HB 5912

Good afternoon my name is Shawn A.McKay and I am a paramedic and educator. I would like to
quickly talk about the proposed bill 8. H.B. No. 5912 AN ACT CONCERNING TRAINING IN
MENTAL HEALTH FIRST AID FOR EMERGENCY MEDICAL SERVICES PERSONNEL.
The need for education of EMS personnel in the mental health of themselves and their patients is
very important, EMS is a profession where you can see people at their worst and in the worst
conditions. The repeated views of the sick and dying not to mention those that abuse the system
is very taxing on a mind. In a study { which I have attached here in) on EMS personnel in Hawaii
it was determined that of the respondents 4% of respondents met clinical diagnostic criteria for
PTSD, 1% met subclinical criteria for PTSD, This is a large issue in EMS. Recently in Canada
over 20 first responder personnel have committed suicide in the past year. Mental issues are
growing and the need to educate EMS personnel on what to look for and how to seek treatment is
a priority that must be dealt with right away. I have seen to many of my fellow workers suffer
from stress from the job. I too in my 33 years of service have also suffered. I can remember 30
years later the hand of a 15 year old I pulled out of car who later died, not to mention many other
ghosts that haunt the shadows of my mind. The need for education and enlightenment is real and
we must do all that we can to help the EMS personnel of this state. I have been studying PTSD in
EMS for some time know and if there is anything I can help with issue please contact me. I will
also attach several articles for you to review on stress in EMS. I thank you for your time.

Shawn A. McKay MA
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Unders’rundlng The slippery slope of burnouT and PTSD

assaults, motoy Vehacle cmshes deuihs e’rc All
of this places providers, who otherwise have
no training on how to personclly deal with

emotional sfress, at high risk for emotionol . " §

unsest and exhaustion. Without infervertion,

. mentat and emotional fafigue can ruptdly Iead _
" fo burnout in @ provider. i

| fWhu’r Is Burnout?

.- Bumout is typically described as an indi-
“vidual's pattern oi negative affective responses :
that further reduces his or her own job satisfac-
‘tion, productivity and job performance and is
known fo increose obsenteeism gnd furnover.? .-
-It may also be an indicator of a more serious
* problem: post-rgumnatic siress disorder (PTSD). -

CONTINUING EDUCATION
is CE activity is approved by £MS World, an
ganizafion accredited by the Continuing
Educatlon Coardingting Board far Emergency .
Medical Services (CECBEMS), for 1.5 CEUs.

OBJECTIVES
« introduce and describe bumout.

= Define and explore the clinical sympioms and
diagnostic criteric for postdroumatic strass disorder.

« Discuss strategies for Improving mental health dnd

improving individuai coping mechcnisms.

B To foke the GF test thot accompanies this article and

recelve 1.5 hours of CE credit aceredited by CECBEMS
either: 1, Go online t¢ EMSWortd.com/cetest fo download
a PDF of the test. 2.0r go orline

to www.rapidce.com to foke the

test and immediately receive :
your CE credit. Auestions? Exmail edﬂcr@EMSWorld com,
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Burnout, which is essenflally the pres-
ence of ¢ constant negative attitude foward
any aspect of an individual's work, goes
through three phases: smofional exhaus-
tion, depersonalization and Iosing one’s
sense of personal gecomplishment.

There are many symptoms of emotional
exhaustion, including o negative affitude,
physical exhaustion, feeling "drained” and
lacking the desire to interact with ofhers.
However, it con be best deseribed as the
provider who seems fo hava jost his ar her
sympathy and empathy for their patisnts,

When somgone is deperscnalizing
in EMS, they speak negatively about their
patients and belitfle their own work.These
ofiitudes are g coping mechanism infended
fo justify feeiings that the affested potients
are "less human” cr “more deserving” of
negative experiences, so no empathy for
them ts needed. A very dark example of
this is thinking that someone, "got what
they deserved.”

The last phase of bumout, loss of
nersonal gccomplishment, coours when
the provider with burnout gets only o
reduced satisfacfion, or no saiisfoction
out of their job.®

Burnout occurs for many recsons. In
EMS bumout is affributed 1o: high call

{Ine of the largestinfluences far:

veterans who faund enormaus: (:Ilf'fuzult\;r
returning to civllian fife following the : :
- war, Psychiatrists estimate several -

U.S. Vletnarn Veterans sufferfrnm
PTSDS: _ :
With the advent ufdlagncses for
PTSD; many previously averlooked

became clearer. Shell shack, the
Warid War I disorder narmied for the
supposed effect of bombs passing
overentrenched soldiers that caused -
-roughly 40% of soldiers “tc go mad,’
had strikingly similar characteristics to
- PT50: anxiety, depressmn increased
 starttereaction, memory loss, |nsnmma
and helghtened fears.® Chronic fatigue
syndrame, also knowr as battle fatigue-

- tiredness and exhaustion,tas well -
as neurosis (war riedrosis), the most: -
-antiguated version.of the:summaticn

the. identification of PTSD was the S :_ :
. overwhelming number of Vietnam Wat

hundred thgusand of the 3,5 million. -~

war-related mental disorders SL@ddenIy " “has been remforcet_l by the
- . . identification;, and listing, of

" altthese termis—shell shogl,

(WWII), characterized by debilitating . -

volumes—particularly  with  fow-acuily
potients; orggnizationat limitetions; limited
medical scope of practice; and lack of
rewards, Aaditionally, poor support and
pocr communicetion from leadership is
known to further exccerbate burmout 3 One
study found the top causes of emergency
services burnout are:

+ Abuse of the 9-1-1 system.

« Extensive time shift length.

« Exiended length of services.

= High call volume.

+ Sleep deprivalion.

+ Lack of administralive support.?

Post-Traumatic Stress
Disorder (PTSD)

One of the most stressful and
emotionally draining experiences for
anyone, regardless of their education or
fraining, is ¢n event which puls them at
rigk for sericus injury and or daath. Recent
studies have put the current annual fatality
rate for paramedics af 12.7 per 100,000
paramedics, compared fo 5.0 per 100,000
for the general American population.®
Paramedics have more than double the
ennual fefality rate of the gensral US
population. Why? Well, because the very
nature of EMS—driving with fights dnd
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sirans at high speeds, o working in a hali-
copter above the ground—puts all EMS
workers af increased risk for injury, and
with [t, heightening the potential for PTSD.

PTSD is an anxiety-iype discrder ocour-
ring after a trauratic experience involving
the threat of, or actual, injury or decth.?
PTSD was first lisled and idenfified os g
psychatogical disease in 1980 in the third
edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-I3
and is considered a disease whose victims
strive to prevent thoughts, feelings, situa-
fions and uclivities that remind them of
some shocking or painful experience that
oceurred in their post.®

A PTSD friggering event is described
us severe enough fo be distressing to the
magjority of the population and also must
cause outwerd psychological symptoms
cuiside the range of normal human expe-
riences.’ This stressor could be o variety
of events such os the death of a young
child, loss of ¢ home due to disaster or
witnessing a murder; the specific fype of
sfressor is not nearly as imporfant os s
length and the longer an individucl suffers
from the stressor the mare severe PTSD
tends to become.”

For EMS providers, this can also include

picture. While mostEMS praviders never.
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a violent vehicle occidém, an gssault with
a deadly weapen, an attack on g provider

ot an gmbulance accident. In recent years,

PTSD has developed in individucls expe-
riencing short-term major events, such as
@ severe flood, fire, earthotiake or fornado,
and also events such gs asscult, abuse,
rape and major persenal injury.*

The DSM-IV lisls @

(2.g..fc anything sounding like ¢ gunshof,
such ©s o popping paper bag), and typi-
cally have difficulty concentrating and
completing even simple tasks. Commonly,
victims of PTSD have some sort of aggres-
sion change. These aggressive changes
range fom mifd (e.g..increased irtiability)
to severe (acls of violence), The latter is
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especially cormmon among war veterans,
where their fear becomes pervasive and
often leads o unprediciable explosions
of anger.’

A multitude of ossociated signs and
sympioms, and relaied diseases, can
coexist with PTSD, and according to the
DSV should be considered additional

wide veriety of sympfoms.
Symptoms can appear imme-
diately following the event,
but also may not surface for
years.The potenticl for a delay
In presentation makes sense
when the variety of events that
con cause PTSD to oceur are
considered, Affer a stressor
has ccourred, four broad
cotegories of sympioms may
develop reflecting the disease:
diminished responsiveness,
dissociotive states, aggres-
sion changes and persistent
increcsed crousal. An indi-
vidual with diminished respon-
siveness, or psychic numbing.
may begin fo demonstrate
this shorly after the event
has ocourred, and will appear
detached socially.  Overly
subdued compared to their
normal behavior, they may
hecome disinterested In activi-
tles normally well enjoyed, or
may demanstrate a lost abllity
jo be Intimate or close fo Jovad
ones, While rare, dissocialive
states occur when a patient
behaves as if the event is
oceuring onoe cgain and can
last from seconds fo days. In
comparison 1o burnout, these
symptoms may appear guite
similar 1o emotional exhaus-
fion.

On the other side of the
spectrum  for these more
depressed states are ihose
potients who become aggres-
sive or cppear persistently
aroused. These paiients may
develop insomnia, become
hypervigilant,  have  an
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diagnoses.” These other disorders range
from ahxlety and depression fo substance
abuse, as well as becoming completety
impaired by, or afraid of nearly avery aspect
of one’s life.” Patients may alsc have very
mild experiences and only complain of a
decreased sensation of emations and loss
of the ability to express themselves.*Thess
quite dramatic differences in sympfoms
may appear extremely vague cnd bread;

however, undersionding them is necassary
before baginning to evaluate semeone.

Patients are diognosed with PTSD
when they:

1y have experienced an extreme
sirassor;

2) reexperience the event in some way,

3) demonstrate on avoidance of
stimuli or have a decreased general
responsiveness;

4) have some sart of persistent
arousal; and

5 these symptoms persist for at
least 6 months.”

Relating PTSD to EMS

We've known for years that EMS
providers are at high risk for developing
PTSD. Unforfuncitely, next to nothing has
been done about it,

A 1997 study of New York City EMS

www.Gerbe
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providers discovered 9,3% had all of the
clinical DSM-Hif criteriu for PTSD, while
another 10% met the criferia, though
symptoms had not yei parsisted for 30
days.® That means nearly 20% of the
EMS workforce experienced PTSD,

“Work-Relofed  Stress  and
Postiraumatic. Stress in Emergency
Medical Services” was released in
spting 2012 and looked for evidence
of postroumctic stress in EMS
workers, while clso frying 1o Identify
specific stressors, By surveying more
than 1,600 EMTs and paramedics, the
author soughtto identify organizational
and operational stress, oritical Incldent
sfress, and excessive alcohol use. This
survey discovered 100% of respondents
reported exposure o traumatic svents
and there was ¢ sfrong link befween
high levels of chronic and crifical ingi-
dent sfrass and PTSD and alcohal usa.’

For EMS providers, chironic siress
is considered the "reiatively enduring
problems, conflicts and threats that
many people face in their daily lives.”
Chronic EMS stress is associated with:

«  Conflict with suparvisors,

= lLock of support.

+ A competitive environment.

+  Low poy?

Chronic stress is exacerbated by
long work hours and lack of sleep.
Studies demonsiraled many providers
work in excess of 50 hours per week
and 72% of EMS providers are poor
sleepers,” In contrast to chronic stress,
crifical incident strass is ossocicted
with pafient core and is defined os
“any situction faced by emergency
services personngl that causes them to
experience unusually strong emotionc
reactions, which have the potential to
inferfere with their ability to function
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gither af the scene cr luter”

EMS workers ore ¢lsa prone fo exposure
to personally disturbing incidents (PDIs).
PDIs are avents sufficiently disturbing
that they overwhelm and/or threaten an
Individual's normal coping methods and
are known jo trigger PTSD® Research
by Mark Holland, PhD, found 29% of

surveyed EMS providers hod symptoms of

" traumatic stress disorders, Cther reseatch

has demonstrated EMTs underreport symp-
toms of distress, suggesting PTSD may be
more prevalent than studies have shown.?
This is supported by research done on the
Chicogo Fire Department, which found
white the national average for suicides

Don't let your staff become part of the statistic. Protect them with safety
seating from EVS, Ltd. Since 1993, we've produced more safety seating
products than anyone in the EMS industry, through investing in research
and development and dynamic testing.

Emergency Vehicle Seating Casr ordy business
(B00)364-3218 « Intemnational (574)233-5707 is seating 33‘{9’“’
E-mall: evssales@evsltd.com » www.evsitd.com for the EMS industryl

EVS 1769 Seat with
Mobility € Tracking System

» Seamiess seat with 3-point belting system

» Tracking system aliows access to
eguipment and patient while belted

* Available in 36" or 48" long track

* Seat attachment to base may be
offset to gain addtional space

*aocording to the National Association of EMS Physicfans.

E£.VU.S. Ltd.
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was 11 per 100,000, the CFD sulcide rofe
was 250 per 100,000.7

While there are many risk facfors for
PTSD in the general population, five risk
factors specific to EMS warkers have been
identified by researchers:

1) separation or divorce,

2y groduation from a nural high school
(espacially young presenters—ihose who
davelop symptoms at age 24 or younger);

3) previous EMS experience;

4) previous emergency work leading
them info EMS; or

B) previous war experience.

War experience clone incraased the
risk for developing PTSD by 40%; this jumps
to 70% if the EMT or paramedic served
in the Vietnam War. The more tisk factors
an individual has, the greater ihe risk of
developing PTSD.%

Sadly, the evidence continues. A study
on EMS workplace stress found 92% of
EMS providers suifer emationcl axhaustion,
while 99% admii to having some form of
depersonatization.”* Recal! that deperson-
glizafion is o sympfom of both burnout as
wall as PTSD. Finally, e another study
raseqrching why providers leave EMS found
25% of the survey respondents planned to
leave within & years,

Few other industries have such a high



turnover rate, When asked why providers
ware plarning fo leave, the most common
aNSWers were:

» The hours (17%).

+ Too much job strass (13%).

+ Low pay (13%).

+ Neggtive impoct on family life

(16%).1*

Interestingly, current ressarch hds
found o lock of consistency inihe evidence
that increased shift length is assosiated
with increased fafigue and worsened
patient outcemes. There is also an asso-
ciated decrease in fotigue and increased
parformance when individuals ore allowed
a 40 minute-2 hour nap period within
shifts of or exceeding 12 hours. '

Coping

Finding coping sirategies that work is
essantial for gli EMS providers. The vary
naturs of EMS places providers on the front
line of personally disturbing experiences
on g daily basis. When a pariner says @
particular coll“doesn’t nother me,” red fiags
should start woving. We're all human and
have emotions, Work together to identify
“coping mechanisms that work. One of the
mosl beneficicl coping siraiegles is simply
discussing the call with coworkers; unfor-
tunately, mate providers are less likely to
do this than female providers.!

When selecting o strategy fo deal with
stress keen in mind there are both construc-
tive and desfructive coping mechanisms,
Constructive coping mechanisms improve
emational health while desiructive mecha-
nisms can actuclly worsen o mental health
sondition, Further, some coping shategias
produce negative behaviors and can be
suggestive of more fong-term menial health
issues, including PTSD. For example, alcohal
consumption is well known as a destruc-
tive coping mechanism, yet over 50% of
providers heve reported using ¢lcohol fo
cope with stress, ) Table T identifies severdl
coping strategies EMS providers have found
helpful, as well as some that may seem
helpful in the moment but are ultimately
destruciive.

Table 1 provides two insights. First, it
Identifies some very helpful coping sfrat-
agies, including tolking with colleagues,
having adequate fime off duty with family
and friends, and use of availuble mentcl

health services. Second, it's slighily
disturbing to see many providers feel
black humor {e.g., jokes about ofherwlse
unfunny situations) is beneficial for coping,
and more conceming that over helf of
providers utllize destructive coping skills,
such as consurming alcohol. It's not known
why some individuals feel black humor is

CE ARTICLE

constructive, but it is opparent most of us
do It during times of stress.

One effeclive strotegy for helping
providers is for cgencies fo collaborate
with menial health workers on developing
a stressor and coping survey. Requiring all
providers within an agency jo complete
the survey periodicatly, and supplying sach

ﬂ
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pravider with a confidential writien report,
presents providers with an individuatized
explanation of the types of evenis that
cause the provider stress, while also iden-
fifying the most effective coping strategies
for the provider.

Consider working with your depari-
ment’s leadership to contact o mental
health program fo design such o survey
far you, Individual resulis do not need fo
be shared with deparfment leadership but
ihay may help someone struggling with
emotional stress to recognize thelr own
sftuation and seek out coping strategies
that may prove beneficial,

(Othar EMS services encourage mental
health days. For sxample, a program may
schedule a mandafory paid day off for
oroviders once every three or four monihs,
This day off is offen tied to the beginning or
end of an off pariod to provide the provider
exfra rest. Aternatively, this mental health
day may be provided in the middle of a

Constructwe Eupmg Strategles
o Talking with colleaguas:

« Focusing on outside interests
« Thinking about own. farmily -

. "Black”orclarkhumor

Bestructlve Copmg Strategles :
+:-[¢eeping thoughts/feelings to oneself

* "+ Ricking and choosing galls:

o Consuming atcahal T
. Engagmglnnskvheha\nors' .

« Thinking.abaut pasitive; beneﬁts of wurl( :

~ -Looking forward to off-duty tlmé S

+Avoiding ronversation shout calls: | _3 TR 3-'

.. 1Reducmg Workload tu hare mlnlmﬂm requ1red

881__

long stretch of work in order fo give o
provider a break.

Other excellent coping mechanisms
that work well for people are exercise,
diet changes and meditation. Exercising
regularly, be it rigorous iraining for on

Ironman fricthlon, welking o mile every
day or anything in between, provides a
break, gllowing both the body and mind
1o relax and decompress, Working in EMS
con often be dettimental to healthy diets.
Taking time to cook a healthy meal each

For More Enformation Gircle 29 on Reader Service Card
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day helps ensure the body and brain
receive the energy and nuttients neaded
to rest and recaver from long days. Finally,
many peaple report mental health benefits
from meditation.

Be wary of destructive coping methods,
such s escapsfovoidance, distancing,
confrondation,  faking  responsibility
when if's not appropriate, and forcing
seif-control when whats needed is an
emotional release. Coping via avoldance
does not address the problem at hand
and may use wishful thinking fa convince
oneself the problem does nof exist, When
coping by distancing, the significance
of the strassful event is diminished and
downplayad. Direct confronfotion is rarely
effective, as it employs aggression foward
others and may includs risky behaviors.
Taking responsibility can be considered
a poor coping strategy if it is misplaced.
For example, imagine a new paramedic
treats o child with status asthmaticus,

& EMS workers are
at the greatest risk for
developing PTSD when
ihey have between
7 and 10 years of
experience.

who goes into respiratory erest and dies
despite aggressive care. This peramedic
may accept responsibility by saying it wos
his fault the chiid died. He is accepting
responsihility for the death when in reality
it was ungvoidable. Finally, self-controf
coping strategies aftempt to normalize the
emoticns an individual is feeling, rather
then accepting ond addressing them.1?
The use of defrimenfal coping strat-
egles leads o an increass of fraumatic
stress sympioms, Unforunately, these
detrimental strategies are woven deep
info the EMS culture. EMTs and para-
medics are supposed to be tough, letling
emotions “roll off their back” Exposing
young and developing providers to this
mentclity only puts them ot heightened
risk for developing menicl health prob-
lems susch os PTSD, and doesnt set
anyane up for success. Help prevent this

by encouraging classroom instructors 1o
set gside time for dealing with provider
mental health and encouraging depart-
mental and system taining officers fo
front-load menta! health resources fo
newly hired staff. Remembet, it's OK 1o ask
for, or offer, help in dealing with stressful
and traumatizing events.

CEARTICLE

Summary

Burnout and PTSD gre closely linked
and often underreported in EMS. EMS
classrooms do little or nething 1o prepare
providers for the inherent emotional
stresses of emergency response and the
“thick skin” cLlture of EMS may make many
providers apprehensive about sharing their

For More Information Gircle 30 on Reader Service Cord
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true fzelings. Burnout is triggered by many
of the same stresses that lead fo the symp-
toms of PTSD and providers experiencing
burnout that doesn't resoive within a few
weeks may actually be experiencing PTSD.,

Be mindful of yourself and your fellow
coworkers, porficuierly affer o very frau-
matic response. And remember freumatic

responses don’t nead 1o be as dramatic
as Sept. 11, New Orleans after Hurricane
Katring or the Aurora, CO sheatings fo bother
gn EMS worker, In contrast, these are the
calis where providers offen recelve the most
atiention, Insfead, watch for the new father
who Just performed CPR on an infant the
some age as his own, or the provider who

Far More Information Circls 31 on Reudremce
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just watchad his or her friend die following
a motor vehicle collision, Pay gftention to
yourself and colleagues, and be respon-
sible and honest with yourself and others
about when coping strotegies are enough,
and when they aren’t. Finaily, don't ever be
afraic to seak help. @
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ABSTRACT
This research attempted to identify the aspects of psychological on the job stress,
its causation, its effect on job performance, and any effects stress might have on
wellness and general well being.' Also this research will explore stress reduction
techniques and their effectiveness. Unmanaged firefighter stress is the problem, or
more specifically recognizing the signs and symptoms and taking appropriate
action. *“ Wellness in the fire service will, in great measure, involve the control,
defusing, and management of firefighter stress‘ reaction.s. Stress management
technology is based upon an understanding of the stress response.” ( Lawrence N,

Blum, PhD., Stress and survival in the fire service, pg3)

The purpose of this research was to investigate how stress affects psychological
fitness and physical well-being of firefighters/ paramedics and to make
recommendations for a positive stress reduction program. Psychological stress a
complex phenomenon. Therefore to identify all the potential sources was
problematic. Information regarding firefighter/paramedic on the job stress was
found to be very scarce. Similar trade journals were utilized where it was germané

to the fire service.

The rescarch method used for this project relied exclusively on frade journals,
professional papers, articles from magazines and newspapers, books and other
applied research projects. Research questions asked were; (1) Does on the job
stressors affect firefighter performance and off duty activities and behavior? (2)
Are there effective techniques to reduce or eliminate on the job stressors and

detrimental effects of stress?



The procedures involved taking the most current data available from books,
magazine and newspaper articles, professional frade journals, and related applied
projects. This research included literature that was germane to the fire service. Stadies
and data pertaining to firefighter/paramedic on the job stress were scarce. Information on

job related stress in related fields was also used.

Some research results were surprising. Firefighter are stressed by their own station
living environment, their protective gear, their officers and leaders, current management
styles, coworkers, and the stress of leaving their families and loved ones during natural
and man made disasters. Research also provided results that were not surprising. Certain
personality types did not cope well with psychological stresé. However they did cope
better with proper indoctrination, education and training. From this we concluded that
education and suppbrt must come early because fire personnel will be called upon to meet
many challenges. The beﬁer understood the symptoms created by fraumatic scenes they
will be exposed to, they better they will be able to perform at work with a greater degree

of proficiency and enjoy a higher level of well being.

Recommendations; This research indicated when firefighters/paramedics were
educated to recognize the effects of stress, how traumatic events can effect personnel, and
management of traumatic stress through stress reduction techniques, individuals were
more likely to enjoy a higher level of physical and psychology wellness. Which also

translates into less absenteeism and higher morale.
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INTRODUCTION
Does work related stress affect the job performance and wellness of the
firefighter/paramedic? The purpose of this research was to help identify work related

stress symptoms both to the individual and the supervisor.

“ They see the good, the bad, and the very ugly. They watch children die
and families grieve. They’re called to the aftermath of gun battles, car
accidents and domestic rage. They’re cursed at, vomited and bled on, yet
patients seldom ask their names. To say the least the professional life of a
paramédic can be harsh and demanding. Their workday can last 24 to 48
hours. Some survive the étress, some don’t. The national average for a
paramedic to stay on the job is just eight years.” (Deborah Belgium, Los
Angeles Business Journal, issue Nov. 8, 1999, Stress, hﬁrror of job mean a

high level of burn outs.)

“According to a survey conducted by the National Labor Organization, stress and
its accompanying depression in the wofkpiace is now the second most disabling illness
hitting workers after heart disease. Recognizing that you’re reacting to this stress, and
learning how to cope with it, will help you feel better, make your body healthier, and

enable you to work more effectively.” (Peter Athol, Electronic Design, Dec 18, 2000).

