverse to health; the placing and maintenance of the worker i inan

i adapted to his physiological and psychol;
ability and. to summarize: the adaptation of work to man and of each man
to his job (Parmeggiani. 1983. p. 1491).

Recognizing the importance of early detection. anticipating problems. changing
behaviours. and the need for ongoing health monitoring. many employers today have in
place occupational health and safety programs. These provide a variety of services that

are offered by various experts or teams of experts with different specialties. For example.



a comprehensive occupational health and safety program might include the formulation
and implementation of policy required for identifying and dealing with health and safety
problems normally associated with a particular occupation. Such programs are designed
to identify and address health risks before they become a problem.

1.3.1 Are There Variations in Health Between Occupations?

Certain occupations are more unhealthy than others. Meng (1991) reports that
there are approximately 1.000 job-related deaths a year in Canada and that the most
dangerous jobs are found in the forestry. mining. and construction occupations. Other
hazardous occupations that were worth noting were air pilots. fishers. and deck crews and
officers on ships.

Although the relationship between work and illness has been generally
recognized. it is often difficult to link specific health problems to work-related
conditions. because of long latency periods between exposure and ill health, overlap
between work- and non-work-related causes of illness. and inadequate reporting systems
(Winett. er al.. p. 286-7). There is a need to carry out research on specific occupational
groups to determine the state of health of those groups and any occupational hazards that
may be impacting on their quality of life.

1.32  Occupational Determinants of Health
Polanyi. er al (1996) have identified a number of external and internal factors

which contribute to workplace injuries and illness (Table 1.3.1). The external influences



include increased competition and the need to increase productivity. flexibility and
innovation in a global economy. This has resulted in two opposing trends occurring in
the workplace: 1) firms investing in workers: 2) and. the deterioration of work conditions
with the result being good and bad effects on workers' health. The internal influences

include izational structure and envi task and individual

lifestyle. For further imp in working iti yers will need to

develop strategies that address both these external and internal influences.



Table 1.3.1: Determinants of Health in the Workplace

Level of Sub-level of Factors related to worker health
Determinant determinant
External/societal Sectoral Structure of business. technology
National/global Government labour and economic policies.
economic competition. technological change
Organizational Terms of Salary. hourly pay or pay by piecework
structure and employment (benefits. shiftwork). safety incentives for
environment managers and employees, job security (and
turmover)
Decision making Employee participation in decision making
structures
Approach to heaith Commitment to health and safety factors
and safety (structure. support of management)

Physical environment

Lighting. noise level. toxic exposures. air

On-site facilities quality. etc.
Fitness. daycare
Task requirements Physical and Job content (lifting. turning. repetitive
sy i quipment used. pace and load
demands of work. job control, range of skills used.

social support

Individual lifestyle

Basic characteristics

Age. gender. marital status. health and injury
history. smoking. obesity. socioeconomic
status, education. language ability

Non work demands
Personal resources

Child care and elder care needs
Education. coping skills, family and social
n

Source: Polanyi. er al. (1996)




1.4 Police Health

Law enforcement is an occupation that. by its very nature. would appear to pose a
threat to the health of police officers. Police officers in carrying out their duties are often
exposed to a variety of circumstances and influences that could impact negatively on both
physical and psychological well-being. These contextual factors that could threaten

health status includes wil ing fatal acci ining agitated pri: 2 or

exposures to individuals infected with hepatitis. HIV or other diseases: exposure to lead.
chemicals and isotopes: and so on (Trottier and Brown. 1994). Other potential
occupational risks associated with police work include: working long hours and
shiftwork. poor diets while on duty. being stationed in isolated communities away from
family and friends. or frequent transfers. [s this appearance of a threat to health by police
work real or imaginary?

A search of both Medline and Healthstar was carried out on police health and
workplace hazards. To date. the research that has been done in this area suggests that
there is a link between police work and higher rates of mortality. cardiovascular disease.
cardiac risk factors and cancer (Trottier and Brown. 1994. 1995; Bandaranayake,
Salmond and Tobias. 1991: Souter. van Netten and Brands. 1992: Violanti. Vena and
Marshall. 1986: Franke. Collins and Hinz. 1998). This preliminary research also

indicates that a variety of other physical and p: i itions may be

with police work. Yet. as Trottier and Brown (1995) acknowledge, unlike other



occupations where a specific association can be directly traced between an exposure or an
action and specific pathology. the link between police work and disease is more
problematic. This helps to explain the lack of research in this area and the need to
develop new ways for addressing such research problems.
14.1  Mortality

Violanti. Vena and Petralia (1998). found in their updated cohort study of 2.693
male police officers who worked a minimum of five years for the city of Buffalo. New
York. all-cause deaths for police officers showed a significantly higher rate of mortality
than expected in the general U.S. white male population (standardized mortality ratio
[SMR] = 110). It was highest for the 10- to 19-year range of employment and Violanti. et

al. hypothesized that this could be due to stressful traumatic events in police work.

Demers. Heyer and (1992) d police and in three cities in
the United States and found police to have higher rates for all causes of death combined.
An overall increased rate of suicide was noted in the police. with the highest SMRs
recorded for officers over the age of 65 (SMR = 301). officers with at least 30 years of
service since first employment (SMR = 318). and officers with more than 30 years of
employment (SMR = 318).

Violanti er al. (1986) in their Buffalo police study found a higher than expected
montality rate for all malignant neoplasms (SMR = 110). cancer of the esophagus (SMR =

213). cancer of the kidney (SMR = 208). Hodgkin's disease (SMR =313). cirrhosis of



the liver (SMR = 150). and suicide (SMR = 153). Feuer and Rosenman (1986) reported
that police and firefighters in New Jersey had significant increased proportionate
mortaiity ratios (PMRs) for arteriosclerotic heart disease. digestive and skin cancers. and
skin diseases.

Other studies do not claim that the overall mortality of police officers is different
from the general population. but certain diseases. such as cardiovascular mortality. may
be occupationally related (Sardinas. Miller and Hansen. 1986: Feur and Rosenman.
1986). In addition. there is evidence that the association may vary across jurisdictions.
Pyorala. Savolainen. Lehtovirta. Punsar and Siltanen (1979) found in their prospective
study of 867 Helsinki policemen aged 40-59 that the ten-year mortality rate was similar to
that of the Finnish male population.

142 Morbidity
In their review of the literature. Brown and Trottier (1995) reported that some
aspects of police work may increase the risk of sudden cardiac death and that the risk of a

sudden cardiac event at a critical moment was 1 per 25 years in 500 police officers. Ina

prospective study among poli in Helsinki. the found that in a 10-year
follow-up period. 10% of the study participants had developed coronary heart disease

(Nirkko. Lauroma. Siltanen. Tuominen and Vanhala. 1982). Franke er al. (1998)ina

recent study d the self-reported incidence of cardi disease among 232

male retired law enforcement officers. over 55 years of age, from the lowa Department of



Public Safety with 817 male lowans of similar age and found that employment as a law

officer was iated with increased i disease idi

However. they found in an earlier study that the 10-year probability of developing
coronary heart disease (CHD) in 246 male lowa law enforcement personnel from 30-64
vears of age was similar to the Framingham population (Franke. Cox. Schultz and
Anderson. 1997). Sparrow. Thomas and Weiss (1983) in a normative aging study which
included 220 police officers who were followed over 10 years, found that the police
officers relative to non-police officers had an adjusted risk ratio (odds ratio) of 1.4 (95%
confidence interval = 0.7-2.4) for coronary heart disease and 1.0 (95% confidence
interval = 0.4-2.4) for myocardial infraction which showed the differences between
occupational groups were not significant.

In their review of the literature. Brown and Trottier (1995) found the risk of
digestive tract cancers. such as cancer of the oesophagus. cancer of the stomach and
cancer of the large bowel are reported to be elevated for police officers. Violanti. e al.
(1998) research on an updated retrospective cohort morbidity study of male police
officers over 40 years found increased rates of esophageal cancer. colon cancer.
Hodgkin’s disease. bladder cancer and leukemia. They also referred to an unpublished
study that there was a 68% increased probability for all-cause cancer with increased

exposure time to police radar (OR = 1.98. P <0.05) (Violanti. er al., 1998). Davis and



Mostifi (1993) found a significant increased rate for testicular cancer among police
officers who reported use of hand-held radar units inside of the police vehicle.

Low back pain is a common musculo-skeletal problem among the general
population. Despite a lifetime prevalence rate of between 50% and 80%. we still know
little about the causal factors involved (Brown. er al.. 1995: Burton. er al.. 1996: Deyo.
1998). Brown e al. (1998). in a study on back pain in a Canadian police force. found that
self-reported back pain among 805 police officers was high. They revealed that the
incidence of chronic or recurring low back pain was 55% and the prevalence was 42%.
both of which are comparable to the general population. Brown et al. found that wearing
a duty belt and/or driving a police vehicle did not increase the prevalence of low back
pain. However. Burton et a/. (1996) in a study comparing 1508 Royal Ulster
Constabulary with 377 Greater Manchester Police reported that an increased risk of first-
onset of low back trouble was associated with wearing heavy body armor and prolonged
work in vehicles. Finkelstein (1995). on the other hand. in a study comparing 129 fire
fighters 10 346 police officers from a municipality in Ontario found a lifetime prevalence
of lower back pain of 33% for police officers compared with 42% for firefighters. The
author also found that back problems were associated with length of employment.

cigarette smoking and parenthood.



Finally. infectious diseases that were not considered a health hazard just 10 years
ago. that may be associated with police work are Acquired Immune Deficiency Syndrome
(AIDS). hepatitis and tuberculosis (TB) (Trottier and Brown. 1995).

143 Individual Lifestyle Factors

Franke et al. (1998) found in their study of retired lowa law enforcement officers
that the prevalence of an elevated body mass index (227.8 kg/m) was higher than the
general population. In their study of lowa law enforcement officers between the ages of
30 to 64. Franke ez al. (1997) found an age-associated increase in body fat which they felt
may suggest that officers tend to become fatter. sooner. than the general population.
Pyorala. er al. (1998) found that hyperinsulinemia was associated with the risk of a stroke
in Helsinki policemen during the 22 year follow-up. but not independently of other risk
factors. particularly upper body obesity.

Inastudy onthe p of lifestyle behaviours (overweight.

smoking. not exercising. excessive drinking and stress symptoms) among 852 New South
Wales police. Richmond er al. (1998) found that 83% of the police had at least one
unhealthy lifestyle behaviour and 19% had 3-5 unhealthy factors. Williams et al. (1987)
also found that police officers had a higher prevalence of risk factors: 22% were smokers.
76% had elevated cholesterol. 26% had elevated triglycerides, 16% had elevated blood

pressure. and 60% had elevated body fat.



However. these researchers discovered that increased fitness was associated with
reduced risk. On the other hand. Franke and Anderson (1994) found that exercise
reduced the risk factors for CHD only in law enforcement officers >48 years o age.
Superko. ef al. (1988) reported that the number of CHD events among California
highway patrol personnel had been rising at a rate of 39.2% per year for four years. After
implementation of a Health and Physical Performance Program (HPPP) the incidence of
CHD decreased by about 11.4% per year. In the study of 1326 Helsinki Policemen.
Pyorala. er al. (1979) found their levels of risk factors were similar to that of the general
Finnish male population.

144 Workplace Hazards

~In 1996. there were more than 377.000 time-loss work injuries in Canada. a rate
of 27.6 injuries for every 1.000 workers. Men had more than two and a half times as
many work injuries as women" (Statistical Report on the Health of Canadians, p. 246).
Police officers are especially at risk of receiving an injury at work resulting from physical
confrontation, motor vehicle accidents, falls. lifting and so on. Evans (1994) in his study
of the South Wales police force found that 51 percent of soft tissue injuries were a result
of assaults from struggling with offenders. punches, kicks, head butts, bites, etc. and that
no part of the body was spared.

While police officers are subjected to assaults during the course of operational

police work. they are also exposed to other traumatic incidents which could negatively



impact on their physical and psychological well-being. Examples of such incidents
include: witnessing or investigating a violent crime or traffic accident: experiencing
violence and abuse from the public: or using deadly force. As a result of such
experiences. police officers may experience posttraumatic stress disorder (PTSD).
Carlier et al. (1997) found a prevalence rate of 7% of PTSD in their sample of 218 Dutch
police officers. which corresponded to the current PTSD prevalence rates for trauma
victims in general. crime victims and other emergency service personnel.

