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Abstract
Objective: Serving Royal Canadian Mounted Police (RCMP) have screened positive for one or more mental disorders based

on self-reported symptoms with substantial prevalence (i.e., 50.2%). Mental health challenges for military and paramilitary

populations have historically been attributed to insufficient recruit screening; however, cadet mental health when starting

the Cadet Training Program (CTP) was unknown. Our objective was to estimate RCMP Cadet mental health when starting

the CTP and test for sociodemographic differences.

Method: Cadets starting the CTP completed a survey assessing self-reported mental health symptoms (n= 772, 72.0% male)

and a clinical interview (n= 736, 74.4% male) with a clinician or supervised trainee using the Mini-International

Neuropsychiatric Interview to assess current and past mental health.
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Results: The percentage of participants screening positive for one or more current mental disorders based on self-reported

symptoms (15.0%) was higher than the diagnostic prevalence for the general population (10.1%); however, based on clinical

interviews, participants were less likely to screen positive for any current mental disorder (6.3%) than the general population.

Participants were also less likely to screen positive for any past mental disorder based on self-report (3.9%) and clinical inter-

views (12.5%) than the general population (33.1%). Females were more likely to score higher than males (all ps<.01; Cohen’s
ds .23 to .32) on several self-report mental disorder symptom measures.

Conclusions: The current results are the first to describe RCMP cadet mental health when starting the CTP. The data evi-

denced a lower prevalence of anxiety, depressive, and trauma-related mental disorders than the general population based on

clinical interviews, contrasting notions that more rigorous mental health screening would reduce the high prevalence of men-

tal disorders among serving RCMP. Instead, protecting RCMP mental health may require ongoing efforts to mitigate opera-

tional and organizational stressors.

Résumé
Objectif: Dépistage positif au service de la Gendarmerie royale du Canada (GRC) d’un trouble mental ou plus d’après des
symptômes auto-déclarés ayant une prévalence substantielle (c.-à-d. 50,2%). Les problèmes de santé mentale pour les

populations militaires et paramilitaires ont été attribués historiquement au dépistage insuffisant des recrues; cependant,

la santé mentale des cadets quand ils commencent le Programme de formation des cadets (PFC) n’est pas connue. Notre

objectif était d’estimer la santé mentale des cadets de la GRC quand ils commencent le PFC et vérifier les différences

sociodémographiques.

Méthode: Les cadets commençant le PFC répondent à un sondage évaluant les symptômes de santé mentale auto-déclarés

(n= 772, 72,0% de sexe masculin) et à une entrevue clinique (n= 736, 74,4% de sexe masculin) avec un clinicien ou un sta-

giaire supervisé à l’aide du Mini entretien neuropsychiatrique international pour évaluer la santé mentale actuelle et passée.

Résultats: Le pourcentage des participants dont le dépistage est positif à un trouble mental actuel ou plus selon des

symptômes auto-déclarés (15,0%) était plus élevé que la prévalence diagnostique de la population générale (10,1%); toutefois,

selon les entrevues cliniques, les participants étaient moins probables d’avoir un dépistage positif de tout trouble mental actuel

(6,3%) que la population générale. Les participants étaient aussi moins probables d’avoir un dépistage positif d’un trouble men-

tal passé d’après le rapport auto-déclaré (3,9%) et les entrevues cliniques (12,5%) que la population générale (33,1%). Les

femmes étaient plus susceptibles d’avoir des scores plus élevés que les hommes (all ps<,01; Cohen’s ds, 23 à 32) à plusieurs

mesures de symptômes de trouble mental auto-déclarés.

Conclusions: Les résultats actuels sont les premiers à décrire la santé mentale des cadets de la GRC quand ils commen-

cent le PFC. Les données ont révélé une prévalence plus faible de l’anxiété, des troubles mentaux dépressifs et relevant de

traumas que dans la population générale selon une entrevue clinique, des notions contrastantes qu’un dépistage de santé

mentale plus rigoureux réduirait la prévalence élevée des troubles mentaux chez les personnes en service dans la GRC. La

protection de la santé mentale de la GRC peut plutôt nécessiter des efforts constants pour atténuer les stresseurs

opérationnels et organisationnels.
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public safety personnel, RCMP, police cadets, mental health

Introduction
Public Safety Personnel (PSP1) include diverse professionals
(e.g., border services personnel, communicators, correctional
workers, firefighters, paramedics, and police) who maintain
public safety.1,2 PSP are frequently exposed to potentially
psychologically traumatic events (PPTEs3) and other occupa-
tional stressors4 that can lead to or exacerbate posttraumatic
stress injuries1,2 such as posttraumatic stress disorder
(PTSD)5 and chronic pain.6 Serving Royal Canadian Mounted
Police (RCMP) have reported high proportions of positive

screenings for PTSD (30.0%) and Major Depressive Disorder
(MDD; 31.7%), with half (50.2%) screening positive for one
or more mental disorders.7