“ A survey conducted by T.R. Cutler Inc. and reported in purchasing last year
found that 23% of purchasing people indicated the;t they would like to leave the
profession. The overwhelming reason, given by 62% of those people, was job stress. Tied
for second were poor benefits and being underpaid.” { William Atkinson, Purchasing,

Issue Oct 18, 2001)



“Besides making a person feel bad, stress can actually kill, albeit slowly. A recent
study conducted by Ohio State University found that even mild stress éan increase the
risk of developing cardiovascular disease by leading to above normal levels of
homocysteine, an amino acid that damages arterial walls.” In the book, Your Miracle
Brain ( Harper Collins, 2000 ) author Jean Collins reports on studies showing that long
term chronic stress can alter the structure and functioning of brain cells, leading to
gradual brail damage and atrophy via creation of free radicals. In a another study chronic
stress was found to cause death to nerve cells that are responsible for memory, with the
Joss looking like the death of neurons after strokes of seizures. ( William Atkinson,

Purchasing, Issue 18, 2001 )

The research method used was a comprehensive literature search. Relevant
information came from Abstracts, newspaper and magazine articles, medical journals,

trade journals, and personal conversations.

BACKGROUND AND SIGNIFICANCE
Olin L.Green, U.S. Fire Administrator, expressed this in his forward to Stress

Management, Model Program for maintaining firefighter well-being, ( United States Fire

Administration { USFA} 1991 ). “Stress is one of the most serious occupational hazards
facing the modern fire service. It is important to recognize exactly how stress can
adversely affect our health, job performance, career decision making, morale, and family
life.” It has been long known that stress can .cause a variety of conditions and symptoms,
most of which are detrimental to health and well-being. “ Job stress, whether in the
corporate world or on an assembly line, can damage employee performance,” warns John

Herman, Associate Professor of Psychiatry, University of Texas Southwestern Medical



Center at Dallas. “ Moderate stress in many cases increases productivity and can be
pleasant for some people. But higher levels of stress can interfere with your ability to do
your job, is rarely pleasurable, and lead to emotional and physical problems. Some of
these may be decreased job satisfaction, abrasiveness, making constant excuses,
unpredictable behavior, moodiness, decreases communication, tardiness,.or an increase in

sick time.”( John Herman, USA Today Magazine, Issue August 2000).

“ Stress related absenteeism is a serious and growing problem.
According to the 1999 CCH Unscheduled Absence Survey of 800,000
workers in more than 300 companies, the number of employee’s who
called in sick due to stress had tripled over the previous four years. More

-than half of the :550 million working days lost each yéar in the United
States due to absenteeism are stress related. Stress currently accounts for
one out of five of éll last minute no shows. And that’s just the tip of the
iceberg. Job stress is estimated io cost American industry in excess of 300
billion a vear.” ( Donald T. DeCarlo, Risk énd Insurance, More on

Workplace Stress, [ssue oct.1, 2001 )

“ Time Magazine referred to stress as ¢ America’s number 1 health problem,” and
there in little doubt that things have gone steadily downhill. Numerous surveys show that
job stress is far and away the leading source of stress in American adults. They also
confirm that workplace pressures have progressively increased over the past few
decades.” ( Donald T. DeCarlo, Risk Management, More on Workplace Stress, Issue Oct.

1,2001)



“ Over the vears, one of our firefighters, killed his wife and then himself. Another
firefighter transferred from a larger department, worked several years, resigned and
committed suicide. Others have been involved in a variety of altercations, domestic
problems, and stress related episodes and illnesses. One employee who appears to have
become a recluse, retired and left the cbuntry. His problems followed him overseas.”

( Clifford F. Carlisle, MPA, Mountain Brook Fire Department, ARP submitted for

Excutive Fire Officer Program, Sept. 1999)

LITERATURE REVIEW

A review of fire service and psychological literature, relating to
firefighter/paramedic and similar emergency responders, reveals the critical importance
of psychological wellness for combating the occupational stress inherent in this career.
No time in the history of the American fire séfvice has this been more apparent. Incidents
such as the Nimitz Freeway Collapse, the World Trade Center Bombing, Oklahoma City
Bombing, Kansas City Skywalk Collapse, the Olympic Park Bombing in Atlanta
Georgia, and recently the New York Trade Towers, are requiring our people to endure
more than ever before. Fire Personnel are being asked to withstand horrendous physical

and psychological assaults as they perform their duty.

“Stress was first studied in 1896 by Walter B Cannon (1871-1945). Cannon used
an x-ray instrument called a fluoroscope to study the digestive system of dogs. He
noticed that the digestive process stopped when the dogs were under stress. Stress
triggers adrenal hormones in the body and the hormones become unbalanced. Based on

these findings Cannon continued his experimentation and came up with the term



homeostatic, a state of equilibrivm in the body.” ( Paula Ford Martin, Stress, Gale

encyclopedia of Alternative Medicine )

The earliest research on stress disorders that increased the psychological burden
of those involved comes not from the civilian arena, but rather from the military. While
the role of stressful events was identified much earlier than World War 1, it was during
that war that they were first studied in reasonably scientific and comprehensive fashion.
“During World War 1 traumatic reactions to combat conditions were called “shell
shock,” a term coined by a British pathologiét, Colonel Frederick Mott, who regarded
such reactions as organic conditions produced by minute hemorrhages of the brain.”
(Coleman and Broen, [972) Only later, during WW11, did this error in understanding of
combat stress psychology begin to be more clearly and accurately understood. When
physical fatigue and psycholqgical factors, (such as Jong periods without rest, danger,
noise, and deprivation) began to be examined, only then did the theories of organic brain
damage and the accusations of weak or flawed character dissipate. World War 11, the
Korean War, and Ithe Vietnam War were important to this research because they were the |

first situations where significant data related to psychological stress was compiled and
examined. This information has been of great irnﬁortance in studying the occupational
stress found in firefighting, law enforcement, and EMS. This is not totally surprising,

since these organizations are paramilitary in nature.

Contemporary scientific studies of stress were initiated by Hans Selye, who, as a
young medical stadent in 1926, noted that individuals suffering from a wide range of
physical ailments all seemed to a common constellation of symptoms. These involve the

loss of appetite, decreases in muscular strength, elevated blood pressure, and a loss of.
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ambition. Selye referred to stress as a response to stimuli in which an organism
developed wear and tear. He more recently defined the concept of stress as the

nonspecific response of the body to any demand. (Hans Selye, 1974 pg. 14)

“ The effects of occupational stress, critical incident stress, and
post traumatic stress disorder can be clearly illustrated in the case of
firefighter Robert O’Donnell. After he rescued baby Jessica McClure in
Midiand Texas, his life was never the same again. Over a seven and a half |
year period, Robert O’Donnell went from a high profile hero, to an
emotionally troubled firefighter, to a prescription drug user, without a job
or family, and finally to a suicide victim. Robert was a psychological
trauma victim. He paid the ultimate price after the Murrah Building

Bombing in Oklahoma City.” (Munk, 1998).

This was lamented by Ray Sprague, EMT-P, “We go out and bust our butts on a
daily basis to save lives. [Then] to see people who have so much to live for [commit
suicide], it confuses you...It’s a sad thing to see happen. There had to be a better way.
Robert and another firefighter who took his own life last vear left families, lots of friends

and lots of people Wohd.ering why.” (Becknell and Ostrow, 1995)

Steve Delschn, in his book Deafing with Darkness, examined the
psychological stress of firefighting. The author examines the behavior of
fire fighters during and after fires, stabbings, shootings, acts of domestic
violence, terrorist acts, automobile accidents, airplane crashes, hurricanes,
tornadoes and earthquakes. He examines the public’s expectation of

toughness, the firefighter’s toughness, and also the feigned toughness. As
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Delsohn points out, “ Firefighters can feel.” This may not always be
“evident. The stress can be contained and hidden, but it is still there.

“everybody’s a tough guy when they’re at work.” (Delsohn, 1996)

This hiding and containing of stress are part of the firefighter’s problem.
“Dissociation at the time of trauma may protect the victim from a full conscience
appreciation of terror, helplessness, and grief, but at the cost of long term difficulties in
integration and mastery of the event. The concept of trauma related dissociation was first

developed by Pierre Janet in the 1880°s. (Marmar et al., 1996)

A relevant question to this research was ‘How much stress is out there?’
According to author Les Krantz, in Jobs Related Almanac, he ra‘-[es the job, firefighter, as -
tﬁé second most stressful job in the United States with a score of 249. Only the President
of the United States of America, at 250, received a higher score. Under physically
demanding, Krantz rated firefighting as 249 on a scale of 250. NFL football players were

rated slightly higher at 250.

“The impact of fire service work upon the human organism must
be understoad both as an organizational and as a biopsychosocial
phenomenon-—and not solely viewed as a physical phenomenon. Concern
is expressed that local government entities may view physical fitness
programs as a “quick fix” for problems associated with firefighter-
paramedic work; when, in fact, comprehensive wellness technologies are
required to enhance the viability of firefighter personnel at all ranks and
levels of experience. Petrie and Rotherham (1982) found that stress in

firefighters did not vary with length of time on the job, age, rank, or
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factors in the personal lives of subjects, such as martial status, martial
satisfaction, income, or number of children. Weliness technologies must
be developed to include those components of the firefighting organization
that are known to create, maintain, or reduce problematic work
performance circumstances and/or stress reactions in firefighters.” (Blum,

Stress and Survival in the Fire Service)

PROCEDURES
- . Research for this project primarﬂy involved a review of literature from current
periodicals, newspapers, related applied research projects, and conversations relating to
job stressors. Sources were obtained from Eastern Michigan University Hale library,
Dearborn Henry Ford Centennial Library, and the World Wide Web. Search engines

included Google, Infotract, Proquest, and First Search.

The primary objective was to identify firefighter/paramedic job stressors and
search out any effective techniqués that might be helpful in reducing detrimental effecté
of this unavoidable stress. Another objective of this research was to outline important
aspects of a comprehensive wellness plan. Since 15-20% of our personal are at risk,
according to the data I could find, (I think it is much higher) an investment of time and/or

money would pay off in less sick time and higher morale.

NFPA Standard 1582, Medical Requirements for Firefighters, was used as a
guideline to formulate this rough outline for a complete wellness plan. This research was
not extensive enough to recommend a complete wellness plan that was both feasible and

implementable. The following are a few ideas that this research uncovered,;




13

FIRST, AH new recruits need to be examined by a licensed physician to determine their

psysical fitness as a firefighter.

SECOND, New recruits be given a comprehensive drug screen to determine the

possibility of substance abuse pfbblems prior to their employment.

THIRD, The new recruits be required to complete the Minnesota Multi-phasic
Personality Inventory and the Hilson Safety and Security Risk Inventory to assess their

psychiatric suitability for the position of firefighter. .

FOURTH, Tmplementation of an ongoing wellness plan that was extensive in education

and awareness of this professions unavoidable stress and symptoms of stress reactions.

A limitation was the scarcity of scientific data on the daily stress exerted by
firefighters and emergency responders by their environment. Ray'mond J. Navarre,
Human Resources Officer of the Toledo Fire Department describes these below. (Navarre

1987).

1. Need for private space- the need to be away from the public and other
firefighters

2. Need for privacy- the need to have an area that is personal.

3 Need for a balance between the institutial quality of the firehouse verses the
family atmosphere and the firefighters’ relationships as members of the
firchouse

4. Need tcl) control the noise and media pollution- the need for quiet relaxation,

study, and sleep.
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5. Need for relaxing and comfort producing accoutements- need for furnishings
and surroundings that are physically, mentally, and psychologically stress

reducing, or at least not stress promoting. (Navarre 1987)

Another limitation was that most of the studies examined stress as it related to
mass casualty incidents. Finding data on daily stressors of Firefighter/Paramedic was
quite hard. However, Boudreaux, Mandry, and Brantley (1995) successfully examine the

cumulative stressors using the Social Readjustment Rating Scale (SRRS).
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Table 1.
The 15 Most Common Major Life Events Experienced by EMT’s using the SRRS as

4 measure.

HIGH END STRESS

Change in financial status

Vacation

Change in living conditions
Persqnal injury or illness

Change in sleeping habits

Change in work responsibilities
Mortgage greater than 10,000

Begin or end school

Change in residence

Change in work hours/conditions
Qutstanding personal achievement . .
Change in eating habits

Change in social activities

Change in number of auruements with spouse
Mortgage less than 10,000

LOW END STRESS



Table 2
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The 15 Most Common Daily Stressors Experienced by EMT’s.

Daily Hassles Non-Work Days Daily Hassles Work Days
Thought about unfinished work had sleep disturbed
Thought about the future thought about the future

Unable to complete all plans for today
Hurried to meet a deadline

Money problems

Did something you did not want to do
Had sleep disturbed

Concerned about personal appearance
Interrupted during task/activity
Interrupted while thinking/relaxing
Worried about another’s problems
Unable to complete a task

Waited longer than wanted to
Experienced illness/physical discomfort

Interrupted while talking

thought about unfinished work
interrupted during task/activity
interrupted while thinking/relaxing
concerned about personal appearance
hurried to meet a deadline

did something you did not want to do
had difficulty in traffic

money problems

unable to complete a task

interrupted while talking
worried about another’s problems
unable to complete all plans for today

experienced illness/physical discomfort
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RESULTS
The first question this research tried to answer was; Does on the job stress affect
the job performance and off duty activities of the firefighter/paramedic? Some of the
results of this research were surprising. Learning that firefighters were stressed by their

own living conditions was quite surprising. This research also provided some insight into

just how detrimental stress can be.

Dr L.N. Blum has done some of the most insightful research on firefighter work
related stress. This passage from his paper, “Stress and Survival in the Fire Service; How

They Live and Die™, seems to address my research question quite well.

“ Those who serve in firefighting and emergency medical services
have been asked to pay a great price for assignment to this most
prestigious duty. In the past 15 years of service to firefighters, paramedics,
and police officers, this writer has consistently encountered excellent
firefighters who posses strikingly high levels of divorces and damage to
relationships, physical symptoms of distress and continuing pain, episodes
of emotional instability and distress, work performance difficulties in fhe
aftermath of certain types of fires and medical assistance runs, and, under

certain circumstances, lapses in firefighter safety during high risk activity.

This is not to say that these fine individuals couid not do their jobs.
The reality is that firefighters will perform their duties even while parts of

their bodies or life might be harmed right in front of them.

The responsibilities, tasks, work demands, and activities performed

in firefighting are referred to in the term psychosocial stressors. They
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achieve a physical and psychological impact upon the individual
performing those tasks. The response that the individual makes to
psychosocial stressors encountered in firefighting are referred to in the
term, stress response. In the stress response, the brain undergoes activities
and changes in its adaptation (for the purpose of survival and eﬁlui.librium)
to encountered events or circumstance. The neuroendocrine response, or
the “ﬁght of flight” response, is “fueled” by excretion of the hormones,
adrenaline and noradrenaline. Of critical importance in the human

emergency response is the hormone adrenocoticotropic hormone, or

ACTH.

The effects of ACTH in the brain involve a shifting of neurological
“fuel” or brain activity away from the cerebral cortex (where information
obtained by the senses is categorized and processed) to the limbic region
of the brain where the emergency response processes occur. As such,
ACTH results in the cerebral cortex losing approximately two-thirds of its
functioning, to permit the limbic system (the part of the brain which the

emergency response) to activate the “fight of flight” response.

The impact of ACTH’s effect upon the cerebral cortex for a
firefighter can be observed in their experience of slow motion, “tunnel
vision,” muffled sounds, gaps in memory of the incident, detail errors, and
episodes where the firefighter’s report of the incident is not corroborated
by the physical evidence.” (Lawrence N. Blum, Stress and Survival in the

Fire Service: How They Live and Die)
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Pitman (1986) has demonstrated that the brain becomes conditioned by either
repeate& encounter with stressful circumstances—or by a single traumatic event—so that
it will, with repeated encounter with psychosocial stressors, begin to react under
- emergency conditions, even when no actual emergency occurs. “Therefore, repeatéd
encounter with psychosocial stressors which initiate stress responses in individuals, will
develop a conditionr iﬁ which the body is chronically and continuously in a state of
psychophysiological arousal. Examples of the effect of such a condition would be seen in

chronic elevation of blood pressure with no evidence of congenital circulatory defect

( see, for example, Guidotti,1992; Kristensen 1996; Schawrtz et al, 1996} chronic
gastrointestinal distreés, multiple awakenings, abrupt change in mood patterns, work
habits, withdrawal from normal activities, emotional react_ions inappropriate to
circumstance, inability to defuse after call is cleared, high risk behavior,

psychophysiological distress.”

“Research data has documented that a strikingly high proportion of
public safety personal frequently—and on a continuing basis—take some
form of antacid medication—i.e.zantac, tagament, maalox, digel, prilosec,
of generic braﬁds with similar purpose. The range of gastrointestinal (GI)
symptoms experienced by firefighters-—e.g., burning of sour feeling in the
stomach; watery, runny bowel movements; spastic bowel;
gastroesophageal reflux—can be simply observed in one of the effects
adrenergic innervation—a slowing or suppression of the digestive process,

resulting in acids not being sufficiently removed from the GI system.
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Firefighters have also acknowledged the continuing experience of
. musculoskeletal pain, stiffness, or discomfort in the absence of physical
injury or trauma. One of the effects of adrenaline upon the body is to
increase skeletal muscle tension—a critical necessity for readiness for
combat or flight. In addition, the increased muscular activity observed in
response to ad-r;analine results in lactic acid and ammonia—the wastes of
muscular activity—further increasing the eﬁperience of soreness and

physical fatigue observed with substantial or prolonged stress.

Still other firefighters have reported the experience of repeated
colds, influenza and a lowering of previous levels of resistance to illness.
Again, a not surprising result of the effect of adrenaline upon
immunosuppression during periods of heightened psychophysiological

arousal.”(Blum1994)

“While it can be credibly stated that firefighting duties contain high levels of job
demands, the existence of high job demand will not, in and of themselves, result in
adverse health conseqﬁences to the individual performing them. It s only when high job
are not prepared for, managed, or acknowledged, that adverse health problems will be

observed.” (Karasek 1979)

The second research question; Are there effective techmiques to reduce or

eliminate the detrimental effects of stress?

You have experienced a traumatic event of critical incident (any event that causes
unusually strong emotional reactions that have the potential to interfere with the ability to

function normally). Even though the event may be over, you may now be experiencing or
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may experience later, some strong emotional or physical reactions. It is very common, if
fact quite normal, for peeple to experience emotional aftershocks when they have passed

through a horrible event.

Sometimes the emotional aftershocks (or stress reactions) appear immediately
after the traumatic event. Sometimes they may appear a few hours of a few days later.

And, in some cases, weeks or months may pass before the stress reactions appear.

The signs and symptoms of a stress reaction may last a few days, a few weeks, a
few months, or longer, depending on the severity of the traumatic event. The
understanding and the support of loved ones usunally cause the stress reactions to pass
more quickly. Occasionally, the traumatic is so painful that professional assistance may
be necessary. This does not imply craziness or Weaknéss. It simply indicates that the
particular event was just to powerful for the person to manage by himself. It’s imperative
that the signs and symptoms of a stress reaction be able to be recognized by the

individuals involved and by their supervisors.
The following table identifies some signs and symptoms of a stress reaction.

Table 3. Signs and Symptoms of Stress Reactions

Phys&cal Cognitive Emotional Behavioral

Chills Confuosion Fear Withdrawl

thirst nightmares guilt ranti social acts
fatigue uncertainty grief inability to rest
nausea hypervigilance panic _intensified pacing
fainting suspiciousness denial erratic movements
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sweating

twitches intrusive images anxiety change in social activity
vomiting blaming someone agitation change in speech patterns
dizziness poor problem solving irritability loss or increase 1n appetite
weakness | poor abstract thinking depression hyperalert to enviroment
chest pain | poor attention/decisions | intense anger | increased alcohol
consumption
headaches | poor apprehension | change in usual
concentration/memory communications
elevated disorientation of time, emotional
BP place, or person shock
rapid heart | difficulty identifying feeling
rate objects or people overwhelmed
muscle heightened or l(’)wered
tremors alertness
schock increased or decreased
symptoms | awareness of
surroundings
grinding of .
teeth
visual
difficulties
profuse
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difficulty

breathing

The International Critical Incident Stress Foundation Inc. (ICISF) has compiled a list
of things that may be helpful to the individual in mitigating the effects of critical incident

stress.

Table 4. ICISF Recommendations

e Within the first 24-48 hours, periods of appropriate physical exercise, alternated
with relaxation will alleviate some of the physical reactions

= Structure your time; keep busy

e You’re normal and having normal reactions; don’t label yourself crazy

= Talk to people; talk is the most healing medicine

e Be aware of numbing the pain with overuse of drugs or alcohol, you don’t need to
complicate this with a su’b‘st_ance abuse problem

s Reach out; people do care

¢ Maintain as normal a schedule as possible

» Spend time with others

¢ Help your coworkers as much as possible by sharing feelings and checking out
how they afe doing

e Give yourself permission to feel rotten and share your feeling with others

e Keep a journal; write your way through those sleepless hours

¢ Do things that feel good to you
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e Realize that those around you are under stress

s Don’t make any big life changes

) D;) make as many daily decisions as possible that will give you a feeling of
control over your life, i.e., if someone asks you what you want to eat, answer him
even if your not sure.

e Get plenty of rest

e Don’ttry to fight reoccurring thoughts, dreams or flashbacks-they are normal and
will decrease over time and become less painful

e Eat well balanced and regular meals (even if you don’t feel like it)

The International Critical Incident Stress Foundation also has some things that family
members and friends can do to help the stress reaction.
Table 5. Tips for Family Members
e Listen carefully
e Spend time with the traumatized person
« Offer your aséistance and a listening ear if they have not asked for help
¢ Reassure him that he is safe
e Help him with everyday tasks like cleaning, coéking, caring for the family,
minding children
s Give him some private time

e Don’t take his anger of other feelings personally
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o Don’t tell him that he is “lucky it wasn’t worse,” a traumatized person is not
consoled by those statements. Instead, tell him you are sorry such an event has

occurred and you want to understand and assist him.

For many people in today’s world, stress is a fact of life. Although it is impossible
to eliﬁinate all stress from daily life, it is possible to control the effect stress has on the
body and the mind. The first step in managing stress is; to become aware of events in your
1ife that cause you stress. The causes of stress vary from petson to person, so thaj: what
causes you stress may not cause stress for another person. once you are aware of what
causes you stress, the goal is to find ways to avoid or control these things.

Relaxation techniques, when used consistently, can prove effective in controlling
stress by helping you reach a state of mental calm, even when in the middle of a stressful
situation.

There are several relaxation techniques provided by Access Health Inc. which can
‘be done almost anywhere at any time to help control stress. These techniques include:
Table 6. Stress Reduction Techniques |

s deep breathing

+ active relaxation
» viaualization

¢ passive relaxation
¢ vyoga, and

s Dbiofeedback

e deep breathing is a simple technique that can relax tense muscles,
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focus energy and help one be more productive. To use the technique,

simply breath in deeply through the nose, letting your stomach

expand as much as possible. It may be helpful to place your hands firmly and
comfortably on your stomach during the exercise. Once you’ve breathed in as
much as possible, hold your breath for a

few seconds and then exhale slowly through your mouth. Repeat this for three or
four breaths several times a day |

active relaxation is a process that can help you actually feel the difference
between tension and relaxation. It is accomplished by first tensing and then
relaxing cach muscle in the body. Start with the niﬁscles in the head and move
down to the muscles in the feet. This is also called progressive or systemic
relaxation. -

stretching exercises are a simple, easy way to loosen up tight

muscles and combat stress. Muscle tension is an automatic physical response to
stress, and the benefit of simple stretching exercises

is often overlooked as a relaxation technique.

another relaxation technique that can help reduce stress is clearing the mind or
visualization. Visualization a type of directed meditation which involves using the
minds eve to clear away mer:ltél clutter or to actually visualize how a stressful
situation can be handled successfully. This is done by picturing the stressful
situation in your mind such as a business presentation or an athletic performance

and then visually rehearsing the outcome. Visualization techniques also may be
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used to imagine a peaceful scene such as ocean waves lapping up on the beach to
create relaxation.

meditation and self-hypnosis are passive relaxation techniques that can be used to
create relaxation. Four elements are used in meditation: a quiet enviroment,

a point of focus like a neutral word that can help with concentration,

a passive accepting attitude, and

a comfortable position

ﬁqeditation once of twice a day for ten to twenty minutes each time can bring

~ rapid relief from chronic stress and also increase a person’s ability to tolerate
stress.

Yoga is the use of deep meditation and concentration to free oneself and unite
with a supreme spirit. It uses certain postures and carefully controlled breathingto
turn off behaviors that cause stress. For specific information on how to practice
yoga, you may consult various books available on the subject, take a

class at your local college, adult program or health club.

and finally, if a person has difficulty zeroing in on a stress

reaction or the ability to relax, the practice. of biofeedback

can be helpful. Biofeedback is a technique in which a person can learn to modify
the body’s physical reactions to forms of stress. Biofeedback involves sending
direct messages to various parts of the body to get a desired response. For i
example, people

have actually been able fo prevent frostbite from developing in conditions of

extreme cold by sending a message to their hands to stay warm. Biofeedback has
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also been used for control of chronic pain problems, such as back pain or

migraine headaches.