Mearns and Mauch (1998) found in their study of 56 police officers from two
small departments in a large metropolitan area that high levels of job stress were
associated with greater physical and emotional distress. In a study of undercover
policing. Macleod (1995) reported that 16% of the undercover agents deployed suffered
major psychological or psychiatric sequella. Violanti and Aron (1994) in a study ranking
police stressors reported that of the top 20 ranked stressors. seven were organizational/
administrative and seven were inherent in police functions. The two top-ranked stressors
were killing someone in the line of duty and experiencing a fellow officer being killed.
The highest ranked organizational stress was shift work followed by inadequate support
of the department and incompatible patrol partner.

Overtime and shiftwork are two iti iated with cardi disease.

Type Il diabetes and obesity (Nakamura er al.. 1998). Ely (1995) found that rotating shift

police officers reported higher levels of stress and disliked working the rotating shift. He



also found that compared to a control population. the police officers’ plasma levels and
diastolic blood pressure were elevated. The rotating shift police officers had even higher
levels of plasma (802pg/ml) and diastolic blood pressure (90 mmhg). Phillips. ef al.
(1991) found in their study that when the Lexington Police Department changed from
rotating shifts to permanent shifts. the patrol officers reported improved sleep quality.
sleep hygiene and psychologic well-being.
1.4.5 Measuring Police Health

The research on police health has focussed primarily on limited measures of
mortality. morbidity and lifestyle. The broader holistic definition of health and the
multiple determinants of health have not been addressed in the research. The
determinants of workplace health described by Polanyi (1996) in Table 1.3.1 above
include individual lifestyle. physical work environment. and physical and psychosocial
demands. If we integrate Raeburn and Rootman’s model from Figure 1.2.1 with
Polanyi’s workplace health determinants we can develop a new framework that is a
capable of generating new critical insights on a specialized occupational group. police
(Figure 1.4.1). The proposed research aims to make use of these more extensive

measures.



Figure 1.4.1: Model for Measuring Police Health

Determinants of Police
Health

- job content (physical altercations. injuries.
near misses. sitting)

- equipment used (driving a police car.
using computer. wearing duty belt and

Morbidity/mortality
- coronary heart disease
- obesity

- post traumatic stress syndrome
- hearing loss

vest)

- shift work. working long hours Negative Health Indicators

- social support - increased blood pressure

- traumatizing events - increased cholesterol level
- physical inactivity

Physical Environment - smoking

- loud noises (firearms. sirens. airplanes.
ATVs. snowmobiles)
- toxic exposures

- air/water quality

- lighting

- unhealthy eating

Positive Health Indicators
- good health. fitness
- mental and physical well-being

Individual Lifestyle

- age. gender. marital status. rank.
vears of service

- education

- coping skills

- family and social support

- financial concems

- genetic traits

- living environment

Psychological Symptoms
- subjective appraisal of physical.
mental. social and overall conditio

Functional Capacity
- medical profile




15 RCMP
1.5.1 “B” Division, RCMP

The RCMP is the federal police force of Canada and provides police services
under the terms of the policing agreements to all provinces (except Ontario and Quebec).
Yukon. Northwest Territories and Nunavut. and under separate municipal policing
agreements to 191 municipalities. The Force is divided into 14 divisions. with
Headquarters. Ottawa. Each division is managed by a Commanding Officer and is
alphabetically designated. There are 707 detachments which range from | to more than
250 personnel. The detachment is the basic operational unit of the Force. and detachment
personnel perform the full range of police duties (Public Affairs and Information
Directorate of the Royal Canadian Mounted Police. 1996).

~B” Division refers to the province of Newfoundland and Labrador. Itis
responsible for contract and federal policing in the province. The Division has 42

d: located in it d and Labrador and

employees 362 regular members (1999). It has a headquarters building located in St.
John's. Members are transferred between detachments. units and other Divisions on a
regular basis (every two years for isolated postings). Every detachment has a different
number of employees depending on the size of the area the RCMP is responsible for
policing. Depending on their rank, section and detachment size and location, the

members undertake a variety of policing activities, shift schedules and workloads. Asa



result. the stresses and demands will change as members are transferred from one posting
to another.
1.5.2  Healih Status

The RCMP employs approximately 15.000 police officers or regular members
(RM) throughout Canada. The health records available on this large occupational cohort
provide the opportunity for research to be undertaken on a variety of health related topics.
such as health promotion: stress: suicide: back pain; physical ability. fitness and work:
vision standards: and cardiac risks. To date. this research has been limited. The
following is a summary of the main research findings.

The Chief Actuary of the Government of Canada conducts an evaluation of
mortality rates of the RCMP and public servants® pension plans every three years and
compares them to the Canadian rates published by Statistics Canada. In 1996, the RCMP
had lower mortality rates at all ages than either the public servants or the Canadian

population. The derived life expectancies for the RCMP were also greater. For example.

a 60-year-old male RCMP could expect to live another 22.3 years, which is 2.2 years
longer than a public servant and 2.7 years longer than the average Canadian male (Chief
Actuary of the Government of Canada. 1996).

Research carried out by Brown. er al. (1998) on back pain in the RCMP found

that the prevalence of chronic or recurring low back pain was 55%. which was

to the general ion. The study also ined the ing about



members (in the past year): 10% had experienced an accident: 49% had been exposed to
a disturbing crime or accident: 11% had been involved in a shooting: 49% had been
involved in a physical confrontation/fight/ altercation: and 96% had a good working
relationship with their supervisor.

Lee and Stoneham (1993) carried out a survey of work stress in the RCMP. They

found that the most frequent reasons for iencing stress were ive pap
among all ranks: insufficient manpower to adequately handle a job for both
commissioned officers and non-commissioned officers: and risks associated with working
alone among constables.

Trottier. er al. (1994) found that there was a significant difference in the
prevalence of respiratory symptoms among RCMP doing forensic identification work
when compared to a matched control group. They also found that there was 10% more
frequent occurrence of hay fever in the control group.

While research on specific areas of RCMP health has been undertaken there has
been limited research on the impact of police work on the overall health status of RCMP
members.

1.5.3 Periodic Health Assessment

As one might expect. the RCMP not only ensures the hiring of individuals who

are healthy and fit for duty. but members are provided with extensive health care

throughout their careers. Applicants applying to the RCMP must pass a written exam.



pass a security clearance. meet standard occupational health requirements that include
physical and psychological evaluations. They must also pass a Physical Abilities
Readiness Evaluation (PARE). PARE is a timed standardized evaluation of a person’s
physical abilities to perform operational police work. Beginning in 1993. the RCMP has
adopted a policy that requires members undergo a Periodic Health Assessment (PHA -
Appendix 1) every two years. Members must also take PARE every two years in order to
complete their medical profile. For officers engaged in special duties (eg. United
Nations duty. underwater recovery. emergency response team. police dog service. prime
ministers duty and forensic identification) more frequent and thorough assessments are
required.

The PHA was specifically designed for police work and inquires about known
stressors and risks associated with this occupation through a detailed questionnaire and
assesses the physical health of the police officer through a physical examination. The
PHA is performed by the RCMP Health Services Officer (HSO) or by a RCMP
designated physician. The purpose of the PHA is to ensure that members are fit to
perform the tasks of police work. thus protecting the safety of the public, and to ensure
that the health of members is not at risk (Trottier and Brown. 1993). However. there has
been no evaluation done on the effectiveness of the PHA.

The RCMP. to date, has not used the data collected from the PHA to its full

potential. Trottier and Brown (1995) stated that the PHA would eventually be used to



‘monitor trends in the health of members (such as CHD risk factors or increases in
infectious diseases) and thus health maintenance and health enhancement programs could
be assessed for efficacy and efficiency. Research on stress and lower back pain have been
carried out by Ottawa Health Services Directorate as a result of limited sick leave data
analysis. Furthermore. Superko ef al. (1988) concluded in their research that a valid job-

related physical test. in conjunction with a health and a remedial

training program. could produce signi impi in several health
including systolic blood pressures (BP). resting heart rate (HR). physical fitness and CHD
event rates. Further benefits could be derived from reduced medical disability. short- and
long-term sick leave. and on-the-job injuries.
1.6 Objectives of Thesis

Workplaces and occupations have a variety of health hazards. Research indicates
that policing has certain health hazards. However. this research is limited and has
focused on limited measures of health. Further. very little research has been conducted
on the health of Canada’s police. The broad aim of this thesis is to use an expanded

definition of health to describe the overall health of the police officers in one division of

the RCMP. 1o describe the ional hazards and ine the iation. More
specifically. the aims are:

L. To describe the prevalence of disease. such as obesity, loss of hearing, loss of
vision, cardiovascular disease. cancer. suicide and posttraumatic stress syndrome.



w

To describe the prevalence of negative health indicators. such as. poor nutritional
practices. hypertension. elevated cholesterol. smoking and alcohol overuse. To
compare these indicators to similar data available from the Newfoundland Heart
Health survey.

To describe the prevalence of positive health indicators and psychological
symptoms of health.

To describe the prevalence of occupational hazards. such as loud noises.
chemicals. physical altercations. injuries. near miss. or psychologically
traumatizing events.

To assess the extent of change in morbidity. negative health indicators. positive
health indicators. psychological symptoms and functional capacity after the
introduction of the PHA.

To assess the link between occupational hazards and measures of health.

To assess the usefulness of the information gathered from the PHAs as an aid in
the primary prevention of disease. development of safety measures and promotion

of healthy lifestyle habits.

It is hypothesized: a) that the prevalence of various measures of health status will

be higher in the RCMP than in the ion: and b) that the expy o

occupational hazards is associated with increased risk of health problems.



Chapter 2
Methods
2.1  Periodic Health Assessment Data Base
The RCMP has been carrying out medicals called Periodic Health Assessments
(PHA) on its members annually or every two years since 1993. The RCMP Health

Services Directorate in Ottawa designed the assessment that includes a detailed health

physical ination. vision and audit tests, urinalysis and blood
tests (such as. cholesterol. gamma glutamy transferase). It is also used as an opportunity
for health education and health promotion with the member. Based on the outcomes of

the assessment. the member is then assigned a Medical Profile devised to transmit

about duty limitations and ictions to in a manner that does
not breach confidential medical information.

The PHA is carried out by a RCMP designated physician and the Medical Profile
is assigned by the Health Services Officer. The vision. audiogram. urinalysis and blood
tests are carried out by a public health nurse. hospital or clinic and the results are sent to
the Health Services Office of the Division.

The PHA is a nine-page document (Appendix 1) which contains 45 questions
concerned with what occupational hazards and injuries the member has had over the one
or two year period. their lifestyle and emotional health. signs of physical disease. personal

stressors and family history. It also has areas for documentation of the physical



examination results and the vision. hearing and blood tests. There are five general
questions concerned with personal health and are not job related.

The RCMP developed a Health Services Information System (HSIS) for carrying
out assessments of accident and sick leave reports. and for monitoring the PHAs for
trends in health of the police officers. Unfortunately. throughout the RCMP. only the
accident and sick leave data have been entered into the HSIS. Due to incompleteness of
data and problems with data entry. this had not been kept up to date. However. a new
computer program has now been designed for inputting this data. data collection
problems have been addressed and the PHA is being redesigned.

For the purposes of this thesis. all the PHAs from “B™ Division that were in the
Health Services office during the data entry period. April 1999 to July 1999. were entered
into the data base. All information contained in the PHAs was entered into the data base.
22 Sample

The cohort consisted of 368 male and 46 female police officers from ~B™ Division
of the RCMP whose medical files contained at least one Periodic Health Assessment
(PHA). The number of Periodic Health Assessments (PHA) for each person ranged from
one to six and covered the years 1994-1998. The total number of PHAs available for
analysis was 918.

It should be noted that because the members are transferred within or between

Divisions on a regular basis. the medical files in the Health Services offices vary from



year to year. Also the number of PHAs on a member’s medical file will vary because not
all Divisions. “B™ Division is an exception. have carried out PHAs on their members
every two vears. As a result. members” medical files may have contained no PHAs or
only one.

23 Study Design

The sample was compared both cross-sectionally and longitudinally over a five-
vear period. 1994 101998. For the cross-sectional analysis. the earliest available PHA
from each male and female member was chosen for analysis. The cross-sectional data
was used to analyse the overall health status of the members. The earlier PHA available
on each member was chosen so the data could be compared to the Newfoundland Heart
Health database. The total sample for this analysis was 414.

The questions and answers on the PHA do not easily lend themselves to analysis
or comparison to other populations. There was very little comparable data available from
other police forces. However. it was possible to compare some of the PHA data with data
from the Canadian Heart Health Database (CHHD) (1998).

