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ABSTRACT 

Firefighters in the United States are at risk for developing a range of concerns given the 

physical and psychological risks of their job duties (Farnsworth & Sewell, 2011; Lourel, 

Abdellaoui, Chevaleyre, Paltrier, & Gana, 2008; McFarlane & Bryant, 2007; Wagner, McFee, & 

Martin, 2010).  Additionally, the risk for suicide may be higher in this population than the 

general population (Savia, 2008).  This phenomenological qualitative research study aimed to 

understand firefighters’ experiences following work-related crises, including how they were 

impacted across domains (e.g., emotional, cognitive, physical, relational), how they coped in the 

aftermath, and their use of social support.  Therefore, 10 professional, active firefighters were 

interviewed in order to gain insights into their experiences.  Additionally, an online survey was 

used as a sampling strategy, and to gain information on the types of events they experienced and 

those they find most distressing.  The survey yielded a total of 132 completed responses with an 

additional 18 partial responses.  The findings of this study included the identification of 11 

cluster themes related to impact, coping strategies, and social support.  Impact cluster themes 

included: different types of negative impact, different types of positive impact, circumstances of 

event, and cumulative impact of event.  The themes related to coping strategies included: 

emotion-focused coping skills, problem-focused coping skills, and factors that are unhelpful to 

coping with an event.  Lastly, social support themes included: types of support utilized, 

differences in support from firefighters and non-firefighters, barriers to using social support, and 

attitudes towards professional mental health services. 
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CHAPTER 1  

INTRODUCTION 

Significance of Trauma Exposure in Firefighters 

In the United States, there are approximately 1.1 million career (i.e., professional) and 

volunteer firefighters (Karter, 2009; National Fire Protection Association, 2016) who are at risk 

of becoming “hidden victims” due to their duties (Regehr & Bober, 2005, p. 68).  Firefighting is 

a highly dangerous profession given the physical and psychological risks of their job duties 

(Farnsworth & Sewell, 2011; Lourel, Abdellaoui, Chevaleyre, Paltrier, & Gana, 2008; 

McFarlane & Bryant, 2007; Wagner, McFee, & Martin, 2010).  They frequently experience 

critical incidents, analogous to work-related crises, which are defined by Jacobsson, Backteman-

Erlanson, Brulin, and Hörnsten (2015) as “abrupt and powerful event[s] that fall outside the 

range of ordinary human experiences and [are] stressful enough to overwhelm the usually 

effective coping skills of an individual” (p. 101).  As such, firefighters are repeatedly exposed to 

a range of events that are potentially dangerous and traumatic, including large fires, motor 

vehicle accidents, and dead body removal (Harris, Baloglu, & Stacks, 2002; Moran & Colless, 

1995; Shaffer, 2010).  As a result of increased contact with potentially traumatic events, 

firefighters are considered a group at high-risk for developing Post-Traumatic Stress Disorder 

(PTSD) and mental health concerns, such as substance use and depression (Berger et al., 2012; 

Chamberlin & Green, 2010; Wagner et al., 2010).   

Berger and colleagues (2012) reported based on a meta-analysis of 28 studies examining 

20,424 rescue workers across North America, South America, Europe, Asia, and Africa, that the 

worldwide prevalence rate of PTSD is approximately 10% among rescue workers in general 

(e.g., firefighters, paramedics, police officers).  Although paramedics had a higher prevalence 
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rate than firefighters in this study (14.60% for paramedics compared to 7.30% for firefighters), 

firefighters had higher prevalence rates than police officers (7.30% for firefighters compared to 

4.70% for police officers) (Berger et al., 2012).  When specifically looking at firefighters in the 

United States, multiple studies have suggested that approximately 22% of firefighters have 

experienced PTSD as a result of their work-related duties (Corneil, Beaton, Murphy, Johnson, & 

Pike, 1999; Del Ben, Scotti, Chen, & Fortson, 2006; Heinrichs et al., 2005).  However, other 

studies have suggested prevalence rates as low as 6.5% (Haslam & Mallon, 2003) and as high as 

37% (Bryant & Harvey, 1995), depending on the criteria and measures utilized to determine the 

presence of post-traumatic symptomology.  It is important to note that Haslam and Mallon 

(2003) had a small sample size (n=31) and utilized United Kingdom firefighters; therefore, the 

prevalence rate of 6.5% may not generalize to American firefighters.  Unfortunately, many of 

these studies utilized various self-report measures resulting in a lack of a standard method of 

determining PTSD, likely contributing to substantial disagreement of prevalence rates of PTSD 

among firefighters.  Additionally, non-random sampling and self-selection were also used for 

recruitment, which are also limitations of these studies. 

Although there are limitations with the current prevalence studies of firefighter PTSD, 

the majority of reported PTSD prevalence rates for firefighters are higher than the general adult 

population, as the American Psychiatric Association (2013) reports that the lifetime prevalence 

rate of PTSD is 8.7% with 12-month prevalence in the United States being 3.5%.  Similarly, 

Roberts, Gilman, Breslau, Breslau, and Koenen (2011) reported lifetime prevalence of PTSD 

among the general adult population (n=34,653) ranging from 4.0% to 8.7% contingent on race 

and ethnicity with African Americans demonstrating the highest rates of PTSD (8.7%) and Asian 

Americans exhibiting the lowest rates of PTSD (4.0%).  Wagner and colleagues (2010) also 
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demonstrated that professional firefighters (n=94; mean age = 42.04) exhibited higher rates of 

post-traumatic symptomology than non-emergency workers (male community members who 

were similar to the firefighter group in many demographic domains, such as age and education; 

n=91; mean age = 43.77) based on the Impact of Events Scale - Revised (a self-report measure of 

post-traumatic symptomology; Weiss & Marmar, 1997).   

For those firefighters who experience post-traumatic symptomology, their symptoms may 

be long-lasting and potentially have a significant impact on their functioning in major domains of 

life (e.g., Cohen & Collens, 2013; Riolli & Savicki, 2012).  It has been well-documented that 

post-traumatic symptomatology can significantly impair functioning in work environments, 

interpersonal relationships, emotional and physical well-being, and everyday functioning (e.g., 

American Psychiatric Association [APA], 2013; Ikin, Creamer, Sim, & McKenzie, 2010; 

Marshall et al., 2001; Westphal et al., 2011).  For example, in Soo and colleague’s (2011) 

longitudinal study of 11,006 Fire Department of New York (FDNY) firefighters who were 

involved in the rescue efforts of the World Trade Center tragedy in New York City on September 

11th, 2001 (9/11), 7.3% of firefighters who had responded had significant post-traumatic stress 

symptoms nine years following the disaster based on the PTSD Checklist – Civilian Version 

(Weathers, Litz, Herman, Huska, & Keane, 1993).  Moreover, those who arrived to the disaster 

earlier to assist with rescue efforts (arrival group 1 responded in the morning of 9/11) had 

increased rates of post-traumatic stress symptoms compared to those firefighters who arrived 

later to the scene (arrival group 4 arrived between 3 to 14 days following the event; 13.4% for 

arrival group 1 compared to 5.4% for arrival group 4).   

 In addition to post-traumatic symptomatology, firefighters may experience an emotional 

burden due to their job duties.  In their study of 180 Swedish firefighters (16 women, 164 men), 
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Jacobsson and colleagues (2015) reported that firefighters felt an emotional burden as a result of 

critical incidents.  This emotional burden may place firefighters at higher risk for other 

difficulties in their emotional functioning, such as depression, substance use, and anxiety (e.g., 

Wagner et al., 2010).  For example, multiple studies (e.g., Hornish, Frazer, & Carey, 2012; 

Spurrell & McFarlane; Welch et al., 2014) have reported increased substance use following 

work-related crisis.  Aside from an emotional impact, firefighters often experience a physical 

impact as a result of the excessive stress of their job duties, such as disturbances in their sleep 

(de Barros, Martins, Saitz, Bastos, & Ronzani, 2012; Jansson-Fröjmark, Lundqvist, Lundqvist, & 

Linton, 2007; Kivistö, Härma, Sallinen, & Kalimo, 2008).  The sleep difficulties that firefighters 

commonly experience (e.g., de Barros et al., 2012), for example, may increase their risk of 

suicidal ideation and suicide attempts (Goodwin & Marusic, 2008; Krakow, Ribeiro, Ulibarri, 

Krakow, & Joiner, 2011; Nadorff, Nazem, & Fiske, 2013).  Thus, it is possible that the range of 

difficulties firefighters may experience following a work-related crisis can lead to an increased 

risk for suicide.  

The Firefighter Behavioral Health Alliance (2016) reported 232 firefighter suicides in the 

United States from January 1, 2014 to December 31, 2015.   However, this may be an 

underestimate of actual firefighter suicides due to lack of reporting (Firefighter Behavioral 

Health Alliance, 2016).  Likewise, Antonellis and Thompson (2012) suggested that many 

suicide-related deaths were reported as death by other causes out of respect for the families of the 

deceased.  Regardless, Savia (2008) suggested that suicides among firefighters are higher than in 

other professions.  To date, only two empirical studies have examined the topic of suicide among 

firefighters in the United Studies.  Specifically, Savia (2008) examined suicide rates in North 

Carolina from 1984 to 1999, indicating that there were 25 (2.5%) reported suicides out of 982 
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firefighter deaths in North Carolina (Savia, 2008).  The second study was recently conducted by 

Stanley, Hom, Hagan, and Joiner (2015).  Stanley and colleagues (2015) found in a sample of 

1,027 American firefighters that 46.8% have experienced suicidal ideation, 19.2% once had a 

suicidal plan, 15.5% had made a suicide attempt, and 16.4% had engaged in non-suicidal self-

injurious behaviors at some point during their firefighting careers.  In comparing the percentage 

of firefighters who reported a suicide attempt (15.5%; Stanley et al., 2015) to Nock and 

colleagues’ (2008) estimates of the U.S. general population who had made a suicide attempt 

(1.9-8.7%), firefighters appear at higher risk for suicide.  