Since at least World War I, some leaders have suggested
mental disorders result from the inherent weaknesses of
people who should have been pre-emptively excluded from
service.8 Misconceptions and stigma have created extensive
barriers to care,9 particularly for PTSD among PSP.10 There
are pervasive notions that mental disorders among PSP
result from recruiting people who were inherently unfit11;
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in contrast, implicit in police selection processes would be
arguments that recruits are particularly healthy. Research evi-
dence regarding the mental health of PSP recruits is very
limited, with almost no prospective research including com-
prehensive assessments. We found two published studies
where municipal police recruits from the United States (n=
278, n= 76) were assessed using self-reported measures and
structured clinical interviews, which evidenced participants
as having mental health comparable to the general
population.12,13

The RCMP has prioritized evidence-based solutions to
mitigate member mental health challenges.2 There are
many proffered programs for PSP mental health, but very
little research evidence regarding effectiveness, due in part
to absent control conditions.14–16 Available results suggest
extant programs produce time-limited benefits17,18 with
small effect sizes based on few longitudinal17,19 and cross-
sectional20–22 research designs, strongly influenced by indi-
vidual differences18 and program delivery fidelity.23 The
RCMP is developing, implementing, and longitudinally
assessing a multimodal mental health solution including
evidence-based biopsychosocial assessments and evidence-
informed integrated cadet mental health training, called the
RCMP Study.24

The RCMP Study can address several research gaps. The
current paper focused on clarifying the mental health of
RCMP cadets at the start of the Cadet Training Program
(CTP; i.e., pre-training). As per previous research,12,13 partic-
ipating RCMP cadets were expected to have mental health
comparable to or better than the general population at pre-
training as a function of self-selection biases related to will-
ingness to serve and ability to meet rigorous CTP selection
criteria.25 Previous research indicates female police officers
may report more mental disorder symptoms than male
police officers based on several mediating environmental var-
iables26,27; accordingly, we hypothesized females would
report more symptoms than males.

Methods

Procedure
Data were collected using a web-based self-report survey in
English or French. Full details on the methods, pre-registered
hypotheses, measures, and structured clinical interviews have
been published in a protocol paper.24 The RCMP Study was
approved by the University of Regina Institutional Research
Ethics Board (File No. 2019-055) and the RCMP Research
Ethics Board (File No. SKM_C30818021312580). The
RCMP Study was also approved through a Privacy Impact
Assessment during overall approval NARMS 201611123286
and PSPC 201701491/M7594174191. The current paper
focuses on data collected through the Full Assessment (i.e.,
FA1) at pre-training (i.e., Time 1 (T1)) between May 2019
and October 2021. The Full Assessment includes data

collected through self-reported symptom measures completed
during a Full Survey (i.e., F1) and structured Clinical
Interview results (C1).

Study Participants
Participants were RCMP cadets starting the 26-week CTP.
The CTP eligibility requires: Canadian citizens or permanent
residents, 19 to 57 years old, can fluently read, write, and
speak English or French; and pass security clearances,
medical examinations, a polygraph test, and minimum
physical standards.25 Psychological screening of cadets is
limited to a Minnesota Multiphasic Personality Inventory-2
(MMPI-228,29) assessment reviewed by a clinical psycholo-
gist to determine psychological fitness for duty. There were
no study exclusion conditions for persons otherwise qualified
for the CTP. Cadets (n= 1696) were invited to participate in
the RCMP Study as part of the standard training condition.24

Most participants completed the Full Survey (96.4%;
n= 772), the Clinical Interview (91.9%; n= 736), or both
(88.3%; n= 707), and all available data were used for each
analysis. Mitigation strategies were used to minimize socially
desirable responses (e.g., clinicians external to the RCMP,
explicit provisions of confidentiality for interviews and data
anonymity).