The CHHD was collected from provincial heart health surveys carried out
between 1986 and 1992 as part of the federal-provincial collaboration on the Canadian
Heart Health Initiative (Canadian Heart Health Surveys Research Group, 1992). The
CHHD data contains cardiovascular disease risk profiles on 266 variables for a

representative sample of 18.689 individuals in the 10 Canadian provinces. The



Newfoundland sample taken in 1986 of the CHHD used in this thesis was 858 males
between the ages of 21 and 53. There were too few females in the RCMP sample to
compare them with the females in the Newfoundland sample. Therefore. they were

excluded from the comparative analysis. The variables used for comparison purposes

were smoking. hy ion. clevated ight and v (inactive).

In the longitudinal analysis only the members who had received their PHA three
times during the study period were analysed. Because the administration of the PHA was
started in late 1993. there were some PHAs done in that year which were grouped with
the 1994 year. As well. because data entry was started in April 1999 there were some
PHAs from early 1999 that were grouped into 1998. The purpose of the longitudinal
analysis was to determine if there was any change in the health status of the members
over time. Therefore. by choosing members who had three PHAs done approximately
every two vears. allowed for a cohort who had been monitored over at least five years.
The sample size was 118 which included six females. The females were retained in the
sample because exclusion of them from the analysis did not affect the results.

Sex and age variables were used to look for significant differences in the measures
of health within the cross-sectional population. Years of service and rank were excluded
because there was a strong correlation between age and these two variables (years of
service=.930. and rank=.806). In the longitudinal sample, sex was not used as a factor

because there were so few females. Age was not used because the number of members in



the age categories changed between 1994 and 1998 (because the members changed age)
therefore making comparisons unacceptable. Not all of the PHAs were fully completed.
Therefore. the number of members (n) who answered each question varied.
2.4 Measures of Health
The variables that were extracted from the PHA to use in measuring the health of
the members can be classified into five categories:
1 morbidity: diabetes. thyroid problems. prostrate/urinary infections.
nervous system disorders. respiratory disease. cardiac disease. skin cancer.
musculo-skeletal problems. allergies. obesity. and hearing loss:

) negative health indi : hy ion. elevated physical
inactivity, smoking. alcohol overuse and unhealthy eating:

3) positive health indicators: good health, fitness. mental and physical well-
being:

4) ps} ical symp psy ical stressors:
3) functional capacity: medical profile.
Table 2.4.1 provides a list of the measures of health and the variables utilized

from the PHA for analysing each measure.



Table 2.4.1: Variables for Measuring Police Health

Variables

Question # from PHA

Morbidity:

Diabetes. thyroid. chronic infection,
prostate disease. urinary infection. nervous
system disorders. respiratory disease,
cardiac disease. skin cancer

8.9.10.14.15,.16.23

« Back/joint problems 17

*  Allergies 41

*  Obesity Physical Examination: Use Height and
« Hearing loss Weight to determine BMI

Negative Health Indicators:

Hypertension

Elevated Cholesterol
Obesity

Physical [nactivity
Smoking
Alcohol Overuse

Physical Examination: Use Systolic
and Diastolic Blood Pressure

Blood Test Result: total cholesterol
Physical Examination: Use Height and
Weight to determine BMI

18

1

12

«  Unhealthy Eating 27
Positive Health Indicators:

« Lifestyle choices 19.20.21,22
* Attitude about physical health 24

* Attitude about emotional health 5,

= Anitude about physical fitness 26

Psychological symptoms:

Psychological well-being

5.7.8.9.13.25,28.29.30.31.32.
33,34.36.37

Functional Capacity

Medical Profile

¥




2.5  Occupational Hazards

The PHA enquires about the types of occupational hazards that the member has
been exposed to during the one or two year period between PHAs. There are six
questions that address a variety of hazards that the member might encounter. such as loud

noises. chemical toxins or allergens. situations that may have or caused injury.

psychologically traumatizing events and physical ions or physically
situations. Table 2.5.1 lists these hazards and the questions in the PHA that address
them.

Table 2.5.1: Occupational Hazards Variables

Variable Question #
from PHA
Loud noises: airport. jet engines. helicopters. firing 1
range

9

Chemical toxins or allergens

w

Injuries: punched. knocked out. bumped. involved in
motor vehicle accident

Situations: where injury was likely. near miss 4
Psychologically traumatizing events: shooting 5
incidents. violent incidents. discovery of dead

bodies

Altercation: physical confrontation or physically 6

demanding situation

w
b



2.6  Data Analysis

For the purposes of this thesis. it was originally proposed that the PHAs in “B"
Division would be entered into the HSIS and then evaluated. However. once data entry
was began. it was determined very quickly that the HSIS was not suitable for any type of
data analysis and it was not possible to transfer the data to another statistical package.
Therefore. the data was entered into SPSS statistical package. version 7.0.

Descriptive statistics including frequencies and cross tabulations were used. The
Pearson chi-squared statistic was used to determine the presence of associations both in
the cross-sectional and longitudinal analysis. Bivariate correlations were employed to

if there was a signi iation between i hazards and

measures of health. The level of significance used was p<0.05. If the significance of the
test associated with a variable is not discussed in the text then it was not found to be
statistically significant.

Data analysis included the following:
I Basic demographics of the sample.

& Prevalence of disease. such as obesity. loss of hearing. loss of vision.
cardiovascular disease. cancer. suicide and posttraumatic stress syndrome.

Prevalence of negative health indicators. such as poor nutritional practices,
hypertension. elevated cholesterol. smoking and alcohol overuse. Comparison of
negative health indicators with similar data available from the Newfoundland
Heart Health survey.

w

4. Prevalence of positive health indicators and psychological symptoms of health.



5. Prevalence of occupational hazards. such as loud noises, chemicals. physical
altercations. injuries. near miss. or psychologically traumatizing events.

6. Change in measures of health between 1994 and 1998.
i Association between occupational hazards and measures of health.

The data analysis was used to determine whether the prevalence of various
measures of health status was higher or lower in the RCMP than in the Newfoundland

and if the 10 certain i hazards increased the risk of

health problems. Based on the data, recommendations were made on the usefulness of
the information gathered from the PHAs in the development of programs for the primary
prevention of disease. safety and promotion of healthy lifestyles.
2.7  Ethical Review

This study was reviewed and approval was granted by the Memorial University of
Newfoundland. Faculty of Medicine. Human Investigation Committee prior to beginning
data entry (see HIC approval. Appendix 2). No personal identifiers were used in the data

entry and anonymity of PHAs was assured and maintained at all times.



Chapter 3

31 Demographics

The demographics available from the PHA on the members were age. vears of
service and rank. The age range classification used in the analysis was <30 years of age:
between 31-40 yvears of age: and 241 years of age. This classification was chosen so the
data could be compared with other RCMP research. The ages ranged from 21 to 53 years
with a mean of 37 years. The regular members have a promotional system that is broken
down according to rank. The starting level is Constable and moves onto Corporal.
Sargent. Staff Sargent and Officer levels. Approximately 60% of the sample were
Constables and a similar proportion had been in the RCMP for 10 years or more. Table
3.1.1 provides a breakdown of the demographics.

Table 3.1.2 shows the descriptive statistics of the physical characteristics and

blood work of the population sample.



Table 3.1.1: Demographics of the RCMP Sample

DcmoEgEhic Number (%) n =414
Age:
* =30 years of age 101 (24.4)
* between 31-40 years of age 168 (40.6)
« 241 years of age 145 (35.0)
* mean age 37
* youngest 21
* oldest 53
Rank
« Constable 249 (60.2)
« Corporal 80(19.3)
« Sargent 56 (13.5)
+ Staff Sargent 25(6.0)
« Officer 4(1.0)
Years of Service
* 0-9 years 163 (39.4)
* 10-19 years 105 (25.4)
« 220 years 146 (35.3)

Table 3.1.2: Physical Characteristics and Blood Work of the RCMP Sample

Physical Characteristic n=414 Min=. Max. Mean
Heart Rate (b/min) 343 46 100 69.6+8.3
Height (m) 407 1.4 20 1.8+7.3
Weight (kg) 408 550 159.0 89.0£13.9
Respiration Rate (b/min) 275 10 80 17.6+5.1
BMI 406 20.0 59.5 28.0=3.8
Cholesterol 334 2.57 9.7 5.3x1.0
GGT 281 4 336 30.71£33.9
Systolic Blood Pressure 404 80 190 121.5£12.7
Diastolic Blood Pressure 403 45 110 78.3x8.4




32 Indicators for Morbidity

A number of questions on the PHA provide the designated physician with an
indicator for the presence or absence of disease. The diseases screened for are: diabetes.
thyroid/chronic infection. prostrate disease/urinary infection. nervous system disorders.
respiratory discase. cardiac disease. skin cancer. musculoskeletal problems, allergies.
obesity. and hearing loss. A physical examination and laboratory work are also used to
evaluate the presence of disease. The results that are presented in Table 3.2.1 (for the
cross-sectional sample) and 3.2.2 (for the longitudinal sample) are based on the disease
indicator questions asked in the PHA. weight and height measurements taken during the
physical exam and a hearing evaluation.

Table 3.2.1 describes the overall rates of the various reported indicators for health
problems as well as age and sex differences. Fifty-seven percent of the cohort had a BMI
227 and could be labelled as obese: 35% reported that they had a change (increase) in
weight (an indicator for diabetes): 33% reported they had musculoskeletal problems:
while 31% reported having asthma or allergies. Significantly more of the older members
reported musculoskeletal problems (x*=19.169, df= 2. p=0.0005), were obese (x'=14.496.
df=2. p=0.001) and had a hearing loss (x*=22.394, df=2. p=0.0005). Conversely.
significantly fewer of the older members reported allergies or asthma (x’=27.864. df=2.
p=0.020). When looking at sex differences. significantly more females reported a change

in their energy levels (x*=4.604, df=1. p=0.032) and having allergies or asthma

38



(£°=9.259. df=1. p=0.002). These were particularly pronounced among the younger
women. Significantly more males were obese (3’=14.496. df=2. p=0.001) and this was
particularly pronounced among the older men.

The longitudinal data in Table 3.2.2 shows the changes in the indicators for
morbidity between 1994 and 1998. Musculoskeletal. allergies and obesity increased
during this period by 5% points. 3% points and 9% points respectively. Hearing loss
increased in the cross-sectional cohort by 9 percentage points between 1994 and 1998.
However. the only significant change was in reported change in obesity which increased
by 15% points (*=6.376. df=1. p=0.012).

Correlations between the indicators for morbidity are shown in Table 3.2.3. All
indicators for morbidity had statistically significant associations with a least one other
indicator for morbidity. However. these correlations were mostly small. The strongest
positive associations were between: change in energy level and change in weight
(r=.252): change in energy level and difficulty or change in urinating (r=.259). The
strongest negative associations were between joint or back problems and frequent

headaches (r=-224).