The research on difficulties experienced by firefighters is concerning.  Therefore, it is 

important to examine factors that may reduce these difficulties.  Research has emerged that 

indicate that coping strategies and social support may be factors that can impact the reported 

difficulties.  For example, Ângelo and Chambel (2014) found that proactive coping mediated job 

demands and burnout (r = -0.27), as well as job resources and engagement (r = 0.39) for 

firefighters in Portugal.  Likewise, Wagner and Martin (2012) reported in their study of 94 

professional firefighters and 91 non-firefighter participants that proactive coping strategies 

negatively predicted anxiety, depression, and obsessive-compulsive symptoms.  Another 

example is a study by Sliter and colleagues (2014) of 179 American firefighters found humor to 

mediate the relationships between traumatic stressors and post-traumatic symptomology.   

In regard to social support, Carpenter and colleagues (2015) reported in their study of 334 

American firefighters that suicidal ideation was positively associated with occupational stress 

when social support was low.  In other words, when firefighters experienced less social support, 

their self-reported occupational stress and suicidal ideation was higher (Carpenter et al., 2015).  

Research on social support among non-firefighter populations have demonstrated that social 
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support may help people cope with difficult events (e.g., Gabert-Quillen et al., 2011; Tsai, 

Harpaz-Rotem, Piertzak, & Southwick, 2012).  Additionally, it can impact mental health 

concerns (e.g., Applebaum et al., 2014; Hurd, Stoddard, & Zimmerman, 2013; Kwag et al., 

2011).  Overall, it appears that social support could be helpful to firefighter when it comes to 

coping with difficult events related to their job duties.  

 When considering the prevalence of PTSD, comorbid disorders and other difficulties 

experienced by firefighters due to job-related tasks, it becomes evident that firefighters are 

susceptible to a range of concerns that can greatly impact their lives.  Although they are at risk 

for these concerns, firefighters may utilize various coping strategies, including seeking out social 

support, to overcome feelings of distress (e.g., Alvarado, 2013; Smith et al., 2011; Varvel et al., 

2007).  This may be useful in limiting the impact of their exposure to work-related crisis.  

Research is emerging on these topics; however, a significant gap in within the literature on these 

topics still exists. Therefore, research is needed to further understand the difficulties experienced 

by firefighters. 

Relevant Theory 

To understand firefighters’ experiences following a work-related crisis, Crisis Theory can 

be applied, as it describes what firefighters may experience during and after a work-related crisis.  

According to Regehr and Bober (2005), Crisis Theory asserts that people can experience 

negative consequences (e.g., emotional distress, impairment in major life domains, decreased 

feelings of self-worth) following crises.  This theory first emerged when Eric Lindemann began 

documenting the negative reactions (e.g., behavioral changes, feelings of guilt and grief) of 

people after the Coconut Grove nightclub fire in 1942 that lead to the death of approximately 500 

people (Regehr & Bober, 2005).  Crisis Theory has continued to develop over time and crisis 
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theorists have identified several key features.  Specifically, the event is time-limited in that the 

event occurs for an acute period of time (Regehr & Bober, 2005).  It can be perceived as 

unexpected by the person experiencing the crisis (Regehr & Bober, 2005).  The person 

experiencing the event is not prepared for the event and prior coping strategies are not effective 

at managing the negative outcomes (Regehr & Bober, 2005).  As a result, the person may exhibit 

potentially dangerous behaviors (e.g., suicidality) following the crisis (Regehr & Bober, 2005).  

Crises can illicit feelings of vulnerability, which may eventually lead to personal growth for an 

individual (Regehr & Bober, 2005).   

Within the firefighter population, some work-related events may be perceived as crises.  

Therefore, according to Crisis Theory, firefighters could find their usual coping strategies less 

effective and begin to experience distress and negative consequences as a result.  This distress 

could lead to potentially dangerous behaviors, such as suicide.  In considering Crisis Theory in 

the context of the literature on firefighters, exploring the impact of work-related crises and how 

one copes with these events may be helpful.  Therefore, this study sought to explore these areas 

in order to understand firefighters’ experiences following a work-related crisis.  

Operational Definitions 

The following are the definitions for key concepts utilized in this study: 

Crisis   

A crisis is “a period of psychological disequilibrium, experienced as a result of a 

hazardous event or situation that constitutes a significant problem that cannot be remedied by 

using familiar coping strategies” (Roberts, 2000, p. 7).  As mentioned, a crisis is often 

unexpected and seems sudden to an individual (Regehr & Bober, 2005).  For firefighters, these 

crises can occur as a result of completing their job duties, such as responding to a motor vehicle 
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accident, extinguishing a large-scale fire, and removing bodies of the deceased (Harris, Baloglu, 

& Stacks, 2002; Moran & Colless, 1995; Shaffer, 2010).  As such, this study will refer to crises 

that occur for firefighters as a result of their job duties as work-related crises.  

Coping Strategies 

In terms of coping strategies, Lazarus and Folkman (1984) defined coping as “constantly 

changing cognitive and behavioral efforts to manage specific external and/or internal demands 

that are appraised as taxing or exceeding the resources of the person” (p. 141).  Two primary 

categories of coping strategies exist: emotion-focused coping and problem-focused coping 

(Lazarus & Folkman, 1984).  Emotion-focused coping refers to engaging in activities to change 

the emotional response related to the stressful event (Lazarus & Folkman, 1984).  In contrast, 

activities that involve making changes related to the stressful event are considered problem-

focused coping (Lazarus & Folkman, 1984).   

Social Support 

Social support can be a coping strategy utilized by individuals.  Cohen and Syme (1985) 

broadly defined social support as resources that are given by other people.  Four primary types of 

social support exist: instrumental support (e.g., financial assistance, food); emotional support 

(e.g., encouragement); informational support (e.g., information about resources); and social 

companionship (e.g., engaging in activities together; Cohen & Wills, 1985).   

The next section will discuss the statement of the problem and purpose of the current 

study.  

Statement of the Problem and Purpose of the Current Study 

 As mentioned above, firefighters are at risk for difficulties (e.g., post-traumatic 

symptomology, emotional burden, sleep disturbances) that can impact their job duties.  While 
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there is some literature on trauma among firefighters, there is a gap within the current literature 

regarding firefighters’ experiences after work-related crises, including how they cope with 

distress.  Jacobssen and colleagues (2015) recognized this gap and lamented that there has been 

limited attention paid on firefighters’ experiences before, during, and after a work-related crisis.  

Another area where more research is needed is the role of social support in coping for American 

firefighters.  A study that explores these topics would add to the current literature on firefighters 

and the coping strategies that are utilized by firefighters to combat stress.  As a result, it may 

help to inform interventions and resources to better assist firefighters who are experiencing 

negative reactions because of their job duties.  Therefore, the current study explored these areas 

in order to increase understanding of the experiences of firefighters after work-related crisis, 

including the coping strategies and social support that they utilize.    

Research Questions 

 This study evaluated the impact across multiple domains (e.g., relationships, physical 

functioning, emotional functioning) that firefighters’ experience after a work-related crisis.  

Additionally, the coping strategies they utilized to cope with the stress of a work-related crisis 

and their use of social support following a work-related crisis were explored.  The following 

research questions were used in this study: 

1. How do firefighters describe the impact they experienced following a work-related 

crisis? 

2. How do firefighters describe the coping strategies they utilize to cope with stress 

following a work-related crisis? 

3. How do firefighters describe their experiences in seeking out social support to cope 

with stress following a work-related crisis? 
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Overview of Research Design 

To answer the above research questions, a phenomenological qualitative study was 

conducted.  Recruited participants completed an Informed Consent form (Appendix A), the 

Demographics Questionnaire (Appendix B) and Checklist of Work-Related Crises (Appendix C) 

in order to obtain descriptive data on demographic domains and the work-related crises they 

experienced.  Additionally, these forms were used as part of a sampling strategy to identify 10 

participants to interview who met inclusionary criteria and to ensure some diversity in 

demographic characteristics and crises experienced within the sample.  The 10 selected 

firefighters were interviewed using a semi-structured interview (Appendix E) that asked about 

their experiences following a work-related crisis, including the impact they experienced in 

various domains (e.g., relationships, physical functioning, emotional functioning), the coping 

strategies they utilized, and their experiences in seeking out social support.  The Demographics 

Questionnaire and Checklist of Work-Related Crises were analyzed using descriptive analyses 

(frequency counts, range, median, and mean) through the SPSS statistical software (IBM Corp., 

2012).  Interview data were analyzed using QSR International’s NVIVO10© (2012) software to 

identify major themes to answer each research question.   
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CHAPTER 2 

LITERATURE REVIEW 

This chapter will examine the literature on traumatic experiences of firefighters with a 

special emphasis on coping strategies and social support.  Throughout this dissertation, coping 

strategies will be operationally defined as strategies to help one regulate emotions, cognitions, 

attention, motivation, and social processes as a means of working through stressful 

circumstances (Skinner & Zimmer-Gembeck, 2007).  While there is substantial literature on 

trauma, coping, and social support in other populations, including other types of first responders 

(e.g., police officers, paramedics), this review aims to further understand these topics in the 

firefighter population.  Specifically, this review will explore firefighters’ experiences related to 

the duties of their jobs, as well as examine how firefighters cope and seek support from others.  