Self-Report Symptom Measures
Mental health symptoms were assessed using web-delivery
of the Full Survey at pre-training, including the PTSD
Check List 5 (PCL-530); the patient health questionnaire-9
(PHQ-931); the Panic Disorders Symptoms Severity Scale,
Self-Report (PDSS-SR32); the generalized anxiety disorder
scale-7 (GAD-733); the social interaction phobia scale
(SIPS34); and the alcohol use disorders identification test
(AUDIT35). For the PCL-5, as per the Diagnostic and
Statistical Manual of Mental Disorders, 5th edition
(DSM-55), participants reported on their lifetime exposures
(i.e., prior to attending the CTP) to a specific list of PPTEs
provided by the Life Events Checklist for the DSM-5
(LEC-5).30,36–39 The LEC-5 does not include “sudden and
unexpected death of someone close to you” as a potential
index PPTE, making the screening process arguably more
conservative.37 Participants select an index PPTE (i.e.,
“Consider which event from the list was the worst, most dis-
tressing event. If more than one of these events happened to
you, select the one event that currently causes you the most
distress”) against which to rate their past month symptoms
using the PCL-5 items. A positive PCL-5 screen required par-
ticipants to report exposure to 1+ LEC-5 items, meet
minimum criteria for each PTSD cluster, and have a total
score >32.30

Participants reported symptoms as per the instructions for
each other scale: PHQ-9, past 14 days; PDSS-SR, past 7
days; GAD-7, past 14 days; SIPS, no specific time
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window; and AUDIT, past year. Positive screens for each
other scale were determined based on published recommen-
dations for total scores: PHQ-9 > 940; PDSS-SR > 741;
GAD-7 > 942; SIPS > 2034; and AUDIT > 15.43,44 All mea-
sures have been validated for screening to identify individu-
als who may require clinical attention, rather than as
definitive diagnostic tools. Participants were also asked to
self-report having been given any psychiatric diagnoses
(e.g., MDD, panic disorder) prior to starting the CTP (i.e.,
“past”) using the History of Mood, Anxiety, and Other
Psychiatric Diagnoses (HAMOPD; author-built scale).

Clinical Interviews (Mini-International
Neuropsychiatric Interview)
A registered clinical psychologist or supervised trainees con-
ducted clinical interviews using the Mini-International
Neuropsychiatric Interview (M.I.N.I.).45–47 The published
M.I.N.I. inter-rater reliability exceeds 75% across all individ-
ual diagnostic categories, with the majority (70%) being in
excess of 90%.45,46 Indications from the clinical interview
that a participant would have met the criteria for diagnoses
prior to starting the CTP were categorized and included in
estimates of “past” disorder prevalence.

Demographic Variables
Demographic characteristics, including sex (i.e., male,
female), age (i.e., 19 to 29 years, 30 to 39 years, 40 to 49
years, 50 to 59 years), marital status (i.e., single, separated/
divorced, married/common-law), ethnicity (i.e., Asian,
Black, First Nations/Inuit/Metis, Hispanic, South Asian,
White/Caucasian), province of residence (i.e., Western
Canada [British Columbia, Alberta, Saskatchewan, Manitoba],
Eastern Canada [Ontario, Quebec], Atlantic Canada
[Newfoundland & Labrador, Prince Edward Island, Nova
Scotia, New Brunswick], or Northern Territories [Yukon,
Northwest Territories, Nunavut]), and education (i.e., high
school graduate or less, some post-secondary school, and
university degree/4-year college or higher) were used for
a detailed description of outcomes.

Statistical Analysis
Study participants were described on their demographic char-
acteristics (i.e., sex, age, marital status, ethnicity, province of
residence, education24) for descriptive statistics at pre-
training and comparisons between demographic categories.
Prevalence of positive screens based on self-reported mea-
sures and clinical interviews were calculated as percentages.
A series of t-tests and analysis of variance (ANOVA) were
used to test for differences across demographic categories.
Holm–Bonferroni adjustments were applied to alpha levels
to account for familywise error rate in multiple comparisons

from post hoc tests. Cohen’s ds are reported as standardized
effect sizes for t-tests to indicate the standardized differences
between two means, with 0.20 representing a small effect;
0.50 a medium effect; and 0.80 a large effect. Partial eta
squared (η2p) is reported as effect sizes in ANOVA tests, mea-
suring the proportion of variance explained by a given vari-
able after accounting for variance explained by other
variables in the model, with .01 representing a small effect;
.06 a medium effect; and .14 a large effect.48 Logistic regres-
sion models were conducted to assess the hypothesized
potential sex differences in positive screens for current
mental disorders. Odds ratios (ORs) and 95% confidence
intervals (CIs) are reported.

Current results for the prevalence of positive screens were
compared with published results for the general population
and a sample of serving RCMP.7 A series of binomial tests
were performed to evaluate statistically significant differ-
ences between mental disorder prevalence among cadets
with the general population and serving RCMP.

Results
Self-reported participant demographics and symptom scores
are provided in Table 1. Participants were mostly male
(72.0%), between the age of 19 and 29 years old (59.8%),
White/Caucasian (78.8%), single (47.2%), or married/
common-law (42.9%). Participants were mainly from
Western Canada (52.8%; i.e., British Columbia, Alberta,
Saskatchewan, Manitoba) and reported having either some
post-secondary school (e.g., partial college education, 2/
3-year technical training or certificate; 43.4%); or a univer-
sity degree or higher level of education (e.g., 4-year college
or greater; 39.5%).