Table 3.2.1: P for
Indicators for Disease | Sex Age Total
(PHA Question) ) = i = % (@)
<3
% (n) % (n) % (n)
e
Change in weight or waist | M (125) | 256 42 312 342.(365)
\di
btk S T P 211 211 383(49)
o8 Toul |426(101) [345(168) |29.7(145) |348(414)
Change inenergy level | M(64) | 266 406 328 17.7361)
(indicator for thyroid.
chronic infection - Q9) | FUS) | 800 200 0 388 (49)
Towl |2870101) [17.4 067 |148(142) |193(410)
Difficulty or change in | M(24) | 16.7 375 45.8 6.6(362)
urinating (indicator for :
diabetcs - Q10 F@ |50 0 250 82(49)
Toul [69¢10n) [saq6n [84043) |es(ai)
Frequent headaches. M@s0) |80 300 620 13.8(362)
vision changes. balance
problems. etc. (indicator | F(9) [ 667 333 0 184.(49)
for nervous system
disorders - Q14) Toul 99101 |108(167 |21.7(143) [144¢a11)
Shortness of breath. M (14) 143 286 57.1 38(364)
cough. wheezing. etc. = e 0 T
(indicator for respiratory | F (5) 0 “9)
diseaso - OIS) Tol [50(100) [36068) [55045) |4a6(a13)
Pain. pressure or tightness | M(27) | 148 407 44.4 7.5 (360)
in chest. neck. arm jaw. =
etc. (indicator cardiac F 929 511 L 146348)
Risasc=01h) Tol [71009) [90067) [85042) |83(08)
Change inmoleorskin | M (33) | 182 39.4 424 92(359)
changes or persistent sore
(indicator for skin cancer - | F(5) | 800 200 L 104¢48)
Q3 Towl [10199) |84(166) |99(142) [93(407)
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Indicators for Discase | Sex Age Total

(PHA Question) ) =0 S . % (n)
% (n) % (n) % (n)
Joint or back problems, | M(120) | 8.3 408 50.8 33.1 363)
muscle weakness. etc. -

(e or F(s) [467 400 133 30.6 (49)

musculoskeletal - Q17) | rora) [ 17.0(100) {32.7(168) |438(148) |328(412)

Allergies (Q41) M(101) | 2438 436 317 28.1 (360)
F(23) | 609 304 8.7 50.0 (46)

Total [ 40.6(%) [30.70166) | 23.6(144) | 305 (406)

Obesity (BM1:27) Ml6) | 144 44.0 417 60.2(359)
F(i6) |563 313 125 34.0(47)

Towl |40.8(%8) |60.0(165) |643(143) | 57.1(406)

Hearing Loss M4 |95 345 56.0 23.0 (364)
Fn | 143 57.1 286 143 (49)

Towl |89(101) |19.6(168) |33.8(145) |22.0(414)
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Table 3.2.2: Percentage (%) of the Population Who Had a PHA During the
Years 1994 and 1998 with Indicators of Morbidity

Total % (n)
373(118)
diabetes/psychological - Q8)
R * 1998 | 222(117)
Change in energy level (indicator for thyroid. 1994 | 17.8(118)
chronic infection - Q9)
1998 | 13.0(115)
Difficulty or change in urinating (indicator for 1994 | 9.4(117)
diabetes - Q10)
1998 | 42(118)
Frequent headaches. vision changes. balance 1994 | 13.6(118)
problems, etc. (indicator for nervous system
disorders - Q14) 1998 | 169(118)
Shortness of breath. cough. wheezing. ete. 1994 | 3.4(114)
(indicator for respiratory disease - Q15)
1998 | 2.5(118)

Pain. pressure or tightness in chest. neck. arm jaw. | 1994 | 6.8(118)
et (indicator cardiac disease - Q16)
1998 | 9.6(115)

Change in mole or skin changes or persistent sore | 1994 | 8.6(116)
(indicator for skin cancer - Q23)
1998 | 13.8(116)

Joint or back problems. muscle weakness. etc. 1994 | 31.4(118)
(indicator for musculoskeletal - Q17)
1998 | 362(116)

Allergies (Q41) 1994 | 25.0(116)
1998 | 276(116)
Obesity (227) 1994 | 54.7(117)
1998 | 63.6(110)
Hearing Loss 1994 | 25.4(118)

1998 | 34.7(118)
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3.3 Negative Health Indicators

Tables 3.3.1 describes the prevalence of the following negative health indicators:
hypertension. elevated cholesterol. obesity. smoking. physical inactivity. unhealthy eating
and alcohol overuse. The two negative health indicators with the highest prevalence rates
were elevated cholesterol (55%) and obesity (57%). Conversely. 21% of the cohort
reported not participating in regular physical activity or sports and 9% said they did not
eat a healthy diet. Alcohol overuse was reported in 4% of the population. The older

members were significantly more likely to have high blood pressure (x=10.413. df=2.

p=0.005). elevated cholesterol ()’ p=0.0005) and obesity (x=14.496.
df=2. p=0.001). There was no significant association between age and any of the other
negative health indicators. The male members were significantly more likely than the
females to have high blood pressure (x*=4.758. df=1. p=0.029) and elevated cholesterol
(*=10.109. df=1. p=0.001).

The distribution of risk factors for heart disease are shown in Table 3.3.2. The risk

factors are broken down into major risk factors (smoking. high cholesterol (25.2). high
blood pressure (140/90)) and other risk factors (physical inactivity and obesity). Only
19% of the population had no risk factors. Forty-two percent of the cohort had at least
one major risk factor and 51% had at least one other risk factor. There were significantly
more males than females with two major risk factors (x’=5.342. df=1, p=0.021) and one

or more other risk factors (x’=7.262. df=1. p=0.007).



Table 3.3.3 shows the change in negative health indicators between 1994 and
1998. There was an increase in 1998 in both cholesterol (4%) and obesity (9%).
However. neither were significant. Table 3.3.4 shows the change in distribution of risk
factors between 1994 and 1998.

The prevalence data for male members was compared to similar data available
from the Newfoundland Heart Health survey and is presented in Table 3.3.5. The RCMP
had significantly higher rates of elevated cholesterol (x=23.636, df=1. p=0.0005) and
obesity (x'=17.420. df=1. p=0.0005) compared to the Newfoundland population.
Significantly more of the RCMP were older males (x*=271.3. df=2. p<0.0005) than the
Newfoundland population which may account for these higher rates. However. the
RCMP had significantly fewer smokers (x'=37.217. df=1. p=0.0005). lower levels of
hypertension (x*=6.899. df=1. p=0.009) and fewer sedentary males (x’=43.338. df=1.
p=0.003). Table 3.2.6 shows the distribution of risk factors. The only significant
difference in risk factors was that the RCMP had significantly more males with 1 other
risk factor (x*=7.861. df=1. p=0.005) compared to Newfoundland.

Table 3.3.7 shows the correlations between the negative health indicators. The
most significant association. although small. was between obesity and high blood

pressure and obesity and cholesterol (r=.218).



Table 3.3.1: Percentage of Population With Negative Health Indicators

by Sex and Age
Negative Health Sex Age Total
Indicator () % (n)
(PHA Question) <30 3140 241
o | | o)
High Blood Presswe | M(57) | 175 2.1 544 160 (356)
(Sys/Dia >140/90)
Prsrea Faien) F) oo 500 500 42(18)
Tol | 10406) |288(169) |5420149) | 146(404)
Elevated Cholesterol | M(57) | 142 355 503 S8.1(291)
) i Fo) |s00 300 200 49.434)
Towl | 39204 |485030) |19021) |551(325)
Obesity (BMI227) M@216) | 144 440 417 60.2 (359)
(Plysical Exam) F(16)  |563 313 125 340(47)
Toul | 40898 |606(165) |643(143) |57.1(406)
Smoking M@©9) | 130 478 39.1 19.1(362)
Qi TENED 250 250 245 49)
Towl | 150(i00) |216(167) | 2080148 | 197411
Physical Inactivity M(s0) |188 38 315 220(364)
Q1 T ES 250 375 163 (49)
Toul | 1500100 |216168) |2080145) |213¢413)
Unhealthy Eating ME9) [138 345 517 79(365)
=N st 143 286 143 (49)
Toul  |79000 |650168) [117045) [87¢419)
Alcohol Overuse M7 |18 294 588 47(365)
1212 F() | 1000 00 00 20(49)
Toul  [3000) [30068) |69(145) | 43(814)
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Table 3.3.2: Percentage of Population With Selected Risk Factors by Sex and Age

Risk Factors Sex Age Total
@) <30 3140 241 )
% (n) % (n) % (n)
0 Risk Factors M(60) |233 182 109 16.4 (365)
Fas) 429 286 286 36.7 (49)
Tol  |70Q9) |7702) 4107 |188(414)
Major Risk Factors® | M(152) | 42.5 403 428 416 (365)
! Risk Factor FEO) |393 500 286 40.8(49)
Tol | 101(42) |186(79) |10.1¢61) [41.5(414)
2 Risk Factors M6l) |82 123 26.1 16.7 (365)
FQ) |00 0.0 41 4.1(49)
Towl [14(6) |46(19) [92(38) |152(414)
3 Risk Factors M@ |00 19 29 1.9 (365)
FO) |00 0.0 0.0 0.0 (49)
Tol |00 J073) |10 [17414)
Other Risk Factors** | M(194) | 41.1 558 56.5 532 (365)
IRysk Fectors F 357 357 143 327 (49)
Tol |9.7(40) |22001) |19.1(79) |508(365)
2 Risk Factors MGl [ 110 143 152 14.0 (365)
Fay |36 71 286 8.2(49)
Toul  [2209) |56@) 15603 |133414)

* Major Risk Factors: smoking, high cholesterol (25.2). high blood pressure (140/90)
**Other Risk Factors: bmi (227), sedentary
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Table 3.3.3: Percentage (%) of the Population Who Had a PHA During the
Years 1994 and 1998 with Negative Health Indicators

Negative Health Year | Toul
Indicators % ()

(PHA Question)
High Blood Pressure (Sys/Dia = 140/90) | 1994 | 145(117)
(Physical Exam) % |5t
Elevated Cholesterol (2 5.2) 1994 | 59.4(96)
(Blood Test) o poyo——
Obesity (BM1227) 1994 [s470117)
(Physical Exam) 1998 636 (110)
Smoking 1994 [ 145(117)
Qi) 1998 | 164(116)
Physical Inactivity 199 |212118)
Q18) 1998 [154(117)
Unhealthy Eating 199 |85(118)
Q7 1998 | 68(118)
Alcohol Overuse 1994 |59(18)
QL) 1998 [250118) |
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Table 3.3.4: Percentage of the Population During the Yun 1994 and 1998
‘With a Combination of Selected Risk Fact

Number of Risk Factors Year % of Population
(n=118)
0 Risk Factors 1994 | 18.6
1998 | 18.6
Major l}isk Factors* 1994 | 415
1 Risk Factor 1998 | 53.4
2 Risk Factors 1994 (153
1998 |[12.7
3 Risk Factors 1994 | 1.7
1998 | 0.8
Other Risk Factors** 1994 | 51.7
1 Risk Factors 1998 | 492
2 Risk Factors 1994 |11.9
1998 | 12.7

*Major Risk Factors: smoking. high cholesterol (2 5.2). high blood pressure
(140/90)
**Other Risk Factors: BMI (227). sedentary



Table 3.3.5: Comparison of the Prevalence of Risk Factors for RCMP

and the Newfoundland Populatio)
Risk Factor RCMP Newfoundland Population
(n=368 males) (n=858 males)
Age 2

<30 | 3140 [ 40+ | Total | <30 | 3140 |40+ | Total
Smoking 06 |47 138 | 19.1 164 | 129 |75 |368
Hypertension (140/90) [ 0.0 |45 115 | 160 [73 |86 6.8 |22.7
Elevated Cholesterol [ 0.0 |17.2 409 |58.1 109 | 180 |[12.4 (413
(=3.2)
Obesity (BMI 227) 0.6 18.1 415 |60.2 [163 [17.8 |12.5 |46.7
Sedentary 05 )63 151 1220 [139 |167 [104 [41.7

*The Newfoundland population was weighted for the risk factors and age so that they
could be compared to the RCMP population.




Table 3.3.6: Percentage of the RCMP and Newfoundland Male Populations
with a Combination of Selected Risk Factors

Risk Factor RCMP Newfoundland Population
(n=368 males) (n=858 males)
Age Age
<30 |31-40 |40+ |Total | <30 |31-40 |40+ 'l"m:l=I
0 Risk Factors 05 |79 79 164 |82 (47 16 |[145
Major Risk Factors*
1 Risk Factor 0.5 14.5 26.6 [41.6 [20.0 |15.0 100 |45.1
2 Risk Factors 0.0 |41 126 [167 |52 [7.2 32 {193
3 Risk Factors 0.0 |00 1.9 19 |08 |24 14 |47
Other Risk
Factors** 0.5 175 35.1 [53.2 [174 | 172 9.8 |444
I Risk Factor
Factors 03 |33 104 {140 |52 |73 6.1 18.6

*Major Risk Factors: smoking. high cholesterol (25.2). high blood pressure (140/90)
**Other Risk Factors: bmi (227). sedentary

u
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Table 3.3.7: Correlations Between Negative Health Indicators

Negative Health Indicators 1 2. 3. 4. 5; 6.
1. High Blood Pressure

(SysDia > 140/90)

(Physical Exam)

2. Elevated Cholesterol 140*

(23.2)

(Blood Test)

3. Obesity (BMI1:27) q55%% L218%

(Physical Exam)

4. Smoking (Q11) -.043 069 012

5. Physical Inactivity -010 083 075 .084

(Q18)

6. Unhealthy Eating (Q27) | .117* 02 057 -.002 -014

7. Alcohol Overuse (Q12) | -.021 11 .039 .051 034 018

** Correlation is significant at the 0.01 level (2-tailed).
ificant at the 0.05 level (2-tailed).

* Correlation is si

v
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3.4 Positive Health Indicators
The PHA includes a number of questions that have been defined as positive health

and include the ing: ions of ideal weight. normal blood pressure.

normal blood sugar. normal cholesterol. good physical health. good emotional health and
good physical fitness to do front line operational policing. This section will describe the
members’ perceptions regarding their overall health.