Additionally, this review reports foundational knowledge related to trauma with particular 

emphasis on trauma in the firefighter population.   

The outline for this review is as follows: a briefing on the firefighter population, a 

synopsis of major trauma theories, information on related trauma and comorbid disorders, and 

risk factors and protective factors related to trauma disorder development for.  This introduction 

is intended to provide readers with a foundation in theoretical and clinical applications related to 

trauma.  The review then provides in-depth information on common coping skills and the use of 

social support within this population.  Lastly, a summary and research implications will be 

provided, as well as the research questions for the study. 

The Firefighting Profession in the United States 

 This section will report on the demographic information of firefighters in the United 

States, discuss the characteristics of career firefighters, and explore the culture within the 
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firefighting profession.  Although this section does not directly relate to experiences following 

work-related crisis, coping strategies, or social support, it is hoped that this section will help 

readers to contextualize these constructs within the firefighter population.   

Demographic Information 

 The National Fire Protection Association (2016) reported that approximately 1.1 million 

firefighters served in 29,980 fire departments across the country in 2014.  Of these firefighters, 

31% were career firefighters while 69% were volunteer firefighters (National Fire Protection 

Association, 2016).  Firefighting is a male-dominated profession with approximately 96.3% of 

firefighters being male (Hulett, Bendick, Thomas, & Moccio, 2008).  In a 2016 report from the 

National Fire Protection Association (2016), descriptive statistics on the ages of American 

firefighters indicated that approximately 34,300 (3.0%) firefighters were between the ages of 16 

and 19; 233,400 (20.6%) were between the ages of 20 and 29; 309,800 (27.3%) were between 

the ages of 30 and 39; 276,850 (24.4%) were between the ages of 40 and 49; 193,350 (17.0%) 

were between the ages of 50 and 59; and 86,700 (7.6%) were aged 60 and older (National Fire 

Protection Association, 2016).  A specific range of ages, means, and standard deviations were 

not provided by The National Fire Protection Association; however, when examining the 

percentage of different age categories, it becomes evident that a large percentage (72.3%) of 

firefighters in the United States are between the ages of 20 and 49.  The largest age group was 

between the ages of 30 and 39 (27.3%).  The Bureau of Labor Statistics (2016) provided 

demographic information regarding race and ethnicity of career firefighters.  Specifically, in 

2015, approximately 82.7% of career firefighters in the United States identified as Caucasian, 

8.4% were African American, 7.8% were Hispanic, and 1.1% were Asian (Bureau of Labor 
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Statistics, 2016).  The Bureau of Labor Statistics did not provide demographic information for 

Hawaiian/Pacific Islander or Multiracial populations.   

To further understand the firefighting profession in the United States, the following sub-

section explores the characteristics of career firefighters.   

Career Firefighters 

 Career firefighters are firefighters who receive financial compensation for performing 

firefighting job duties and work regular shifts within a fire department.  These career firefighters 

often serve in communities of at least 25,000 people (National Fire Protection Association, 

2016).  Of the approximately 29,980 fire departments in the United States, approximately 8.1% 

of departments have solely career firefighters and 6.8% of firehouses have primarily career 

firefighters (i.e., there are more career firefighter within the department than volunteer 

firefighters) (National Fire Protection Association, 2016).  These fire departments provide 

protection for roughly 65% of the entire U.S. population (National Fire Protection Association, 

2013), thus demonstrating that career firefighters provide more coverage for the country than 

volunteer firefighters.   

One study has suggested that career firefighters (n=75) are at higher risk for developing 

post-traumatic symptomology than volunteer firefighters (n=67) based on participants’ responses 

on the Impact of Events Scale - Revised scale (Dean, Gow, & Shakespeare-Finch, 2003).  

Specifically, at 9.3%, participating career firefighters reported significantly greater post-

traumatic stress symptoms than volunteer firefighters (Dean et al., 2003).  Unfortunately, this 

study by Dean and colleagues may not generalize to American firefighters, as this study utilized 

Australian firefighters (Dean et al., 2003).   
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Although further research is needed to explore the reasons for increased risk of post-

traumatic stress among career firefighters, it has been suggested that career firefighters serve as 

firefighters longer than volunteer firefighters and, thus, are more likely to be exposed to more 

potentially traumatic events (Dean et al., 2003).  While these firefighters may not experience 

post-traumatic symptomology to the level of career firefighters (Dean et al., 2003), they are still 

at risk.  As reported above, in Dean and colleagues’ (2003) study, 4.5% of the volunteer 

firefighters who responded in Australia indicated substantial post-traumatic stress.  Moreover, 

studies have suggested that volunteer firefighters have increased post-traumatic symptomology 

compared to a community-based sample (Wagner et al., 2010; Wagner & O’Neill, 2012a).  

Therefore, it appears that volunteer firefighters may also be impacted by their roles as 

firefighters.  However, this study will focus on the experiences of career firefighters.  The next 

session will briefly explore firefighter culture, as the professional culture may influence 

firefighters’ willingness to seek out or receive social support for job-related stress. 

Firefighter Culture 

 Firefighter culture is different from culture in many other occupations.  Within this 

culture, firefighters tend to, “hide their emotions and be the rock of humanity in the face of 

perilous situations” (Moran & Roth, 2014, p. 16).  Firefighters are regularly portrayed as 

courageous heroes (Baigent, 2001; Childs, Morris, & Ingham, 2004; Lucas & Kline, 2008; 

Moran & Roth, 2014; Tracy & Scott, 2006).  As such, it has been suggested that hyper-

masculinity has become a highly valued trait within the occupation (Thurnell-Read & Parker, 

2008; Tracy & Scott, 2006).  In a qualitative study involving observations within five firehouses 

and interviews with 18 firefighters, it was suggested that firefighters were socialized to mask 

their emotions, and it was understood that exhibiting strong emotions was taboo (Scott & Myers, 
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2005).  Yarnal and colleagues (2004) suggested that these characteristics are consistent with 

those in the military.  These characteristics may be important when examining trauma within this 

population, as the culture and traits valued within this population may create obstacles in seeking 

help when firefighters are experiencing distress.  As a result, mental health concerns may 

become more chronic.  

Trust is an additional theme that has emerged with respect to the firefighter culture 

(Lucas & Kline, 2008).  In a case study of the organizational structure of a municipality in 

Canada, firefighters reported that trust among each other was critical to the culture in the 

firehouse (Lucas & Kline, 2008).  Although the researchers did not explain why trust is 

important among firefighters, it can be hypothesized that firefighters must trust one another due 

to their reliance on each other during potential deadly dangerous situations.  Unfortunately, there 

are currently no studies that explore the reasons why trust is important in this occupation.   

Another theme characterizing firefighting culture that was discussed by Lucas and Kline 

(2008) was the presence of a hierarchical organizational structure.  Specifically, participants 

reported that the hierarchical structure within the firehouse (i.e., ranks that distinguish one’s 

status on the organizational hierarchy) often results in firefighters being discouraged to express 

disagreement with those higher in rank (Lucas & Kline, 2008).  However, given that this was a 

case study, it is difficult to generalize these results.  Moreover, this is currently the only 

published study that addresses firefighter culture; therefore, empirical knowledge on firefighter 

culture is highly limited and further research is needed.  It is possible that other departments and 

municipalities have different cultures, including ones that are highly respectful to authorities 

within the organizational structure.   
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Along with culture, it is equally important to consider common concerns that are 

experienced by firefighters.  These common concerns can greatly impact one’s vulnerability for 

distress and substantial mental health difficulties.  As well, these concerns may be connected to 

the impact from exposure work-related crisis.  Therefore, the following section briefly discusses 

common concerns that firefighters experience.   

Common Concerns Experienced by Firefighters 

This section will explore common concerns that firefighters experience, ranging from 

deaths, injuries, and health concerns to interpersonal difficulties and financial concerns.  By 

examining these different experiences, it is hoped that readers will further understand the life of a 

firefighter to help contextualize trauma within this population.  Moreover, further understanding 

these areas will assist readers in understanding factors that may result in increased vulnerability 

for trauma disorders within this group.  It is important to note that this section does not cover all 

of the literature on these concerns among firefighters, as this section is meant to provide a broad 

overview of these areas rather than an in depth exploration of these concerns.   

Annual Deaths and Injuries 

 According to the U.S. Fire Administration (2014), approximately 100 firefighters 

(approximately 0.009% of all U.S. firefighters) each year are killed while on duty.  Between 

1996 and 2012, firefighter fatalities per 100,000 fires ranged from 2.33 firefighters to 4.50 

firefighters, which does not include firefighters who died in the World Trade Center tragedy in 

2001 (U.S. Fire Administration, 2014).  In 2013, 106 firefighters died while on duty with 36 

(34%) dying from heart attack, 31 (29%) from internal trauma, 23 (22%) from burns, 7 (7%) 

from asphyxiation, 2 (2%) from being crushed, 1 (1%) from electrocution, 1 (1%) from 
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cerebrovascular accident (CVA), and 5 (5%) due to other, non-classified causes (U.S. Fire 

Administration, 2014).   