To begin with, it may be helpful to work with a certified biofeedback practitionér
and specialized equipment to learn the technique. However, once learned, biofeedback
can be used in any environment ;Lo help control blood pressure, heart rate, pain or
physical or emotional stress. It is not important which relaxation techniques are used.
What is important is the attitude with which relaxation is pursued and what 1s

comfortable for the person.

DISCUSSION

The importance of psychelogical wellness and stress reduction for firefighters was
clearly underlined by The United States Fire Administration’s Stress Management Model
Program for Firefighter Well-Being, FA 100, as early as February 1991. Other leading
agencies such as The International Association of Firefighters in cooperation with The
International Association of Fire Chiefs have picked up on this lead. The Fire Service
Joint Labor Management Wellness/Fitness Initiative has incorporated psychological
wellness into their overall plan. « Firefighters must continue to respond to emergency
incidents that require extreme physical output and often result in physiological and
psychological outcomes. Such situations, over time, can and do affect the overall
wellness of the firefighting and el;nergency response system” (Fire Service Joint Labor

Management Wellness/Fitness Initiative, 1999) One of the key points identified by the
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task force to investigate is: “ Develop a holistic wellness approach that includes; medical,
fitness, injury/fitness/medical rehabilitation and behavioral health.” This is being
investigated directly to protect the wellness of the firefighter. ** The project seeks to prove
the value of investing wellness resources over time to maintain a fit, healthy, and capable
firefighter throughout his/her 25-30+ year career and beyond.”

“A study by the Medstat group in Washington D.C., found thét people with high
stress levels at work sustain healthcare costs that are 46% higher than those incurred by
people with less stress. The American Institute of Stress reports that between 75% and
90% of physician visits have stress as a major contributing factor to the patients reason
for the visit.” (William Atkinson, Purchasing, Supply Chain Stress: Coping with
professional Pressures, Issue 18, 2001)

“The literature indicates that several large private corporations have realized cost
benefits through initiating or expanding wellness programs. AT&T, Union Pacific
Railroad, Du Pont Chemical Corporation, and the Travelers Corporation of $1.50 to
$3.40 for every dollar invested in wellness i)rogTams.” (Ken Riddle, Deputy Fire Chief,
Las Vegas Fire Department, ARP submitted to the National Fire Academy, April 1999)

Chief Riddle initiated his departments health and wellness program in late 1993,
with very impressive results. There were a significant decrease in number of injuries, sick
time usage, and improved morale. The following table illustrates the results he achieved

in the first four years of implementing his health and wellness plan.
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Table 7. Results from Las Vegas Fire Department’s Health and Wellness Plan

: Light Duty | Injuries with work days | Injuries With No Work Days
YEAR |Days Missed Days lost Lost
1994 628 154 30 35
1995 278" 427 32 24
1996 227 321 16 22
1997 .20 70 5 8

The dramatic results Chief Riddle achieved is proof that comprehensive health
and wellness plans are needed in the fire service to help maintain viable and productive
personnel.

RECOMMENDATIONS

“Concern is expressed that local government entities may view physical fitness
programs as a “quick fix’ for problems associated with firefighter-paramedic work; when,
in fact, comprehensive wellness technologies are required to enhance the viability of
firefighter personnel at all ranks and levels of experience. Petrie and Rotherham (1982)
found that stress in firefighters did not vary with length of time on the job, age, rank, or
factors in the personal lives of subjects, such as martial status, martial satisfaction,
income, or number of children. Wellness technologies must be developed to include those
components of the ﬁreﬁghting organization that are known to create, maintain or reduce
problematic work performance circumstances and/or stress reactions in
firefighters.”(L.N. Blum)

If it is true fhat our people are our number one resource, then the cost of a
comprehensive wellness program is negligible compared to the long term benefits and

cost savings it will provide.
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Initiating a health and wellness program will most likely depend on available
resources of the organization. Education and an awareness of potential health problems is

essential if most individuals are to enjoy a 25-30 year career.
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ABSTRACT

Purpose: This research was dore to assess levels of psychosocial stress and related hazards [(burnout, depression, and posttraumatic stress
disorder (PTSD)] among eniergency medical responders (EMRs). Materials and Methods: A comparative cross-sectional studywas conducted
upon (140) EMRs and a comparative group composed of {1 40)nonemergency workers. The groups studied were subjected to semistructured
questionnaire including demographic data, survey for job stressors, Maslach burr out inventory (MBI}, Beck depression inventory (BDI), and
Davidson Trauma scale for PTSD. Results: The most severe acute stressors among EMRs were dealing with traumatic events (88.57%),
foliovwed by dealing with sexous accidents (87 8%) and young victims (87.1496). Chronic stressors were rmore commonly reported among
EMRs with statistically significant differences (P < 0.05) except for social support with colleagues and supervisors. EMRs had statistically
significant higher levels of emotional exhaustion (EE) (20%) and depersonalization (DP) (9.3%) compared with comparative group {4.3%,
1.4% respectively). Also, there was no statistically significant difference between two groups as tegards lower personal achievement or
depression symptoms (P >0.03), There was increased visk of PTSD for those who had higher stress levels from death of colleagues [odds
ratio (OR) [95% confidence interval (CI)] = 2.2 {0.7-7.6), exposure to verbal or physical assault OR (95% CI) =16 (0.544) and dealing
with psychiatric OR (95% CI) 1.4 {0.53.7) (P > 0.05) Condusion: EMRs group had more frequent exposure to both acute and chronic
work-related stressors than comparative group. Alse, EMRs had higher levels of EE, D, and PTSD compared with comparative group.
EMRs are in need for stress management program for prevention these of stress related hazards on health and work performance,

Keywords: Burnout, depression, emergency medical responders, post-traumatic stress disorders, psychosocial stress among
emergency medical responders, work-related stress among ambulance workers

Introduction may be at risk of developing work-related health
problems 82

Until recently, occupational health within the amnbulance
services has received relatively little attention from
reseatchers. In the past few years, researchers have
become increasingly aware that ambulance personnel

No study has systematically compared the level of
symptoms and prevalence of cases between ambulance
workers and the normative sample of a relevant working
population. Previous research comparing the health status
in ambulance personnel with that of general populations
has not considered the healthy worker effect.®
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role conflict, and lack of social support. Implications of
these sources of work-related stress include the effects
on worker satisfaction and productivity, mental as well
as physical health, absenteeism, and the potential for
employer liability. However, the role of acute and intense
stressors is often neglected.®

Exposure to raumalic stressors is potentially integral part
of the job for emergency service personnel. Traumatic
stressors, or critical incidents, are those in which
personnel are exposed to death or life-threatening injury.
In addition to the risk of mortality,® serious mental
health and behavioural problems are associated with
such fraumatic exposure. These include posttraumatic
stress disorder (PTSD), anxiety, and depression.®

Burnout and stress are common-related problems in
health service workers.® Maslach and Jackson® defined
burnout as a physical, emotional, and intellectual
exhaustion syndrome manifested by adverse attitude to
professional life and other people with the develocpment
of a negative self-esteem in the individual experiencing
chronic fatigue and feelings of helplessness and
hopelessness.

This research was done fo assess the possibility for higher
levels of psychosocial stressors and related hazards
(burnout, depression, and PTSD) amoeng emergency
medical responders (EMRs) compared with comparative

group,

Materials and Methods

Study design

A comparative cross-sectional study was conducted over
a period from June 1, 2011 to August 31, 2012 upon EMR
and a matched comparative group at Mansoura city.

Study population

¢+ The study population comprised (280) subjects
employed in main ambulance service at Mansoura
city. They were divided into two groups: EMR group
which consisted of 140 responders and comparative
group which consisted of 140 nonemergency workers.

EMRs group

Inclusion criteria

Permanent and temporary male EMRs employed for
more than 1 year working either in main center in
Mansoura city, urban and rural units. One hundred

and forty EMR were randomly selected after approval '

to participate in the present study. They were all males.
Their ages ranged {rom 22-58 years with a mean age of
37 £9.35 years. The mean duration of employment was
11.2+£ 9.9 years, This group consisted of 80 EMTs and 60
emergency drivers.

indian Journal of Commurity Madicina/Vol 38/lssue 2/Aphil 2014

Job description of EMRs

Emergency medical technicians (EMTs) are emergency
responders trained to provide immediate care for sick or
injured people and transport them to medical facilities,
They usually work as team of fwo responders (EMT and
driver) and may request additional assistarce from the
police or fire departments. The emergency driver drives
an ambulance to transport sick, injured, or convalescent
persons to/{rom a hospital or other health facility and
performs various duties related to this main job such
as carrying; cleaning; communicaling; handling; and
lifting.®

Most of EMTs and drivers are required to work 24 h
a day every other day. There are two types of shifts in
Mansoura ambulance service either 24 h day after day
shift or daily 8 h shift rotating between day, evening,
and night shifts.

Comparative group

The group comprised 140 male workers at Mansoura’s
main ambulance center, techmnical institute of health,
and faculty of Commerce and faculty of Medicine at
Mansoura University, who matched EMRs in most of the
variables except for the risk of exposure to stressful job
situation due to emergency work. They were all males.
Their ages ranged from 22 to 59 years with a mean age
of 39.5 = Tlyears. The mean duration of employment
was 13.5 £ 9.9 years.

Job description of comparative group

They are service and office workers in Mansoura
ambulance center who never worked in providing
emergency medical service, Service workers ensure
that building and offices are maintained in a clean and
orderly manner. Office workers from ambulance center
carry out technical and maintenance jobs, accountant
service, and financial affairs. Service workers included
laboratory and maintenance technicians in Mansoura
faculty of medicine, Mansoura faculty of commerce, and
technical institute of health,

Mathods

An interview with each study subject was carried out to
help filling in the questionnaire and direct observation
of psychosocial-work environment,

Guestionnaire

A semistructured questionnaire was designed to
obtain sociodemographic data including age, sex,
residence, lifestyle (such as smoking and illicit drug
abuse), occupational history [job desci’ipﬁﬁm, duration
of employment, shift work hours, job stress survey
(frequency and types]for acute stressors in the form of
dealing with psychiatric patients, dying patients, young
victims.® The responders were asked to rate how stressful
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was these stressors on a scale from1 (not stressful} to 4
(extremely stressful). Questions about chronic work-
related stressors according to questionnaire on the
experience and assessment of work were included in
the form of lack of job autonomy; lack of social support
fram colleagues and supervisors.®

Psychosocisl health hazards assessment tools
Masiach Bumout inventory (MBI}

Burnout was assessed according to the MBI This
instrument contains 22 items that measure the
cumulative effects of work-related pressure on three
states: “ Emotional exhaustion (EE), DP,” and “personal
accomyplishment (PA).” Each question is assessed on a
scale ranging from 0 (not at all) to 5 (yes, absolutely).
High scores for the first two scales and low scores for
the last scale are associated with burnout.”

Beck depression inventory “Arabic version”
Depression was assessed according to Beck depression
inventory (BDI} “Arabic version.” This instrument
comtain 21 questions each item is rated on a FOUR-
point scale ranging from 0 to 3. The maximum total
score is 63,00

Davidson trauma soale (DTS)H{DSMAY) (Arabic form)
All study subjects completed the DTS, a 17-item scale
measuring each Diagnostic and statistical manual-
IV symptom of PTSD on five-point frequency and
severity scales. The subjects were diagnosed with PTSD
symptoms when having one of the re experience or recall
symptoms, three avoidance symptoms, and one of the
arousal symptoms (Arab corporation for psychological
test 2010).02

Statistical anslysis

Data were analyzed with SPSS version 16 for Windows.
The normality data were first tested with one-sample
Kolmogorov-Smirnov test. Descriptive statistics, mean,
median were calculated to describe central tendencies in
each group. The groups were compared with Student’s
t test for continuous parametric variables and Man-
Whitney test (z) for nonparametric continuous variables.
Chi-square (x?) test was used for categorical variables.
Fisher's exact test was used when 50% of cells or more
were less than 5; P < (.05 was considered as statistically
significant.

Ethical consideration

Approval of related authorities including the regional
ambulance head manager, faculty of Medicine, faculty of
commerce, and technical school of health was obtained.
Also, an informed verbal consent from each study subject
to participate in the study was obtained before the start
of work with assurance of confidentiality and anonymity
of the data. Subjects were requested personally by
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the investigator and they were asked to participate
voluntarily with a full right to withdraw from the study.

Rasylts

Seciodemographic characteristics of studied groups
The EMRs group-matched comparative group as regards
all sociodemographic variables. The mean age of EMRs
group and comparative group was 38£94 and 39.5£11.5

* respectively. Both groups were males. The majority of

EMR and comparative group were from rural area
respectively (60%, 54.3%) and married (81.4%, 82.9%).
Also, most of studied EMRs and comparativegroup had
received technical education (61.4%, 48.6%). (Data are
not tabulated).

Job characteristics of studied groups

The EMRs group composed of eighty EMT (57.1%)
and 60 drivers (42.9%), while the comparative group
composed of 61 administration staff members (43.6%)
and 79 service workers (56.4%). About half of EMR
group {52.9%) were hired with short contracts, while
most of comparative group subjects (72.1%) were
permanent workers with statistically significant
difference (P < 0.05). The mean duration of employment
was 11 + 9.9 for EMR, while the mean duration of
employment for comparative group was 13.3 £ 9.8 with
no statistically significant difference (P > 0.05). Also,
it was observed that most of EMR (68.6%) were 24 h
shift workers and most of comparative subjects (47.1%)
were day workers (<8 h) with statistically significant
difference (P < 0.05) (Data are not tabulated).

Acute stressors

EMR suffered from different acute job stressors. The
most severe acute stressors was dealing with traumatic
events (88.57%), followed by dealing with serious
accidents (87.8%) and young victims (87.14%). Dealing
with psychological patient was the least frequently
encountered acute stressor (45.7%) (Data are not
tabulated).

Chronic organizational stressors

EMR group experienced exposure to overall job stressors
with different degrees more frequently (100%) than
comparative group (56.4%) with statistically significant
difference (P < 0.05). Also, lack of decision control at
work and lack of organizational decision control were
more commonly reported (30.7%, 72.1%) among EMR
compared with comparative group {10.7%, 50%) with
statistically significant difference (P < 0.05). EMRs
group reported poorer communication with their
organization (27.1%) than comparative group with
statistically significant difference (P < 0.05). Also, social
support with supervisors among EMRs (85%) was less
than that reported by comparative group (92%) withno

Indian Joumnal of Community Medicine/Vol 39/lssua 2/Aprif 2014
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statistically significant difference (P > 0.05). In addition,
social support with co-woerkers was {95.6%) among EMRs
compared with 95.9% among the comparative group
with no statistically significant difference (P > 0.05).
EMRs had higher levels of group moral and cohesion
(98.6%) compared with comparative group (93.6%) with
statistically significant difference (P < 0.05) [Table 1].

EMRs had significantly higher percentage of physically
strenuous activities, rapid pace of work, overtime work,
work overload, never receiving compensatory financial
rewards, and lower percentage for reporting enough
resources than comparative group with sfatistically
significant difference (P < 0.05} (Data are not tabulated).

Burnout

EMR had higher levels of BEE (20%) compared with
comparative group (4.3%) with statistically significant
difference (P < 0.05). Also, DP levels were higher
among EMR (9.3%) compared with comparative
group (1.4%) with statistically significant difference
(P < 0.05). However, high personal achievement was
more frequently found in EMRs group (80.7%) than that
found in comparative group (74.3%) with no statistically
significant difference between the two groups (P > 0.05)
[Fable 2].

Depression and PTSDs

Total BDI score and depression grade was not
significantly different among EMR when compared
with comparative group (P > 0.05). Median total score
of Davidson scale for PTSD was higher among EMR (5)
compared with comparative group (0) with statistically
significant difference (P < 0.05). Also, 13.6% of EMRs had
PTSD compared with (2.9%) of comparative group with
statistically significant difference (P < (.05) [Table 3].

Risk factors for PTSDs

There was no statistically significant difference between
EMR with PTSD and EMR without PTSD as regard
exposure to acute stressors (P > 0.05). In the mean,
while there was increased risk of PTSD for those who
had higher stress levels from death of colleagues (OR)
(95% CI) = 2.2 (0.7-7.6), exposure to verbal or physical
assault OR (95% CI) = 1.6 (0.5-4.4), and dealing with
psychiatric OR (95% CI) = 1.4 (0.5-3.7) (Data are not
tabulated).

impact of burnout on PTSD among EMRs

EE levels among EMR with PTSD were significantly
higher (42.1%) than those without PTSD (16.5%)
(P <0.05) OR (3.6) (95% Cl: 1.3-10.28). Moreover, higher
personal achievement was more common among
responders with PTSD (36.8%) compared with those
without PTSD (16.5%) with OR (2.9) (95% CI: 1.03-8.4)
(P < 0.05). However, DP was more frequent {9.9%) among
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responders with no PTSD compared with (3.3%) of EMR
with PTSD with no statistically significant difference
(P > 0.05) [Table 4]. Logistic regression analysis showed

Table 1: Fraquency of chronic organizational psychosocial
strassors among studied groups

Pgychososial  Emergency medical Comparalive  Tesiof
slBSS0rS responders graun stynificance
(=140 (=140}
Mo (%) Mo {75)
Degcision control
at work
Never 43 (30.7) 15 {10.7} =17
Ever 97 (69.3) 125 (89.3) P=0.001*
Organizational
decision contral
Never 101 (72.1) 70 (50) ¥2=144
Yeas 39 (27.9) 70 (50) P=0.001*
Communication
with the
arganization
Never 38 (27.15) 17 {12.15)
Sometimes 45 (32.14) 50 (35.71) ¥2=13.25
Regularly 33 (23.57) 31 (22.14) P=0.004*
Always 24 (17.14) 42 (30)
Social suppont
with supervisors
Never 21 (15) 10 (7.1)
Sometimes 49 (35} 61 (43.6) ¥*=6.9
Regularly 49 (35) 41 (29.9) P=0.07
Always 21(15) 28 (20)
Social support
with co-workers
Never 6(4.4) 6 (4.3)
Sometimes 13(9.3) 21 (15) ¥2=2.7
Regularly 52 (37} 54 (38.8) P=0.4
Abways 69 (49.3) 50 (42.1)

*P value less than 0.05is considered statistically significant

Table 2: Levels of burnout subscales amenyg study groups
according to Masiach burneut inventory

Burnout subscales EMRs Comparative Tast of
{n=140) group (n=140) significance
Mo (9%} No (%)
Emotional exhaustion
Ltow and moderate 112 (80) 134 {85.7) %?=16
burmn out {=30)
High burm out {=30) 28 (20) 16 (4.3) P<0.001*
Depersonalization
Low and modarate 127 {90.7) 138 (98.6) - x=B.5
bumout =12
High burn out =12 13 (9.9) 2{1.4) P=0.004*
Personal achievement
Low moderate 113 (80.7) 104 {74.3) =18
burmn out =33
High burn out <33 27 {19.3) 36 (25.7} P=0.2
Total score
Meanz=SD 56.62+15.14 - 40.85x16.84 =8.2
P<0.001*

EMRs: Emergency medical responders, SD: Standard deviation
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Table 3: Postiraumatic stress and depression symploms
ameng studied groups

Paychosoocial EMBs Comparative Test of
disorders {n=140) group{n=140) significance
Mo (%) No {%)
Posttraumatic stress
Present 19 {13.6) 4(2.9) #%*=10.6
Absent 121 (86.4) 136 (97.1) F£=0.001*
Severity of depression
Less than 15 {mild) 101 (72.1} 114 (81.4) ¥2=3.48
15-30 (moderate) 34 (24.3) 2z (16.7) P=0.17
>30 {severe) 5 (3.8) 4 {2.9)

EMR: Emergency medical responders

Tabie 4: Impact of burnout on postiraumatic stress disorder
among emergency medica! responders

Burnout Emergency medical Test of
subscales responders stenificance
With PTSD  Without BTER
{rn=19) {r=121)
Mo (%) No (%}
Emotional
exhaustion
{low or moderate 11 (57.9) 101 {83.5) ¥2=6.7
burnout) <30 (9
High bumout (=30} 8 {42.1) 20 (18.5) P=0.01*
OR 3.6 (1.3-10.28)
Depersonalization
Low or moderate 18 (94.7) 108 {90.1) =04
bumout) {=<12) (1}
High burnout (>12) 1{5.3) 12 (9.9) P=0.5
OR 0.5 (0.06-4)
Personal
achievement
low or moderate 7 {36.8) 20 (16.5) *%=4.3
burnout) {=33) (1
12 (63.2) 101 (83.5) P=0.03"

High burnout (<33)
. OR2.9(1.03-8.4)

OR: Odds ratio, PTSD: Post traumatic stress disorder

that B was independently associated with the likelihood
of having posttraumatic stress symptoms {OR = 4.6)
(Data are not tabulated).

Discussion

Emergency responders, including EMS personnel,
fire fighters, and law enforcement officers, risk their

health, and safety to assist in medical emergencies;

motor vehicle incidents; building and wild-land
fires; hazardous material spills; crimes and public
disturbances; search and rescue; and natural and
human-caused disasters.!®

Current study results demonstrated that EMR group
experienced exposure to acute and chronic job stressors
with different degrees more frequently {(100%) than
comparative group (56.4%) with statistically significant
difference (F < 0.05),

07

Ambulance specific stressors were reported as
significantly more severe than the general organizational
stressors. Serious operational demands were reported as
the most severe stressor™*® and physical demands were
the second most severe stressor,04'9

In current research, severity of acute ambulance specific
stressors and frequency of general chronic stressors were
assessed. It was found that EMRs suffered from different
acute job stressors. The most severely encountered acute
stressors was dealing with (raumatic events (88.57%),
followed by dealing with serious accidents (87.8%) and
young victims (87.14%). Dealing with psychological
patient was the least frequently encountered acute
stressor (45.7%).

In accordance with our hypotheses, ambulance-specific
stressors were identified as the most severe stressors.
Serious operational tasks, and the items ‘dealing with
seriously injured friends and people you know” and
‘dealing with seriously injured children’ in particular,
were rated as the most severe stressor (a higher mean
score than the two general stressors time pressure and
challenging job tasks).t”

In current study, the frequency of chronic organizational
stressors was assessed, rapid pace of work was the most
frequently reported organizational stressor among EMR
group (96.3%), followed by physical strain (95.3%), work-
overload (83.6%), and overtime work (62.1%) compared
with comparison group (45%, 68.7%, 57.9%, and 8.6%),
respectively with statistically significant difference
(P < 0.05). ‘

These results were in accordance with Stured ef al,,%” who
reported that physical demands were the most frequent
stressors and second most severe compared to all other
stressors. The authors explained their finding by much
heavy lifting and carrying under difficult conditions. In
addition, this concurs with other studies, which have
found that ambulance personnel report higher levels of
musculoskeletal strain than employees in other health
services,® and that ambulance personnel self-report
more musculoskeletal and physical health problems than
the general population 519

These results were consistent with Ploeg and Kleber®
who reported that ambulance workers scored higher
than reference group, which meant that they reported
more chronic work refated stressors.

Moreover, EMRs at Mansoura reported poorer
communication with their organization (27.1%) than
comparison group (12.1%) with statistically significant
difference {P < 0.05). These results came in agreement with
similar study in Netherland that reported significantly

Indian Journal of Community Meadicine/Vel 38/lssue 2/April 2014
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higher mean levels of poor communication among
ambulance workers compared to reference group.”

Also, social support with supervisors among EMR (85%)
was less than that reported by comparative group (92%})
with no statistically significant difference (P > 0.05). In
addition, social support with co-workers was (95.6%)
among EMR compared 95.9% among the comparison
group with no statistically significant difference
(P > 0.05). EMR had higher levels of group moral and
cohesion (98.6%) compared with comparative group
{93.6%) with statistically significant difference (P < 0.05).

[t was noticed that the levels of soctal support with
supervisors and co-workers in current study were
satisfactory in comparison te Stured et al.,%" who
reported that lack of social support from co-worker
and leaders was the second most frequent stressor after
- physical demand and most severe general stressors.
Moreover, Ploeg and Kleber® reported higher mean
levels for lack of social support from colleagues and
supervisors among ambulance workers compared with
reference group with statistically significant difference
(P < 0.001),

Frank and Ovens®® have pointed to the fact that
emergency work is both rewarding and demanding in
that little control over patient-mix exists, compounded
by the fact that life and death decisions have to be made
quickly,

The current research revealed that lack of decision
control at work and lack of crganizational decision
control were more commonly reported (30.7%, 72.1%)
among EMRs compared with comparative group (10.7%,
50%) with statistically significant difference (P < 0.05).

Ploeg and Kleber® reported higher mean levels for
lack of job autonomy among ambulance workers than
reference group with statistically significant difference
(P < 0.001).