Table 3.4.1 describes the prevalence of positive health indicators by sex and age.
On all but one of the indicators. more than 89% of the members reported they were in
good overall health and capable of performing their front line police work. However.
only 44% of the members felt their weight to be ideal. In looking at age and sex
difference. significantly fewer. older members felt their weight was ideal (x*=13.150.
df=2. p=0.001). that they had normal cholesterol (x'=14.386. df=2. p=0.001). and that
they had good physical health (x°=7.144. df=2. p=0.028).

Table 3.4.2 looks at the changes in the members" views of their overall health
between 1994 and 1998. During this period of time, there was no significant change in
the members” views.

Correlations between positive health indicators are shown in Table 3.4.3. The
strongest significant associations. while small. were between the members who felt they
were physically fit to do frontline operational policing and those who felt they were in

good emotional health (r=.253)



Table 3.4.1: Percentage of Population With Positive Health Indicators
by Sex and Age

Positive Health Sex Age Total
Indicators ) % (n)
(PHA Question) <30 31-40 241
% (n) _% @) % (n)
Ideal weight M (157) [26.1 45.2 28.7 43.7(359)
L F(23) 609 30.4 8.7 46.9 (49)
Total 556(99) | 47.0(166) |32.9(143) | 44.1(408)
Normal blood pressure | M (321) | 19.6 42.1 383 96.1 (334)
920 F(45) |s18 26.7 15.6 100.0 (45)
Total 100.0(89) |97.4(150) |93.5(139) | 96.6 (379)
Normal blood sugar M(297) | 182 43.8 38.0 98.0(303)
el F42) 548 28.6 16.7 100.0 (42)
Total 100(77)  [993(143) |96.0(125) | 98.3 (345)
Normal cholesterol M266) |19.5 436 36.8 87.5 (304)
Q=) F@2)  |[s71 286 143 100.0 (42)
Total  |97.4(78) |91.4(140) |81.3(128) | 89.0(346)
Good physical health M(342) | 208 424 36.8 94.2(363)
1924 FE7)  |596 27.7 12.8 95.9 (49)
Total  |99.0(100) |94.6(167) |91.0(145) |94.4(412)
Good emotional health | M (354) | 20.1 42.7 373 97.3 (364)
@9 F(47) 553 29.8 14.9 95.9 (49)
Total  |97.0(100) |982(168) |959(145) |97.1(413)
Physically fitto do front | M (355) | 19.7 43.1 37.2 97.5 (364)
line operational policing
(Q26) F49) |[s7.1 28.6 143 100.0 (49)
Total | 98.0(100) |99.4(168) |959(145) |97.8(413)
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Table 3.4.2: Percentage (%) of the Population Who Had a PHA During the Years
1994 and 1998 with Positive Health Indicators

Positive Health Indicators Year Total
(PHA Question) % !n:
Ideal Weight 1994 462(117)
Q19
1998 422(116)
Normal blood pressure 1994 97.2 (108)
(Q20)
1998 | 92.4(105)
Normal blood sugar 1994 95.7 (94)
Q21
1998 98.9(92)
Normal cholesterol 1994 | 83.0(94)
(Q22)
1998 78.6 (98)
Good physical health 1994 94.9(118)
(Q24)
1998 96.6 (116)
Good emotional health 1994 97.5(118)
(Q25)
1998 97.4(116)
Physically fit to do front 1994 96.6 (114)
line ional policing
(Q26) 1998 |974(114)




Table 3.4.3: Correlations Between Positive Health Indicators

Negative Health Indicators 1 2 3. 4. 5. 6.
1. Ideal weight (Q19)

2. Normal blood pressure | .114*

(Q20)

3. Normal blood sugar 081 |[-024

Q21

4. Normal cholesterol 107+ | .084 103

Q22)

5. Good physical health | -089 |.156** |-032 |.118%
(Q24)

6. Good emotional health | -.038 |-.031 -020 |.069 156**
(Q25)

7. Physically fit to do front | -.033 [ -.029 -018 |-.047 |.253% |.172**
line operational policing
(Q26)

** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).



35 Psychological Symptoms

The PHA has 15 questions that provide feedback to the designated physician
about underlying psychological stressors. Table 3.5.1 shows the prevalence of members
answering positively to these questions. Although only 3% of them felt they were
emotionally unhealthy. 42% of the members reported being exposed to psychologically
traumatizing events and 31% reported having felt tense or nervous. In analyzing the
questions as a group. 58% of the members had answered positively to three or more
questions. The only question which showed any significant difference between sex and
age was that concerned with energy levels. The females were significantly (x*=4.604.
df=1. p=0.032) more likely to have noticed a change in their energy levels. as well as the
vounger members (x'=8.012. df=2. p=0.018).

Table 3.5.2 shows any change in the indicators for psychological stressors
between 1994 and 1998. There were no changes for the question asking about the
members’ perception of their emotional health. However. there was a significant
decrease in the number of members answering positively to change in weight (x'=6.376.
df=1. p=0.012). exposures 1o contagious diseases (x°=5.994. df=1. p=0.014) and feel very
tense or nervous (x=4.049. df=1. p=0.044).

Table 3.5.3 shows the correlations between indicators for psychological stressors.
The strongest associations. while small. were between recently felt very frustrated and
feel very tense or nervous (r=.286): and recently felt very frustrated and recently felt very
angry (r=.338). Other significant associations were between:
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- noticed any change in energy level and noticed any change in weight (r=.252);
- emotional health and serious personal problems (r=.228);

- emotional health and change in energy level (=.248);

- helpless and personal problems (r=.202):

- helpless and emotional health (r=.230);

- recently felt very angry and feel very tense of nervous (r=.218);

- and talk to a counsellor and emotional health (r=.220).
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Table 3.5.1: P

of P

With

for

Psychological Symptoms by Sex and Age

Psychological Stressors Sex Age Toul
@ %)
<50% () | 3140% @ | 241% @
e n)
Psychological (Q5) M(s4) | 208 448 344 424063)
(shooting incidents. violent
incidents. discovery of dead | F(18) | 611 333 56 36.7(49)
bodies} Total 453499 |4460168) |3720145) |417(412)
Suffered any serious M) |21 395 39.5 21.0(362)
rsonal problems (Q7)
pesanlprobienion) F(12) 750 25.0 0.0 25.0(48)
Total 2480101 [ 1980167 |211(142) | 21.5(10)
Noticed any change in M(25) | 256 432 312 3422 (365)
weight (Q8)
F(19) 579 211 211 38.8 (49)
Total 426001) [3450168) [297(145) | 348414)
Noticed any change in M6 | 266 106 328 17.7 361)
energy level (Q9)
F(15) 80.0 200 0.0 30.6 (49)
Total 287001 |174067) |148(142) | 193(410)
Overuse of alcohol (Q12) [ M(17) | 118 294 588 47 (365)
F() 1000 00 00 20149)
Total 30001)  [300168) |69(145) | 43(414)
Exposure to contagious ME7) | 208 454 340 267 (365)
diseases (Q13)
F(il) 63.6 364 0.0 224(49)
Toul 267(101) | 286(168) | 228(145) | 26.1 (414)
Consider yourself not to be M (10) 10.1 300 60.0 2.7 (364)
in good emotional health
(Q235) F ) 1000 00 0.0 4.1(49)
Total 300100) | 1.83168) |a1(4s) | 2913)
Periods when you feel M7 |25 411 294 4.7 (365)
helpless (Q29)
F(4) 750 00 250 82(49)
Total 69(101)  [48(168) | 4.10145) | 51414
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Psychological Sressors Sex Age Toul
() %@
<30% (n) 31-40% (n) 241% (n)
0@ LIS )
Feel very tense ornervous | M(115) | 174 461 365 315 (365)
(Q30)
o Fa3) |58 385 77 265 (49)
Toul  [267001) |365068) |2970145) |309(a14)
Recently felt very angry MG6) 194 33 472 9.9 (365)
(@)
o F(N 74 286 00 143 @9)
Totl usgon [s3ass [1rass) |w04@e
Recently felt very frustrated | M(69) | 159 435 406 19.0364)
@)
03 FU0) | 600 200 200 204 (49)
Toul 8oy [ 192067 [207048 |19
Psychological or emotional | M(2) | 00 00 1000 0.5 (365)
problem you may have
forgotten (Q34) F(l) 100.0 0.0 0.0 2.0(49)
Toul oaoy  |ooqey  |1ages  [or@19
Talk to a counsellor or M) 0.0 100.0 0.0 1.1 (365)
sychologist (Q35)
poycholegi (Y F) 1000 00 00 4.149)
Toal  [2000n  |24068 [o0(45) | 14014
You or family member R ES 375 396 1320365
suffer from chronic medical
or psychological condition | F (4) 500 250 25.0 82 (49)
@6 Total o3 |usq |Bsen |12ee)
Any aspectof yourhealth | M(4) | 500 250 250 1.1365)
that might restrict your
capacky o salely pertis: || ECD 1000 00 00 2049)
your disies (037) Total 3000 0668 | 07(4%) | 12418
Answered positively 03 or | M(216) | 534 623 587 592(365)
more of the above questions
Fo |36 500 286 49.0(49)
Toul sisaon | e13ass) | s72q4s) | ssoqs)
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Table 3.5.2: Percentage (%) of the Population Who Ihd a I'llA Dim;tbe

Years 1994 and 1998 With Indi for P: Y
Psychological Stressors Year Total
% (11
Psychological (Q5) ) 1994 |453
(shooting incidents. violent incidents. discovery of dead bodies) 1998|364
Suffered any serious personal problems (Q7) 1994|128
1998 195
Noticed any change in weight (Q8) 1994|373
1998 22
Noticed any change in energy level (Q9) 1994|178
1998 13.0
Overuse of alcohol (Q12) 1994 59
1998 25
Exposure to contagious diseases (Q13) 1994 30.5
1998 169
Consider yourself not to be in good emotional health (Q25) 1994 25
1998 26
Periods when you feel helpless (Q29) 1994 |25
1998 60
Feel very tense or nervous (Q30) 1994 347
1998 29
Recently felt very angry (Q31) 1994|127
1998 119
Recently felt very frustrated (Q32) 1994 {188
1998 27.1
Psychological or emotional problem you may have forgotten (Q34) | 1994 | 0.8
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Psychological Stressors Year
1998
Talk to a counsellor or psychologist (Q35) 1994 08
1998 1.7
You or family member suffer from chronic medical or 1994 12.7
psychological condition (Q36) 1998 e
Any aspect of your health that might restrict your capacity to 1994 0.0
safely perform your duties (Q37) 1998 25
Answered positively 1o 3 or more of the above questions 1994 | 593
1998 513
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3.6  Functional Capacity
The Medical Profile of a member is assigned by the Health Services Officer of a

Division and provides i ion on duty limitations and restricti Table 3.6.1

details the number of members who have limitations and restrictions. Within the Visual
Acuity and Hearing categories only 1% of the members have been profiled as V4 and H4
respectively which restricts them from operational police work except in emergency
situations. Under the Geographical Location category. 2% of the members had a G3
profile which required specialist care. Four percent of the members had been assigned
O3 restrictions which did not prevent them from performing operational police work:
however. they did have some limitations to what they could and could not do. On the
other hand. 2% had been assigned 04 restrictions and were not subject to operational call
out. Finally. 6% of the members were not cleared (F5) to do Physical Ability Readiness
Evaluation (PARE) and therefore should have had duty restrictions placed upon them.
There were no significant differences between sex and age for any of these categories of
the Medical Profile variables..

Table 3.6.2 identifies the changes in the Medicai Picfile from 1994 10 1998.
There were no significant changes.