There were few statistically significant differences in
mental disorder symptoms across demographic categories.
Females reported higher scores than males for symptoms of
PTSD (p < .01), MDD (p < .001), Generalized Anxiety
Disorder (GAD; p< .001), and Social Anxiety Disorder
(SAD; p < .01), and lower scores than males for symptoms
of Alcohol Use Disorder (AUD; p< .01). Effects were
observed for age and AUD symptom scores (p< .05); ethnic-
ity and panic disorder and PTSD symptom scores (ps < .05);
and the province of residence and MDD (p < .01), PTSD
(p < .05), and SAD symptom scores (p < .05); however,
follow-up multiple pairwise comparisons were not statisti-
cally significant due to application of the Holm–Bonferroni
adjustment to control Type I error. Participants who were
single reported higher scores for symptoms of AUD than par-
ticipants who were married/common-law, F(2,551)= 6.46,
p < .05, η2p = 0.023. Participants from Western Canada
(i.e., British Colombia, Alberta, Saskatchewan, Manitoba)
reported higher GAD-7 scores, F(3, 761)= 6.85, p < .001,
η2p = 0.026, than participants from Eastern Canada (Ontario,
Quebec).
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Table 2 presents statistically significant differences across
males and females for positive mental disorder screenings.
Based on self-report measures, female cadets were more
likely than male cadets to screen positive for current MDD
(OR, 2.03; 95% CI, 1.12 to 3.67), GAD (OR, 2.06; 95%
CI, 1.27 to 3.32), and SAD (OR, 2.57; 95% CI, 1.17 to
5.66). Based on clinical interview data, female cadets were
less likely than male cadets to meet the criteria for AUD
(OR, 0.30; 95% CI, 0.09 to 1.00). Statistical tests for sex dif-
ferences in current MDD, GAD, SAD, and panic disorder
using clinical interview data could not be conducted due to
the small number of participants meeting the criteria for
those disorders across the Clinical Interviews.

Table 3 presents prevalence percentages of positive
screens for mental disorders for participants at pre-training
based on current self-reported symptoms, self-reported
prior diagnoses, and clinical interview screenings for
current and past mental disorders. Table 3 also presents
available general population prevalence percentages. At
pre-training, participants (15.1%) self-reported symptoms
consistent with a positive screen for one or more current
mental disorders; higher than the general population (10.1%;
p < .001); including current GAD, MDD (ps < .001), and
PTSD (p < .05). In contrast, the percentage of participants
meeting criteria for any current mental disorder diagnosis
based on clinical interview data (6.3%) was much lower
than for the general population (10.1%49); including GAD,
MDD, PTSD, and SAD considered in isolation. Statistical
tests comparing general population mental disorder preva-
lence with prevalence from clinical interview data in the
present paper were not conducted due to differing methods
of data collection (i.e., population prevalence relying on
self-report measures). The percentage of participants who
self-reported any mental disorder diagnoses prior to starting
the CTP (3.9%) was lower than the general population
(33.1%49; p < .001), with the percentage of participants
meeting criteria for a past mental disorder based on clinical
interview data (12.5%) being much lower as well.

Based on self-report data using AUDIT total scores >15,
no participants screened positive for AUD; however, based
on Clinical Interview data, some participants met the criteria
for AUD (4.6%; n= 34), with nearly all cases being classified
as “mild severity” (3.9%, n= 29). Self-reported symptom
screenings using an AUDIT total score >7 were also calcu-
lated to facilitate more nuanced comparisons between the
Full Survey and Clinical Interview results. Prevalence pro-
portions resulting from the lower AUDIT cut-off score
were closer to results from the Clinical Interview data, such
that 6.4% (n= 39) of participants screened positive for
risky alcohol use “in excess of low risk guidelines” (p.22).44

Relatively few participants (n= 78) completed all
PDSS-SR questions in the Full Survey due to the two
header questions asking participants whether they have
“experience with panic attacks,” and whether they have expe-
rienced a panic or limited symptom attack “in the past 7T

ab
le

1.
C
o
n
ti
n
u
e
d
.

F
u
ll

su
rv
e
y

sa
m
p
le
2

F
u
ll
cl
in
ic
al

in
te
rv
ie
w

sa
m
p
le
3

P
T
SD

(P
C
L
-5
)

M
aj
o
r
d
e
p
re
ss
iv
e

d
is
o
rd
e
r

(P
H
Q
-9
)