In addition to on-duty deaths, approximately 81,000 firefighters (approximately 7.3% of 

all U.S. firefighters) each year sustain an injury with 38% of these injuries resulting in lost work 

time (U.S. Fire Administration, 2011).  Moreover, firefighters are three times more likely to 

perish from injury at work than workers in the average population (International Association of 

Fire Fighters, 2014).  The International Association of Fire Fighters (IAFF; 2014) reported that 

firefighters have shorter life expectancies than the average population due to the unique duties of 

their profession.  Even so, a qualitative study by Jahnke, Poston, Jitnarin and Haddock (2012) 

found that 332 American firefighters of varying ranks (57.2% career firefighters, 23.4% 

company officers, 15.4% fire chiefs, and 3.9% fire service members of other ranks) were aware 

of the physical and psychological risks of entering the profession and understood that their life 

span could be shortened as a result.  These insights may be unique to the firefighting profession 

and could impact the presentation of post-traumatic stress symptoms; however, there are no 

studies to date that examine this possibility.  To further understand the factors that impact 

firefighters’ life span, the following sub-sections will examine physical and psychological risks 

that firefighters experience due to work-related factors.  

Health Problems 

 Firefighters can experience a range of health concerns, such as cardiovascular disease, 

cancer, and respiratory diseases.  These concerns can be disruptive for firefighters and increase 

their level of distress.  Moreover, it can make them more vulnerable for difficulties due to the 

potentially traumatic events they encounter.  Therefore, the following sub-sections will explore 
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some of the common health problems that firefighters encounter.  Cardiovascular disease will be 

the first disease explored in this section.   

Cardiovascular disease. Cardiovascular disease is the most common cause of death in 

the firefighting population (U.S. Fire Administration, 2014) and accounts for 45% of work-

related deaths in the United States (Kales, Soteriades, Christophi, & Christiani, 2007).  In 

examining the 449 deaths due to heart attack between January 1, 1994 and December 31, 2004, 

32.1% (n=144) occurred while extinguishing a fire, 17.4% (n=78) when returning to the fire 

station following an emergency call, 15.4% (n=69) while carrying out non-emergency duties, 

13.4% (n=60) when answering an emergency call, 12.5% (n=56) when participating in physical 

training, and 9.4% (n=42) when responding to emergency medical calls and non-fire 

emergencies (Kales et al., 2007).  Compared to other professions, firefighters have the highest 

on-duty mortality due to cardiovascular disease (Kales et al., 2003), as approximately 1 in every 

1,000 firefighters in the United States experience a cardiovascular event each year (Soterides, 

Smith, Tsismenakis, Baur, & Kales, 2011).  These cardiovascular difficulties are not restricted to 

only male firefighters (Ma et al., 2005).  In a mortality study of Florida professional firefighters, 

which included over 2,000 female firefighters, it was evident that female firefighters experienced 

cardiovascular disease (Ma et al., 2005).  Ma and colleagues (2005) also found that the female 

firefighters who had died from cardiovascular disease died at a younger age and had been 

certified as a firefighter for less time than their male colleagues. 

Choi et al. (2014) has suggested based on an extensive literature review and personal 

communications with American firefighters that the prolonged working hours common among 

firefighters (e.g., 24- or 48-hour shifts) may lead to increased risk for cardiovascular disease due 

to increased stress levels, disruptions in circadian rhythms, and increases in other biological risk 
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factors (i.e., changes in eating behaviors, decreased physical activity, etc.).  Soterides and 

colleagues (2011) had also suggested that occupational stressors, eating patterns, sleep 

deprivation, stress from the noise of alarms, exposure to smoke and long periods of sedentary 

behaviors were all potential hazards of the firefighting professional that may cause increased 

cardiovascular disease.  Other explanations for increased cardiovascular disease include stress 

related to extreme thermal temperatures and lifting heavy materials and equipment (Baur, 

Christophi, Tsismenkis, Cook, & Kales, 2011; Guidotti, 1995; Kales et al., 2007; Kales, 

Tsismenakis, Zhang, & Soteriades, 2009; Rosenstock & Olsen, 2007).  Unfortunately, at this 

point in time, there are no longitudinal studies within this population that specifically examine 

these cardiovascular risks.  Moreover, studies examining the impact of cardiovascular risk 

utilizing other populations may not generalize given the unique characteristics of the firefighting 

profession (i.e., regular exposure to smoke, shift work, exposure to extreme temperatures, etc.).  

Therefore, these factors are only suggestive at this point for this population.  Another disease that 

is common among firefighters is cancer; therefore, the next sub-section will explore cancer 

among firefighters.  

Cancer. Firefighters are routinely exposed to carcinogens, including asbestos, 

formaldehyde, polycyclic aromatic hydrocarbons (PAHs) and arsenic (Fent et al., 2014; 

International Agency for Research on Cancer, 2010).  As a result, they are at increased risk for 

developing various types of cancers (e.g., Guidotti, 1995; Kang, Davis, Hunt, & Kriebel, 2008; 

Zeig-Owens et al., 2011).  In a meta-analysis of 32 studies that evaluated the cancer risk among 

firefighters, multiple myeloma risk was higher for firefighters compared to the general 

population (LeMasters et al., 2006).  Furthermore, the results suggested probable risk for Non-

Hodgkin’s lymphoma and prostate cancers, as well as possible associations with eight additional 
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types of cancer (e.g., testicular, stomach, brain, skin, buccal cavity and pharynx, rectum, 

malignant melanoma, colon, and leukemia; LeMasters et al., 2006).  Another large-scale study 

examining the mortality and cancer rates of approximately 30,000 firefighters from three urban 

areas (e.g., San Francisco, Chicago, Philadelphia) in the United States from 1950 to 2009 found 

that firefighters had increased occurrences of cancer, especially in the respiratory and digestive 

systems of the body (Daniels et al., 2014).  Additionally, incidences of mesothelioma were two 

times higher than the general population (Daniels et al., 2014).  In another study, 7,789 

firefighters who were employed between 1925 and 1986 in Philadelphia, Pennsylvania, were 

found to have high rates of colon cancer, kidney cancer, multiple myeloma, and Non-Hodgkin’s 

lymphoma (Baris et al., 2001).  Similarly, in the mortality study of over 36,000 Florida 

professional firefighters from 1972 to 1999, firefighters experienced statistically significant rates 

of thyroid cancer and male breast cancer (Ma et al., 2005).  These landmark studies provide 

compelling evidence that firefighters are at an elevated risk for cancer compared to the general 

population.  Firefighters are also at increased risk for chronic respiratory diseases, which will be 

covered in the following sub-section.  

Chronic respiratory diseases.  Chronic respiratory diseases are also frequently 

experienced by firefighters (Gaughan et al., 2014; Hejl et al., 2013; Niles et al., 2013; Weakley, 

2011).  Common respiratory diseases in firefighters include: asthma (Webber et al., 2011), 

sinusitis (Webber et al., 2011), bronchial hyper-responsiveness symptoms, allergies, and chronic 

wheezing (Greven, Rooyackers, Kerstjens, & Heederik, 2011).  In recent years, multiple studies 

on the firefighters involved in rescue efforts following the collapse of the World Trade Centers 

on September 11th, 2001 have demonstrated a high prevalence of respiratory diseases (e.g., Niles 

et al., 2013; Webber et al., 2009; Webber et al., 2011).  For example, Webber and colleagues 
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(2011) found that FDNY physicians frequently diagnosed sinusitis (9.7% of 9/11 firefighters) 

and asthma (8.8% of 9/11 firefighters) among firefighters who participated in the rescue efforts 

of 9/11 who participated in this study (n=5,267).  Moreover, those firefighters who arrived to the 

scene earlier in the day had higher rates of respiratory diseases (14% of firefighters who 

responded in the morning of the event compared to 5.9% of firefighters who responded 3 to 14 

days after the event) (Webber et al., 2011).  Although these firefighters were exposed to unique 

circumstances due to the large cloud of particulate dust, as well as the release of gases, fumes 

and other materials, respiratory diseases have been shown to be common among firefighters who 

were not involved in 9/11 rescue efforts.  For example, Mustajbegovic and colleagues (2001) 

found that firefighters had statistically significant higher rates of dyspnea (76.6% vs. 4.5%), 

nasal catarrh (38.8% vs. 2.3%), hoarseness (25.8% vs. 1.1%), and sinusitis (32.8% vs. 2.3%) 

than a matched control non-firefighter sample.  In a study that examined respiratory irritants pre- 

and post-fire, researchers found that firefighters had larger amounts of respiratory irritants 

following fires, resulting in significantly decreased functioning in their lungs (Slaughter, Koenig, 

& Reinhardt, 2004).  Specifically, average decreases in forced expiratory volume (FEV; volume 

of air exhaled) functioning was 3% and in forced expiratory flow (FEF; flow of air exhaled) 

functioning was 8% (Slaughter et al., 2004).   Greven and colleagues (2011) also demonstrated 

increased respiratory symptoms (e.g., wheezing, asthma attack, increased phlegm, etc.) in Dutch 

firefighters who were exposed to more fires in the last 12-months.  Although firefighters are 

provided with self-contained breathing apparatuses (SCBAs) to protect them from respiratory 

diseases and smoke inhalation (Greven et al., 2011), firefighters do not always utilize these 

devices, resulting in significant decreases in FEV lung function (Schermer et al., 2013).  It is 

critical for firefighters to take appropriate measures, such as utilizing SCBAs to reduce their risk 
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of respiratory diseases (Greven et al., 2011; Schermer et al., 2013).  Another area of concern is 

excessive alcohol consumption; therefore, the next sub-section will briefly explore alcohol 

consumption within this population. 