Table 3.6.3 shows the correlations between functional capacity. The strongest

associations were between members assigned restrictions for Occupati
(04) and Geographic Availability of Health Care (G3) (r=.438); and Occupational Fitness
(F5) and Geographic Availability of Health Care (G3) (r=.397).
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Table 3.6.1: P of P jon With for Functional Capacity
and Coping by Sex and Age
Medical Profile Sex Age Toul
(n) % (n)
30 | 3140 241
%m | %m %@
Visual Acuity (V4) M@ |00 500 50.0 06(358)
(Assigned to members in
duties in which loss of vision aids will
ot create a hazard to co-workers or the | F (1 [ 00 % lood:  [a2e)
public and any need to perform
policing duties would only be in Toml [00(98) |06(165) |1.4(141) |07(404)
emergency situations.)
Hearing (H4) M@ oo 250 750 1.1 360)
(Hearing loss not greater than 50 dbs in
the better ear in the 500 to 2000 Hz LAC i 00 00 00(36)
frequency range.) Toml |00 06(166) | 21(142) |1.0(406)
Geographic Availability of Health Care | M(8) | 0.0 500 50.0 22(357)
(G3)
(Applied to a member who needs a Fy oo 100 |00 2246)
specialist care.) Total 0.0(98) |[3.0(166) |2.9(139) |22(403)
Occupational Restrictions (O3) M16) |12 125 75.0 44(360)
(Applied to a member who suffers from
a condition that may require one or o oo 1000 oo 2246
more sub-speciality services and will
‘c‘:::'f,'“‘“"‘ posting to/an urben Toul |20(98) |18(166) |8.5(142) |42(406)
Occupational Restrictions (04) M@e) 200 200 60.0 14(360)
(Assigned to a member who suffers
from a condition which may resultinan | £ (1) | 0.0 100 | oo 2246
occurrence that threatens the safety of
;"’I'b:'i‘:'“"“‘ Aco-wakers. oc il Toml |10(98) |12(166) |2.1(142) |15(406)
Occupational Fitness (FS) M@0 |150 300 55.0 58(342)
Not Cleared for PARE)
(ot Cleared o F) |00 500 50.0 42(48)
Towl  [3108) [46053) [86039) [5609)
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Table 3.6.2: Percentage (%) of the Population Who Had a PHA During the
Years 1994 and 1998 With Indicators for Functional Capacity and Coping

Medical Profile Year Total
% (n)

Vision (V4) 1994 [0.9(116)
(Assigned to members in administrative duties in which loss of

vision aids will not create a hazard to co-workers or the public

and any need to perform policing duties would only be in 1998 |0.0
emergency situations.)

Hearing (H4) 1994 |00
(Hearing loss not greater than 50 dbs in the better ear in the 500

10 2000 Hz frequency range.) 1998 |00
Geographical Availability of Health Care (G3) 1994 |5.2(116)
(Applied to a member who needs a specialist care.) 1998 |45 (110)
Occupational Restrictions 1994 [43(116)
(03)

(Applied to 2 member who suffers from a condition that may

require one or more sub-speciality services and will usually 1998 |54(111)
require posting to an urban centre.)

Occupational Restrictions 1994 | 1.7(116)
(04

(Assigned to a member who suffers from a condition which may

result in an occurrence that threatens the safety of the members. 1998 109 (111)
a co-workers. or the public.

Occupational Fitness 1994 | 7.6 (105)
(F3)

(Not Clear to Do PARE) 1998 |69(116)
— —
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Table 3.6.3: Correlations Between Functional Capacity and Coping

* Correlation is significant at the 0.05 level (2-tailed).
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ga!i\'e Health Indicators V4 H4 G3 03 04

Vision (V4)

Hearing (H4) -.009

Geographical Availability |[.182** [.154**

of Health Care (G3)

Occupational Restrictions 125* 104 219%

(03)

Occupational Restrictions [ -.010 -012 A438** | -.026

(04)

Occupational Fitness (F5) | -.022 .085 199%% 1 .397%% | .150°*
** Correlation is significant at the 0.01 level (2-tailed).



3.7 Occupational Hazards

Six questions on the PHA enquire about occupational hazards to which members
have been exposed. Table 3.7.1 describes the prevalence of the following occupational
hazards: loud noises. chemicals. injuries. near miss. psychologically traumatizing events
or physical altercations. Table 3.7.2 shows a breakdown of the specific types of hazards
members were subjected to. Almost half (47%) of the members reported that they had
been exposed to some kind of frequent or intermittent loud noise. The most frequent type
of noise exposure came from the firing range (46%) or a combination of noise exposures
(40%). Forty percent of the members had been exposed to chemicals. gasses. duss.
allergens or fumes and 51% of the exposures were from the firing range. Of the 20% who
reported having suffered an injury. 72% were a result of physical confrontation. Thirty-
two percent of the members said they had been exposed to situations where an injury was
likely to have occurred. Nearly half (46%) were reported as having occurred during the
line of duty and 24% were a result of motor vehicle accidents. As regards
psychologically traumatizing events 42% of the members had been exposed and 36% of
these incidents were due to sudden death. Finally, 43% of the members reported that they
had been in altercations that included resisting arrest (40%) and line of duty (51%).

Significantly more males than females reported being exposed to chemicals
(X'=3.977. df=1. p=0.046). There was a significant association between age and noises

(X*=11.161. df=2. p=0.004). injuries (x’=15.004, df=2. p=0.001) and altercations
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(’=15.272. df=2. p=0.0005). Those in the middle age category (31-40 years) reported
less noise exposure. and older members reported fewer injuries and altercations.

Interestingly. when looking at the change in hazards shown in Table 3.7.3 only

noise and chemical exposures increased between 1994 and 1998 by 2

respectively. whereas exposures to the other four hazards decreased. The largest

d where in 10 psy i izing events (8.9%) and
altercations (11.5%). However. none of these changes were significantly different.
Correlations between occupational hazards are shown in Table 3.7.4. The

strongest associations were between: chemicals and noise (r=.466); altercation and

psy 1 (r=.422): all ion and psy (r=.338): and psychological and

situation (r=.338).



Table 3.7.1: Percentage of Population With Occupational Hazards

by Sex and Age
Occupational Hazards Sex Age Total
PHA Questi
(RHAQeon) @l 30 | 3140 241 %o
% () % (n) % ()
Noise (Q1) M(176) | 21.6 335 449 48.2 (365)
irport. jet engines.
beivomors e [F09) |77 211 53 40447
range. snowmobiles) | Towl | 52.5(99) |37.5(168) | 552 (145) | 47.3 @12)
Chemical (Q2) M(151) [245 344 411 41.4 (365)
(chemicaltoxinsor 15y [ 769 2.1 00 26.5 (49)
Total | 46.5(101) | 32.7(168) | 42.8(145) | 39.6 (414)
Injuries (Q3) M(72) |319 486 194 19.8 (364)
(punched. knocked out. 3
bumped. involvedin | F(ID [ 727 9.1 182 224 (49)
motor vehicle accident) | Total | 31.0(100) | 21.4 (168) | 11.0(145) | 20.1 (413)
Situation (Q4) M(117) | 205 47.0 325 32.1 (364)
(where injury was o
Jikely. near miss) F(13) [462 23.1 30.8 26.5 (49)
Total | 29.7(101) |34.7(167) | 29.0(145) | 31.5 (413)
Psychological (Q3) M(154) | 208 448 344 42.4 (363)
(shooting incidents.
violent incidents. F(18) |[61.1 333 5.6 36.7 (49)
discovery of dead
bodies) Total |[43.4(99) |44.6(168) |372(145) | 41.7(412)
Altercation (Q6) M(170) | 253 482 2.5 46.7 (364)
(physical confrontation
or physically F(17) |588 294 118 354 (48)
demanding situation) | Total 53.5(99) |51.8(87) |324(47) |454(412)




Table 3.7.2: Specific Types of Hazards Experienced by the Members

Hazard Type of Exposure Percent of
Members
LR
Noise (Q1) (n=224) Firing range 463
(airport. jet engines. helicopters. firing range.
snowmobiles) Airport 89
Jet engines 26
Helicopters 26
Combination 39.5
Chemicals (Q2) (n=259) Firing range 51.0
(chemical toxins or allergens)
Gases 103
Dust 8.4
Fumes 4.5
Chemicals 26
Hobbies 45
Combination 187
Injuries (Q3) (n=340) Knocked-out 14
(punched. knocked out. bumped. involved in motor = -
vehiche accideat) Physical-confrontation | 71.6
Motor vehicle accident | 149
Bumped 14
Fell 27
Bitten by a dog 54
Snowmobile accident | 1.4
Training 14
Situation (Q4) (n=314) Hostage 30
(where injury was likely. near miss)
Riot 3.0
Hostage-riot 5.0
Shooting 80
Line of Duty 46.0
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Hazard Type of Exposure Percent of
Members
e
Firing Range 10
Motor Vehicle 210
Accident
Diving 20
Combo 100
Psychological (QS5) (n=26| Shooting 33
(shooting incidents. violent incidents. discovery of dead
bodies) Hostage 26
Riot 7
Sudden-death 360
Motor Vehicle 46
Accident
Child 59
Boating accident 13
Combination
Altercation (Q6) (n=289) Violent person 56
(physical confrontation or physically demanding
sitamics Resisting armest 392
Line of duty 512
Combo 40
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Table 3.7.3: Percentage (%) of the Population Who Had a PHA During the

Years 1994 and 1998 With Hazards

Occupational Hazards Year | Total
(PHA Question) %
11
Noise (Q1) 1994 | 44.1
irport. jet engil i firi 3
(airport. jet engines. ing range. 1998 466
Chemicals (Q2) 1994 |339
hemical toxil all )
(chemical toxins or allergens 1998 | 449
Injuries (Q3) 1994 | 169
(punched. knocked out. bumped. involved in motor vehicle accident)
1998 |12.7
Situation (Q4) 1994 |33.3
vhere injury was likely. i
(where injury was likely. near miss) 1998 | 314
Psychological (Q5) 1994 |453
hooting incidents. violent incidents. discov f dead bodies)
(shooting incidents. violent incidents. discovery of ies) 1998 | 364
Altercation (Q6) 1994 | 479
hysical i i
(physic: or phy Ly 1998 | 364
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Table 3.7.4: Correlations Between Occupational Hazards

* Correlation is significant at the 0.05 level (2-tailed).
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L@ds 1 2 3. 4. 5.
1, Noise (Q1)
3, Chemicals (Q2) 466*
3 Injuries (Q3) .050 .099*
4. Situation (Q4) 150%* | 249** | 250
5 Psychological (Q5) | .234** | 231** | 219** | .323**
6. Altercation (Q6) .138% [ .195%* | 259 | 422°* |.338**
** Correlation is significant at the 0.01 level (2-tailed).




38  Link Between O i Hazards and of Health

Police health has been reported to be negatively impacted by the hazards
experienced in the occupation. The following tables show the correlations between
hazards and measures of health. Table 3.8.1 shows the correlation between morbidity and
hazards. The largest associations were seen between change in weight and injuries
(r=.130): change in weight and altercations (=.165): joint or back problems and injuries
(r=.141): and joint or back problems and situation (r=.134). However. these correlations
were small.

Table 3.8.2 shows the correlation between negative health indicators and hazards.
While there were a few associations. they were too small to be significant.

Table 3.8.3 shows the correlation between positive health indicators and hazards.
There were no significant associations worth noting.

Table 3.8.4 shows the ion between psy ical symptoms and hazards.

There were many associations found between psychological symptoms and hazards.
Therefore. the questions were analyzed as a group of positive answers to three or more
questions about psychological health. There were significant associations between all
hazards and psychological health. The strongest association was with psychological
hazards (r=.465).

Table 3.8.5 shows the correlation between functional capacity and coping and

hazards. There were no significant associations worth noting.
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Table 3.8.1: Correlation Between Morbidity and Hazards

Morbidity Hazards
Injuries | Situa. | Psych. | Alter.
.
Change in weight or waist size | .105* | 041 A130°* | 117 039 .165°*
(indicator for diabetes.
depression - Q8)
Change in energy level .008 | .010 064 052 089 .106*
(indicator for thyroid. chronic
infection - Q9)
Difficulty or change in urinating | .073 |-.042 |.080 003 -014 | .043
(indicator for diabetes- Q10)
Frequent headaches. vision 088 | .094 .001 -.008 -024 | -.040
changes. balance problems, etc.
(indicator for nervous system
disorders - Q14)
Shortness of breath. cough. 001 |-.059 |.006 101* 073 102
wheezing. etc. (indicator for
respiratory disease - Q15)
Pain. pressure or tightness in 088 |.082 -008 .101* 025 020
your chest. neck. arm jaw. etc.
(indicator cardiac disease - Q16)
Joint or back problems. muscle | 095 | .101* |.141** 134** | 050 -017
weakness. etc. (indicator for
musculoskeletal - Q17)
Change in more or skin changes | 054 | .036 053 077 040 064
or persistent sore (indicator for
skin cancer - Q23)
Allergies (Q41) -.032 | .006 025 040 -001 | .090
Obesity (BMI227) -012 |-018 |-047 -.028 001 -.052
Hearing Loss 116% | .107* | -.048 .042 -000 -.062
** Correlation is significant at the 0.01 level (2-tailed).