G
A
D
-7

So
ci
al
an
x
ie
ty

d
is
o
rd
e
r
(S
IP
S)

P
an
ic

d
is
o
rd
e
r

(P
D
SS
-S
R
)4

A
U
D

(A
U
D
IT
)

%
(n
)

%
(n
)

M
e
an

(S
D
)

n
M
e
an

(S
D
)

n
M
e
an

(S
D
)

n
M
e
an

(S
D
)

n
M
e
an

(S
D
)

n
M
e
an

(S
D
)

n

Te
st
st
at
is
ti
c1

—
—

F(
2
,6
4
3
)
=
0
.4
6

F(
2
,7
0
6
)
=
1
.5
6

F(
2
,7
1
1
)
=
0
.9
5

F(
2
,7
1
2
)
=
0
.5
5

F(
2
,5
7
)
=

0
.4
6

—

F(
2
,5
7
1
)
=
1
.6
5

E
ff
e
ct

si
ze

(η
2 p
)

—
—

.0
0
1

.0
0
4

.0
0
3

.0
0
2

.0
1
6

.0
0
6

N
ot
e.
P
T
SD

=
p
o
st
tr
au
m
at
ic
st
re
ss

d
is
o
rd
e
r;
P
C
L
-5
=
p
o
st
tr
au
m
at
ic
st
re
ss

d
is
o
rd
e
r
ch
e
ck
lis
t
fo
r
D
SM

-5
;
P
H
Q
-9
=
p
at
ie
n
t
h
e
al
th

q
u
e
st
io
n
n
ai
re
-9
;
G
A
D
-7
=
ge
n
e
ra
liz
e
d
an
x
ie
ty

d
is
o
rd
e
r
sc
al
e
-7
;
SI
P
S
=
so
ci
al

in
te
ra
ct
io
n
p
h
o
b
ia
sc
al
e
;
P
D
SS
-S
R
=
p
an
ic
d
is
o
rd
e
r
sy
m
p
to
m
s
se
ve
ri
ty

sc
al
e
,
se
lf
-r
e
p
o
rt
;
A
U
D
IT

=
al
co
h
o
l
u
se

d
is
o
rd
e
rs

id
e
n
ti
fi
ca
ti
o
n
te
st
.

a
A
B
=
A
lb
e
rt
a;
B
C
=
B
ri
ti
sh

C
o
lu
m
b
ia
;
M
B
=
M
an
it
o
b
a;
N
B
=
N
e
w

B
ru
n
sw

ic
k
;
N
F
L
=
N
e
w
fo
u
n
d
la
n
d
an
d
L
ab
ra
d
o
r;
N
S
=
N
o
va

Sc
o
ti
a;
N
V
T
=
N
u
n
av
u
t;
N
W

T
=
N
o
rt
h
w
e
st
Te
rr
it
o
ri
e
s;
O
N
=
O
n
ta
ri
o
;
P
E
I=

P
ri
n
ce

E
d
w
ar
d
Is
la
n
d
;
Q
C
=
Q
u
e
b
e
c;
SK

=
Sa
sk
at
ch
e
w
an
;
Y
K
=
Y
u
ko
n
.

1
T
h
e
te
st
re
su
lt
s
co
m
p
ar
in
g
sc
o
re
s
o
n
m
e
n
ta
l
d
is
o
rd
e
r
sc
re
e
n
in
g
m
e
as
u
re
s
ac
ro
ss

ca
te
go
ri
ca
l
p
ar
ti
ci
p
an
t
d
e
m
o
gr
ap
h
ic
s;
t(
d
e
gr
e
e
s
o
f
fr
e
e
d
o
m
)
=
te
st
st
at
is
ti
c;
F(
n
u
m
e
ra
to
r
d
e
gr
e
e
s
o
f
fr
e
e
d
o
m
,
d
e
n
o
m
in
at
o
r

d
e
gr
e
e
s
o
f
fr
e
e
d
o
m
)
=
te
st
st
at
is
ti
c.

2
To
ta
l
p
e
rc
e
n
ta
ge
s
m
ay

n
o
t
su
m

to
1
0
0
an
d
ns

m
ay

n
o
t
su
m

to
7
7
2
d
u
e
to

n
o
n
-r
e
sp
o
n
se

o
r
re
sp
o
n
d
in
g
“o
th
e
r.
”

3
To
ta
l
p
e
rc
e
n
ta
ge
s
m
ay

n
o
t
su
m

to
1
0
0
an
d
ns

m
ay

n
o
t
su
m

to
7
3
6
d
u
e
to

2
9
cl
in
ic
al
in
te
rv
ie
w

p
ar
ti
ci
p
an
ts

n
o
t
co
m
p
le
ti
n
g
th
e
fu
ll
su
rv
ey

to
p
ro
vi
d
e
d
e
m
o
gr
ap
h
ic
in
fo
rm

at
io
n
.