Excessive alcohol consumption.  Researchers have suggested that alcohol consumption 

is a concern among the firefighter population (Piazza-Gardner et al., 2014).  Piazza-Gardner and 

colleagues (2014) found that 89% of the 160 American firefighters who responded to their 

survey reported consuming alcohol with 34% of the sample reporting that they engage in binge 

drinking behaviors.  Interestingly, it was found that for each year of service as a firefighter, 

firefighters binge drinking behaviors were 1.08 times less likely to occur (Piazza-Gardner et al., 

2014).  Other studies have also examined binge drinking behaviors within this population.  For 

example, Carey, Al-Zaiti, Dean, Sessanna, and Finnell (2011) reported that approximately 60% 

of professional firefighters in their sample of 112 firefighters engage in binge drinking behaviors.  

Although this appears much higher than the approximate 10% of firefighters who reported binge 

drinking in a study by Haddock and colleagues (2012), 58% of career firefighters and 40% of 

volunteer firefighters reported drinking three or more drinks on the days that they drink.  

It has also been demonstrated that substance use, including binge drinking, is higher 

among firefighters following exposure to traumatic events (Hornish, Frazer, & Carey, 2012; 

Spurrell & McFarlane, 1993; Welch et al., 2014).  Bacharach, Bamberger, and Doveh (2008) 

found that firefighters (n=1,481) across 144 New York City fire companies often drink more 

excessively following a critical incident as a possible means to cope with the event.  Specifically, 

there was a positive relationship found between the level of intensity of involvement in an event 

and distress and a positive relationship between distress and amount of drinking (Bacharach et 

al., 2008).  Based off of that study, the authors suggested that as the level of intensity of an event 
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increased, the level of distress increases, resulting in increases in the level of drinking to cope 

(Bacharach et al., 2008).  It is important to note that while this study (Bacharach et al., 2008) had 

a large sample size, which is a strength of this study, it only included firefighters from a single 

geographic location in the United States, thus potentially decreasing generalizability.  

Interestingly, Rasmus, Kocur, Flirski, and Sobow (2013) suggested that Polish 

firefighters (n=170) who engaged in harmful levels of drinking often utilized other avoidance-

oriented strategies for coping, such as distraction based on the Coping Inventory for Stressful 

Situations (CISS).  Although this study provides interesting results, cultural differences decrease 

the ability to generalize this study to American firefighters.  The coping strategies utilized by 

firefighters will be discussed in further detail in the Resilience section of this literature review.  

Regardless, it is important to note that excessive alcohol consumption is common among 

firefighters, as it may be a means of coping with difficult circumstances, including traumatic 

events, associated with their work (Bacharach et al., 2008; Rasmus et al., 2013).   

Obesity.  Although firefighting is a highly physical job, the rates of obesity among the 

fire service are high (51.7% of 116 male firefighters in this study; Smith et al., 2012).  While 

obesity rates for career firefighters is comparable to the U.S. population, obesity rates among 

volunteer firefighters exceed the rates of obesity in the general U.S. population (n=677; 33.5% of 

career firefighters and 43.2% of volunteer firefighters vs. 33.8% of the general population; 

Poston et al., 2011).  Specific studies on the prevalence of weight-concerns (overweight and/or 

obese) among firefighters have indicated that 73% to 88% of career firefighters (Clark, Rene, 

Theurer, & Marschall, 2002; Donovan et al., 2009; Kales, Polyhronopoulous, Aldrich, Leitao, & 

Christiani, 1999; Tsismenakis et al., 2009) and 76% of volunteer firefighters (Yoo & Frank, 

2009) are either overweight or obese.  This is concerning as obese firefighters in America are 5.2 
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times more likely to have an injury to their musculoskeletal structure (Jahnke, Poston, Haddock, 

& Jitnarin, 2013) and are more likely to be absent from work due to injury compared to their 

non-obese peers (Poston, Jitnarin, Haddock, Jahnke, & Tuley, 2011).  Soteriades, Hauser, 

Kawachi, Christiani, and Kales (2008) found that firefighters who had body mass indexes (BMI) 

in the obese range (BMI ≥ 30.2) were at significantly increased risk for needing job disability 

services.  Moreover, complications related to obesity can occur, such as higher blood pressure 

and changes in the arterial structure in the heart (Fahs et al., 2009).  Fahs and colleagues (2009) 

found that relatively young firefighters (n=110; mean age=29.7 years) who were obese but 

considered otherwise healthy had increased blood pressure and stiffening of the arterial structure 

in the heart.  Likewise, it has been well documented that higher BMIs are associated with 

elevated risk for cardiovascular disease (e.g., de Gonzalez et al., 2010; Flegal, Graubard, 

Williamson, & Gail, 2007).  Therefore, obesity among firefighters is highly problematic and 

should be addressed through interventions.  In addition to obesity and weight concerns, irregular 

biological rhythms (e.g., sleep disturbance, poor eating habits, poor exercise habits) are common 

among this population and will be covered in the next sub-section. 

Irregular Biological Rhythms 

Sleep disturbance. Sleep disturbances are common among firefighters and occur more 

frequently than people in other professions (e.g., Jansson-Fröjmark, Lundqvist, Lundqvist, & 

Linton, 2007; Kivistö, Härma, Sallinen, & Kalimo, 2008) likely due to their work schedules 

(Choi et al., 2014).  de Barros and colleagues (2012) found that 51.2% of 303 Brazilian 

firefighters reported sleep disturbances.  Moreover, their results suggested that psychological 

distress and psychosomatic symptoms were significantly positively related to reported sleep 

disturbances (de Barros et al., 2012).  Carey, Al-Zaiti, Dean, Sessanna, and Finnell (2011) found 
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a comparable incidence of sleep difficulties, as 59% of their sample of American professional 

firefighters (n=112) reported sleep deprivation as measured by deficits in sleep efficiency, sleep 

duration, sleep latency, and waking after sleep onset.  As a result of sleep disturbances, 

American firefighters may experience increased fatigue, daytime sleepiness, and decreased mood 

(Haddock, Poston, Jitnarin, & Jahnke, 2013).  Haddock and colleagues (2013) reported that 

factors associated with sleep disturbances includes having a second job, working 48-hour shifts 

as a firefighter (p = 0.039), and communal sleep areas within the fire station.   

Although there have been no specific studies to date that have examined sleep concerns 

and rates of errors on the job and on-duty injuries among firefighters, studies on sleep 

deprivation among professionals in other career fields have demonstrated increases in errors, 

lapses in decision-making, and injuries (Arlene, Jung, Brown, Weaver, & Richards, 2014; 

Lombardi, Wirtz, Willetts, & Folkard, 2012; Salminen et al., 2010; Violanti et al., 2012).  For 

example, in a study of 289 nurses who often worked at night found that nurses who had reported 

sleep difficulties made more errors in patient care than nurses who did not have sleep difficulties 

(Johnson et al., 2014).  Similarly, in a national study of over 100,000 American workers, it was 

found that there were significant increases in work-related injuries when sleep duration was 

shorter (number of injuries/100 workers: 5.29 injuries (<6 hours of sleep), 3.70 injuries (6-6.9 

hours of sleep), 2.27 (7-7.9 hours of sleep), 2.44 (8-8.9 hours of sleep), and 3.11 injuries (≥9 

hours of sleep; Lombardi, Wirtz, Willetts, & Folkard, 2012).  While these studies do not include 

firefighters, they are suggestive that sleep can impact the number of errors and injuries in 

occupational settings; however, research is needed with the firefighter population in order to help 

generalize these results to firefighters.  Sleep deficits may also be linked with increased errors 

and injuries at work, thus possibly increasing the level of contact with potentially traumatic 
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events due to elevated risk for on-the-job injuries.  With this potential for increased exposure to 

traumatic events, there is a potential for increased prevalence of trauma disorders.  Therefore, the 

sleep habits of firefighters are particularly concerning and may be related to trauma among 

firefighters.  Further research is needed in this area. 

Poor eating habits.  Few studies have explicitly explored the eating behaviors of 

firefighters.  However, a handful of studies have been completed which have suggested that the 

eating habits of firefighters may contribute to the high rates of obesity in this population (Dobson 

et al., 2013; Gerace & George, 1996).  Dobson and colleagues (2013) reported in a qualitative 

study based on four focus groups comprising of 20 American firefighters that larger fire stations 

often partake in “family-style” meals, where firefighters take turns cooking meals for the 

firehouse.  In fire stations with fewer firefighters, it is often believed that eating meals at 

restaurants and fast-food establishments is more economical, thus occurring more often (Dobson 

et al., 2013).  While there may be benefits to the “family-style” meal approach of larger 

firehouses, it was believed that these meals resulted in consuming larger portions of food 

(Dobson et al., 2013).  Moreover, firefighters felt it was important to consume meals that were 

considered filling, in an effort to “fuel up” for the physical demands of their job (Dobson et al., 

2013).  Firefighters also reported that eating between meals (e.g., snacking) was a regular 

occurrence as part of the eating culture in their fire stations (Dobson et al., 2013).  While this 

study revealed some interesting insights, it only had a total of 20 firefighters from a single state 

in the United States; therefore, it is difficult to generalize these results.  Even so, future research 

could take this information into consideration when conducting quantitative studies of firefighter 

eating culture with larger samples of firefighters.  
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In addition to eating habits, consumption of high calorie drinks, such as soda may be 

concerning.  One found that increased soda consumption was significantly correlated with the 

number of sick days taken, suggesting that soda consumption may impact the health of 

firefighters (Kniffin & Wansink, 2014).  Although firefighters may be aware of healthier food 

choices, Kay, Lund, Taylor, and Herbold (2011) found that 37% of firefighters did not want to 

change their eating habits.  Jahnke and colleagues (2012) found that some American firefighters 

(specific number not reported by authors) in their sample of 332 firefighters felt that their eating 

behaviors were strongly rooted in tradition and, as a result, were difficult to change.  Even so, 

several researchers have initiated health promotion interventions to improve the eating behaviors 

of firefighters, resulting in improvements in the overall health of those who participated in these 

programs (Eliot et al., 2004; Eliot et al., 2007; Goheer, Bailey, Cheskin, Gittelsohn, & Pollack, 

2014; MacKinnon et al., 2010).  MacKinnon and colleagues (2010) found in a four-year follow-

up study of their health programs that American firefighters (n=599) who participated in their 

program had overall healthier behaviors and saw improvements in their health.  Further 

interventions may be helpful to improving firefighters’ eating behaviors; therefore, future 

research should continue to explore health promotion interventions for firefighters.   