Alexander and Klein™ reported indeed high levels of
job satisfaction among ambulance workers. However,
a distinction between satisfaction with regard to the
job and satisfaction with regard to the organization
can be made, Expressed job satisfaction does not mean
that the organization does not have to concern about
the well-being of its employees. Dissatisfaction with
organizational aspects has a price: A price to be measured
in terms of the levels of general psychopathology,
burnout, and posttraumatic symptoms. Current study
results revealed that lack of organizational decision
control among EMRs can be important source for
organizational dissatisfaction and psychopathological
diseases among studied population.

Indian Journal of Community Medicine/Vol 39/Issue Z/Aprl 2014

The levels of burnout subscales in the form of FE and
DT were higher among EMR compared with comparison
group with statistically significant difference (P> 0.001}.
The percentage of the workers with high score on
separate subscales were (20%) for BT, 9.3% for DP, and
19.3% for low PA.,

A study from the Netherlands Ploeg and Kleber® used
the MBI to investigate the prevalence of burnout in
workers from 10 regions and found a higher risk for
burnoutin ambulance workers (8.6%) than in the general
working population (5.3%). The percentages of workers
with high scores on the separate dimensions were
reported as 12% for EE, 18% for DP, and 16% for low PA,

However, a study from a single service in the USA
reported an opposite result and concluded that the
average burnout scores in ambulance workers were
slightly but not significantly lower than the national
average.® However, this conclusion was based on a
small and non-representative sample. A study from
a Scottish regional ambulance service reported the
percentages of workers with high scores on the MBI for
the separate scales as 26% for EE, 36% for low PA, and
22% for DP, but did not report confidence intervals.®

Qur research results have reported comparable levels
of depression symptoms according to BDI among EMR
and comparative group. The prevalence of depression
was 3.6% among EMRs compared with 2.9% among
comparative group with no statistically significant
difference (P > 0.05). A lower prevalence (2.1%) of severe
symptoms, as measured with BDI, was reported in a
study from a single ambulance service in Canada.®
Three other studies reported a similarly high prevalence
of psychological distress {(>20%), as measured by the
General Health Questionnaire [GHQ-12]. #1242

Median total score of Davidson scale for PTSD was
higher among EMR (5) compared with comparative
group (0) with statistically significant difference
(P <0.05). Also, 13.6% of EMRs had PTSD compared with
(2.9%) of comparative group with statistically significant
difference (P < 0.05).

The prevalence of postiraumatic stress symptoms was
also high in some studies®**" although these studies
used different scale for evaluation of PTSD. However,
these findings should be interpreted with caution,
particularly because the high PTSD symptom scores
in the ambulance services might reflect that, when
asked to report on a traumatic incident, ambulance
workers may have a larger reservoir of potentially
traumatic memories to choose from than the general
population. Hence, ambulance personnel may score
much higher on the PTSD scales than the general
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population without necessarily having more actual
problems. Therefere, more research should focus on
sleeping problems, intrusion, and hyperarousal among
ambulance personnel.??

Strengths and limitations
The strengths of this study are first, the ability to
compare the frequency of psychosocial hazards with a

sample of working population as control group. Most -

of previous studies focused on emergency workers only
or compared with general population which is different
from working healthy population. Second, there is little
public awareness that EMTs" job is the host of many
occupational hazards especially in developing countries.
Third, burnout and depression among EMRs are still
an open question due to conflicting results reported by
previous studies. Limitations of current study included
convenient sample of EMRs which can be attributed
to limited time for data collection on work day for all
responders who work day after day. Another aspect that
can be investigated in further research is drug abuse as
a consequence of job stress especially among emergency
drivers, Moreover, no clear delineation was reported
in current research as regards cause-effect relationship
between burnout and PTSD whether emotional
exhaustion caused PTSD or not.

Conclusion

The EMRs had perceived dealing with traumatic events
and serious accidents as the most severe acute stressors.
There were statistically significant differences between
EMRs group and comparative groups as regards most
of chronic work-related stressors except for lack of social
support with colleagues and supervisors, The EMRs
groups had higher levels of physical strain, rapid pace
of work, lack of decision control, and organizational
decision control, EMRs had higher mean levels of
emotional exhaustion and depersonalization compared
with comparative group. In addition, EMRs had more
than 10% with clinical levels of PTSD compared with
3% in comparative group. Emotional exhaustion was
significantly found among EMRs with PTSD compared
with healthy ones. However, there was no evident
difference between the two groups as regard depression
score, Based on the above results, those emergency
responders are in urgent need for stress management
and debriefing programs for prevention and alleviating
these psychosocial health hazards with particular stress
on organizational role in enhancing levels of satisfaction
among emergency responders,

Acknowledgement

We wish to express our deep thanks and gratitude to all
EMRs at Mansoura city for their help and support during
accomplishment of this work,

109

References

1.

10,

11

12,

13,

14,

15.

16.

17,

18.

19.

Bennett B Williams Y, Page N, Hood K, Weollard M. Levels
of mental health problems among UK emergency ambulance
workers, Emerg Med ] 2004:21:235-6,

Regehr C, Hill ], Goldberg G, Hughes ], Post-mortem inquiries and
trauma responses in pararmedics and fire fighters, J Interpers Viol
2003;18:607-22,

Li CY, Sung FC. A review of the healthy worker effect in
occupaticnal epidemiology. Occup Med (Lond) 1999;49:225-9,

van der Ploeg VE, Kleber R]. Acute and chronic job stressors
among ambulance personnel: Predictors of health symptoms.
Occup Environ Med 2003;60:40-8.

Maguire BJ, Hunting KL, Smith GS, Levick NR. Occupational
fatalities in emergency medical services: A hidden crisis, Ann
Emerg Med 2002;40:625-32,

McManus IC, Winder BC, Gordon . The causal links betwesn
stress and burnout in a longitudinal study of UK doctors. Lancet
2002;352:2089-90,

Maslach C, Jackson SE. “The measurement of experienced
burnout”. ] Occup Behav 1981;2:99-113.

International Occupational Safety and Health Information Centre
(CIS), International Safety Datashests on Occupations, Steering
Comimities maeting, 9-10 March. Geneva: [LO; 1995,

van Veldhoven M, Meijman TF, Broersen JF, de Zwart BC,
van Dijk FJ. Manual VBBA: Oonder Search for the perception
of psychosocial work load and stress using the questionnaire
experience and evaluation of work [Manual of the QEAW;
Research on the evaluation of psychosocial work strain and
job stress using the Questionnaire on the Experience and
Assessment of Work], Amsterdam: 1597,

Maslach C, Jackson SE, Leiter MP. Maslach burnout inventery
manual. 3" ed. Palo Alto: Consulting Psychologists Press; 1996.
Avallable frem: httpy/www.mindgarden.com/products/mbi.htm
[Last accessed on July 2012].

Beck A, Steer RA, Brown GK. Manual for the Beck Depression
Inventory-II. San Antonio: Psychological Corporation; 1996.

Arab Corporation for Psychological Tests, Arabic version of
Davidson PTSD Scale according to DSM-IV. Awvailable from:
http://arabtesting.com/: Personal communication with Dr. Abdel-
Mawggod Abdel samiee head manager of Arab cerporation for
psychelogical test; 2010,

Reichard AA, Jackson LL. Occupational injuries among
emargency responders. Am ] Ind Med 2010;53:1-11.

Boudreaux E, Mandry C. The effects of stressors on emergency
medical technicians (Part TI): A critical review of the literature
and a call for further research, Prehosp Disaster Med
1996;11:302-7.

Sterud T, Fkeberg O, Hem ¥, Health status in the ambulance
services: A systematic review. BMC Heelth Serv Res
2006;56:82.

Mahony KI.. Management and the creation of occupational
stressors in an Australian end a UK ambulance service. Aust
Health Rev 2001;24:135-45.

Sterud T, Hem E, Fkeberg O, Lau B, Occupational stressors
and its organizational and individual correlates: A nationwide
study of Norweglan ambulance personnel. BMC Emerg Med
2008;8:16.

Johnsen S, Cooper G, Cartwright S, Donald I, Taylor B, Millet C.
The experience of work-related stress across occupaticns.
J Manag Psych 2005;20:178-87,

Okada N, Ishil N, Nakata M, Nakayama S. Occupational
stress among Japanese emergency medical technicians: Hyogo
prefecture. Prehosp Disaster Med 2005;20:115-21.

Indian Journal of Commurity Medicine/Vol 39/lssue 2/Aprl 2014




Khashaba, of &l.; Work-related psychosocdial hazards among EMRs

20,

21.

22,

23,

24,

Frank JR, Ovens H. 8hift work and emergency medical practice.
CIEM 2002;4:421-8.

Alexander DA, Klein S. Ambulance personnel and critical
incidents: Impact of accident and emergency work on

mental health and emotional well-being. Br J Psychiatry
2001;178:76-81.

Weiss 8], Silady MT, Roes B, Effect of individual and work
characteristics of EM'Ts on vital sign changes during shift-work,
Am ] Emerg Med 1996;14:640-4,

Regehr C, Goldberg G, Glancy GD, Knott T. Post-traumatic
symptoms and disability in paramedics, Can J Psychiatry
2002;47:953-8.

Thompson J. Psychological impact of body recovery duties.
T R Soc Med 1993;86:628-9.

Indian Journal of Community Medicine/Vol 39/1ssue 2/April 2014

25,

26,

27.

Clchessy S, Ehlers A. PTSD symptems, response to intrusive
memories and coping in ambulance service workers. Br J Clin
Psychol 1999;36:251-635.

Jonsson A, Segesten K. Deily stress and concept of selfin Swedish
ambulance personnel. Prehosp Disaster Med 2004;19:226-34.

Regehr C, Goldberg G, Hughes J. Exposure to human
tragedy, empathy, and trauma in ambulance paramedics.
Am | Orthopsychiatry 2002;72:505-13.

How {0 cile this articie: Khashaba EQ, EI-8herif MA, lbrahim AA,

Neatmataliah MA, Work-related psychasocial hazards among emergency

madical responders (EMRS) in Mansoura city. Indian J Community Med

. 2014;39:108-10.
Sourge of Support: Nil, Confiict of Intergst: None declared.

110




Reproduced with permission of the copyright owner. Further reproduction prohibited without
permission.




Article

Qualltative Health Research

2014, Vol, 24(2) 194208

© The Author{s) 2014

Reprints and permissions:
sagepub.com/journalsPermissions.nay
DOl 10,1 177/10497323 13519867
ghr.sagepub.com

§SAGE

Paramedics’ Experiences and Coping
Strategies When Encountering Critical
Incidents
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Abstract .
Paramedics frequently encounter critical incidents (Cls). Their emotional, cognitive, and behavioral responses to these

encounters present them with a variety of difficulties on the way to, during, and after events. The aim of our study
was to examine how paramedics working in a large emergency service organization in Israel experienced Cls and the
coping strategies they used to deal with these experiences. We interviewed |5 paramedics from this organization.
Through data analysis, we revealed two main themes: (1} between connection and detachment and (2) between
control and lack of control of the situation. Paramedics, who connected with their feelings regarding the patient and/or
the family in different Cls, as well as those who sensed a lack of control, experienced difficult and negative emiotions.
To achieve detachment, they used a variety of coping strategies. Those who experienced cognitive and functional

control of the situation reported a positive and empowering experience.
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posttraumatic stress disorder {PTSD); power / empowerment

Paramedics are frequently exposed to critical incidents
(Cls) involving human suffering and life-threatening situ-
ations, Their reactions to these encounters are potentially
harmful to their mental health and emotional well-being
(Alexander & Klein, 2001; Bennett, Williams, Page,
Hood, & Woollard, 2004; Clohessy & Ehlers, 1999;
Regehr, Goldberg, & Hughes, 2002). One possible effect
is the development of posttraumatic stress symptoms
(Bennett et al,, 2005; Regehr, Goldberg, & Hughes,
2002).

Mitchell (1983) coined the “critical incident” concept,
He was referring to any situation that causes exception-
ally strong emotional reactions in emergency service per-
sonnel, potentially hampering their ability to function,
either at the scene of or after an event. A large part of
paramedics’ work includes exposure to and dealing with
Cls (Nirel, Goldwag, Feigenberg, Abadi, & Halpern,
2008; Regehr, Goldberg, & Hughes, 2002). Cls include
patients in life-threatening sitnations—defined as an ill-
ness or injury that threatens the patient’s survival
(Sanders, 2007). In these situations, the paramedic’s role
includes administering immediate treatment and per-
forming advanced, medical, life-saving procedures in an
out-of-hospital setting (Sanders).

Most studies dealing with exposure of ambulance per-
sonnel to Cls have addressed the negative implications

for their mental and physical health (e.g., Alexander &
Klein, 2001; Bemnett et al.,, 2004; Bennett et al., 2005;
Clohessy & FEhlers, 1999; Gallagher & McGilloway,
2008; Halpern, Gurevich, Schwartz, & Brazeau, 2009a,
2009b; Sterud, Ekeberg, & Hem, 2006). Nevertheless,
little attention has been given to the distinction between
the different events in terms of their characteristics, and

to the emotional experiences of the workers involved.

These studies were focused mainly on the ambulance per-
sonnel as one entity, giving scarce attention to paramed-
ics as a separate group. Therefore, a study of how
paramedics experience these events is needed.

Research on ambulance personnel’s experience and
coping with encounters with CIs is scarce. One study
(Halpern et al., 2009b) emphasized the importance of
identifying ambulance personnel’s emotions following
exposure to Cls, to make them aware of the need to seek
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assistance and support and to legitimize expressing these
emotions. Halpern et al. deseribed primartly vuinerabil-
ity, discomfort, and overwhelming compassion evoked
by events that ended with a patient’s death. The study par-
ticipants had difficulty describing this sense of compas-
sion and even admiiting its presence. Instead, they
reported frustration, anger, sadness, and emotional numb-
ness. Halpern et al. suggested that these negative emo-
tions might have been generated by the threat posed by
the compassionate emotions te the ambulance person-
nel’s professional identity as emotionally strong individ-
uals and to their ability to remain calm during the event,
In addition, when mmable to help the patients, they doubted
their professional competence and capabilities, and
described experiencing guilt. Some blamed the emer-
gency organization for giving incorrect information about
the event at the dispatch stage, or for not providing sup-
port in the aftermath.

Intervention in serious crisis situations or witnessing
human tragedy might carry a cost for relief workers
{Eriksson, Vande Kemp, Gorsuch, Hoke, & Foy, 2001).
Their treatment of trauma victims might affect their per-
sonal and professional lives {Canfield, 2005; Somer,
Buchbinder, Peled-Avram, & Ben-Yizhack, 2004). In a
study on paramedics’ reactions to human tragedy, Regehr,
Goldberg, and Hughes (2002) found that exposure to dif-
ficult events, such as the death of a lonely older person,
the abuse of an innocent child, the loss of a family mem-
ber, and the suicide of a despairing victim had caused
paramedics to develop an emotional connection to
patients or to their bereaved families. This sometimes led
to the development of vicarious trauma.

Vicarious traumatization (McCann & Pearlman, 1990)
is defined as a process that might occur in people treating
trauma, in which their inner experiences undergo a nega-
tive transformation as a result of committed and empathic
engagement with the patient’s traumatic experience
(McCann & Pearlman;, Pearlman & Maclan, 1995).
Vicaripus traumatization might cause people to experi-
ence symptoms similar to postiraumatic stress disorder
(PTSD) and emoticnal reactions that include negative
imagery, a change in worldview (McCann & Pearlman;
Regehr, Goldberg, & Hughes, 2002), and intrusive
thoughts, as well as a disraption of five cognitive sche-
mata needs areas: trust, safety, control, esteem, and inti-
macy (McCann & Pearlman).

In contrast, several researchers have recently addressed
positive psychological effects and posttraumatic growth
(PTG) among different emergency and rescue service
personnel, who treat trauma (Halpern et al., 2009b; Paton,
2005; Regehr, Goldberg & Hughes, 2002; Shakespeare-
Finch, Gow, & Smith, 2005; Shakespeare-Finch, Smith,
Gow, Embelton, & Baird, 2003), and among workers in
disaster areas, who were exposed to distressing scenes of
death and destruction (Linley & Joseph, 2006; Shiri,
Wexler, Alkalay, Meiner, & Kreitler, 2008). Tedeschi and

Calhoun (1996) coined the term posttraumatic growth to
describe positive psychological changes in individuals
following traumatic events (Calhoun & Tedeschi, 1999).
These included positive changes in self-perception, inter-
persopal relationships, and philosophy of life (Amold,
Calhoun, Tedeschi, & Cann, 2005; Calhoun & Tedeschi,
2006).

" Several qualitative studies have revealed positive
emotions among ambulance personnel exposed to Cls.
The positive impacts they described were on interper-
sonal relationships and personal growth (Halpern et al.,

- 2009b), as well as placing a higher value on their own

relationships and perceiving thetn in a more positive light
{Regehr, Goldberg, & Hughes, 2002).

Coping Strategies

Various researchers have explored ambutance person-
nel’s sirategies for coping with the implications of treat-
ing Cls, and explained several strategies used in their
encounters with these events. First, on the way to the
event, ambulance personnel prepared themselves for the
unkmown situation by holding an “inner dialogue.” While
imagining the type of coping that awaited them, this dia-
logue helped them to remain alert and to deal with antici-
patory stress (Jonsson & Segesten, 2004). Second, during
the event the ambulance. personne! made a conscious
effort to block their emotional reactions toward patients
through a cognitive empathy strategy, facilitating their
cognitive and technical means for coping with the event.
They understood the patients’ situation and suffering, but
maintained emotional distance to preserve their ability to
provide treatment (Regehr, Goldberg, & Hughes, 2002).
Third, conversing with someone who would serve as a
container for emotions that might flood the ambulance
personnel after the event assisted in internalizing the trau-
matic experience and in coping with difficult memories
(Tonsson & Segesten).

Compensatory acts were also a way of dealing with
the implications of treating Cls. Comforting the bereaved
family, attending a funeral, or visiting patients in hospital
contributed to positive feelings among the ambulance
personnel (Halpern et al., 2009b). Some researchers men-
tioned other strategies used, including the use of *“black
humtor” (Alexander & Klein, 2001; Halpern et al., 2009b),
anticipating the end of the shift, and thinking about their
families and about interesting things unrelated to work
(Alexander & Klein), while avoiding thoughts about the
current situation and keeping their thoughts to themselves
(Halpern et al., 2009b).

Factors That Help Efficient Coping

In accordance with the aforementioned coping strategies,
we identified several effective strategies in the literature,
which included training for ambulance personnel, and
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giving them time to tecover and to receive support from
family, friends, or the organization following exposure to
Cls. Halpern et al. (2009h) attempted to develop effective
interventions tailored to the emergency services’ organi-
zational culture. Study findings indicated the importance
of training the ambulance personnel, their instructors, and
families to identify signs of stress following exposure to
Cls. Instruction and briefing prior to the event enhanced
their sense of control and the development of effective
coping strategies (Alexander & Klein, 2001). Alexander
and Klein underlined the importance of providing recov-
ery time between events to prevent the cumulative etfect
of emotional burden. This point was reinforced by inter-
views with ambulance personnel in the study by Halpern
et al. (2009a), who found that a break of half an hour to
an hour among colleagues tollowing exposure to a CI
helped them calm down and release tension.

Researchers found that receiving support from family,
friends, and intimate partners had a significant negative
correlation with the degree of posttraumatic distress and
depression among diverse emergency service personnel
following a traumatic event (Regehr, Hemsworth, & Hill,
2001; Weiss, Marmar, Metzler, & Ronfeldt, 1995).
Paramedics who received social support following a trau-
matic event had fewer absences from work because of
subsequent mental stress (Regehr, Goldberg, Glancy, &
Knoftt, 2002), In studies about the familial and organiza-
tional support following Cls, most of the ambulance per-
sonne!l mentioned support from their partners or
colleagues, but not from the organization. The results
emphasized the need for available support from the staff
and the organization to modify the sense of distress
among ambulance personnel in genera! and paramedics
in particular {(Alexander & Klein, 2001; Halpern et al,,
2009a; Regehr, Goldberg, & Hughes, 2002},

In sum, the existing knowledge regarding the impact
of the encounter with Cls on the experiences of ambu-
lance personnel stresses mainly the negative implications
for their mental and physical health, and devotes less
attention to positive implications. In addition, the litera-
ture includes various reviews of strategies used by ambu-
lance personnel for coping with the implications of their
encounter with Cls, emphasizing mainly cognitive and
behavioral strategies.

Most of the studies presented here were conducted
using quantitative methods. Fewer qualitative studies
have been performed addressing the experiences of the
entire contingent of ambulance personnel (drivers, emer-
gency medical technicians, paramedics, and supervisors)
when encountering Cls. The individuals fulfilling these
roles differ in their professional training, authority, and
frequency of exposure to Cls, and hence the impacts of
the encounter on them are diverse. Nevertheless, no pic-
ture is provided in the literature of how paramedics’

experiences are shaped in their encounter with Cls and of
the different implications involved.

The number of paramedics in Tsrael is steadily increas-
ing because of population aging and growth, the expan-
sion of morbidity, and the need to train paramedics for
military purposes. As ambulance personnel, they are con-
sidered highly skilled paraprofessionals, who frequently
provide life-saving intervention in serious medical crisis
situations, especially during periods of violent conflict
and terrorist attacks (Nirel et al, 2008), Nevertheless,
Israeli paramedics’ experiences of encounters with Cls
have been scarcely studied to date.

Therefore, the aim of this qualitative study was to
examine the experience of encountering CIs and the cop-
ing strategies used among paramedics working in a large
emergency service in Israel. The main research question
was as follows: How do pdramedics experience their
encounters with Cls? This question led to two secondary
questions: What is the impact of such encounters on the
work and personal lives of paramedics? How do para-
medics cope with the feelings and thoughts resulting
from such encounters?

Method

In this study, we used a qualitative-phenomenological
perspective, focusing on participants’ lived experiences,
secking in-depth understanding of what people experi-
ence and how they interpret the life-world (Moustakas,
1994).

Participants

Wo recruited the participants using purposeful sampling
(Curtis, Gesler, Smith, & Washbturn, 2000). This was fo
ensure that participants represented a wide range of expe-
riences in terms of professional seniority in service, types
of events encountered, and variation in gender, age, and
educational background. We contacted paramedics who
worked for a large emergency service organization in

* Israel and introduced them to-the fopic of this study.

Those who met the aforementioned sampling criteria and
who expressed interest in participating in the study were
included. Consequently, the study sample consisted of 15

-paramedics (5 women, 10 men) aged 23 to 51 years

whose seniority in a paramedical profession ranged from
1 to 26 years. They worked in mobile intensive care units
and intensive care ambulances without a physician, and
were based at the organization’s stations in different parts
of Tsrael, Their rate of exposure to Cls in the previous 6
months ranged from 20 to 130 events.

Qualitative research is based on small purposive sam-
ples of informants who are considered to be “information
rich,” consisting of participants who are familiar with or
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typify the research topic (Morse, Barrett, Mayan, Olson,
& Spiers, 2002). Thus, the depth provided by the sample
compensates for its lack of representativeness of the gen-
eral population (Patton, 2002). In the present study, 15
paramedics provided suitably rich information, and satu-
ration was attained.

Data Collection

We collected the data through in-depth semistructured
interviews to allow the participants to tell their stories
about the phenomenen under study in their own words,
and to provide rich, comprehensive information regard-
ing their experiences (DiCicco-Bloom & Crabtree, 2006,
Patton, 1999), The interview was based on an interview
guide covering several content areas: the therapeutic
encounter with Cls; its implications for the personal and
professional domains, emotions and thoughts that arose
in the encounter; and the paramedics’ coping strategies.
The interviews lasted between 1 and 3 hours, To create a
quiet, calm environment, the interviews were conducted
outside of the participants’ workplace and work hours.
The interviews were tape recorded and transcribed verba-
tim (McIellan, MacQueen, & Neidig, 2003).

Ethical Considerations

After receiving approval for the study from the organiza-
tion’s review board, we contacted paramedics who cor-
responded to the aforementioned sampling criteria. We
provided them with a detailed explanation of the research
procedure. On receiving their consent, we arranged a
time and place for the interview at the participants’ con-
venience. We asked them to sign an informed consent
form and promised to maintain privacy and confidential-
ity regarding any disclosed information. To prevent the
close environment from identifying the participants, we
changed their names and removed other identifying
details from the interview transcriptions and the partici-
pants’ quotes in this article.