4
A
lim

it
e
d
n
u
m
b
e
r
o
f
p
ar
ti
ci
p
an
ts
re
p
o
rt
e
d
va
lu
e
s
fo
r
P
D
(P
D
SS
-S
R
)
b
e
ca
u
se

se
le
ct
in
g
“N

o
”
fo
r
“e
ve
r
h
av
in
g
e
x
p
e
ri
e
n
ce

w
it
h
p
an
ic
at
ta
ck
s”

o
r
“h
av
in
g
p
an
ic
at
ta
ck

in
th
e
la
st
7
d
ay
s,
”
m
e
an
t
p
ar
ti
ci
p
an
ts
w
e
re

n
o
t
p
re
se
n
te
d
w
it
h
th
e
re
st
o
f
th
e
P
D
SS
-S
R
q
u
e
st
io
n
s.

*p
<
.0
5
,
**
p
<
.0
1
,
**
*p

<
.0
0
1
—
st
at
is
ti
ca
lly

si
gn
ifi
ca
n
tl
y
d
if
fe
re
n
t;
H
o
lm
–
B
o
n
fe
rr
o
n
i
ad
ju
st
m
e
n
t
w
as

ap
p
lie
d
to

al
p
h
a
le
ve
l
to

co
n
tr
o
l
ty
p
e
I
e
rr
o
r
in

m
u
lt
ip
le
co
m
p
ar
is
o
n
s.

656 The Canadian Journal of Psychiatry 68(9)



days.” Participants who indicated never having had a panic
attack or not experiencing a panic attack in the past week
were not presented with the remainder of the PDSS-SR
items. Accordingly, panic disorder prevalence in Tables 3

and 4 were adjusted to use a denominator including partici-
pants (n= 764) who did not complete the PDSS-SR based
on responses to the aforementioned items indicating they
had never experienced a panic attack.

Table 2. Logistic Regression Model for the Association of Sex and Mental Disorders.

PTSD

Major depressive

disorder GAD SAD Panic disorder AUD

OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Survey Measure PCL-5 PHQ-9 GAD-7 SIPS PDSS-SR3 AUDIT

Male 1 1 1 1 1 —
Female 1.81 (0.69, 4.75) 2.03 (1.12, 3.67)* 2.06 (1.27, 3.32)* 2.57 (1.17, 5.66)* 2.21 (0.58, 8.47) —

Interview Screening PTSD—current MDD—current GAD—current SAD—current PD—current AUD—12 months

Male — ^ ^ ^ ^ 1

Female — ^ ^ ^ ^ 0.30 (0.09, 1.00)*

Note. OR= odds ratios; CI= confidence interval; PTSD= posttraumatic stress disorder; PCL-5= posttraumatic stress disorder checklist for DSM-5; PHQ-9=
patient health questionnaire-9; GAD-7= generalized anxiety disorder scale-7; SIPS= social interaction phobia scale; PDSS-SR= panic disorder symptoms

severity scale, self-report; MDD=major depressive disorder; SAD= social anxiety disorder; PD= panic disorder; AUD= alcohol use disorder.

*p< .05, **p< .01, ***p< .001—statistically significantly different.

^Sample size between 1 and 5, so data not presented.

Table 3. Mental Disorder Prevalence (%) Based on Self-Report Measures and Clinical Interviews.

Current RCMP study cadet
participant results at
pre-training assessment General population

Comparing the survey
prevalence proportions
with the general population

Survey Clinical interview Test statistic
Disorder Survey measure % (n) % (n) %

Alcohol use disorder—past 12 months AUDIT 0.0 (0) 4.6 (34) 3.256 —
Generalized anxiety disorder—current GAD-7 11.0 (84) ^ 5.957 5.86***
Generalized anxiety disorder—past† HAMOPD 2.7 (21) — 8.756 −5.81***
Major depressive disorder—current PHQ-9 6.6 (50) ^ 2.258 8.11***
Major depressive disorder—past HAMOPD 1.3 (10) 10.9 (80) 9.959 −7.92***
Major depressive episode—current — ^ 4.756 —
Major depressive episode—past — 11.5 (85) 11.356 —
Panic disorder—current PDSS-SR 1.6 (12) ^ 1.556 0.01
Panic disorder—past HAMOPD 0.0 (0) 1.4 (10) 3.760 —
Posttraumatic stress disorder—current PCL-5 2.7 (19) ^ 1.756 1.95*
Posttraumatic stress disorder—past HAMOPD 0.0 (0) — 8.761 —
Social anxiety disorder—current SIPS 3.6 (28) ^ 3.262 0.60
Social anxiety disorder—past HAMOPD 0.0 (0) — 8.160 —
Any anxiety disorder—current 13.2 (102) 1.2 (9) 4.760 11.14***
Any anxiety disorder—past HAMOPD 3.1 (24) 1.4 (10) 11.560 −7.23***
Any mood disorder—current 6.6 (50) ^ 5.456 1.36
Any mood disorder—past HAMOPD 1.3 (10) 11.7 (86) 12.656 −9.38***
Any disorder—current 15.1 (116) 6.3 (46) 10.156 4.53***
Any disorder—past HAMOPD 3.9 (30) 12.5 (92) 33.156 7.59***
Total number of positive screens—current