* Correlation is significant at the 0.05 level (2-tailed).
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Table 3.8.2: Correlation Between Negative Health Indicators and Hazards

Negative Health Indicators Hazards

Noises | Chem. | Injuries | Situa. | Psych. | Alter.
High Blood Pressure 028 -032 |-.068 -024 |-036 -012
(Sys/Dia =140/90)
(Physical Exam)
Elevated Cholesterol 072 -009 |-.051 016 -.065 -139*
(25.2)
(Blood Test)
Obesity (BMI=27) 012 -018 |[-.047 -028 |-.001 -032
(Physical Exam)
Smoking (Q!1) 056 061 -.049 020 052 -.008
Physical Inactivity (Q18) -018 040 052 048 029 -.046
Unhealthy Eating (Q27) -120* 101* | -.026 .123* | -.001 -.006
Alcohol Overuse (Q12) .083 045 041 085 J21* -020

** Correlation is significant at

e 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).




Table 3.8.3: Correlation Between Positive Health Indicators and Hazards

Positive Health Indicators Hazards

Nﬁ# Chem. | Injuries | Situa. | Psych. | Alter.
Ideal weight -.036 -.020 -.022 -069 | -.063 022
Normal blood pressure -119* | -.002 .054 058 -.024 076
Normal blood sugar -016 .008 .063 036 018 -.018
Normal cholesterol -017 -.063 027 -077 |.000 -.046
Good physical health -025 |.002 |-o11 [-041 [-075 |[.009
Good emotional health -010 022 014 -008 |-059 042
Physically fit to do front | .008 019 |-009 |[-007 |.059 036
line operational policing

gnificant at the 0.01 level (2-tailed).

* Correlation is significant at the 0.05 level (2-tailed).
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and Hazards

Table 3.8.4: C ior Between P ical sy
Psychological symptoms Hazards
Noises | Chem. | Injuries Alter.
Answered positively to 3 or 201%% | 219% | 134°* 202e¢
more of the questions related
10 psychological health
** Correlation is significant at the 0.01 level (2-tailed).

* Correlation is significant at the 0.05 level (2-tailed).




Table 3.8.5: Correlation Between Functional Capacity and Coping and Hazards

Medical Profile Hazards
Noises | Chem. | Injuries | Situa. | Psych. | Alter.
Vision (V4) 032 [-070 |.028 -058 |-073 |[-.021
Hearing (H4) 055 -030 |-.051 -014 |-034 |.008

Geographic Availability of | .023 -020 |-.077 -030 |-026 |-.070
Health Care (G3)

Occupational Restrictions [ .120* |-045 |-.076 036 |-078 |[-.069
(03)

Occupational Restrictions [ -.076 |.025 [-.012 {005 (-021 |-072
(04)

Occupational Fitness (Not | -.077 |-066 |.018 -043 |.024 -.085
clear for PARE)

** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).



Chapter 4
Discussi
The overall aim of this study was to describe the health of the police officers in
=B Division of the RCMP. whether their health had changed since the introduction of

the PHA and whether there was an iation between to

hazards and an increased risk of health problems. The results of this investigation
suggest that: the members had a high level of health on most measures: which there was
little change between 1994 and 1998: and that certain aspects of police work were
associated with poorer health. Further. the results showed that the older police officers
were at risk of having elevated risk factors for cardiovascular disease. Equally
significant. was the finding that male police officers had higher levels of elevated

cholesterol and obesity than the general male ion. The

discussion will evaluate the findings in more detail. It will also address limitations of the
study and provide recommendations for further research.
4.1 Health

On evaluating the PHAS. the members themselves (89%) reported being in good
overall health. which is in line with Newfoundlanders (91%) perception of their health as
being good to excellent (National Population Health Survey. 1996/97). Ninety seven
percent also reported being in good emotional health and being happy with their job. Job
satisfaction was much higher within this cohort compared to the Canadian average of
50% (National Population Health Survey. 1996/97). Another large study of the Canadian
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police also found high levels of work satisfaction (Brown. ef al.. 1998). The evaluation
of functional capacity and coping confirmed that the cohort was healthy and able to
perform operational police work. For example. only 1.3% of the cohort had duty
restrictions. Further. there were no new reported cases of diabetes, cardiac disease. skin
cancer. and post traumatic stress syndrome. However. the results suggest that members
are at risk for developing cardiac disease and diabetes. and/or may suffer from chronic
conditions.

The risk factors for cardiac disease considered in this study were high blood
pressure. elevated cholesterol. smoking. obesity. physical inactivity. unhealthy eating and
alcohol overuse. The risk of developing cardiac disease increases synergistically as the
number of these risk factors increases (MacDonald. Joffres. Stachenko. Horlick and
Fodor. 1992: Pyorild. ez al.. 1998). In this study of “B™ Division RCMP, multiple risk
factor analysis was done for the major risk factors high blood pressure. elevated
cholesterol and smoking: and other risk factors: obesity and physical inactivity. Only
19% of the population had no risk factors.

Research has shown that individuals who have excess weight. are physically
inactive. use alcohol. or have excessive salt intake are more likely to develop high blood
pressure (Campbell. ez al.. 1999). This work found that there was a significant
association between those individuals with high blood pressure and cholesterol. obesity
and unhealthy eating. The prevalence of high blood pressure in the members was 15%
(16% of males and 4% of females) which is less than the Canadian average of 22% (26%
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of males and 18% of females) (Heart Health Surveys, 1985-90). It is also much less than
the 39% found by Franke. er al. (1998) in their study of an lowa law enforcement cohort.
However. the RCMPs data may be under-represented because those individuals with
high blood pressure which is controlled by medication could not easily be identified and
confirmed.

Elevated cholesterol is another major risk factor for heart disease. The rate was
found to be high within our RCMP population (55%) and significantly higher among the

older members. The male RCMP population had a significantly higher rate of elevated

hol | than the male Ne lation. MacDonald. ef al. (1992) reported
that the risk of ischemic heart disease doubles as the level of blood cholesterol increases
from 5.2 to 6.2 mmol/L. risks double again for those who smoke and again doubles in the
presence of elevated blood pressure. Therefore. more than half the male RCMP
population appears to have a significant risk of developing ischemic heart disease.

The rate of smoking (19%) for our RCMP male population was lower than the

37% for the Ne d male ion (Newfc Heart Health Survey. 1990).
The rate of smoking (20%) for all the cohort was also less than the Canadian average of
29% (National Population Health Survey. 1996/97). However. it was similar to the 22%
and 23% found in Williams. er a/. (1987) and Franke, er al. (1996) studies respectively.
‘Within the RCMP population. 41% had one major risk factor. 15% had two major
risk factors and 2% had three major risk factors. The male population was at greater risk
than the females as there were significant differences between the multiple risk factors.
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Elevated was also signi i with obesity and alcohol use.

further adding to the synergistic effect of multiple risk factors discussed by MacDonald.
eral. (1992).

The prevalence of obesity among the cohort was high at 57% (60% for males and
34% for females) with significantly more males and older members being obese. The rate
also increased between 1994 and 1998 by 9% although this was not statistically
significant. The prevalence of obesity for males was significantly higher than the
Newfoundland rate for males which was 47% (Newfoundland Heart Health Survey.
1990). However. the results are similar to those reported by Franke. er al. (1998) in their
study of retired lowa law enforcement officers where they found that 55% of the officers
had a BMI >27. Frank. er al. (1997) also reported in another 10-year study of lowa law
enforcement personnel that there was a trend showing an increase in body fat with aging.
Py6rila. er al. (1998) found that hyperinsulinemia was associated with the risk of a stroke
in Helsinki policemen during the 22-year follow-up. but not independently of other risk
factors. particularly upper body obesity. In the RCMP population. obesity was

with !

There are limitations to using BMI alone to screen for obesity as it does not take
into account muscle or bone mass. In the case of the RCMP. the BMI may be

because the ion is i male and males tend to have

increased muscle and bone mass. Further. 79% of the members reported participating in
regular physical activity and 91% of the members reported eating healthy which would
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also support the argument for an increased muscle and bone mass in the population.
There was also a significant decrease in the number of members (15%) who reported that
there weight had increased between 1994 and 1998.

Less than 1% of the members had diagnosed diabetes which is less than the
Canadian average of 3% (Federal. Provincial and Territorial Advisory Committee on
Population Health. 1999). Franke. er al. (1998) reported that 13% of the lowa law
enforcement officers had diabetes. Once again. looking at multiple risk factors. 57% of
the members had a BMI of >27. 35% reported they had a change in weight and 55% had

elevated all of which may ibute to the of diabetes. Further

concerns arise because the mean age of the members is 37. and significantly more of the
older members were obese. had elevated cholesterol and high blood pressure.

However. there may be some protection from diabetes since only 21% of the
population reported being physically inactive. This is far below the Canadian average of
57% and the lowa law enforcement personnel average of 50% (National Population
Health Survey. 1996/97: Franke. er al. (1997). However. it is similar to the 23% found by
Richmond. er al. (1998) in their study of New South Wales police and to the 30% found
by Williams. ef al. (1987) in their study of male police officers.

There are two reasons that the level of reported physical inactivity in this
population is unlikely to be under estimated. First. the members have been well educated
on what regular physical activity means, both during their training to become a police

officer and in health i ities. Second. similar findings were
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found in 2 back pain study done on the RCMP. in which 75% of the members reported
that they accumulated 3 or more hours/week of physical activity (Brown. er al.. 1998).

Contrary to popular belief. overuse of alcohol was reported to be at 4% which was
similar to the Canadian average of 8% (National Population Health Survey. 1996/97). It
is also considerably lower than that found by Richmond. er al. (1998) in their study of
New South Wales police where they reported that 44% of police officers drank alcohol
excessively.

There were three indicators for chronic conditions which are worth noting. First.
30% of the members reported suffering from allergies or asthma. There is no breakdown
of the type of allergies or asthma. However. in the study of the respiratory symptoms of
RCMP forensic identification group by Trottier. et al. (1994), they reported that 3% of the
control group had asthma or lung problems prior to joining the force and that 26% of the
control group had hay fever. The rate is higher than the Newfoundland average for non-
food/food allergies of 19% (National Population Health Survey. 1996/97).

Second. 33% of the members reported having developed a joint or back problem
whereas in a previous study done on back pain in the RCMP. 76% of the members
reported suffering from a chronic or recurring low back problem within the past year
(Brown. er al. 1998). However. the prevalence of back pain in the Newfoundland
population is only 11% (National Population Health Survey. 1996/97).

Finally. the prevalence of hearing loss in the cohort was 22% and significantly
more of the older members had a hearing loss. The prevalence of hearing loss in Canada



is approximately 4% (Statistics Canada. 1992). In the United States. the prevalence of
hearing loss of individuals between the ages of 45 and 64 years is 14% (Benson and
Marano. 1998). Therefore. it appears that the RCMP has a significant amount of hearing
loss. However. age may be a confounding variable which makes the loss appear more
significant.

Although all three chronic conditions increased during the period 1994 to 1998.
none were significant. However. given that the population is aging this would be an
expected trend over the coming years.

42 Occupational Hazards

On reviewing the literature there are few studies that provide details on the types
of occupational hazards to which police are exposed. One of the few studies was
conducted in New South Wales by Evans (1994). This study provides an opportunity to
add 1o the literature. The majority of noise (46%) and chemical exposures (51%) came
from the firing range. Members are required to requalify for their firearms on a yearly
basis and it is recommended they practice with their firearms regularly. The PHA does
not identify the police car as a potential noise exposure and therefore members did not
identify it. However. the police car has two sources of noise exposure and one source of
chemical exposure which should not be overlooked. The siren and radio are both sources
of loud noise which the members are exposed too on a regular basis. The radar is a
hazard which the highway patrol members are exposed too regularly and other members

less frequently.



The prevalence of injuries in this cohort was 20% as compared to the New South
Wales Police Force whose injury rate was 40% while on duty (Evans. 1994). The
majority (72%) of the injuries were a result of physical confrontation which is higher than
that reported by Evans (1994) which was 51%. Fourteen percent of injuries reported
were a result of motor vehicle accidents while Evans (1994) reported 21%. The accident
report files within the Division were not up to date for the period of this study so no
comparison could be made.