Data Analysis

We used thematic content analysis for analyzing the data,
This device is considered suitable when existing theory
or research literature on the phenomenon under study is
scarce, enabling attainment of information from study
participants without imposing preconceived theoretical
perspectives or categories on the data (Hsieh & Shannon,
2005), We performed the analysis in two main stages,
First, we identified initial themes that emerged induc-
tively and flowed from the data from each separate inter-
view. This stage included reading the interview transcripts
repetitively, while listening to the recordings, to become

familiar with the participants’ stories and to identify cen-
tral issues in ecach of the separate interviews (Pattomn,
2002). We documented our first impressions, thoughts,
and initial analysis. In the second stage, we examined
themes that had arisen in the initial analysis of each sepa-
rate interview, seeking connections, similarities, and dif-
ferences between them. Consequently, we identified
central themes that emerged from all of the interviews,
which characterized the phenomenon under study and
represented its meaning (Smith, Flowers, & Larkin, 2009;
Thorne, 2008).

- Rigor

To ensure the quality and trustworthiness of the study and
its findings (Lincoln & Guba, 1985), we made a con-
scious effort to be aware of and bracket out our assump-
tions and attitudes in the comtext of the phenomenon
under study. For example, while collecting the data we
wrote a reflective journal in which we documented our
feelings, thoughts, and internal conflicts before and after
each interview (Finlay, 2002). Thus, our interpretations
represented the study participants’ stories as far as possi-
ble, enstring credibility. We documented all the stages of
the study and its procedures to preserve an audit trail for
transparency and coherence regarding the relationship
between the study data and the findings and conclusions
(Morse et al., 2002; Polit & Beck, 2010).

The application of systematic data analysis, grounded
in participants’ narratives, maintained the study’s depend-
ability (Lincoln & Guba, 1985), To achieve intercoder
reliability (Schwandt, 2007), each author performed the
thematic content analysis separately, both by theme con-
tent and interpretation of their meaning across partici-
pants, We then examined comparatively our individual
analyses, discussing differences and searching for joint
agreement, thus enhancing trustworthiness.

Findings

Data analysis revealed two main themes. The first theme,
“hetween connection and detachment,” described the par-
ticipants® experiences during three time periods: on the
way to the event, during the event itself (while treating
and conveying the patient to the hospital), and after the
event (at work and at home). Duting these perieds, the
participants moved experientially back and forth on a
connection—detachment contimmm—between emotional
detachment {from patients and their families), cognitive
detachment (from the situation, the patient, and the fam-
ily), and physical detachment {(from the patient’s family)
at one end, and connection to all these factors at the other.
This theme is divided into two subthemes, one relating to
the experience of comnection and the other to the
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experience of detachment. To achieve detachment, the
participants used diverse coping strategies to disconnect
themselves from emotions and thoughts resulting from
their encounter with Cls. '

The second theme, “between control and lack of con-
irol of the situation,” is divided into two subthemes of
control and lack of control: one relating to the partici-
pants” sense of control and the other to the experience of
lack of control over the CI, its impact on their feelings,
and the resultant coping strategies used during the event.

Theme |: Between Connection and
Detachment

Traveling to events during the working day involves a
journey to the unexpected and the unknown. Although
most of the participanis in this study described deliberate
detachment from reflecting on their emotions during this
journey, a few participants described conscious emotions
regarding the event, toward cither themselves or the
patients, In the following paragraphs, we present exam-
_ples of these two situations.

On the Way to the Event

Emotional connection to the event and to the patients. Daphna
(3 years’ seniority as a paramedic) described her feelings
on the way to resuscitate a baby: '

Seeing it is frightening. I do not know, it is frightening if we
get there too late, frightening that we wili be late by a critical
few minutes . , . because sometimes, it is a matter of life and
death.,

In the event described, the speed of the arrival of the
ambulance personnel meant saving the patient’s life,
which apparently intensified the participant’s sense of
responsibility. Daphna was tuned to the event and to the
baby’s dangerous condition. Before her arrival at the inci-
dent, she was already alert and experiencing fear of
encountering difficult, emotionally stirring scenes as well
as of the danger that a delay in providing assistance could
cost the baby his life.

Emotional detachment from the situation; Experience and
coping strategies. Tali (5 years’ seniority as a paramedic)
described how she prepared herself for emergency events
involving children:

Tali (T): 1 read the children’s handbook. What are the medic-
inal dosages?. . . I it’s asthma, I will do this, :fit’s siridor

[an upper respiratory symptom] or whatever else, I train

myself in what T will need to do.
Interviewer: Do you feel anything on the way to the event?
{T): That whole subject s somewhat blocked.

To experience confidence and to prepare for a situa-
tion whose details were, as yet, uncertain, most of the
participants described focusing their theughts on the
technical activity and management procedures that they
would need to perform on arrival at the scene, Participants
employed such strategies especially on the journey to
particularly serious events, such as a severe road accident
with a large number of injurics, or when they were
involved with children and {nfants in life-threatening sit-
vations. This was a way of “drilling” themselves and thus
avoiding connecting te their emotions on the way to the
event.

During the Event

Emotional connection to the patients. This emotional con-
nection occurred when the chance of saving the patient
was impossible or very unlikely, or when the participants
had to use a life-saving treatment with a potentially fatal
outcome in the long term, During these events, the par-
ticipants experienced emotions such as pain, compassion,
and helplessness. Yaniv (3 years’ seniority) deseribed his
feclings toward older patients in life-threatening
situations:

With patients for whom [ know that an endotracheal tube is
likely to be their death sentence, I do make other
considerations, but once agsin, up to a certain limit . . .
which is a medical limit, not an emotional limit. Compassion
is, maybe, the only feeling [which I experience], when I
know that it is supposed to be a life-saving procedure, but
that it carries the risk of being the last treatment that the
patient will ever have. -

Yaniv described an event in which his practical action
could have eveniually caused the patient’s death. He felt
compassion toward himm, but as he said, in his own words,
“up to a certain limit.” In practice, Yaniv attempted to
maintain the patient’s condition without invasive inter-
vention. From this point on, it was the medical rather than
the emotional limit that determined how he would
function.

Emotional detachment from the patient: Experience and cop-
ing strategies. During the event, the participants focused
on technical activity as a means of detaching emotionally
from the patients. Based on the participants’ descriptions,
this was one of their more prevalent strategies for coping
with the stress of the encounter. Ayala (5 years’ seniority)
described this:

1 feel far more responsibility when I see that the patient
depends on me. . . . He looks ai me as if to say, “I am
depending on you to save me, that is why I called you here.”
That is a much bigger responsibility than with semeone who
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isn’t talking o me or looking at me. In those cases, 1 feel less
stressed, because he is just something that 1 am treating,
When I'm resuscitating, [ generally detach from the patient’s
emotional side. 1 do not relate to i, because there is no one
to talk to, I relate only to the procedures, what needs to be
done—infusion, ventilation, and so on-—as opposed to
someone who is talking to me, when I need to relate to his
emotional side and make sure that he receives everything in
an appropriate way. . . . That is much more difficult than
treating a patient who isn’t talking.

Ayala referred to the difficulty involved in the per-
sonal and emotional attitude toward patients. She made a
distinction between a situation in which patients made
eye contact with the paramedics or spoke to them and a
situation in which communication was prevented by their
medical condition. She described how, in the first
instance, direct communication with the patient rein-
forced her sense of responsibility. In the second instance,
this sense of responsibility was weakened with the emo-
tional detachment achieved, enabling focus on the medi-
cal procedures necessary to save the patient’s life, while
avoiding relating personally to the man himself.

Emotional, cognitive, and physical detachment from the
patient’s family members: Experience and coping strate-
gies. The presence of the patient’s family at the scene of
the event while the patient was being treated was distress-
ing for the participants and hindered their ability to detach
emotionally; they used a variety of tactics to cope with
this difficulty. These included physical detachment from
the family members and distancing them from the scene,
and projecting their own composure onto the patient’s
family members. Daphna (3 years’ seniority) described
the sense of responsibility and professional obligation to
save the life of a young girl, who still had a chance o live,
She described taking concrete steps to detach emotionally
from the parents:

We saw a policeman running toward us holding a little girl,
who looked bluish-black . . . and we knew this was a case of
near-drowning, She was all wet and she wasn’t breathing,
but luckily she had a pulse, so we treated her very fast with
life-saving procedures and very quickly flew her to the
hospital emergency room. . . . That little girl was saved. . ..
You sense their {the parents’] suffering, feel their misfortune.
You see everything with your eyes, but there isn’t too much
time fo reflect on what the mother is feeling at that moment.
1 have a baby in my arms and T am responsible for her, and
very often [ prefer to close the ambulance doors and not let
the family inside, because it will disturb me when providing
the treatment. Some procedures need immense concentration
if they are to be done properly.

Daphna described being on two dimensions simulta-
neousty. The baby’s critical condition forced her to focus

on the practical dimension, while exercising emotional,
cognitive, and physical detachment from the parents,
whose presence alongside their child would be natural,
appropriate, and necessary in other situations of illness,
Nevertheless, on the emotional dimension, this partici-
pant sensed empathy with the parents” anxiety and suffer-
ing, and was aware of her feelings. Therefore, practically
(and maybe metaphorically), she closed the ambulance
doors and did not allow entry to the parents, thereby
maintaining her emotional distance from them and secur-
ing her ability to treat the child.

After the Event

Emotional connection to the patients, their families, and to
other ambulance personnel. The participants were plagued
by difficult emotions and thoughts even after compieting
treatment in Cls. Ayala (5 years’ seniority) described
such an experience:

I performed resuscitation on a forty-year-old man . . . he had
been completely healthy and suddenly, cardiac standstill!
His wife found it very hard to cope. . . . They bave two small
children. The resuscitation was successtul in the end, but he
remained in a vegetative state. . . . I know that this could
have been avoided if the tearn who got there before us had
resuscitated him properly . . . and the result was that although
he survived, his situation was very bad, which is frustrating.
... If [ had got there a few minutes earlier . . . then his
condition might have been better.

Ayala experienced dual frustration (a) because of the
difficulty to accept the severe and unexpected clinical
outcome for a young patient—the father of small chil-
dren-—and because of his wife’s difficulty in coping with
the situation; and (b) because of the inadequate treatment
provided by the medical team that had arrived earlier. She
felt guilty for not having arrived sooner, felt angry with
the other team, and the tragic outcome intensified her
frustration.

Ayala’s description represented the experiences of
participants in situations in which they failed to save a
patient’s life, or when the patient was left severely dam-
aged. This difficulty intensified when patients were
young—infants, or children—and when they sensed that
death or serious injury could have been avoided. They
reported experiencing a range of emotions such as help-
lessness, frustration, sorrow, pain, compassion, anger,
irritation, fear, self-blame, and/or blame of the patient or
the patient’s family for the medical outcome,

Emotions regarding their own and their family’s fate: Experi-
ence and coping strategies. Through treating a variety of
illnesses and injuries and the exposure to traumatic
events, the participants confronted personal fears
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regarding themselves and their families. These penetrated
the private domain, as described by David (24 years’
seriority):

You start thinking that it will happen to you, some kind of
CVA Tcerebrovascular accident]. There’s nothing more
frightening than that. As a paramedic, I would even know
what was happening to me, We often talk about how
frightening it will be if we actually understand that we are in
a catastrophic situation. We kind of laugh about it: *What
will it be like when 1’m going to die? What will be the last
words that T’1] hear?” The rescue team will arrive and T will
feel as though I’'m drowning in my pulmonary edema and
the last words that I will hear will be the apprentice [from the
paramedics course] saying, “I want to de the endotracheal
tube.” . . . We are going to set up a secret society at work, and
we’re going to swear, like a blood cath , .. a Mafia oath, that
we will never let each other get to that situation. It really
frightens us.

David was terrified by thoughts of the possibility that
some day he might find himself in a life-threatening situ-
ation and even on the brink of death. He experienced dif-
ficulty in ignoring his fears because of his broad medical
understanding of the severity of such cases. The mecha-
nism of detachment from emotions and visions, which
was presented in previous examples, was ineffective in
this case, and the participant presented an additional style
of coping, which involved the mutual support of his col-
leagues. They made a binding decision (a type of blood
oath) to save each other from the suffering involved in
critical situations. This decision helped calm their fear.

Emotional and cognitive detachment from the day’s events at
work: Experience and coping strategies. Detachment from
the experiences at work emerged as an essential need in
preparation for the participant’s refurn home at the end of
the shift, as described by Amir (24 years’ seniority):

Of course it happens at first [that emotions are aroused]. You
get hysterical at home and maybe a bit depressed. But that’s
when you're a beginner, and later, you get used to it. If
hadn’t gotten used to it, I do not believe that I would kave
stayed. It would be impossible to continue! You would fall
apart! Tt would be impossible, with all the things you see,
and dealing with ilinesses and terrible things, the whole
time, If you bring it home every day, it will end, at seme
point, If you can’t make the separation, you can’t go on with
it.

This participant described the need to separate the
home and work domains, and he attributed his ability to
make this separation to years of cumulative experience.
His need for emotional and cognitive detachment in prep-
aration for returning home at the end of a day full of dif-
ficulty and pain was essential for preserving his mental

well-being and his ability to function in difficult events in
the future. These were an inseparable part of his work.

Theme 2: Between Control and Lack of
Controf of the Situation

The participants’ encounters with Cls evoled varied
emotions, which were influenced by their sense of control
or lack of control of the situation. Those who sensed cog-
nitive and functional control of the situation had a posi-
tive, empowering experience. Those who sensed a lack of
this type of control had a difficult, negative experience. In
the following paragraphs, we present examples of both
types of sitnation,

Contral of the situation. When participants had succeeded
in saving a patient’s life, and when the patient had
responded well to the treatment, most of them had felt in
control and, hence, had experienced positive emotions.
Asaf (4 years’ seniority) described his feelings:

At the moment when [ have stabilized the patient and we’re
on the way to the hospital and I know that I was in control of
the situation, I feel as though I have really provided the
treatment that 1 was supposed to give. | think that every
paramedic knows whether he or she has treated a patient
well or not. The moment that you fee! as if you have treated
someone well, vou even breathe a sigh of relief . . . you feel
good ahout yourself: “Wow, well done . . . I did this and
that,” . . . Personally, I feel as if | know what is happening

~ and 1 know that [ have finished treating that injured person.
1 feel a degree of calm and lessening of all that tension that 1
was in.

When Asaf succeeded in saving and stabilizing the
patient, his self-experience was of a good and skilled pro-
fessional, which gave him a sense of control over the
event. In this situation, he was able to release the tension
that he had experienced during the event, and to calm
down. He experienced positive emotions, satisfaction,
and the sense of seif-worth.

Personal and professional satisfaction. The study partici-
pants described frequently experiencing difficuit emo-
tions in relation fo their work. At the same time, they
described personal and professional growth from their
exposure to Cls. This contributed to them both personally
and professionally, and evoked positive and empowering
emotions. These emotions were derived partly from the
participants’ sense of control over the situation, as
described by David (24 years’ seniority):

In cases when the patient is in a critical or life-threatening
conditian, or is elinically dead, you can still work miracles.
Each and every one of us who has besn working for many
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years has a long list of patients at whom they can peint and
say, [emphasizing each word] “If it were not for me, he
would not be here” . . . because I was taught well, and I
learned, and ! know, and [ have skills, and I made the right
decisions, quickly, and T managed my team well, That man
or that woman or that child are alive today and are with their
families, and that is what gives us satisfaction.

David acknowledged the meaningful role that he had
played in saving patients. This insight granted him a
sense of being in control of the situation when he experi-
enced success in his job. While telling the story, he
emphasized his positive capabilities (] made the right
decisions”; “I managed my team well”), which all con-
firmed his belief that he was playing an essential role and
that people needed him and depended on him. He experi-
enced satisfaction and the sense of self-worth.

The Sense of Lack of Control: Experience and
Coping Strategies

Although the outcomes of some events led to partici-
pants’ sense of cognitive and functional control of the
situation, some events ended differently. Most of the par-
ticipants had experienced a lack of contrel during an
event in which they had been unable to help the patient
because of limited resources. They might have lacked
knowledge or equipment, or might have been required to
make a critical decision for the patient. The lack of con-
trol in these situations, or what might have happened in
the future, evoked difficult emotions. Asaf (4 years’
seniority) depicted this:

I had an ecighteen-year-old pregnant woman who was
brought into the ambulance at 30 weeks, and it was her first
pregnancy, She thought it was a stomach ache, A few seconds
later she gave birth to a premature baby. On the paramedics’
course, vou never learned what to do with a premature baby
... and suddenly, you see something that is so small, which
you have never seen before, not even at normal births in
hospital , . . and there’s a feeling of helplessness because I do
not even know if 'll know how to care for it . . . What
should I do now? How do I cope with something so small? .
.. Will  be able to open a vein for the infusion? I'm not sure,
because everything there is so small. Have I got the right
equipment here? . . . You never know how those cases are
going te end, and you're incapable of treating the person
propetly, like you’d be able to if he was just a little bit bigger.

Asaf experienced helplessness, which was derived
partly from his appreciation of his highly responsible role
at the unexpected premature birth and partly from his
understanding that he lacked the required skills and
equipment to’ intervene in this type of emergency. He
expressed doubts regarding his professional abilities, and

these only increased his experience of lack of control in
the situation,

The participants described using coping strategies dur-
ing events in which they experienced lack of control, Tali
(5 years’ seniority} described coping with the sense of
helplessness during an event in which a child was in a
life-threatening situation:

The meaning of the word helplessness, as [ perceive it, is as
if you [are saying to yourself], “Wow, there is nothing I can
do.” There is nothing I can do if he just dies. . .. So T can feel
helpless. But in this case, you have an obligation. It’s as if
you're saying, “Wow, what will T do?” Some kind of
helplessness, which is genuinely very momentary, because
as soon as you get there and receive the child in your arms,
you do whatever you can , ., to move on from that starting
point of helplessness, That {the sense of helplessness] is
something terrible, in which you’re not active, as if you are
stuck in some situation.

Tali experienced momentary helplessness following
her sense of a lack of control during the event. She made
the distinetion between the sense of helplessness follow-
ing “genuine” inability to save the patient because of his
medical condition and the sense of momentary helpless-
ness derived from her fear that she would not bring him
any benefit. This feeling passed once she understood that
assistance was possible, The sense of the lack of control
was uncomfortable for Tali, because the professional
demand from paramedics is to be in control so as to be
able to function immediately in a life-saving capacity.
Achieving contro] through some kind of action helped
Tali to neutzalize her negative emotions.

When referring to a CI in which Nick (20 vyears’
seniority) was not present on his own, he said,

It is kind of a lesson; it's not always my event [colleague’s’
events], The very fact that 1 deal retrospectively with a CI,
that I check [what happened! means that [ am coping with
this sitnation. . . . This is a kind of defense . . . [to realize] that
if such an incident recurs, I have done my best.

Nick emphasized how the entire ambulance staff ben-
efited from discussing what had happened during a CI,

-even if they had not been present at the event, Such dis-

cussion was beneficial to the participants because it
helped to create a sense of control in similar situations in
the future. '

Discussion

The findings of this study show that paramedics experi-
enced drammatic encounters with Cls. Given the fact that
they were frequently called out to treat people in life-
threatening situations, they were faced with professional
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and emotional challenges alike (Jonsson & Segesten,
2003), to such a degree that they experienced negative
and difficult emotions (Halpern et al, 2009h).
Nevertheless, in addition, the paramedics reported posi-
tive and empowering emotions when experiencing a
sense of control of the situation,

The study was conducted in Israel, where terrorist
attacks, including the firing of missiles on civilian areas,
are part of a tough, ongoing reality. This notwithstanding,
in the present study findings revealed that the main chal-
lenge facing most paramedics in Israel was their every-
day encounters with Cls, which were not connected to
terror. In a study by Nirel et al. (2008), the type of Cls
most frequently mentioned as difficult by the Israeli para-
medics {56%) invelved children (death, resuscitations,
and accidents), whereas only 16% mentioned disasters
and terrorist attacks, inchading Qassam rocket attacks, as
particularly difficult incidents.

Emotional Connection

The paramedics in the present study scarcely elaborated
on their experiences on the way to the event. It can be
assumed that they devoted only little attention to the time
spent on the journey to the event because of its short
duration and because the full intensity of the experience
of the encounter was expressed both during and
afterwards. :

The paramedics in the present study experienced
severe frustration and helplessness, and even self-blame
(see also Halpern et al, 2009b; Jonsson & Segesten,
2004). Such emotions were manifest especially during
events involving infants, children, or young patients, and
when the chances of saving them were either very slight
or hopeless, even after exhausting all possible treatments
(see also Dyregrov & Mitchell, 1992; Halpern et ai,,
2009b; Jonsson & Segesten, 2003). The paramedics’
fierce desire to assist the patient using tools and skills
acquired in the professional training, as well as their
sense of powerlessness, led to the undermining of their
professional confidence and to repeated self-reflection
regarding their functioning during the event, However,
the paramedics also blamed the staff, who had treated the
patient before their arrival at the scene, for the event’s
disastrous outcome. Projecting difficult feelings onto
someone else enabled the paramedics to distance them-
selves from such negative emotions, thus alleviating their
own emotional distress.

Through the treatment of patients and the exposure to
traumatic events, the paramedics in this study were sub-
sequently confronted with the fear of aging, death, and
illness regarding themselves, their children, and other
relatives. These fears were difficult to contemplate and
were even repressed on a day-to-day basis. The human
belief in their lack of vulnerability, expressed through the

tendency to believe that terrible things will happen to oth-
ers rather than to themselves (Dyregrov & Mitchell,
1992), might have protected them and allowed them to
experience a sense of confrol over their lives. Nevertheless,
the repeated encounter with events that were difficult to
contain might have cracked the illusion of strength. The
sense of personal vulnerability might have been intensi-
fied by their understanding of the significance and sever-
ity of the situations requiring their attention.

Emotional Detachment: Experience and
Coping Strategies

The paramedics described their emotional detachment
experience in various ways and for the event’s three time
periods. On the way to the event, they used two means of
emotional detachment: one involved thinking and pre-
planning for the anticipated event and the other invelved
imagining how it would unfold (see also Jonsson &
Segesten, 2004).

During the CI, the paramedics’ mode of functioning
might have affected the patients” medical condition and
tipped the balance toward life or death, and hence, they
carried a huge responsibility. To achieve detachment, the
paramedics described their persenal and professional
coping strategies, which helped them to deal with their
difficult emotions and enabled them to function effi-
cienily during the event. The paramedics used emoticnal
detachment from the patients and their families to protect
themselves from difficult events that might have stirred
them emotionally.

The emotional detachment strategy employed by
nurses and physicians has been described in the literature
(Sorensen & Tedema, 2009; Tutton, Seers, & Langstaff,
2008). Also addressed in the literature is the emotional
distancing strategy among ambulance personnel
{Dyregrov & Mitchell, 1992; Jonsson & Segesten, 2003,
2004; Regehr, Goldberg, & Hughes, 2002), and among
nursing staff in various treatment settings (Blomberg &
Sahlberg-Blom, - 2007; Goldblatt, 2009; Sandgren,
Thulesins, Fridlund, & Petersson, 2006; Wallerstedt,
Benzein, & Andershed, 2011). In the present study, the
paramedics described detachment and distancing—the
two aforementioned strategies—but most of them used
the word “detachment.” Those who did not mention
detachment observed that the two words have different
meanings. They made a clear distinction between distanc-
ing from the emoticnal experience, which reduced their
emotional involvement in the situation, and total detach-
ment from it, which completely neutralized their emo-
tional involvement.

One of the prevalent taciics used for emotional dis-
tancing/emotional detachment from patients and their
families during the event was focusing on technical activ-
ities. This tactic helped the paramedics cope with the
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difficulties and stress associated with theée events (see
also Dyregrov & Mitchell, 1992; Jonsson & Segesten,
2003, 2004; Regehr, Goldberg, & Hughes, 2002).
Nonetheless, because the paramedics’ work was guided
by flow charts (professional protecols) directed toward
technical/mechanical activity, several paramedics in the
study explained that this type of detachment is typical of
their work, which is focused on technical activity and
emotional detachment from patients and their families in
critical and noncritical incidents alike.

Physical Detachment: Experience and Coping
Strategy

Most of the paramedics described an additional coping
strategy when referring to events invelving infants or
children. In such cases, they physically detached them-
selves from the patient’s parents during the event and
used different ways to distance them from the scene, This
was because they were afraid that the parents’ presence
would disturb their concentration and hinder their ability
to function efficiently while administering treatment.
Several other studies have also showed that the fears
described by professionals (nurses, physicians} regarding
the presence of parents at such events related mainly (o
the possibility that they would disturb the medical proce-
dure (Dingeman, Mitchell, Meyer, & Curley, 2007) by
distracting them and intensifying their sense of stress and
anxiety while performing the treatment.