0 84.9 (653) 93.8 (690) — —
1 8.7 (67) 5.8 (43) — —
2 3.6 (28) ^ — —
3 or more 2.7 (21) ^ — —

Total number of positive screens—past
0 91.5 (706) 87.5 (644) — —
1 2.7 (21) 1.1 (8) — —
2 1.0 (8) 4.9 (36) — —
3 or more ^ 6.5 (48) — —

Total sample 100 (772) 100 (736) 100

Note. AUDIT= alcohol use disorders identification test; GAD-7= generalized anxiety disorder scale-7; HAMOPD= history of mood, anxiety, and other
psychiatric diagnoses; PCL-5= posttraumatic stress disorder checklist for DSM-5; PDSS-SR= panic disorder symptoms severity scale, self-report; PHQ-9=
patient health questionnaire-9; SIPS= social interaction phobia scale; CTP=Cadet Training Program.
—No data available.
^Sample size between 1 and 5, so data not presented.
†Past includes self-reported diagnoses received prior to starting the CTP or indications from the clinical interview that a participant would have met criteria for
diagnoses prior to starting the CTP.
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Prevalence of positive screens based on self-reported
current mental disorder symptoms (i.e., PTSD, MDD,
GAD, SAD, panic disorder, AUD) at pre-training is pre-
sented in Table 4, along with previously published results
for serving RCMP.7 Serving RCMPmembers in this compar-
ator sample were mostly men (62.5%), with an average age of
42.83 (SD= 8.90) years, having served an average of 17.42
(SD= 9.17) years; among those who chose to provide their
rank at the time of assessment, the most commonly reported
rank was Constable (35%). The current participants reported
lower scores on all self-report mental disorder symptom mea-
sures (i.e., PTSD, MDD, GAD, SAD, AUD; all ps < .001),
except for the PDSS-SR where cadets reported higher
scores on current panic disorder symptoms at pre-training
than serving members (p < .001). Participants also reported
lower prevalence proportions on positive mental disorder
screenings for PTSD, MDD, GAD, SAD, and panic disorder
(all ps < .001) compared to serving RCMP members. A com-
parison of positive screens for AUD could not be made with
serving RCMP members due to no participants screening
positive in the current sample.

Discussion
The current results help fill important extant literature gaps
for PSP mental health, specifically for RCMP, by focusing
on the mental health of RCMP cadets starting the CTP.
Serving RCMP appear more likely to screen positive for
mental disorders than the general population,7 a difference
attributed to occupational stressors3,4,7; accordingly, we
hypothesized cadets beginning the CTP would screen posi-
tively less often than serving RCMP as a result of not yet
having experienced said occupational stressors. Participants
were also expected to screen positively for mental disorders
less often than the general population based on self-report
and clinical interviews due to the rigorous CTP selection cri-
teria. The current results are novel and underscore the impor-
tance of research focusing on cadets starting the CTP.

Participants were statistically significantly more likely to
screen positive for current GAD, MDD, and PTSD based
on self-report symptom screening measures compared to
current diagnostic prevalence in the general population. In
contrast, based on clinical interviews, participants were less
likely to screen positive for any current mental disorder
(6.3%) than the general public (10.1%49), including current
GAD, MDD, and PTSD. Participants were statistically sig-
nificantly less likely to self-report having a diagnosis prior
to the CTP (3.9%; p < .001), and less likely to meet the crite-
ria for a past mental disorder based on the clinical interview
criteria (12.5%) than would be expected based on the lifetime
prevalence for the general population (33.1%49). Statistical
comparisons between general population prevalence and
the percentage of RCMP cadets screening positive based
on self-report symptom measures must be interpreted with
caution due to lack of statistical control of sociodemographicT
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covariates and variable assessment methods. The discrepancy
between self-reported diagnostic history and clinical inter-
view assessments of mental health history may be due to
the former relying on participants having previously sought
or received mental health support. The relatively higher
current screening prevalence based on self-report symptom
measures could be due to the sensitivity and specificity of
such measures, potentially including false positives, and
the clinical interviews more specific; however, the extant lit-
erature on estimating prevalence using clinical interviews
remains mixed with regard to the specific shortcomings of
such methods of assessment.50–52 A parsimonious explana-
tion according the clinical interview results with the self-
report measure results is that the latter reflects transient
stress reasonably associated (1) with relocating to Regina
and/or (2) with starting the CTP.53 The relocations often
occur with fewer than 2 weeks’ notice and sometimes with
only 24 h notice.25 Additional research is required to assess
such speculation, but the current results directly contrast
long-standing biases suggesting that mental health challenges
among serving members result from not screening out
recruits who have mental health challenges.8 The current
results appear to indicate newly recruited RCMP Cadets at
pre-training have excellent mental health relative to serving
RCMP, and comparable or better mental health than the
general population, implying that subsequent mental health
challenges7 result from their service experiences.4