Thirty two percent of the members were subjected to situations where they could
have been injured or had a near miss. The New South Wales Police Forces report a 20%
chance of an officer being assaulted (Evans. 1994). While the majority of the situations
were reported as in the line of duty (46%). 14% were a result of a motor vehicle accident.
Brown. ¢z al. (1998) reported that 10% of the RCMP members in their study experienced
an accident in the police car. In many respects. it is surprising that there are not more
motor vehicle accidents given the fact that the police spend so much time in their cruisers.
It will be interesting to see if the incidence of motor vehicle accidents increases given that
the members now carry lap tops in their cars and are expected to spend the majority of

their time working from their vehicles.

The prevalence of “B™ Division's 0 it it ing events
was 42% which is close to that reported by Brown et al. (1998) for the RCMP of 47%.
The types of exposures were varied but the most cited reason was sudden-death (36%).
The types of psychological exposures would vary across the RCMP. depending on the
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whether the member was stationed in a northemn posting. small community or large urban
centre.

Finally. the last exposure was altercations which may involve physical

or physicall ing situations. Once again the reported prevalence of
~B™ Division members was 43% which is similar to that reported by Brown ez al. (1998)
in their study of RCMP of 49%. In comparing the altercations to injuries. any member
involved in an altercation had a 60% chance of being injured.

While there were no signi changes in to i hazards

between 1994 and 1998. there may be trends to watch for in the future which could have a
negative or positive impact on the health of the members. For example if noise and
chemical exposures continue to increase then diligence on the part of the members in
wearing protective equipment will be important.
43 Relationship Between Occupational Hazards and Health

One of the aims of this study was to determine if a link could be made between
occupational hazards and health. In carrying out correlations between the occupational

hazards and measures of health the one area of health which had a large number of

Was psy When the psy ical sy were
grouped into 3 or more positive answers to the questions and analyzed for associations
with hazards there was a significant association among all. The strongest association was
with psychological hazards. This suggests that police work may have a negative effect on
the psychological health of the members. Mearns and Mauch (1998) in their study of
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police officers did find that high levels of job stress were associated with greater physical
and emotional distress. However. self-reported emotional health of this cohort was
reported to be good by 97% of the members and only 1% of the members asked to be
referred 10 a counsellor or psychologist. Health Services of “B™ Division report an
increase in the costs of psychological services and in the number of members seeking
counselling. As well. the RCMP offers critical incident stress debriefing after every
critical incident and they psychologically test all members and families being posted to
isolated detachments.

As discussed earlier. 33% of the members reported joint or back problems. There
were a number of significant associations between these problems and exposures to
noises. injuries. situations and altercations. As Evans (1994) reported in his study of
South Wales police force. there is a 40% chance of being injured while on duty. Given
the nature of police work being injured while on duty would be expected and very
difficult 10 avoid.

Hearing loss was significantly associated with exposure to noises and chemicals
and older members were significantly more likely to report a hearing loss. Exposure to
the firing range may be associated with the hearing loss since it was the major type of
exposure for both noises and chemicals. Since the 1970s. the RCMP has required
members to wear hearing protection while on the firing range. This may be one reason

why the older members had a higher level of reported hearing loss.



Finally. determining if there is a link between the prevalence of cardiac and
diabetes risk factors is challenging. Generally. these factors are related to individual
lifestyles. However. there is increasing evidence that shiftwork and stress may contribute
to cardiovascular disease. Type II diabetes and obesity (Ely 1995: Glazner. 1991: Harma.
1996: Nakamura. er al. 1998: Phillips 1991: Siebenaler. 1991). However, there were
significant associations between changes in weight and noises. injuries. situations and
altercations: unhealthy eating and noises. chemicals and situations: and shortness of
breath and situations and altercations. These associations do suggest that perhaps
occupational hazards do have a negative impact on the risk factors for cardiac disease and
diabetes.

44 Other Factors Influencing Police Health

As noted earlier. an individual’s health is determined by many factors. such as
employment and working conditions. health services. income and social status. social
support networks. education. physical environments. biology and genetic endowment. and
personal health practices and coping skills. The results of this study found that
employment and working conditions had limited associations with the health of the
RCMP. Therefore. it is important to consider other determinants of health to gain further
insight into why the members had a high level of health.

4.4.1 Health Services

The RCMP is a federal police force in Canada which has in place a Health

Services Section that is responsible for health monitoring and delivery of services. The
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system of delivery is organized on a Divisional or provincial level. and each division has
a Health Services Section responsible for ensuring RCMP officers are “fit for duty and fit
for life.” Each occupational health team is made up of a health services officer

(physician). a psychologist. a health and safety advisor. an occupational health nurse. a

fitness and lifestyle advisor and a by loy i i The Health

Services Sections operate separately. but they follow policy set by the RCMP Health
Services Directorate that is housed in Ottawa. The Directorate has a similar make-up to
the Health Services in the Divisions. Therefore. members have access to exceptional
health care. although their health is not always monitored regularly on a consistent basis
throughout the RCMP.
4.4.2  Income and Social Status

Clearly. since the most important determinant of health is *income and social
status’. and the fact that members are fairly high up the income and social hierarchy scale.
the consequences for health should be positive. The average salary of a constable rank
member is $56.000/year and officer rank member is $83.000/year. This is well above the
Newfoundland average income of $19.710 (National Population Health Survey. 1996/97).
The RCMP is one of Canada’s national symbols and they tend to be respected.
4.43  Social Support Networks

Because of the nature of the RCMP. members are transferred throughout the Force
on a regular basis (as often as every six months, 2 years. 5 years, to some staying in one
place for many years). Therefore. members are continually uprooted from family and
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friends. The RCMP as an organization does try to create close social support networks
for its members and close links with surrounding communities. However. while some
members and their families thrive on this type of lifestyle. others find it more disruptive.
isolating and challenging.
444 Education

Health status is also linked with level of education. In an unpublished study of
health practices in one Division of the RCMP. 64% of survey respondents had a
university/college level of education compared with only 10% of the Newfoundland

population having completed university. The RCMP. has a Training Section in Ottawa

and in each Division. that is ible for the continuing education of its employ
This training is multi-faceted and includes a wide range of topics. such as drug

forensic identification. intellij analysis. major case

management and so on. There is also support for university training. Such educational
opportunities likely enhance health status.
445 Physical Environments

The RCMP has an Occupational Health and Safety Section dedicated to enforcing
the Canada labour code laws and improving the ‘physical environments™ members live
and work in. The physical environments, such as air. water and soil quality: and housing
and workplace safety are not always ideal because of the isolated communities
detachments and force housing are situated in. Where possible the RCMP will try to
ensure the environments are improved and at acceptable standards. However, there are
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times when this has not happened and members and their family’s health has deteriorated
because of it. Yet. overall. these services that do not exist for the general population
likely do have a positive impact on health of the members of the RCMP.
4.4.6 Biology and Genetic Endowment

An individual’s biology and genetic endowment are screened during the
application process to join the RCMP. Any person with predisposing factors (colour
blindness. hearing loss. etc.) which may impact on their ability to perform operational
police work is prevented from joining. At one time, the Force also had height and gender
restrictions. However. these have long since been changed. When a member does
develop a health problem. such as diabetes. hearing or vision loss or musculoskeletal
problems which would impact their ability to perform police work. they are medically
discharged from the RCMP.
4.4.7 Personal Health Practices and Coping Skills

Despite these advantages. the actual health practices of some police officers may
produce negative health outcomes. Living in isolated communities and working
shiftwork do not always make it easy for some individuals to cope. be physically active or
eat healthy. Recognizing these challenges. the Health Services Section has staff vho
carry out a variety of health promotion efforts designed to enhance healthy choices and

lifestyles.
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45  Limitations

There are a number of limitations with this study which should be addressed. The
PHA. as noted earlier. was not designed for statistical analysis. It was designed to
evaluate the occupational health of police officers to determine their fitness for duty.
Therefore. not all of the data on the PHA was suitable for data analysis or provided
sufficient detail to provide useful information. These limitations were not readily
apparent because the PHAs had not been entered into the HSIS. A considerable amount
of time was spent inputting the questionnaires into SPSS and then filtering and
manipulating the data for analysis. Information on some aspects of the health of the
members may have been lost because of the inability to do analysis on it.

Because the PHAs were not consistently administered to all members, one year
could not be chosen to evaluate the cohort. To overcome this problem. one PHA from
each member was used in the analysis of the cohort as a whole. This also greatly reduced
the numbers of PHAs available for the longitudinal study. The reduced numbers and
timeframe of five years may have accounted for the limited number of demonstrable
changes over time in the health of the members.

A comparative study with other police forces may be difficult because of
restricted access to medical files. The data available from other police forces may not be
similar thus making comparisons difficult.

Are the results transferrable across to other Divisions? Previous research by the
RCMP tends to support that the results are transferrable. The members can be transferred
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between Divisions on a regular basis (minimum of every two years) and the population in
=B~ Division therefore is not homogenous to just Newfoundland. However. given that
the type of police work and the communities policed between Divisions is different. there
may be variances in the findings.

Since there was multiple testing of differences. certain of the significant findings
may have emerged due to chance. However. this study was not concerned about
particular individual differences. but rather about the general pattern which indicated that
while the members of the Division are generally healthy. a certain population have a
number of CHD risk factors which increased with age.

One must also consider that there may be a selection bias in the study. The
carliest PHAs were used for the cross-sectional study which may have reduced the
opportunity to identify the effects of work exposure on the health of the participants.
Also the longitudinal study was limited to those members who had PHAs carried out
three times and therefore. the number of sample to be analysed was smaller and may not
have been as representative as it could have been if there had been more numbers.

4.6  Recommendations

Establishing what measures of health would be used in this study of police health
was challenging. However. by using Raebumn and Rootman’s expanded health field
concept and incorporating the measures of health into Polanyi. ef al.’s model for
determinants of health in the workplace a model for measuring police health was
developed. It is recommended that the model proposed in Figure 1.3.1 for measuring
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police health be used by other investigators when carrying out research in this area. It

would ensure that there were sy ic collection. analysis and i ion of police
health data and determinants of police health.
Is it worthwhile and cost effective for the RCMP to be administering PHAs every

two vears? Given that there were few changes in the overall health of the members in the

five years of this study further ion is d. It may be ile to do
PHAs less ofien except for isolated postings and speciality teams.

Recommendations have been made to help improve the PHA for data analysis and
provide further details on health and occupational hazards. Waist girth measures should
be added to the physical examination because this would provide greater information in
counselling members who are obese. It would also provide further data for analysing the
extent of obesity within the RCMP. In the section on occupational hazards. the exact
types of exposures the member has encountered should be recorded along with the types
of injuries or trauma they experienced.

Analysis of the sick leave and accident reports could not be carried out because
the information was not readily available or up to date. This is being rectified and it is
recommended that it be completed as quickly as possible and kept up to date. Any trends
in sick leave use or accidents should be investigated.

Since there is only anecdotal information from Health Services that the sick leave

and psychological services for stress related problems are increasing. it is recommended



that the sick leave and psychological services costs be analysed to determine if in fact
there is a problem.

The PHAS serve as screening tool for health problems among the RCMP.
Therefore. it is imperative that all members receive their PHA every two years. If this
does not happen then the purpose of the PHA is ineffective. Because there were a
significant number of members with risk factors for heart disease and diabetes and

chronic itions and that the ion is aging. it is that all PHAs be

evaluated by Health Services nurse or HSO as they are received and compared to
previous PHAs. This can easily be done once PHAs are being entered into the HSIS on a
regular basis. Until this occurs. manual review of the PHAs is recommended. Members
with any indicators for health problems or number of risk factors for diabetes. thyroid
problems and cardiovascular disease should be notified and their medical files flagged for
follow-up. They should be referred to the appropriate health professional within the
Health Services unit or too outside agencies where needed.

There are a number of areas where further research is recommended. First.
research into the impact of shiftwork (including the impact on sleep. exercise habits.
eating habits and work habits). on the health. especially cardiovascular risk factors. of the
members should be undertaken. Further research into the extent of obesity. elevated

cholesterol and high blood pressure to confirm the findings of this thesis is needed. A

thorough evaluation of the losk health (i ing etiology) of the members
would provide Health Services information on the extent of musculoskeletal problems.
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common work related problems and needed for any rehabilitative services. Finally. the
Health Services units provide health promotion programs to the members. Research into
the impact of their programs on the health of the members should be carried out and any

required changes to improve the programs be made.
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