Several studies have examined the actual presence of
parents at these events, in hospital, It was found that in
general, the parents’ presence during treatment neither
caused a disturbance nor affected the performance of the
treatment staff (Dingeman et al,, 2007; Mangurten et al.,
2006; Miller & Stiles, 2009). In contrast, in a study con-
ducted in a prehospital setting among paramedics, it was
found that the presence of the parents of a child undergo-

. ing resuscitation did have a negative effect on their pro-
fessiona! functioming (Compton et al, 2006). The
paramedics in the present study worled in small teams
and were, therefore, unavailable to give attention to the
parents of infants or children. Hence, they chose to diste-
gard the parents” current emotional state and to distance
them from the scene of the event.

Control of the Situation: Positive and
Empowering Experiences

Most of the paramedics experienced a sense of control of -

the situation when they succeeded in saving the life of the
patient or when the patient responded well to the treat-
ment. This success produced instant positive feedback for
their work, The sense of control during the event, which

Sense of

control

Maintained

Positive professlonal

feelings. such
s satisfaction
and self-warth

identity and
self-image

Enhanced
professional
confidence

Figure 1. Sense of controk Positive and empowering
experience.

was based on their understanding of what was happening
and on their professional skill, enabled the paramedics to
experience growth and positive emotions, such as a gen-
erally good feeling and a sense of satisfaction and
self-worth.

In the present study, the sense of self-worth appeared
to be linked to the nature of the paramedical profession,
The paramedics’ ability to apply their knowledge and
skills to life-saving procedures and the fact that their
profession played this crucial role in society enhanced
their sense of self-worth and satisfaction, which empow-
ered their personal growth, Findings from previous
studies have indicated similar feelings among emer-
gency service personnel who were first to arrive at the
scene of an accident (Elmgvist, Brunt, Fridlund, &
Ekebergh, 2010) and among nurses who treated dying
patients in their homes (Wallersteds et al., 2011). These
professionals™ unique area of knowledge and their criti-
cal role in the organization granted them the sense of
being appreciated (Wallerstedt et al.}, empowering their
sense of protection and self-confidence (Elmqvist et
al).

Professional identity is defined as a self-image that
enables personal harmony and a sense of satisfaction
from professional activities (Trede, Macklin, & Bridges,
2011). This develops when the professional behaves in
accordance with behavioral values and patterns appropri-
ate to society’s expectations of a person filling that role
(Paterson, Higgs, Wilcox, & Villeneuve, 2002). When the
paramedics in the present study sensed control during the
event, they were able to maintain their positive profes-
sional identity and self-image and to strengthen their pro-
fessional confidence. Hence, they experienced growth
and positive emotions both during and after the event.
Figure 1 presents the process undergone by the paramed-
ics who experienced a sense of conirol,
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Sense of lack of
control

Detfrimental
professional identity
and self-image
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such as frustration
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Lack of /
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Doulbt with regard
to thelr professional
abilifies

Figure 2. Sense of lack of control: Negative and difficult
experience,

The Sense of Lack of Control: Negative and
Difficult Experiences

Nevertheless, the paramedics also experienced events in
which they were unable to assist patients because of lim-
ited resources or because of unexpected outcomes, such
as situations in which the patient’s condition deteriorated
despite having received the paramedic’s help. In these
cases, they experienced the sense of a lack of control,
This was a cause of discomfort because of the nature of
their role and the professional demand to remain i con-
tro! to save lives. The sense of a lack of control appeared
to undermine their professional identity and self-image,
as well as their professional confidence (Halpern et al.,
2009b; Jonsson & Segesten, 2004). This was manifest in
the paramedics’ expressions of doubt regarding their pro-
fessional abilities and their degree of suitability to the
profession, They experienced stress, helplessness, anget,
and guilt. Figure 2 presents the process undergone by
paramedics, who experienced the sense of a lack of
control.

Society expects ambulance personnel to be capable of
functioning efficiently in highly stressful sitoations with-
out being emotionally shaken by the difficult scenes and
situations involved in their work (Jonsson & Segesten,
2004); the paramedics have similar expectations from
themselves., These self-perceptions might be cracked
when paramedics discover that their encounter with a CI
males them feel vulnerable, hampering their functioning
in the event. The paramedics in this study appeared to
have difficulty containing this sense of vulnerability.
Miller (1995) used the expression “tough guys” to char-
acterize the professicnal identity of emergency person-
nel, including paramedics. These characteristics included
adaptation ability, defensive toughness ot attitudes, as

well as determination, which were essential for effective
functioning in such events. The vulnerability and sensi-
tivity experienced by the paramedics in this study in cer-
tain Cls were incongruent with their professional
self-expectations; thus, they experienced threat to their
professional identity and self-image.

Paramedics” Coping Strategfes Régardf'ng the
Sense of Lack of Control

The sense of the lack of control was uncomfortable for
the paramedics. Therefore, they used several strategies to
detach themselves from the subsequent difficult emo-
tions. During the event, one of these strategies included
their preference to act rather than doing nothing,
Achieving control through some kind of action helped
them to neutralize their negative emotions.

Cls involved a heavy emotional burden. Similar to the
descriptions in the literature, the paramedics in the pres-
ent study, on the completion of events, used cognitive
coping strategies such as reviewing and reconstructing
the event while alone or with their colleagues. They used
this strategy also to contempiate events at which they had
not been present. The purpose of this was to meet their
need to process the experience and understand what had
occurred, and to learn lessons and draw conclusions for
the future (Elmgvist et al., 2010; Jonsson & Segesten,
2003; Regehr, Goldberg, & Hughes, 2002). Processing
their experience in this way helped relieve the emotional
burden, and reviewing the event allowed the paramedics
positive reframing of their actions. This reassured them
that they had acted correctly, and they perceived the event
as a learning experience (Regehr et al.). These processes
granted the paramedics a renewed sense of controt of the
situation as well as professional confidence.

Finally, despite the paramedics’ continued encounters
with varied traumatic events, their experience appeared
not to come under the category of vicarious traumatiza-
tion {(McCann & Pearlman, 1990; Pearlman & Maclan,
1995), which is characteristic of professionals with long-
term exposure to victims of trauma, The paramedics
reported neither fundamental changes in worldview nor
functional and seccial difficulties, which resemble PTSD
reactions (American Psychiatric Association, 2000).
Although the paramedics reported experiencing difficult
emotions both during and afier the events, these situa-
tions passed after a short time and they continued with
their work. [t might be that the paramedics were pro-
tected, to an exteni, by the demands of their role.
Paramedics are required to be constantly on the alert to
fulfill their life-saving role. The paramedics in the present
study expressed satisfaction with their work, which they
considered to be meaningful and very valuable. Therefore,
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they might not have been able to afford to allow them-
selves to experience functional or social difficulties dur-
ing and after the CI.

Paramedics whose encounter with Cls led to difficult
and negative experiences and those whose expetiences
were empowering and positive included positive emotions
in their descriptions, indicating a meaningfii] experience
from which they had benefited and had even derived pro-
fessional and personal growth, The description of the pos-
itive dimensions of the paramedics’ experiences
corresponds with the descriptions of positive changes that
accur in the self-image and philosophy of life of therapists
of trauma victims {Arnold et al, 2005; Calhoun &
Tedeschi, 1999, 2006). The paramedics’ experience of
control and meaning in successful intervention with some
CIs might have balanced the negative emotions and the
sense of a lack of control during interventions with other
CTs. This meaning motivated them to continue in the pro-
fession despite its associated difficulties and stress.

Study Limitations and Suggestions
for Future Research

This study was based on a purposeful sample that included
15 paramedics who constituted 3.2% of all paramedics in
the largest emergency service organization in Israel. This
sample did not represent paramedics from atl of the emer-
gency organizations in Israel, and therefore, caution must
be used when generalizing the study findings to all para-
medics. Nevertheless, because this is the largest emer-
gency organization in Israel, the findings can be
tentatively applied to its own paramedics and fo those in
other organizations who are exposed to Cls.

The findings might serve as the basis for several future
studies, which would expand existing knowledge about
the impact of the encounter with Cls on ambulance per-
sonnel in general, and paramedics in particular. For
example, exploring the experiences of ambulance physi-
cians and drivers, as well as supervisors, might deepen
understanding of the overall experiences of the entire per-
sonnel, both in Israel and in other countries, In addition,
in line with recent findings on posttraumatic growth
among different emergency and rescue service personnel
(Halpern et al., 2009b; Paton, 2005; Regehr, Goldberg, &
Hughes, 2002; Shakespeare-Finch et al., 2005), it is
essential to address the positive impact of such encoun-
ters with Cls and trauma on ambulance personnel, includ-
ing paramedics, so as to grasp the diverse dynamics of
this encounter.

Practical Implications

In this study, we found that paramedics experienced both
negative and positive emotions both during and after their

encounter with CIs. In spite of this, they reported that in
the year before their participation in the study, they had
not been involved in any support activity initiated by their
organization. This fact points to the fundamental need to
develop supetvision programs, as well as individual or
group support for paramedics, before and after their
encounter with Cls. The development of a training pro-
gram to deal with this subject might assist paramedics to
create coping strategies and to enhance their sense of con-
trol while intervening with CIs, These programs will
increase the paramedics’ awareness of the impact of Cls
and might help them to recognize the need o accept help,
when necessary. They might also help them to express
their emotions and fears prior to and following exposure
to the event (see also Alexander & Klein, 2001; Regehr,
Goldberg, & Hughes, 2002), These programs might also
serve as a means to identify paramedics who need pro-
longed psychological support (Jonssen & Segesten, 2003;
Mitchell, 1983).

Conclusion

A large number of the events to which paramedics are
exposed at work constitute encounters with Cls.
Through this therapeutic encounter, they might sense a
threat either to their mental well-being or to the life of
the patient. Connecting to their emotions regarding the
patients and their families might evoke difficult feel-
ings in paramedics that threaten their professional
identity and self-image. By navigating and regulating
their emotions toward patients and/or their families,
the paramedics were able to continue to function in
their personal and professional lives. Striking a bal-
ance between emotional connection and detachment
with regard to the patient is not easy, but is essential
for the paramedics to function and to cope with Cls.
Efficient coping would reduce the risk of developing
vicarious traumatization, leading to professional and
persanal growth.

Authors’ Note

This article is based on the first author’s thesis submitted after
conferral of the master’s degree, supervised by the second
author.

Acknowledgments

We thank the Paramedics of MDA organization in Israel who
participated in the study.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with
respect to the research, authorship, and/or publication of this
article.

Downloaded from g sageput.com at Apollo Group - UOP on February 23, 2015




206

Qualitative Health Research 24(2)

Funding

The authors received no financial support for the research,
authorship, and/or publication of this article.

References

Alexander, D. A, & Klein, 8. {2001). Ambulance personnel and
critical incidents: Impact of accident and emergency work
on mental health and emotional well-being. British Journal
of Psychiatry, 178, 76-81. doi:10.1192/jp. 178.1.76

American Psychiatric Association. (2000), Diagnostic and sia-
tistical manual of mental disorders (4th ed.). Washington,
DC: Author.

Arold, D., Calhoun, L. G., Tedeschi, R, & Cann, A.
{2005), Vicarious postiranmatic growth in psychother-
apy. Journal of Humanistic Psychology, 43, 239-263.
doi:10.1177/0022167805274729

Bennett, P., Williams, Y., Page, N., Hood, K., & Woollard, M.
(2004). Levels of mental health problems among UK emer-
gency ambulance workers. Emergency Medicine Journal,
21,235-236. doi:10.1136/emj.2003.005645

Bennett, P., Williams, Y., Page, N., Hood, K., Woollard, M., &
Vetter, N. (2005). Associations between organizational and
incident factors: Emotional distress in emergency ambu-
lance personnel. British Journal of Clinical Psychology,
44, 215-226. doi: 10.1348/014466505X29639

Blomberg, K., & Sahlberg-Blom, E. (2007). Cleseness and dis-
tance: A way of handling difficult situations in daily care.
Jowrnal of Clinical Nursing, 16, 244254, doi:10.1111/
j.1365-2702.2005.01503.x

Cathoun, L. G., & Tedeschi, R, G, (1999). Facilitating posttrau-
matic growth: A clinician’s guide. Mahwah, NJ: Lawrence
Erlbaum.

Calhoun, L. G., & Tedeschi, R. G, (2006). The foundations of

postiraumatic growth: An expanded framework. In L. G.

Cathoun & R. G. Tedeschi (Eds.), Handbook of positrau-
matic growth: Research and practice (pp. 1-22). Mahwah,
NI: Lawrence Erlbaum.

Canfield, J. {2005). Secondary traumatization, burnout, and
vicarious traumatization: A review of the literature as it
relates to therapists who treat trauma. Smith College Studies
in Social Work, 75, $1-101. doi:10.1300/J497v75n02_06

Clohessy, S., & Ehlers, A, (1999). PTSD symptoms, response to
intrusive memories and coping in ambulance service work-
ers. British Jowrnal of Clinical Psychology, 38, 251-265.
doi;10.1348/014466599162836

Compton, S., Madgy, A., Goldstein, M., Sandbu, J., Dunne, R.,
& Swor, R. (2006). Emergency medical service providers’
experience with family presence during cardiopulmonary
resuscitation. Resuscitation, 70, 223-228. doi:10.1016/4.
resusitation.2005.12.012

Curiis, S., Gesler, W., Smith, G., & Washburn, S. (2000),
Approaches to sampling and case selection in qualitative
research: Examples in the geography of health, Social
Science and Medicine, 50, 1001-1014, doi:10.1016/50277-
9536(99)00350-0

DiCicco-Bloom, B., & Crabtree, B. F. (2006). The qualita-
tive research interview. Medical Education, 40, 314321,
doi;10,11114.1365-2929.2006,02418 x

Dingeman, R, S., Mitchell, E. A., Meyer, E, C., & Curley, M.
A, Q. (2007). Parent presence during complex invasive
procedures and cardiopulmonary resuscitation: A system-
atic review of the literature. Pediatrics, 120, 842-854.
d0i:10.1542/peds.2006-3706

Dyregrov, A., & Mitchell, J. T. (1992). Work with {raurna-
tized children—Psychological effects and coping strate-
gies. Jowrnal of Traumatic Stress, 5, 5-17. doi:10,1007/
BF00976807

Elmgvist, C., Brunt, D., Fridlund, B., & Ekebergh, M. (2010).
Being first on the scene of an accident—Experience of
“doing” prehospital emergency care. Scandinavian Journal
of Caring Sciences, 24, 266-273. doi:10.11114.1471-
6712.2009.00716.x

Eriksson, C, B., Vande Kemp, H., Gorsuch, R., Hoke, S,
& Foy, D. W. (2001). Trauma exposure and PTSD
symptoms in international relief and development per-
sonnel. Jowrnal of Traumatic Stress, 14, 205-212.
doi;10.1023/A:1007804119319

Finlay, L. (2002). “Outing” the researcher: The provenance,
process, and practice of reflexivity, Qualitative Health
Research, 12, 531-545. doi:10.1177/1049732021291200

Gallagher, S.; & McGilloway, S. (2008), Living in critical
times; The impact of critical incidents on frontline ambu-
lance personnel; A qualifative perspective. International
Journal of Emergency Mental Health, 9, 215-224.

Goldblatt, H. (2009). Caring for abused women: Impact on
nurses’ professional and personal life experiences. Journal
of Advanced Nursing, 65, 1645-1654. doi:10.1111/i.1363-
2648.2009.05019.x

Halpern, I., Gurevich, M., Schwartz, B., & Brazeau, P. (2009z).
Intervention for critical incident stress in emergency medi-
cal services: A qualitative study. Stress and Health, 25,
139-149. doi:10.1002/smi.1230

Halpern, J., Gurevich, M., Schwartz, B., & Brazeau, P. (2009b).
What makes an incident critical for ambulance workers?
‘Emotional outcomes andimplications for intervention. ork
and Stress, 23, 173~189, doi:10.1080/02678370903057317

Hsieh, H.-F,, & Shannen, S. E. (2005). Three approaches to
qualitative content analysis, Qualitative Health Research,
15, 12771288, doi:10.1177/1049732305276687

Jonsson, A., & Segesten, X. {2003). The meaning of trau-
matic events as described by nurses in ambulance ser-
vice, Accident and Emergency Nuwrsing, 11, 141-152.
doi:10.1016/S0965-2302(02)00217-5

Jonssen, A., & Segesten, K. (2004). Guilt, shame and need for
container; A study of post-traumatic stress among ambu-
lance personnel, Accident and Emergency Nuwsing, 12,
215-223. doi:10.1016/j,82en.2004.05.001

Lincoln, Y, 8., & Guba, E, G. (1985). Naturalistic inquiry. New
York: International University Press.

Linley, P, A., & Joseph, S. (2006). The positive and nega-
tive effects of disaster work: A -preliminary investi-
gation. Journal of Loss and Trauma, [], 229-243,
doi:10.1080/15325020500494186

Mangurten, §., Scott, S. H., Guzzetta, C. E., Clark, A, P., Vinson,
L., Sperry, J,, . . .Voelmeck, W. (2006). Effects of family
presence during resuscitation and invasive procedures in

Downloaded from g sagegub.com al Apolla Group - UOP on February 23, 2018




Avraham et al.

207

a pediatric emergency department. Jowrnal of Emergency
Nursing, 32, 225-233. doi: 10.1016/.jen.2006.02,012

MecCann, 1. L., & Pearlman, L. A. (1890). Vicarious trauma-
tization: A framework for understanding the psychologi-
cal effects of working with victims. Journal of Traumatic
Stress, 3, 131-149. doi:10.1007/BF00975140

McLellan, E., MacQueen, K. M., & Neidig, I. L. (2003).
Beyond the qualitative interview: Data preparation and
trenseription. Field Methods, 15, 63-84. doi:10.1177/152
5822X02239573

Miller, J, H., & Stiles, A. {2009). Family presence during
resuscitation and invasive procedures: The nurse expe-
vience. Qualitative Health Research, 19, 1431-1442,
doi:10.1177/1049732309348365

Miller, L. (1995). Tough guys: Psychotherapeutic strate-
gies with law enforcement and emergency services
petsonnel. Psychotherapy, 32, 592—600. doi: 10.1037/0033-
3204.32.4,592

Mitchell, J. T. (1983), When disaster strikes . . . The critical
incident stress debriefing process. Jowrnal of Emergency
Medical Services, 8, 36-39.

Morse, J. M., Barrett, M., Mayan, M., Olson, K., & Spiers, J.
(2002). Verification strategies for establishing reliability
and validity in qualitative research. International Journal
of Qualitative Methods, 1{2), 13-22. Retrieved from http://
creativecommons.org/licenses/by/2.0

Moustakas, C. E. (1994). Phenomenological research methods.
Thousand Oaks, CA: Sage.

Nirel, N., Goldwag, R., Feigenberg, Z., Abadi, D., & Halpern,
P. (2008). Stress, work overload, bumout, and satisfac-
tion among paramedics in Isvael, Prehospital and Disaster
Medicine, 23, 537-346. doi:10.1017/81049023X 00006385

Paterson, M., Higgs, 1., Wilcox, 8., & Villeneuve, M. (2002).
Clinical reasoning and self-directed learning: Key dimen-
sions in professional education and professional socializa-
tion. Focus on Health Professional Education, 49(2), 5-21.

Paton, D. (2003). Posttraumatic growth in protective ser-
vices professionals: Individual, cognitive and orga-
nizational influences. Traumatology, 11, 335346,
dot:10,1177/153476560501100411

* Patton, M. Q. {1999). Enhancing the quality and credibility of
qualitative analysis. Health Services Research, 34, 1189-
1208. Retrieved from www.ncblnlm,nih.gov/pme/articles/
PMC108905%pdf/hsresearch00022-0112.pdf

Patton, M. Q. (2002). Qualitative research & evaluation meth-
ods (3rd ed,). Thousand Qaks, CA: Sage.

Pearlman, L. A., & Maclan, P. 8. (1995). Vicarious traumatiza-
tion: An empirical study of the effects of trauma work on
trauma therapists. Professional Psychology, 26, 358565,
doi:10.1037/0735-7028.26.6.558

Polit, D. F., & Beck, C, T. (2010). Essentials of nursing
research. Appraising evidence for wmursing praciice (7th
ed.), Philadelphia: Lippincott. '

Regehr, C., Goldberg, G., Glancy, G. D., & Knott, T. (2002},
Postiraumatic symptoms and disabilify in paramedics,
Canadian Journal of Psychiatry, 47, 953-958.

Regehr, C., Goldberg, G., & Hughes, I (2002). Exposure
to human tragedy, empathy, and frauma in ambulance

paramedics. American Jowrnal of Orthopsychiatry, 72,
505-513. doi:10.1037//0002-9432.72.4,505

Regehr, C., Hemsworth, D., & Hill, }, (2001), Individual predic-
tors of posttraumatic distress: A structural equation model,
Canadian Jowrnal of Psychiatry, 46, 156-161.

Sanders, M. J. (2007), Mosby's paramedic textbook (3rd ed.).
St. Louis, MI: Elsevier Mosby.

Sandgren, A., Thulesius, H., Fridlund, B., & Petersson, K.
(2006). Striving for emotional survival in palliative can-
cer nursing, Qualitative Health Research, 16, 79-96.
doi:10.1177/1049732305283930

Schwandt, T. A. (2007). The Sage dictionary of qualitative
inguiry (3rd ed.), Thousand Oaks, CA: Sage.

Shakespeare-Finch, J, Gow, K., & Smith, S. (2005).
Personality, coping and positraumatic growth in emer-
gency ambulance personnel, Traumatology, 11, 325-334,
doi:10.1177/153476560501100410

Shakespeare-Finch, I. E., Smith, 8. G., Gow, K. M., Embelton,
G., & Baird, L. (2003), The prevalence of post-traumatic
growth in emergency ambulance personnel. Traumatology,
9, 58-71. doi:10.1177/153476560300500104

Shiri, 8., Wexler, I. D., Alkalay, Y., Meiner, Z,, & Kreitler,
S. (200R). Positive and negative psychological impact
after secondary exposure to politically motivated violence
among body handlers and rehabilitation workers, Journal of
Nervous and Mental Disease, 196, 906-911, doi:10.1097/
NMD.0b013e31818ec80b '

Smith, I. A., Flowers, P., & Larkin, M. (2009). Interpretive
phenomenological analysis: Theory, method and research.
Lendon: Sage.

Somer, E., Buchbinder, E., Peled-Avram, M., & Ben-Yizhack,
Y. (2004). The stress and coping of Israeli emergency room
social workers followingterroristattacks. Qualitative Health
Research, 14,1077-1093. doi: 10.1177/1049732304267774

Sorensen, R., & ledema, R. (2009). Emotional! labour:
Clinicians’ aftitudes to death and dying, Journal of
Heaith  Organization and Management, 23, 522
doi:10.1108/147772609109422524

Sterud, T., Ekeberg, O., & Hem, E. (2006). Health status in the
ambulance services; A systematic review, BMC Health
Services Research, 6, 82. doi:10.1186/1472-6963-6-82

Tedeschi, R. G., & Calhoun, L. G. (1996). The posttraumatic
growth inventory: Measuring the positive legacy of trauma.
Jowrnal of Trawmatic Stress, 9, 455-471, doi:10.1007/
BF02103658

Thorne, 8. (2008). Interpretive description. Walnat Creek, CA:
Left Coast Press.

Trede, F., Macklin, R., & Bridges, D, (2011). Professional iden-
tity development: A review of the higher education litera-
ture. Studies in Higher Education, 1-20. doi:10,1080/0307
5079.2010.521237

Tutton, E., Seers, K., & Langstaff, B. (2008). Professional
nursing culture on trauma unit: Experiences of patients
and staff. Journal of Advanced Nursing, 61, 145-153,
doi:10.11114.1365-2648.2007.04471.x

Wallerstedt, B., Benzein, E., & Andershed, B. (2011), Sharing
living and dying: A balancing between vulnerability
and a sense of security. Enrolled nurses’ experiences of

Bownloaded from gar.sagepub.cem at Apallo Group - UOP on February 24, 2015




208

Qualitative Health Research 24(2)

worlding in the sitting service for dying patients at home,
Palliative and Supportive Care, 9, 295-303, dot:10.1017/
§1478951511000241

Weiss, D. S., Marmar, C. R., Metzler, T. J,, & Ronfeldt, H.
M. (1995). Predicting symptomatic distress in emergency
services personnel. Jowrnal of Consulting and Clinical
Fsychology, 63,361-368. doi:10.1037/0022-006X.63.3.361

Author Biographies

Nira Avraham, MA, RN, EMT-P, is coordinator of the
joint Nursing and EMT-P Emergency Medical Training

Program at Assaf-Harofeh Academic School of Nursing affili-
ated with the Hebrew University of Jerusalem, Jerusalem, in
cooperation with Magen David Adom, Beer-Yaacov, Israel,

Hadass Goldblatt, PhD, is a senior lecturer at the Faculty of
Social Welfare and Health Sciences, Department of Nursing,
University of Haifa, Haifa, Israel.

Eli Yafe, PhD, is director of volunteers, PR, Training &
International Relation Division, Magen David Adom, Tel Aviv,
Israel.