Consistent with expectations based on previous research
with serving police26,27 and the general population,54 there
were statistically significant differences such that female
cadets self-reported higher scores than males on symptom
measures for PTSD, MDD, GAD, and SAD, and were
more likely to screen positive. There were no differences
between males and females based on clinical interviews
except that female cadets were less likely than males to
meet the criteria for AUD. The differences across sex
between the self-report results and the clinical results may
be due to differences in measure sensitivity. In any case,
the current results suggest that newly recruited female and
male RCMP Cadets at pre-training have excellent mental
health, relative to serving RCMP, and comparable or better
mental health than the general population, and by extension
suggest larger subsequent sex differences in mental health7

may be influenced by myriad environmental variables.26,27

There were very few other statistically significant differ-
ences between demographic categories. There were statisti-
cally significant effects observed for age on symptom
measures of AUD; and ethnicity on symptom measures of
PTSD and panic disorder. Married participants reported
slightly lower scores on symptom measures of AUD than
single participants. The absence of other statistically signifi-
cant differences based on marital status and age contrasts pre-
vious research,7 but may be secondary to the low level of
symptoms for the current sample. Participants from Eastern
Canada reported statistically significantly lower GAD

symptom scores than participants from Western and
Atlantic Canada. The differences were small, but consistent
with prior PSP research.7 Unlike previous research,7 there
were no statistically significant differences based on educa-
tion, which may be secondary to the relatively low level of
symptoms in the current sample or the relatively high level
of education, either of which would reduce the statistical
power for detecting between-subjects effects.

Strengths and Limitations
The RCMP Study overall has several strengths and limita-
tions detailed in the protocol paper.24 The current paper’s
strengths include: (1) a large sample size; (2) multimodal
symptom assessments that include self-report and clinical
interviews; and (3) inter-rater reliability assessments for clin-
ical interviews. The current paper also has several limitations
including: (1) a sequential experimental cohort design that
was interrupted due to COVID-19; (2) data collection includ-
ing participants from pre- and post-COVID-19 onset; (3) vol-
untary participation creating an unknowable influence from
self-selection biases; (4) screening tools that use different
durations for symptom reporting periods; (5) uncommonly
detailed assessments, which may produce intermittent
response fatigue among participants and increase Type I
error risks from spurious correlations55; and (6) potential
for socially desirable responding. The limitations may be
offset by the sample size, the multimodal assessments, the
analyses, participants being able to complete RCMP Study
tasks (including the Full Assessments) as part of paid time,
the pre-registration of hypotheses, clearly repeated survey
instructions, third-party assessors, and participant anonym-
ity. In particular, the relatively low prevalence of mental dis-
orders for cadets starting the CTP might be attributed to
socially desirable reporting biases instead of self-selection
biases, but the RCMP Study’s emphasis on confidentiality,
anonymity, and independence from the RCMP suggests
against such an explanation. The a priori provision of
expected results in the protocol paper24 should help to miti-
gate Type I error risks and protect against equally problem-
atic Type II error risks.55

Conclusion
The current results provide initial empirical evidence regard-
ing the mental health status of RCMP Cadets beginning the
CTP. The results indicate that RCMP Cadets beginning the
CTP have generally excellent mental health based on self-
report tools and clinical interviews. The results directly con-
trast long-standing problematic notions that mental disorders
among serving military or PSP reflect inherent weaknesses or
pre-existing mental health injuries among people who should
have been pre-emptively excluded from service.8 Instead, the
current results indicate RCMP Cadets have mental health
comparable to or better than the general public, implying
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that mental health challenges evidenced among serving
RCMP likely result from their service experiences.
Ongoing mental health supports appear necessary to mitigate
the substantial impact of service on mental health.
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