Poor exercising habits.  Firefighters commonly engage in long periods of sedentary 

behaviors, resulting in insufficient amounts of physical activity to protect against health 

problems (Durand et al., 2011; Soteriades, Smith, Tsismenakis, Baur, & Kales, 2011).  Fire 

departments often do not require a certain level of physical fitness after a firefighter has been 

hired (Soteriades et al., 2011).  Even so, the National Fire Protection Association has 

recommended a specific level (i.e., 12 metabolic equivalents; 28-41 mL/kg/min) for minimum 

aerobic capacity in order to safely perform job duties and recommends that those who do not 



 
28 

reach this minimum level engage in an exercise program; however, it is ultimately the decision 

of individual fire departments to determine standards for physical abilities (Durand et al., 2011; 

National Fire Protection Association, 2007).  Unfortunately, firefighters may work additional 

jobs or work extra hours, which creates a barrier to regular exercise (Soterides et al., 2001).  As a 

result of poor exercise habits, firefighters may have difficulties performing their physical job 

duties (Durand et al., 2011; Tsismenakis et al., 2009).  Elsner and Kolkhorst (2008) suggested in 

a study of American firefighters (n=20; mean age=37.4 ±8.5 years; age range = 24 to 56 years), 

unsurprisingly, that physically fit (measured by VO2max) firefighters were able to complete 

work-related tasks (i.e., carrying equipment, climbing stairs, etc.) more efficiently than those 

firefighters who were unfit.  These results are comparable to those found by Rhea, Alvar and 

Gray (2004), who demonstrated that total fitness, muscular strength, endurance, and anaerobic 

performance was related to the amount of time that had passed since performing job-related 

duties among 20 professional firefighters.  This is especially important, as in emergency 

situations, seconds can mean the difference between life and death.  Additionally, firefighters 

may be at increased risk for injury due to insufficient amounts of regular exercise (Beaton, 

Murphy, Salazar, & Johnson, 2002).  Therefore, several researchers in the field have encouraged 

the use of healthy-lifestyle programs with an emphasis on physical fitness (Abel, Sell, & 

Dennison, 2011; Peterson, Dodd, Alvar, Rhea, & Favre, 2008; Poston, Haddock, Jahnke, 

Jitnarin, & Day, 2013; Smith, 2011).  The following sub-section will explore financial concerns 

among firefighters. 

Financial Concerns 

 The median salary of a firefighter, as reported by the U.S. Bureau of Labor Statistics, is 

$45,600 per year with a range of salaries from $21,960 to $80,430 (U.S. Bureau of Labor 
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Statistics, 2014).  While this salary range may appear to be sufficient and comparable to other 

professions, in an older study, it was found that 73.3% of a sample of 2,050 firefighters reported 

experiencing financial strain (Beaton & Murphy, 1993).  Although no recent studies have 

examined the specific financial concerns of firefighters, in one unrelated study.  Gerace and 

George (1996) reported that financial concerns can be a significant stressor, negatively impacting 

the health of firefighters.  Gerace and George (1996) found that firefighters who worried about 

financial concerns gained approximately 11.2 pounds over seven years compared to the 7.4 

pounds gained by firefighters who were not concerned about finances.  It is also important to 

note that firefighters do not pay social security, thus they cannot collect social security benefits 

during retirement; therefore, firefighters must rely solely on their pensions once they retire.  

Unfortunately, in the United States, many states are reducing pension benefits due to budgetary 

cuts, causing significant stress for firefighters upon retirement (Cordis, 2013).  As such, states 

are expecting that those who receive pensions save more and retire later (Cordis, 2013).  More 

studies that examine possible financial strain experienced by firefighters and the impact of such 

financial concerns on overall well-being are recommended.  By understanding that firefighters 

may experience increased financial concerns, researchers can identify and explore financial 

concerns as a possible barrier to utilizing professional support for mental health concerns due to 

the costs of mental health services.  Another factor that can impact one’s mental health concerns 

is the quality of interpersonal and familial relationships; therefore, the following sub-section will 

explore this topic. 

Interpersonal Relationships and Family Life 

 The work schedule of firefighters often makes it difficult for them to engage with their 

families in traditional ways, such as nightly dinners and other social events (Regehr & Bober, 
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2005; Regehr, Dimitropoulos, Bright, George, & Henderson, 2005), which may create a 

substantial barrier to receiving social support to help cope with the potentially traumatic 

elements of their jobs.  Haddock, Jahnke, Poston, Jitnarin, and Day (2015) recently found that 

male firefighters had slightly higher divorce rates than the general population (11.8% compared 

to 9.4%), while female firefighters’ divorce rates were more than three times greater than the 

general population (32.1% compared to 10.1%).  In a qualitative study of eight married couples, 

firefighters often reported that it was difficult to balance work-related responsibilities with 

family-life (Lowry, 2007).  As a result, some firefighters felt disconnected from their families 

and expressed frustration with scheduling conflicts (Lowry, 2007).  Firefighters also found it 

difficult to adapt their behaviors from the firehouse to more appropriate ones within the home, 

thus causing additional stress at home (Lowry, 2007).  In a similar study, wives of firefighters 

reported that they had insufficient time with their spouses due to the schedules held by the 

firefighters (Regehr, Dimitropoulos, Bright, George, & Henderson, 2005).  Even so, in a study of 

119 Canadian firefighters compared with 91 community members, researchers found through 

omnibus testing (figures not provided in article) that there were no significant differences 

between the general population and firefighters in their level of relationship satisfaction (Wagner 

& O’Neill, 2012a).   

Another area of concern is that family members often experience substantial stress due to 

the nature of the work, including experiencing fear that the firefighter may die while on his or 

her shift (Lowry, 2007; Regehr & Bober, 2005; Regehr et al., 2005).  Work-related crisis 

experienced by firefighters may also impact their relationships.  For example, in a study of 27 

wives of firefighters involved in the rescue efforts of the 1995 Oklahoma City Bombing, 37% of 

participants reported substantial and permanent changes within their relationships and an 
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additional 7% of participants reported temporary changes within their relationships 

(Pfefferbaum, North, Bunch, Wilson, & Schorr, 2002).  Although this study has a very small 

sample size and involves an isolated event, it suggests that changes within relationships can 

occur following a firefighter’s exposure to a potentially traumatic event (Pfefferbaum et al., 

2002).  The specific reasons or crisis-related factors that lead to these relational changes is 

unclear.  

In another study of firefighters (n=181) following the Oklahoma City Bombing, those 

with PTSD were more likely to report significant changes in their relationships compared to 

those who did not have PTSD (42% compared to 13%; North et al., 2002).  While this study 

likely had an adequate sample of American firefighters, there may be some concern about 

generalizing these results due to the large-scale nature of this singular event.  All firefighters may 

not experience a traumatic event to this magnitude.  Even so, this study provides interesting 

findings that may be similar to the results of future studies on the topic.  

A qualitative study of the wives of firefighters (n=14) may offer some insight into the 

changes within firefighter relationships due to work-related crisis (Regehr et al., 2005).  During 

semi-structured interviews with the researchers, wives reported that they often had to respond to 

the stress and trauma experienced by the firefighters by helping to manage fear and the 

transference of stress into the family, which places substantial amounts of stress onto the wives 

(Regehr et al., 2005).  In another study of firefighter wives, 21% of the 67 participants were 

found to meet criteria for secondary trauma (significant stress as a result of helping someone 

who has directly experienced a traumatic event) and 25% reported significant levels of 

psychological distress (Gawrych, 2010).  Although both studies had small sample sizes that 

impact generalizability, it is still suggestive that wives may experience significant stress due to 
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the work of their husbands (Gawrych, 2010; Regehr et al., 2005).  At present, these appear to be 

the only two published studies on the experiences of the wives of firefighters.  

There may be some evidence that following large scale work-related crisis that children 

may be affected. For example, in a study of 8,236 New York City children six months following 

the World Trade Center disaster on September 11th, 2001, those children with family members 

who were first responders were more likely to exhibit probable PTSD (e.g., reported multiple 

PTSD symptoms on a self-report measure of post-traumatic symptomology and would likely 

meet the diagnostic criteria for PTSD) than those without first responder family members 

(Duarte et al., 2006).  It is possible that the psychological, time and other work-related demands 

on firefighters may cause stress within their interpersonal relationships and families; however, 

more research is needed in this area.  Significant others and family members may experience 

significant levels of distress due to the difficulties firefighters experience (Gawrych, 2010; 

Regehr et al., 2005).  While there is some research on this topic, more research is needed to 

further examine the interpersonal and familial concerns of firefighters, as these concerns may 

greatly impact firefighters’ ability to cope with the traumatic events for which they are exposed.  

The next sub-section will explore firefighters’ repeated exposure to events that could be 

potentially traumatic. 