Downfoaded from ghr.sagagutstara at Apallo Group - USP on February 23, 2015




Police Practice and Research, A e i
Vol. 6, No. 3, July 2005, pp. 235-249 _ 1%t

Symptomatology of Post-Traumatic
Stress Disorder among First Responders
to the Pentagon on 9/11: A Preliminary
Analysis of Arlington County Police
First Responders

Monica L. P. Robbers & Jonathan Mark Jenkins

Despite the high profile given to the events of 9/11, Iittle research has been conducted on the
effects that the events had on police first responders. This study examines the psychological
impact, specifically post-traumatic siress disorder (P1SD), of 9/11 as a critical event on
first responding police officers at the Pentagon crash site. Results indicate that more than
one-third of the officers sampled are experiencing above standardized levels of PTSD.
Further, the length of time officers spent at the Pentagon significantly predicts higher levels
of PTSD. Implications of the findings are discussed along with policy recommendations.

Keywords: Critical Events; Police; Post-Traumatic Stress Disorder; 9/11

Introduction

Despite the high profile given to the events of September 11, 2001, there have been few
empirical studies that focus on the impact and effects of 9/11 as a critical event on
police first responders. The purpose of this study is to examine the nature, prevalence,
and distribution of post-traumatic stress disorder (PTSD) symptoms among police
first responders to the Pentagon on 9/11. Three research questions are posed: first,
what is the psychological impact of 9/11 as a critical event on police first responders at
the Pentagon crash site? Second, what is the relative distribution and differential mani-
festation of PTSD amongst responders? Third, is there any preliminary evidence of
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possible conditioning or moderating influences on PTSD? Data for the study were
collected from a sampie of Arlington County first responders, defined as police who
responded within 90 minutes of the initial crash at the Pentagon.

More than three years have past since 9/11, and we know very little about the effects,
long and short term, of the incidents on emergency services personnel, especially on
police. Such knowledge is critical to provide for proper care, support, and services to
such emergency personnel. As a community, we have a vested interest in maintaining
the psychological health and mental well-being of such emergency personnel,

We offer several rationales for studying the impact of 9/11 on responding Arlington
County police. The Arlington County Palice Department {ACPD) were among the
first to respond to the Pentagon on 9/11 because the Pentagon is located in Arlington
County, VA. Second, it was thought initially that the number of causalities at the
Pentagon would be at least triple the final number, so first responding officers were
prepared for the absolute worst case scenario. Coupled with constant threats of terror-
ist attacks in the Washington, DC metropolitan area post 9/11, reliving the September
11 events may be common and therefore, the risk of PTSD among police who were
first responders to the Pentagon site is of great concern. Third, because of this
increased risk, we suspect that the impact of 9/11 among first responders in Arlington
may differ from the impact of 9/11 on first responders in New York. Fourth, although
there have been numerous studies of PTSD among officers prior to 9/11 (e.g.
Brosnan, 1999; Harvey-Lintz & Tidwell, 1997; Stephens, Long, & Miller, 1397
Sugimoto & Oltjenbruns, 2001), current literature has not addressed PTSD among
police after 9/11 beyond anecdotal accounts (e.g., see Jenkins, 2002; McBride, 2001).

Data for this study were collected from a non-probability sample of ACPD police
officers, making this study a preliminary investigation of the impact of 9/11. Results of
this study can therefore add to the growing body of knowledge on the effects of 9/11,
but specifically, this study may be able to provide recommendations for coping with
PTSD to agencies who respond to similar crises situations. Further, since the data for
this study were conducted more than two years after the events of 9/11, we can also
begin to examine the long-term effects that 9/11 have on police personnel.

 Literature Review

The following section presents an abridged review of literature that examines P'TSD
among law enforcement personmne! and comparable populations.

PTSD Research

Background

Post-traumatic stress disorder, shell shock, or battle fatigue, is categorized by the Diag-
nositc and statistical manual of mental disorders {DSM-IV)} as an anxiety disorder
specific to the development of symptoms that occur post-exposure to a critical inci-
dent. Initially, PTSD referred to battle fatigue experienced by soldiers after exposure to
critical events. In 1980, the American Psychological Association (APA) recognized that
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civilians could also suffer from PTSD after exposure to critical incidents, such as death
or threat of death, harm, or injury. PTSD can overwhelm an individual and become
debilitating, with incident stimuli invoking symptoms such as intense fear, helpless-
ness, and avoidance. Frightening thoughts or memories of the critical stimuli can alse
induce numbness, fatigue, aggression, rage, or hyper vigilance (APA, 1994).

The operational definition of a ‘critical incident’ varies in PTSD literature, In studies
that address PTSD among police officers and other emergency workers, operational
definitions of critical incidents have ranged from an incident involving multiple deaths,
to a highly profiled media event (see Neylan etal., 2002 for examples). To date, literature
has not addressed whether factors such as exposure to multiple deaths are associated
with higher levels of PTSD), than seemingly less serious factors such as exposure to threat
of death. However, Davidson, Kudler, Saunders, and Srnith (1990) found that Vietnam
veterans who were exposed to brutality, mutilated bodies, and the deaths of children
and friends experienced greater PTSD than veterans from World War II, who recalled
incidents of physical injury and captivity. The authors suggest that these differences in
the frequency of PTSD could alse be a result of age and telescoping problems. Kureczka
(1996, p. 3) proposes that a critical incident is ‘any event that has a stressful impact
sufficient to overwhelm the usually effective coping skills of an individual,’ and so oper-
ationally, this is very broad. Researchers that examine PTSD among police and other
emergency service personnel maintain that the operationat definition of ‘critical inci-

“dent’ must remain fluid given that personnel are exposed to so many different types of
traumatic events in the course of their jobs {Horn, 1991).

Physical symptoms of PTSD are manifested in the autonomic nervous system, such
as increased electromyography, sweat gland hyperactivity, and somatic symptoms such
as depression (Carlson & Hamblen, 2002; Sugimoto & Oltjenbruns, 2001). Symptoms
of PTSD are typically experienced within three months of exposure to the critical inci-
dent, but can be experienced as late as several vears after the incident (Carlson &
Hamblen, 2002),

Using national data, Kureczka {1996) estimated that about 8% of American adults
exhibit PTSD during their lives. Other studies estimate that experiences of PTSD vary
dramatically by occupation. For example, severat studies have indicated that about
one-third of police officers experience PTSD (see Brosnan, 1999; Martin, McKena, &
Veltkamp, 1986; Stratton, Parker, & Snibble, 1984). Sugimoto and Oltjenbruns (2001}
suggest that higher levels of PTSD in police may be due to the experience of disenfran-
chised grief after exposure to traumatic events, that is, officers experience loss but do
not have a socially recognized right to grieve. The higher frequency of PTSD among
officers may also be related to police organization and management.

The organization of police is para-military and as such, officers are required to be the
helpers, not the helped. Police are supposed to be in control, and are held to higher
moral standards by the community (Bittner, 1970). Therefore, seeking help for stress
is not accepted. Further, there is a code of silence that police officers adhere to with
regard to their psychological status (e.g., see Bittner, 1970; Strecher, 1978; Van
Maanen, 1978). Officers who seek counseling may be stigmatized by other officers as
weak as an officer and not dependable as a partner. |
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Sugimoto and Oltjenbruns (2001) propose that multiple exposures to the threat of
death and dying is a major contributor to PTSD, as is secondary traumatic stress (also
see Fingley & Kleber, 1995). The events of 9/11 provided multiple exposures to death
and threats of death; far more than officers normally experience, This was due in large
part to the large volume, long hours, and dramatic nature of rescue work the officers
were called upon to do during and after 9/11. The constant state of alert after 8/11 in
the Washington, DC, area amptified the threats of death and injury, as it was believed
by many that officers would have to respond to another similar incident (Jenkins,
2002). Coupled with the sniper events that also occurred in the Washington area, the
amount of secondary traumatic stress during and after 9/11 that officers experienced
would have been much higher than usual.

PTSD and law enforcement

In psychalogical literature, there are plenty of clinical and empirical studies that exam-
ine PTSD among law enforcement personnel, but in criminal justice literature there are
few. In a study of PTSD symptomatology among Los Angeles police officers after the
1992 riots, Harvey-Lintz and Tidwell (1997) measure combat-related PTSD, coping
responses, and previous stress history. The authors maintain that the riots themselves
provided the critlcal stressful incident,

Results of this study indicated that about 17% of officers were showing symptoms of
PTSD) 19 menths after the riots. The authors point out that this number is likely to be
conservative given that officers are conditioned to be self-reliant and may not want to
admit to experiencing symptoms, Further, the study also used non-probability conve-
nience sampling. Also of interest in this study was the finding that only 17% of officers
reported that they would seek professional help for stress, and officers did not see
administrators as open to, or supporting of, officer requests for professional help.
Harvey-Lintz and Tidwell did find a relationship between coping behavior and PTSD,
indicating that officers who were less inclined to seek help were more likely to be exhib-
iting PTSD symptoms. '

In testing a 13-itern self-reported measure of PTSD called the Peritraumatic Distress
Inventory (PDL), Brunet et al. {2001) compared PTSD symptoms between police offic-
ers and citizens. Results indicated that 46% of the officers vs. 60% of the civilians
sarmpled were exposed to a critical incident. When symptoms of PTSD were examined,
91% of officers self-reported experiencing at least one of the PTSD symptoms, and
slightly more civilians reported the same. The authors suggest that perhaps police offic-
ers are slightly more resilient to critical incidents than the general population, it might
be the case that the police were exposed to different kinds of critical incidents resulting
in different manifestation of PTSD than civilians. Further, an incident that a citizen
views as critical may not be viewed as critical by a police officer.

Nevylan et al. (2002) studied the impact of critical incident exposure, sleep quality,
and PTSD among a convenience sample of police officers working in Oakland, CA,
San Jose, CA, and New York City. The study was conducted prior to 9/11. Using the
Mississippi Scale for Civilian PTSD (M-PTSD) and the Pittsburgh Sleep Quality
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Index, Neylan et a. found results to suggest a strong association between poor sleep
and PTSD symptoms, and a weak association between traumatic stress exposure and
sleep disturbances.

Using officers from the same cities as Neylan et al., Pole et al. (2001) examined
whether PTSD among urban police officers differed by gender and ethnicity. This study
used the critical incident history questionnaire, which asks respondents about
exposure to multiple critical incidents in a given time period. The authors also used the
M-PTSD and the PDI. Results from this study indicated that there were no significant
gender differences in experiences of PTSD. Results remained consistent when educa-
tion and years of experience in policing were controlled for. This result concurs with
PTSD research on other military-style groups, but is quite different from trends found
in the general population, where women typically exhibit more PTSD symptoms (e.g.
see Breslau, Davis, Andreski, Peterson, & Schultz, 1997; Breslau et al,, 1998). The
- gender disparity in experiences of PTSD among civilian populations is being debated
in literature; some researchers maintain that fernales experience higher levels of PTSD
due to higher incidences of physical and sexual assault {see Stein, Walker, & Forde,
2000), but others maintain that when this is controlled for, the disparity remains (see
Pole et al., 2001 for discussion).

Pale et al,, also found results that suggest there are few differences in experiences of
PTSD between white and black officers, but there are discernable differences between
Hispanic and white officers (p. 447). Hispanic officers were found to experience higher
levels of PTSD. Similar patterns were reported by Kulka et al. (1990). Again, the
patterns of PTSD observed between ethnic groups in the military or in police popula-
tions are not the same as that for civilian populations. Among civilians, research has
indicated that minorities tend to experience higher levels of PTSD, but such differences
can be accounted for by other socio-demographic variables such as socioeconemic
status (see Breslau et al., 1998). In non-civilian populations, these variables do not
account for the differences in levels of PTSD, particularly among Hispanics. Kulka et al.
(1990} suggest that the persistent differences may be due to cultural socialization expe-
riences that encourage dissociation rather than help seeking behavior,

In a study using a non-probabiiity sample of 1,000 police officers from the
New Zealand police force, Stephens et al. {1997) examined social support as a moder-
ating variable in experiences of PTSD following exposure to multiple critical incidents.
Using the M-PTSD and a scale of social support that separated emotional support from
peers and communication with supervisors, Stephens et al. found evidence to suggest
that officers with more social support exhibited fewer PTSD symptoms, and also that
expressing emotions moderated the relationship between exposure to traumatic events
and PTSD. They also included a measure of negative social support, which was corre-
lated with PTSD only when emotional support from peers was controlled. Stephens et
al. suggest that this relationship could be a product of disgruntiement with work because
of PTSD symptoms experienced. It is worth noting that the critical incidents respon-
dents in the New Zealand sample may have been exposed to are not directly comparable
to studies that use American police because New Zealand palice are not armed, and
violent crime rates and crime involving firearms are very low (Robbers, 2005).
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Other studies of PTSD have been conducted on populations who have experienced
combat or other disasters, Some researchers also distinguish between PTSD and
Combat PTSD (e.g., Machell, 1993). Military groups are not so different from police
who responded on 9/11, as first responders on 9/11 felt that they were entering a
combuat zone. Many of the studies foeusing on combat zones and other disasters use the
Impact of Event Scale (IES} to measure PTSD (see Curle & Williams, 1996; Hunt &
Robbins, 2001; Robbins & Hunt, 1996}, The IES was developed by Horowitz, Wilner,
and Alvarez (1979}, and [ocuses on avoidance and intrusive behaviors. It has been vali-
dated by Shelvin, Hunt, and Robbins (2000),

Studies of PTSD among other emergency services personnel are fairly infrequent,
However, one example is Weiss et al.'s examination of the extent of symptomatic distress
among a non-probability sample of emergency services (EMS) personnel who
responded to the 1989 Interstate 880 freeway collapse during the San Francisco Bay Area
earthquake (Weiss, Marmar, Metzler, & Ronfeldt, 1995). Using the TES and the M-PTSD
scale, results from this study indicated that greater exposure, or responding immediately
to the critical incldent, had a greater impact on frequencies of PTSD symptoms. Results
also concurred with other studies that had found relationships between high levels of
social support and lower levels of PTSD; mare years of experience and lower levels of
PTSD; and high levels of dissociative experiences and higher tevels of PTSD. The authors
did not report hetween groups analysis for the demographic variables,

Research Focus and Methodology

We examine three research questions in this study. First, what is the psychological
impact of 9/11 as a critical event on police first responders at the Pentagon crash site?
Second, what is the relative distribution and differential manifestation of PTSD
amongst such police first responders? Third, is there any preliminary evidence of possi-
bie moderating influences on PTSD?

This study was borne from the realization that there had been little written about the
crash site at the Pentagon on 9/11 as a critical incident, and there was a very real possi-
bility that officers from ACPD may be experiencing symptoms of PTSD. Marymount
University has a close working relationship with ACPD, so we approached the then
chief of the ACPD and proposed that this issue be studied. The chief was privy to the
information provided in the section below. The project was not sponsored.

Sample

Arlington County Police were the first police officers to arrive at the Pentagon on 9/11
and within 90 minutes of the attack, approximately 78 ACPD officers responded to the
scene.! These first responding officers arrived at the Pentagon with little or no infor-
mation, were charged with bringing order to a completely chaotic scene, and were
under the assumption that a bormb had been detonated at the nearby State Department.
Officers that responded after this time had time to digest what was happening in
New York and at the Pentagon, had been briefed with more accurate information, and
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were prepared for the crash site, Further, the crash site had been secured, We did not
want to include those later arriving officers in the sample as the effects of the critical
incident would not have been as acute.?

The survey was given to first responding ACPD officers off duty, and an envelope was
provided for the completed surveys. This was done to ensureanonymity and also to make
the officers feel comfortable with participating. The study was approved by the Institu-
tional Review Board of Marymount University and by the ACPD. Two of the 78 first
respondingofficers had left the ACPD since 9/11 and could not belocated. Of the rerain-
ing 76 officers, 20 initially returned the survey, and after reminder cards, an additional
32 surveys were returned, bringing the response rate to 52 or 68%. Two surveys were
excluded due to missing data. Of the respondents, 68% were male and 32% were fernale.
Seventy-eight percent of the respondents were white, 8% were black, 12% were Hispanic,
and one respondent was Asian. Thirty-four percent of sworn officers in Arlington
County are either ferale or minarities, so our sample mimics the demographics of the
entire ACPD fairly closely. The age of the sample ranged from 23 to 46 (M = 32.90; SD
= 5.60). Years of experience as a police officer ranged from ane to 26 (M = 8.69; SD =
5.53). Sixty-four percent of respondents hold a bachelor’s degree, 26% hold an associate's
degree, 6% hold a graduate degree, and 4% reported having had some college education.

Variables
The Critical Event

In many previous studies on PTSD among police officers, scales have been used to
assess exposure to ¢ritical events (e.g., see Brunet et al., 2001; Carlier, Voerman, &
Gersons, 2000; Stephens et al., 1397). In this case, we did not use such a scale since all
the respondents were at the Pentagon and witnessed the same critical event, Further,
the events of 9/11 are widely recognized as traumatic (see Jenkins, 2002). However, we
did ask respondents how long it was after the plane impacted the Pentagon that they
responded. Answers ranged from immediately to 90 minutes (M = 18.04 minutes; SD
= 23.79 minutes).

FPTSD

In this study we adapted Robbins and Hunt's (1996) version of the IES, which was orig-
inally devised by Horowitz et al. (1979), and designed to measure PTSD after combat
experiences. The IES is a 153-item scale that measures the two main components of
PTSD, which are intrusion and avoldance {(see Hunt & Robbins, 2001; Robbins &
Hunt, 1996). Respondents were asked how often the following occurred, and responses
ranged from no or never, to extremely or always:

Experience of upsetting memories or dreams
Reliving of the terrorist attack

Disturbing reminders of 9/11

Avopidance of thinking about the attack and rescue

e Lo N —
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5. Avoidance of situations and activities that trigger memories of 9/11

6. Loss of memory about events or details on 9/11

7. Loss of interest in activities and things that were important prior to 9/11

8. Feelings of emotional withdrawal or lack of expression

9. Loss of hope/trust in career and family

10. Difficulties falling asleep or staying asleep since 9/11

11. Increased irritation in temperament since 9/11

12. Trouble concentrating since 9/11

13. Become startled by sudden movements, sounds, smells, or touches since 9/11

14, Reminders of 9/11 that invoke sweating, tenseness, trembling, or physical over-
response

15, Teeling that another terrorist attack is imminent.

Ttems 1, 2,3, 10, L1, 12, 13, and 15 measure intrusion, and items 4, 5,6, 7, 8,9, and 14
measure avoidance (see Robbins & Hunt, 1996}. Scores on the composite scale ranged
from 15 to 53 (M = 27.12; SD = 8.86), and Cronbach'’s alpha for the scale was (.92,
Principal components analysis confirmed Robbins and Hunt's (1996} schema as the
items loaded on two factors.

Control Variables

Consistent with literature on PTSD among police, control variables included in this
study were education and years of experience as a police officer, and previous.critical
incident experienced on the job. Religious salience was included as officers who are
devoutly religious may have used religion to help cope with the critical incident. This
was a one-item measure that asked respondents whether they were religious or not.
Sixty percent of respondents said they were religious, and 40% said they were not.
Previous exposure to a critical incident was also measured using one item; we asked
whether respondents had previously discharged their weapons in the line of duty. Only
two officers had discharged their weapons prior to 9/11.

We also questioned respondents as to how many hours they spent at the Pentagon
after their response. This was included as a control variable since we felt prolonged
exposure to the critical incident is likely to increase the chances of PTSD. Responses to
this question were amazing—officers stayed from less than one hour to 576 hours (24
days). The mean stay was 136.12 hours, or 5.67 days (SD) = 138.52 hours). In other
words, many of these officers did not leave the Pentagon for days; some resided in what
became known as Camp Unity, while others went home at night anly.

Method of Analyses

The analysis proceeds in three stages. First, discussion of levels of PTSD, descriptive
statistics, and mean differences in the dependent variable based on the appropriate
independent variables are presented. This is done to ascertain whether officers are .
exhibiting symptams of PTSD and whether symptoms vary by alternating demographic
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variables. Second, we employ correlational analysis and regression analysis to test
whether there are relationships between PTSD and the set of independent variables.
Third, we employ regression analysis using cross-product terms to conduct a prelimi-
nary investigation of moderating effects between the main study variables.

Results
Incidence of PTSD Symptoms

The recommended cut-off point, or base-line PTSD level in relation to standardized
data on the IES is 30 (Hunt & Robbins, 2001}. Table 1 shows the distribution of
Arlington County officers above and below this cut-off point.

The table shows that more than one-third of officers, 36%, scored at or above the
cut-off point indicating that these officers are exhibiting higher levels of PTSD than
the standardized population. Given the extent of repeated and prolanged exposure to
the trauma of 9/11 events, this was lower than expected. Previous researchers such as
Brosnan (1999), Martin et al. (1986}, and Stratton et al. {1984), ail found that one-third
or less of police officers suffered from PTSD. Results do provide some empirical
evidence to support our first research question, that is, responding to the Pentagon on
9/11 does have a psychological impact on first responding palice.

Analvses of Mearis

Table 2 depicts mean differences on the dependent variable, PTSD, for the nominal and
dichotomous independent variables, which were gender, race, religious salience, and
education.* Discharging a weapon was not included since only two officers had
responded affirmatively to this question. Independent samples f-tests and one-way
ANOVA's with Tukey's post hoc statistics were used where appropriate.

Results indicate few mean differences in levels of PTSD. Males show a slightly higher
average PTSD score than females, but the difference is negligible (M = 27.14 vs. 27.06).
These findings concur with other studies of PTSD among police officers (e.g., see
Neylan et al., 2002; Pole et al., 2001). Results also indicate that white officers reported
lower average PTSD scores than did minority officers (M = 26.28 vs. 30.09), but again
the difference is not significant. Other studies have found that minority officers, partic-
ularly Hispanic officers, have higher levels of PTSD (e.g., see Pole et al., 2001). Unfor-
tunately, we did not have enough Hispanic officers to test this premise. For religious
salience, those officers who said religion was an important part of their lives scored

Table 1 Percentages of Officers Scoring Above or Equal to
(=) and Below (<} the Cut-off Point for the IES

230 <30

IES 36.00 64.00
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Table 2 Mean Differences for PTSD

Variable Mean SD t-Value/F-value
Gender: female 27.06 6.90 0.031
male 27.14 9.74
Race: other 30.09 6.77 -1.27
white 26,28 9.26
Religlosity: nc 26.94 8.84 -0.11
yes 27.22 . 9401 :
Education: some college 23.50 4,90 4.18%*
associate's degree 33.30% 9.01
bachelor’s degree 25.66% 8.06
graduate degree 18,33* 2.08

#*p<0.01;*p < 0.05.

slightly higher on the PTSD scale than did those officers who said religion was not an
important part of their lives, but this difference was not significant.

The only significant mean difference found was for PTSD scores by education.
Results indicate that the less education an officer obtained, the more PTSD symptoms
he or she reported on average. Tukey's post hoc statistics revealed that there were signif-
icant differences between those officers who held associate’s degrees and graduate
degrees, and between those who held bachelor's and graduate degrees. In both
instances, those officers who held graduate degrees had lower average scores of PTSD,

Correlational Analyses

In order to assess the relationships between the interval and dichotomous main study
variahles, Pearson’s product moment correlation was utilized. Examining the correla-
tions between PTSD and the independent variables, the only significant correlation
found was the association between the amount of time spent at the Pentagon and PTSD
(r=0.56; p < 0.05). The relationship was positive, indicating that longer time periods
spent at the Pentagon were associated with higher PTSD scores (table omitted). This
relationship was expected given the officers who were at the Pentagon for long periods
were exposed to numerous incidents involving death and threats of death. This finding
confirms our second research question in that there are some variations in the relative
distribution and differential manifestation of PTSD amongst first responders.

Regression Analysis

The next step in the analyses was to construct an Ordinary Least Squares (OLS) regres-
sion model using the study variables. Prior to the running of regression models, histo-
grams were run to assess normality of the variables. To assess multicollinearity, varlance
inflation factors (VIF} were included in the model. Results are given in Table 35
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Table3 Regression Model

Variable b Std error Std beta t Signif.
Constant 18.48 11.58 1.59 0.12
Gender 213 2.35 0.11 0.91 0.37
Race 113 2.80 0.05 0.40 0.69
Age -0.27 0.40 —0.17 ~0.66 0.51
Years' exp. -0.01 0.42 -0.01 -0.03 0.97
Education —4,04 1.66 -{,29 —2.44 0.02
Salience 0.19 2.27 0.01 0.08 0.93
Weapon disch. -1.39 6.45 -0.03 ~0.22 0.83
Response time —0.08 0.05 -0.16 -1.25 0.22
Time spent 0.04 0.01 0.58 4.54 0.00
R (adjusted) 0.45 (0.40)

n 49

Regression results indicate that education and time spent at the Pentagon both play
a significant role in predicting PTSD symptoms. Given comparison of means and
correlational analyses, these results are not surprising. However, again we see that an
increase in education is associated with a decrease in PTSD symptoms, and an increase
in time spent at the Pentagon is associated with an increase in PTSD symptoms. There
were no other significant predictor variables of PTSD. The model as a whole is signifi-
cant (I'= 2.89; p < 0.05), and explains 45% of the variance in PTSD symptoms.