Repeated Exposure to Potentially Traumatic Events 

Firefighters are often faced with potentially traumatic work-related crisis while fulfilling 

work-related duties, such as fires, motor vehicle accidents, and suicide attempts and completions 

(Beaton, Murphy, Johnson, Pike, & Corneil, 1998; Del Ben, Scotti, Chen, & Fortson, 2006; 

Shaffer, 2010).  Numerous studies have shown that repeated exposure to potentially traumatic 

events can lead to greater rates of trauma disorders and other related difficulties in other 



 
33 

populations (e.g., Cloitre et al., 2009; Martin, Cromer, DePrince, & Freyd, 2013; Suliman et al., 

2009).  For example, in a study of 188 American college students, cumulative trauma was a 

variable that accounted for a significant part of the variance for PTSD (Martin et al., 2013).  

Although none of the studies that examined the role of cumulative trauma on PTSD symptoms 

utilized firefighters, these studies are suggestive that exposure to multiple traumatic events can 

cause post-traumatic symptomology.  

Interestingly, Chamberlin and Green (2010) have demonstrated that older firefighters in 

Australia tend to show higher levels of mental distress.  It is possible that this due to the 

increased levels of exposure to potentially traumatic events compared to younger firefighters.  

Unsurprisingly, in a study of Canadian firefighters (n=123), experienced firefighters (Mean years 

of experience = 13.54) reported significantly more exposure to work-related crisis than new 

firefighter recruits (Mean years of experience = 3.19) (63% of new recruits vs. 86% of 

experienced firefighters; Regehr, Hill, Knott, & Sault, 2003).  As previously noted, this increased 

exposure to work-related crisis can lead to increased psychological concerns.  Additionally, 

repeated exposure to traumatic events may have physical changes.  For example, recent research 

has suggested that there may be structural changes in the hippocampal area of the brain among 

first responders due to repeated exposure to traumatic events (Levy-Gigi, Richter-Levin, & Keri, 

2014).  Jahnke and colleagues (2012) suggested based on a qualitative study that many 

firefighters were aware of the negative impact of repeated exposures to traumatic events.  One 

fire chief stated: “Seeing, you know, thousands and thousands of dead people and all this other 

stuff and how it impacts and it just crosses over into your personal life.  It crosses over into 

[your] health…” (Jahnke et al., 2012, p. 115).  To further understand the traumatic experiences 
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of firefighters, the following sub-section will briefly discuss the types of traumatic events that 

firefighters experience.  

Types of traumatic experiences.  In 2012, approximately two-thirds of the emergency 

calls to which firefighters responded were related to medical emergencies; only 5% of calls were 

related to fires (National Fire Protection Agency, 2014).  Roughly 21.7 million calls in the 

United States were for medical assistance while only 1.4 million calls were related to a fire 

(National Fire Protection Agency, 2014).  Therefore, much of firefighters’ time is spent 

providing acute medical care services out-of-hospital (Berger et al., 2012).  Common medical 

emergencies involve motor vehicle accidents, suicides, homicides, domestic violence situations, 

and gang-related violence (Beaton et al., 1998; Harris et al., 2002; Moran & Colless, 1995).  

Moreover, firefighters often provide transportation for individuals with medical illnesses (Berger 

et al., 2012).  They may also respond to calls related to dead body removal and postmortem 

inquiry (Harris et al., 2002; Moran & Colless, 1995).  It is not uncommon for firefighters to 

encounter dismembered or charred bodies (Tracy & Clifton, 2006).  Non-medical emergency 

calls can be related to structural fires and wild fires.  Currently, there are no studies that explore 

how traumatic routine calls are for experienced firefighters.  There has, however, been a study 

that examined the types of common calls encountered by 82 novice firefighters (Bryant & 

Guthrie, 2005).  Specifically, 53% of participants rated motor vehicle accidents as the most 

traumatic, while 40% rated fires and 7% rated responding suicides as most traumatic (Bryant & 

Guthrie, 2005).  Regehr and Bober (2005) suggested that firefighters are often most affected 

(e.g., experience more distress) by incidents involving violence against children. 

In addition to routine emergencies, firefighters respond to less-frequent large-scale 

disasters, such as terrorist attacks and natural disasters.  These events can have a substantial 
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impact on these first responders.  This is apparent in a longitudinal study of 11,006 firefighters 

exposed to rescue efforts of the World Trade Center disaster on September 11th, 2001 (9/11) 

(Soo et al., 2011).  Specifically, probable PTSD (based on participants’ self-reports of multiple 

PTSD symptoms on the PTSD Checklist – Civilian Version (a self-report measure of post-

traumatic symptomology; Weathers et al., 1993)) was found in 7.4% of participants nine years 

after 9/11 (Soo et al., 2011).  Given the longitudinal nature of this study, as well as large sample 

size, the ability to generalize the results may be more likely than some of the other studies 

included in this review.  It is still important to note that the results are based off of one large-

scale event, which does impact generalizability to some degree.  Even so, this study still provides 

compelling results that PTSD can be long-lasting among firefighters following a large-scale 

event.   

Another study that examined rates of PTSD six to eight months following 9/11 among 

relief workers indicated that 6.4% of those who had direct contact with relief efforts met clinical 

criteria for PTSD while 4.6% of those who had indirect contact met criteria for PTSD based on 

clinical interviews (Zimering, Gulliver, Knight, Munroe, & Keane, 2006).  With regard to natural 

disasters, a study of 493 firefighters following Hurricane Katrina in 2005 found that 27% 

(n=133) firefighters who participated in this study had elevated depressive symptoms following 

the disaster (Tak, Driscoll, Bernard, & West, 2007).  It is important to note that 10 of the 

participants who had reported depressive symptoms had prior diagnoses of major depressive 

disorder; therefore, 123 of the participants had depressive symptoms that emerged following 

Hurricane Katrina (Tak et al., 2007).  These studies suggest that firefighters may be at increased 

risk for mental health distress after responding to large-scale disasters (Soo et al., 2011; Tak et 

al., 2007; Zimering et al., 2006).   
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Lastly, a qualitative study of 180 Swiss firefighters (164 men, 16 women) indicated that 

some firefighters reported that they have experienced threats and incidences of assault while 

responding to calls (statistical analyses and figures not provided in article) (Jacobsson, 

Backteman-Erlanson, Brulin, & Hörnsten, 2014).  One firefighter reported that some people “jeer 

at us, throw stones, launch rockets, or assault us verbally, and in general we are not kindly 

received” (Jacobsson et al., 2014, p. 3).  At present, this is the only study in the body of 

firefighter literature that mentions that firefighters experience assault and threats of assault while 

responding to calls.  Moreover, this study used a non-American sample, so these experiences 

may not generalize to American firefighters.  It may be an important factor to explore in future 

studies related to trauma and critical incidents, as these incidences could increase the distress that 

firefighters experience.  Overall, firefighters respond to a range of potentially traumatic events as 

part of their job-duties, which may result in significant stress.   

Summary 

Firefighters encounter a range of risks to their physical and psychological health as a 

result of their job duties.  Many studies have demonstrated that exposure to chemicals, smoke 

and other pollutants while fighting fires increases their risk for cancers and respiratory diseases.  

The lifestyle of firefighters, such as the food culture within firehouses, increases their risk for 

cardiovascular disease and obesity.  Moreover, the poor fitness levels and sleep disturbances 

increase their risk for weight problems and heart disease.  Many of these concerns raise 

firefighters’ risk for death and injury.  Aside from physical risks, the firefighter lifestyle, 

including long work hours and exposure to distressing events, can greatly impact their 

interpersonal relationships and family life.  When compounded by repeated exposures to 
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traumatic events, firefighters are susceptible to substantial impairments to their lives.  Overall, 

firefighters are at risk for a range of difficulties.   

As noted previously, there are limitations with some of the current studies on the topic, 

such as relatively small sample sizes, use of non-American samples, and reliance on self-report 

measures.  It is important to emphasize that not all of the studies included have such limitations.  

Many of the studies do have multiple strengths, including larger sample sizes and utilization of a 

predominately male sample consistent with the firefighting profession.  Further research is 

needed in these areas, in addition to preventative services and interventions to mitigate these 

concerns, as there are currently few studies that examine interventions for firefighters.  Although 

preventative services and interventions will not be examined in this paper given that the study 

does not directly link to these topics.  Even so, this could be an area that future researchers 

explore.   

Major Theories of Trauma 

 This section aims to provide the readers of this review with background knowledge on 

theories related to trauma.  Given that trauma can be conceptualized in multiple ways, it is hoped 

that this review will allow readers to understand trauma by using multiples lenses.  While this 

study utilizes Crisis Theory to help understand the results, it is still helpful for readers to develop 

knowledge of multiple theories.  This section will begin by briefly discussing early theories of 

trauma and will segue into contemporary theories.  Lastly, this section will explore five theories 

that relate specifically to firefighters, as suggested by Regehr and Bober (2005).   

A variety of theories have emerged to explain the phenomena of trauma and how 

individuals respond to traumatic events (Brewin & Holmes, 2003).  Early theories have included 

Horowitz’s (1976, 1986) Stress Response Theory, Janoff-Bulman’s (1992) Theory of Shattered 
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Assumptions, Conditioning Theories (Mowrer, 1960; Keane, Zimering, & Caddell, 1985), 

Information-Processing Theories (e.g., Chemtob, Roitblat, Hamada, Carlson, & Twentyman, 

1988; Creamer, Burgess, & Pattison, 1992; Foa, Steketee, & Rothbaum, 1989), and Jones and 

Barlow’s (1990) Anxious Apprehension Model.  In a review of literature on trauma theories, 

Brewin & Holmes (2003) categorized these theories into three major types:  Social-Cognitive 

Theories that focused on how trauma can interfere with mental structures; Conditioning Theories 

that examined how behaviors and associations are learned; and Information-Processing Theories 

that emphasized the encoding processes of memory, and the relationship between the stimulus 

and response.  