The last step in the analysis was to look for potential interacting or moderating vari-
ahles. However, given the lack of significant findings in the above analysis, we did not
expect to find significant interaction variables. One relationship that was of interest was
that between religion, our proxy for social support, hours spent at the Pentagon, and
PTSD. Qur prediction here was that involvement in religion may moderate the effect
that hours spent at the Pentagon had on PTSD. Namely, if an officer was religious, this
would lessen the effect that long hours spent at the Pentagon would have on PTSD
symptoms, To test this premise, we created an inferacting variable using a cross-
product of religion and time in hours spent at the Pentagon, and subsequently
regressed PTSD on this interacting term and the other variables. No significant effect
was found, suggesting that even when an officer was religious and spent a long period
of time at the Pentagon, PTSD would still be high {table omitted).

Conclusion

This study assessed the extent to which police first responders to the erash site at the
Pentagon on 9/11 experience PTSD symptoms. We also tested whether PTSD symp-
toms differed by socio-demographic and other variables. Results indicated that 36% of
Arlington County officers sampled scored at or above the recognized cut-off point for
PTSD (Hunt & Robhins, 2001). Given the traumatic extent of the events these officers
witnessed, this was surprisingly low. However, even though we tried to minimize
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hesitancy in reporting PTSD symptoms, our results may be conservative given the
police culture of reticence to acknowledge psychological trauma. Further, our sample
was relatively small, We did find during informal talks with some officers that they did
experience large numbers of PTSD symptoms, especially sleep disturbances, but this
smaller group may ot be a representative one. Thus, the results of this study provide
a good descriptive foundation from which other studies that assess the psvchological
irnpact of 9/11 on first responders could be based.

The most important finding from this study was that the number of hours an officer
spent at the Pentagon significantly effected PTSD. The average number of hours an
officer spent at the Pentagon was 136 hours, with some officers not returning home for
several weeks. The officers we spoke to said that they stayed out of a sense of duty and
also because they felt they needed to make a significant contribution to the clean up and
restoration of the Pentagon.

Amang the control variables, education was the only significant predictor of PTSD.
In previous studies of PTSD and police officers, education was not examined thor-
oughly. Although previous studies have found relationships between race and PTSD
(e.g., Pole et al., 2001}, such findings were not replicated here. This could be attributed
to a smailer sample than other studies and to less variation in racial groups. Our finding
that the gender of the officer did not have a significant impact on PTSD echoes findings
in previous research (e.g., see Neylan et al., 2002; Pole et al,, 2001).

When Arlington County potice officers were dispatched to the Pentagon initially,
they were told that a commercial airliner had crashed into the Pentagon. Information
given to the first responding officers was sketchy and often inaccurate. There were
reports of a bomb at the State Department and other false reports of additional
planes being hijacked in the Washington, DC area. Cellular signals and radio
communications were also intermittent for the first few hours after the crash and
so first responding officers did not have abundant information other than the
observable.

Officers responding to the Pentagon several minutes after the attack experienced a
scene of chaos. As one officer said ‘the Pentagon was burning, but there were no appar-
ent signs of the airplane ... it was not until I got out of my cruiser that I observed small
airplane parts hundreds of feet from the point of impact. Officers were initially
directed to assist the fire department in rescue operations, and also to control traffic in
the immediate vicinity of the Pentagon. Later, the officers were part of the teams that
sifted through the rubble, searching for body parts, personal effects, airplane parts, and
top secret information. Most of these officers came in contact with body parts and
personal effects. There is no doubt that these events were traumatic. One veteran officer
told us that after finding burnt human remains, the thing that bothered him the most
was the discovery of a small, pink child's purse. Another officer said a charred teddy
bear left the most indelible image. '

Usually, trauma experienced by police officers is not compatible with that experi-
enced by other emergency services personnel because the latter deal more with rescue
work. In this case however, Arlington County officers did take part in rescue operations,
and so results from this study may be applicable to other emergency personnel and also
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those who are exposed to combat zones. In future studies however, it would be inter-
esting to examine between group differenices of PTSD among different emergency
services personnel. We would also recommend that future studies strive for probability
samples of emergency personnel when examining PTSD. Our sample was a non-
probability sample, as were aimost all of the samples included in literature reviewed in
this paper. The very nature of self-reporting symptoms of PISD may mean that we are
severely underestimating the frequency of PTSD) among emergency personnel.

We have not set out to find causal links in this study, nor have we attempted to
explain why some officers are more at risk of experiencing PTSD. Such investigation
is beyond the scope of this paper. However, other researchers have suggested that
manifestation of PTSD symptoms are influenced by the individual's cognitive assess-
ment of the trauma compared to their subjective feelings about the trauma, which
are in turn influenced by factors such as culture and personal values (see Brosnan,
1999). _

The ACPD, like many other departments, does have mandatory debriefing for offic-
ers who are involved in incidents where there is a loss of life. In other situations,
debriefing is at the discretion of the supervisor. Debriefing was not mandated after 9/
11. Debriefing may help officers adjust after exposure to trauma, but there is conflicting
research on its effectiveness (see Carlier et al., 2000 for discussion).

Officers we spoke to indicated that more than any other incident, they talked
among themselves a great deal about their experiences on 9/11, and also had a great
deal of cormmunity support afterwards. Thus in retrospect, we should have included a
measure Lo assess the extent of fellow officer support post 9/11. Previous research has
found that this type of informal debriefing may work better for police officers (Carlier
et al., 2000).

The results of this study may not be applicable to New York City first responders
given the differences between the two jurisdictions. Although an urban area, Arlington
County has very low violent crime rates when compared with New York City (US
Census, 2002), therefore, the events of 9/11 were often the first major crisis involving
death that required Arlington County officers’ response. New York City officers are
likely to have witnessed critical events more frequently in the line of duty.

An officer who suffers from PTSD may experience low self-control, increased
aggression, irritability, or anger, none of which are desirable in a police officer. It
appears that the majority of officers sampled here have coped extremely well with the
events of 9/11, although there is a small group of officers who need additional services.
The number of officers who have left ACPD since 9/11 should be examined in future
studies, along with continual monitoring of PTSD symptoms among remaining offic-
ers, Awareness of PTSD also needs to be increased armong police administration and
immediate supervisors, Such awareness is probably best tackled in conjunction with
Employee Assistance Agencies of respective jurisdictions.

During a time when threats of terrorist attacks and war are oft-cited, and exposure
to critical incidents is frequent, the study of PTSD among law enforcement personnel
is key to ensuring the preservation of our protectors, and also to ensure we are prepared
for the long-term consequences of exposure to trauma.
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Notes

[1]  Under normal circumstances, the ACPD would have an exact count of the number of officers
responding to a critical incident. On 9711 this was not the case as some officers went to the
Pentagon before their shifts began, or happened to be in close proximity to the Pentagon. In
addition, communications were initially intermittent in the area around the Pentagon. Esti-
rmates of how many ACPD officers were on the scene within 90 minutes varied from 72 to 80.

[2]  We could not find a consistent precedent in literature for the timing of experlencing a critical
event, although Harvey-Lintz and Tidwell (1997) classify their sample group as cfficers who
were prasent at the most serious point of the riots and Welss et al, (1995) propose that first
responders were more likely to experience higher levels of PTSD.

[3]  Exact numbers of female officers and minority officers were nat available,

[4]  Race was re-coded into a dichotomous variable given the small numbers of Asian, African
American, and Hispanic officers.

[5]  VIF values have been omitted from the table given that none were above 5.0,
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Trauma exposure and symptoms of post-traumatic
stress disorder in emergency medical services
personnel in Hawail

Shaiini Mishra,! Deborah Goebert,' Elizabeth Char,” Patricia Dukes,” Igbal Ahmed'

ABSTRACT

Background Exposure to traumatic stressors is
potentially an integral part of the job for emergency
medical servicas (EMS) personnel, placing them at risk
for psychological distress and mental health problems.
Study ohjective The prevalence of post-traumatic
stress disorder (FTSD) and post-traumatic stress
symptoms was exarmingd in a sample of EMS persannel
in a multigthnic locality in Hawaii. Commonly encountered
traumatic incidents at work wera also assessed.
Methods The FTSD Check List-Civilian version was sent
to 220 EMS personnal. The survey included questions on
demographics, traumatic incidents at work, general
stressars, coping methods and post-traumatic stress
symptoms.

Results 105 surveys were returned (48% response
ratel; 4% of respondents met clinical diagnestic oriteria -
for PTSD, 1% met subclinical criteria for PTSD, 83%
reported experiencing some symptoms but rio PTSD and
12% had no sympioms. However, few had received
treatment for these symptams. Serious injury or death of
a co-workar glong with incidents invalving children were
cansidered very strassful. General work conditions also
contributad to the overall stress levels. Most commion
coping strategies reportad were positive reinterpretation
{63%), seaking family and social support (59%) and
awarenass angd venting of emotions {46%}, with
significant differences by ethnictty.

Conclusion EMS parsonnel are at high risk of
experiencing post-traumatic stress symptoms. Farly
identification and treatment of potential stressors,
psychiatric and medical prablems is warranted and
necessitates ongoing assessment and employee
assistance programmes at the minimum.

INTRODUCTION

The stress that resules from exposure to traumatic
events can precipitate a spectrum of psychoemo-
tional and psychopathelogical cutcomes such as
post-traumatic stress disorder (FTSD), depression,
anxiety disorders and co-oceurring substance abuse.
PTSD is a psychiatric disorder that results from the
experience or witnessing of traumatic or life-
threatening events. The most Frequently experi-
enced traumas are witnessing someone being badly
injured or killed, being involved in a fire, flood or
natural disaster, and being involved in a Lfe-
threatening accident. The lifetime prevalence of
PTSD among adults ranges from 1% to 8%,
depending on the country and methodolegy used,
with women more likely to be affected than
men.'® Many of those who experience a traumatic

incident may exhibit symptoms but may not meet
the full criteria for PTSD as defined by the Diag-
nostic and Statistical Manual of Mental Disorders
{DSM-TV-R). Subclinical PTSD can be defined as
satisfying criterion B (re-experiencing) and either
criterion C (avoidance) or criterion I (hyper-
arousal), but not both.” Rates of subclinical PTSD
have ranged from 15% to 40%.°° Subclinical PTSD
has been associated with significant impairment in
vocational and social functioning as well as higher
rates of depression and peorer physical health* 7

Despite being identified as a high-stress accupa-
tional group, few studies have examined the prev-
alence of mental health issues among emergency
medical services (EMS) personnel ® Previous studies
have identified a prevelence of PTSD as low as 6%
and as high as 22% in this group” ** The most
common symptoms reported were re-experiencing,
avoidance and hyperarousal. Berger and colleagues
suggested that this was due to other risk and
protective factors.® In addition to event-related
variables, empirical research has suggested risk
factors that the individual brings to his or her worl,
such as age, background of the person and person-
ality characteristics.” There have been reports of the
influence of earlier psychiatric history as a risk
factor® One of the primary factors related to
decreased distress and increased resilience in emer-
gency service and relief personnel is social support.'

Certain ethnic groups have been found to be more
at risk for development of PTSD symptoms. For
example, in a study of urban police officers, more
PTSD symptoms were reported among Hispanic-
American officers,’® Socioculturel factors unique to
Hispanic-Americans, such as reporting style and
culture-bound idioms of distress, may explain the
increased PTSD levels ‘observed in this group.™
‘Araque de nervios' is a culture-bound expression of
distress seen in Hispanic people. Ataque’ comprises
symiptoms of anger, agitation and altered level of
consciousness along with hallucinations sometimes
which are similar to hyperarousal and dissociative
symptotns of FTSD. While African Americans, Asian
Americans and native Americans tended to report
having experienced fewer traumatic events than
European Americans and Latinos, they were all more
likely to develop FTSL: after experiencing a trau-
matic event.'® However, lifetime prevalence rates for
PTSD in Vietnam veterans were higher among all
ethnic minority samples except Japanese Americans
when compared with European Americans.'® This
study examines the prevalence of FTSD and post-
traumatic stress symptoms among an ethnically
diverse group of EMS personnel.
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METHODS

Sample

Two hundred and twenty EMS personnel working for the City
and County of Honolulu were eligible for the study. This
represents the total number of the city’s EMS personnel. This
sample included 80 basic emergency medical technicians and 140
paramedics, The City and County of Honolulu encompasses the
entire island of Gahu and includes metropolitan, suburban and
rural areas. Serving a population of approximately one million,
EMS personnel respond to more than 66000 calls each year for
medical emergencies and traumatic injuries.

Procedures

Potential participants received a letter distributed at the EMS
main office in May 2007 inviting them to complete a short
online survey related to PTSD. Two reminders were sent out and
the survey was left open online through July 2007. The letter
served as both an invitation to participate and as the informed
consent; a participant’s completion of the form was taken as
consent to participate. In addition, a copy of the survey, referral
list for PTSD information and treatment and self-addressed
return envelopes were included. Participants had the option of
completing the survey either on paper or online, The survey
took about 15 min to complete and was anonymeus. In appre-
ciation of their time, participants recetved a US $10 gift card.

Instruments

The survey included a short PTSD-related questionnaire and the
PTSD Checklist-Civilian version {(PCL-C). The short FTSD-
related questionnaire addressed criteria A (frauma exposure) and
F (impairment) of DSM-IV-R diagnesis of PTSD, demographic
variables, types of traumatic events encountered most
commonly at work, general work conditions which contribute
to overall stress, coping methods and if treatment was sought.
Sources of stress and coping strategy questions in the ques-
tionnaire were adapted from Clohessy and Ehlers.’”

The PCL-C consists of 17 questions that correspond to [DSM-
IV-R criteria for PTSD.Y '® Respondents are asked how often
they have been bothered by each symptom in the past month on
a 5-point severity scale, (I=not at all and S=extremely).
Responses 3—5 were considered symptomatic and anything
below was considered non-symptomatic. The questionnaire
addressed criteria A (trauma exposure) and F (impairment) of
DSM-IV-R diagnosis of PTSD as these are not taken into
consideration in the PCL-C.

The information from the survey was used to categorise
participants as having (1) no symptoms; (2} non-clinical
symptom levels; (3) subclinical PTSD; and (4) meeting PTSD
criteria. To meet PTSD) criteria the participants had to have
exposure to trayma {criterion A) and also had to endorse at least
one re-experiencing item (criterion B); endorse at least three
avoidant items (criterion C); endorse at least two hyperarousal
iterns (criterion D); and had impairment (criterion B
Subclinica! PTSD was defined as satisfying criteria A, B and §
and either criterion C or criterion D but not both.”

RESULTS

Participation rate

The survey was distributed to all EMS personnel (n=220); 105
surveys were returned, giving a response rate of 48%. Those who
did not complete the PCL-C were excluded from the analyses,
resulting in a sample size of 101 respondents (45% completion
rate),
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Demographic characteristics of EMS personnel

The final sample of 101 participants included 57% men and 43%
wormen; 26% of respondents identified themselves as Caucasian,
26% as Japanese, 14% as Hawailan/part-Hawailan, 19% as
mixed ethnicity (more than one), 12% as other and 2% refused
to identify their ethnicity. Thirty-seven per cent were aged
18—35 years, 54% were aged 3554 years and 8% were
>55 years of age, Forty-six per cent of respondents were married,
7% were living with a partner, 35% were single and 12% were
divorced. The length of time that respondents had worked
in EMS ranged from 2 months to 36 years, with a median of
10years, The respondents generally resembled all EMS
employees in terms of their demographic characteristics.

Sources of stress

Table 1 shows the respondents’ mean ratings for potential
stressors at work. Serious iniury or death of a co-worker and
incidents involving children were considered the most stressful.

Dealing with patients with mental health problems, patients

with burns and relatives of patients were considered somewhat
stressful. Dealing with suicidal patients as well as death
pronouncements or dealing with dead-on-arrival cases were the
least stressful. General work conditions also contributed to the
overall stress levels. Conflicts between work demands and home
life as well as shift work were considered somewhat stressful but
dealing with frequent user calls was not very stressful.

PTSD/Subclinical PTSD

Four per cent of respondents met clinical diagnostic criteria for
PTSD, 1% met criteria for subclinical PTSD, 83% reported
experiencing some of the PTSD symptoms but did not meet
criteria for PTSD or subclinical PTSD and 12% had no symptomns.

Criterion A (exposure}

Twenty-two per cent of respondents met criterion A of PTSD
{table 2). Nearly three-guarters of respondents (71%) reported
exposure to a traumatic event at some point during their expe-
rience in EMS, which invelved actual or threatened death or
serious injury or 2 threat to the physical integrity of self or
others. Twenty-three reported intense fear, helplessness or horror
at the time of experiencing such trauma. The younger age group
(18—24 years) reported significantly more trauma exposure
during their experience working in the EMS than the older age
group; this difference was significant (p=0.016). Specific ethnic
groups may have experienced more traumatic incidents than
others, but the findings were not significant (*=10.75; di==7;

Table 1 Mean ratings of stressors

Sources of stress Mean rating
Incidents at work
Serious injury or death of a co-worker 3.85
Sudden infant death 389
Trauma to child 3.69
Aggressive or violent mental health patient 3,00
Burm patienss 2.96
Relatives 2.66
Suigidal patients 2.28
Death pronouncements or dead-cn-arrivai cases 1.98
General wark conditiens
Confiicts between work demend and home life 3.04
Shift work 2.78
Frequent fiyer calls Z33
Ratings range fram 1 (not at all stressful] to 5 {extremely stresstull,
708



Table 2 Frequency of meeting post-traumatic stress discrder (PTSD)
criteria among emergency medical service workers

Subelinical Clinical
PTSD criteria frequency frequency
Criterion A {exposure} Not applicable 22%
Criterion B {re-experiencing} Not applicable 2%
Criterion C {avaidance) 8% 8%
Criterion D {hyperarausal) 14% . 26%
Criterion F {impairment in functioning) Not applicable 29%

p=0.150). The trend seemed to show a highér rate among
Caucasians  (89%) and Hawailan/part-Hawalians  (72%)
compared with Japanese EMS personnel (58%).

Criterion B {re-experiencing}

Twenty-seven per cent of respondents met criterion B of PTSD
which includes experiencing at least one criterion B symptom.
Eighteen per cent of respondents reported repeated disturbing
memories, 18% reparted psychological distress upon reminder of
the event, 11% reported repeated disturbing dreams of the event,
8% experienced flashbacks or reliving the event and 7% had
physical reactions upon reminder of even a small aspect of the
event.

Criterion C {avoidance}

Eight per cent of respondents met clinical criterion C of PTSD
and 8% met subclinical criterion C of FPTSD. Fourteen per cent
reported avoiding thinking about the event, 10% aveided activ-
ities which reminded ther of the experience, 9% had difficulty
remembering the important aspect of the trauma, 13% reported
loss of interest in significant activities, 18% felt distant or cut off
from other people, 14% reported emotional numbness and 13%
felt their future would be somehow cut short.

Criterion D {hyperarousal}

Twenty-six per cent met clinical criterion D of PTSD and 14%
met subclinical criterion D of PTSD. Twenty-eight per cent
reported trouble sleeping, 15% felt irritable or had anger
outbursts, '14% reported difficulty concentrating, 25% felt
hypervigilant or super-alert most of the time and 10% had an
exaggerated startle response.

Criterion F {impairment in functioning)
Twenty-nine per cent of respondents met critedon F indicating
that the work-related stress caused difficulties at work.

Treatment
Of the total 5% who met the criteria for FISD/subelinical
PTSD, only two (40%) received any sort of treatment.

Coping strategies.

The coping strategies reported by participants were positive
reinterpretation {63%), seeking family and social support (59%),
awareness and venting of emations (46%), use of alcohol and
drugs (10%) and denial (3%). Ethnic differences were found in
the use of seeking [amily and sccial support as a strategy.
Japanese (73%) and native Hawalians (71%) were more likely to
use this strategy than Caucasians (46%) and those of mixed
ethnicity (41%; 3*=25.14; df=12; p=0.014).

DISCUSSION
Specific symptoms from criteria B and D were commenly
reported among EMS personnel including intrusive thoughts and
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mermories, psychological distress upon reminder and hypervigi-
lance. Several studies have shown that hyperarousal and sleep
disturbances were more characteristic of PTSD than were
re-experiencing and emotional numbing. *® *! While a substantial
proportion of EMS personnel experienced symptoms of FTSD
with a few meeting the DSM-TV-R criteria for PTSD, the overall
prevalence rate of FTSD in our sample was lower than in other
studies of first responders and the national average prevalence of
PTSD.* 9 1 This could be due to several factors. One reason
could be the protective effect of the local culture which is very
group-orientated with a strong social network as well as the
cohesiveness among the EMS programme. These factors may be
worth exploring in future studies. Another reason may be lower
reporting due to a number of factors.

Culture may play a role in minimising sym’lptor)ns.22 # Specific
symptoms from criterion B (intrusive memories, feeling upsat)
and criterion I3 (sleep problems, irritability and hypervigilance)
seem to be more common, especially among certain ethnic
groups. For example, the Hawalian/part-Hawailan group
reported experiencing more intrusive thoughts and memories,
psychological distress upon reminder, sleep problems and hyper-
vigilance than Caucasians. Mental health stigma remains a major
facter in many Asian cultures.?® Although the overall rates were
low and statistical significance was not met, there appears to be
ethnic variation which deserves further exploration in a larger
sample. Denial and avoiding talking about the symptoms could
also have been a contributing factor as these are core symptoms of
PTSD and people experiencing these symptoms tend not to talk
about it. However, avoidance appears to be a defence strategy
to the distress generated by re-experiencin% the trauma rather
than a primary link to the symptoms.® ' We found ethnic
differences in the use of seeking family and social support as
a strategy, with Japanese American and native Hawalians
reporting this strategy more frequently. This finding is consistent
with research showing lower risk and stronger social support
among Japanese American and native Hawailan veterans.

Research has shown ethnic differences in cultural belief
systems such as fatallsm and familism which may result in
differences in risk and help-seeking behaviours.™® Assessment
must therefare take into account cultural expressions of distress.
DSM-TV-R offers clinical guidance in formulating the role of
culture in symptomatology as well as developing a culturally
sensitive treatment approach.'?

Early detection can allow for early intervention, so it is
important to offer treatrnent to all those with clinically signif-
icant PTSD symptoms. All EMS personnel should receive
information regarding the phenomenon of traumatic stress.
While not universally accepted, Critical Incidence Stress
Debriefing (CISD) has been reported to be effective in trauma
cases.” 2" It has been the most widely applied intervention
strategy for use with the emergency response service personnel
swho have experienced some form of critical incidence stress.
Initiated after the experience of a traumatic event, CISD allows
the rescuers to express their thoughts and feelings about the
traumatic incident following the event. However, its extension
beyond this population has been criticised.®® 26 All EMS
managers or other relevant personnel categories should inguire
about the status of their employees’ exposure to traumatic
experiences and their ability to cope with their working situa-
tions. Other methods of intervention to shape organisational
culture have been shown to prevent or moderate the creation of
burn-out and encourage effective coping, such as the peer
support or Buddy’ system where professionals share their
concerns and experiences with each other.'® 2 Preventive
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measures such as seeking help from peers, Employee Assistance
Programs and being able to access local mental health crisis or
support programs as and when needed are highly recommended.

This study has some methodological limitations. The small
sample size and moderate response rate of 48% necessitates
caution in interpreting the findings. EMS personnel experiencing
more PTSD symptoms may have been more likely to participate
in the study because of greater interest in the topic. Conversely,
they may have been hesitant to take the survey due to fear of
losing their job in case of being diagnosed with a mental health
condition. This is the first study to examine Asian and Pacific
Islander EMS personnel. The potential ethnic and gender

“differences found in this study warrant a larger sample to vali-
date our findings.

The findings suggest that EMS personnel are experiencing
significant FT5D symptoms and are at risk of developing P1SD
and/or impairment. Preventive measures, early identification and
treatment can alleviate months of suffering from distress of
traumatic events, [t is imperative that emergency services
develop strategies for both prevention and treatment of the
significant levels of mental health problems associated with
emergency work. Such interventions need not only to take into
account the severity and the magnitude of the problem, but also
to consider ethnocultural and age differences. Future implica-
tions from the data in this study are the need for more research
on subclinical PTSD), the need to identify other potential
stressors for EMS personnel and also to identify other comorbid
psychiatric and medical problems in this high-risk group,
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