 Since the early theories, three additional theories and models have emerged which 

attempt to explain trauma and individuals’ reactions to traumatic events (Brewin & Holmes, 

2003).  These include: Emotional Processing Theory, Dual Representation Theory, and Ehler and 

Clark’s Cognitive Model (Brewin & Holmes, 2003).  Emotional Processing Theory expands on 

earlier Information-Processing Theories by accounting for the impact of knowledge, views and 

negative appraisals on people’s vulnerability to develop a trauma disorder (Brewin & Holmes, 

2003).  For example, those with more rigid views prior to a traumatic event are more likely to 

experience post-traumatic symptomology (Brewin & Holmes, 2003).  This theory has been 

associated with Prolonged Exposure Therapy for treating PTSD (Brewin & Holmes, 2003).   

In contrast, Dual Representation Theory is not directly associated with a therapeutic 

intervention (Brewin & Holmes, 2003).  Rather, it provides some insight into aspects of trauma 

that are often difficult to explain.  Specifically, it attempts to explain the process of memories, 

asserting that trauma-related memories remain intact and may be re-experienced by the person 
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(Brewin & Holmes, 2003).  This theory incorporates elements of Social-Cognitive Theories and 

Information-Processing Theories (Brewin & Holmes, 2003).   

Ehler and Clark’s Cognitive Model also touches on the role of trauma-related memories 

but also focuses on the role of negative appraisals related to the trauma event (Brewin & Holmes, 

2003).  This model also attempts to explain why people feel anxiety related to the future despite 

the traumatic event occurring in the past (Brewin & Holmes, 2003).  These theorists posit that 

this anxiety is related to how the person processes the traumatic event (Brewin & Holmes, 2003).  

While there may be overlap in how these theories attempt to explain people’s responses to 

trauma, each theory is unique and provides additional perspectives that can be helpful in 

explaining these phenomena.  

 In regard to specific trauma theories relevant to first responders, Regehr and Bober 

(2005) highlight five theories that provide insight into how first responders respond to adversity.   

These include: Stress Theory, Crisis Theory, Trauma Theory, Vicarious/Secondary Trauma 

Theory, and Occupational Stress Theory (Regehr & Bober, 2005).  Stress Theory builds on 

earlier biological theories that examined how people responded to stressful events, such as 

famine and other environmental challenges (Regehr & Bober, 2005).  Earlier theories suggested 

fight-or-flight responses, as well as biological changes within the body (e.g., blood pressure, 

energy, etc.) (Regehr & Bober, 2005).  Stress Theory incorporates these instinctual responses 

while also including the roles of appraisals that are made by people (Regehr & Bober, 2005).  

Specifically, people make both primary and secondary appraisals (Regehr & Bober, 2005).  

Primary appraisals involve how one assesses the stressful circumstance, while secondary 

appraisals incorporate how one will respond to the stressor (Regehr & Bober, 2005).  These 
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reactions occur when a first responder is experiencing a potentially traumatic event (Regehr & 

Bober, 2005). 

 Crisis Theory explains that crisis differs from stress in that crisis occurs only when a 

person does not have the coping resources to immediately remedy the negative situation they 

encounter (Regehr & Bober, 2005).  As a result, Crisis Theory suggests that people experience 

negative consequences of crises, such as decreased feelings of self-worth, significant emotional 

distress, and impairment in different domains of life, such as interpersonal relationships and 

work (Regehr & Bober, 2005).  These events are fortunately short-term, as people generally 

cannot manage the heightened sensations of arousal that occur during crises for long periods of 

time (Regehr & Bober, 2005).  Interestingly, Crisis Theory proposes that the level of 

vulnerability which occurs during crises can lead to significant personal growth (Regehr & 

Bober, 2005).   

 Another relevant theory explained by Regehr and Bober (2005) is Trauma Theory, which 

suggests that a person may experience traumatic stress due to serious harm or the threat of death 

or serious harm (Regehr & Bober, 2005).  In turn, these events can cause feelings of fear and 

helplessness (Regehr & Bober, 2005).  An individual may then experience a range of disruptive 

symptoms, including re-experiencing the traumatic event, increased startle response, and feelings 

of agitation, anxiety, and anger (Regehr & Bober, 2005).  This theory also asserts that the 

traumatic event can violate previous assumptions that a person may have, such as that the world 

is a safe place (Regehr & Bober, 2005).  As a result of the violation of assumptions, adaptive 

mechanisms that are normal may not be utilized (Regehr & Bober, 2005).  For example, the 

mechanisms that limit intrusive thoughts may not work and intrusive thoughts may begin 

presenting themselves (Regehr & Bober, 2005).  Based on the explanation provided by Regehr 
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and Bober (2005), it appears that Trauma Theory aligns with many of the symptoms of trauma 

disorders.  

 Also relevant to trauma disorders, Secondary/Vicarious Trauma Theory explains the 

phenomenon of experiencing post-traumatic symptomology despite not having direct exposure to 

a traumatic event (Regehr & Bober, 2005).  Secondary traumatic stress and vicarious 

traumatization differ from direct traumatization in that these occur due to the effects of 

empathetic engagement and feelings of responsibility for the event (Regehr & Bober, 2005).  It is 

important to note that some researchers believe that secondary traumatic stress and vicarious are 

the same constructs/phenomena, while other researchers believe these are different.  Regardless, 

the Secondary/Vicarious Trauma Theory suggests that people can indirectly experience stress as 

a result of interacting with someone who has experienced a traumatic event.  First responders, 

including firefighters, are especially at-risk to secondary traumatic stress and vicarious 

traumatization given that they are routinely engage with people experiencing potentially 

traumatic events (Regehr & Bober, 2005).  As a result of this work, first responders may 

experience intrusive symptoms, sleep disturbances, and increased arousal (Regehr & Bober, 

2005).  It is important to have an understanding of the Secondary/Vicarious Trauma Theory 

when exploring trauma within the firefighter population, as this population is at-risk for 

experiencing these phenomena.  

 Lastly, Regehr and Bober (2005) explain Occupational Stress Theory, which is also 

highly relevant to the firefighter population.  Regehr and Bober (2005) defined occupational 

stress as “the harmful physical and emotional responses that occur when the requirements of the 

job do not match the capabilities, resources, or needs of the work” (Regehr & Bober, 2005, p. 

36).  This is especially relevant to firefighters, as over time, the role of the firefighter has 
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expanded significantly; whereas firefighters previously only extinguished fires, they now 

respond to a wide range of emergency situations, including medical emergencies (Regehr & 

Bober, 2005).  As a result, they are at increased risk for occupational stress (Regehr & Bober, 

2005).  This increased occupational stress, compounded by exposure to potentially traumatic 

events, makes firefighters susceptible to impairments in a range of domains, including to 

interpersonal functioning, work performance, and overall well-being.  

Summary 

 There are numerous theories that exist to explain people’s reactions to potentially 

traumatic events, including how one processes trauma-related information to learned behaviors 

in response to events.  Many of these are especially relevant to the firefighter population.  With 

knowledge of these theories, researchers and clinicians will have the foundation necessary to 

examine the trauma experiences of firefighters.   

Risk Factors for Post-Traumatic Symptomology 

 To assist readers in further understanding trauma within the firefighter population, this 

paper will briefly discuss specific risk factors related to the development of trauma disorders.  

Although the study does not examine risk factors, it is important to have an understanding of the 

role risk factors have in developing post-traumatic symptomology.  This study does, however, 

explore coping strategies and social support.  It is important to note the some coping strategies 

(e.g., avoidance) and a lack of social support have emerged as risk factors.  

 In a systematic review of 54 articles in the trauma literature from 1991 to 2013, DiGangi 

and colleagues (2013) found six major themes of pre-trauma risk factors (i.e., risk factors that are 

present prior to the trauma experience) for developing Post Traumatic Stress Disorder (PTSD): 

cognitive abilities (e.g., verbal ability, intelligence), coping and response styles (e.g., avoidance, 
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problem-focused coping), personality factors (e.g., neuroticism, introversion), psychopathology 

(e.g., prior psychiatric history, depression), psychophysiological factors (e.g., migraine 

headaches due to anxiety, ulcerative colitis due to stress), and social ecological factors (e.g., 

level of social support).    

Coping styles can be significant predictors of post-traumatic symptomology (DiGangi et 

al., 2013). Gil and Caspi (2006) found that college students (n=180) higher in trait avoidance and 

state avoidance coping styles were higher in PTSD following a terrorist attack.  Likewise, those 

lower in emotion-focused coping and problem-focused coping had increased rates of PTSD (Gil 

& Caspi, 2006).  In a similar study, Pineles and colleagues (2011) found that an avoidance 

coping style was more likely to experience PTSD symptomology in a sample of 55 females who 

experienced assault.   

Those who have had prior psychiatric concerns are also more likely to be at risk for 

developing post-traumatic symptomology following a potentially traumatic event (Constans et 

al., 2012; Green, 1994; Kessler et al., 2014; Parslow et al., 2006; Pietrzak et al., 2014; Roy-

Byrne et al., 2004).  In a large-scale study across 24 countries of 47,466 people who had been 

exposed to a traumatic experience found that prior PTSD and other mental health concerns were 

predictive of the development of PTSD (Kessler et al., 2014).  Similarly, in a study of 10,835 

first responders who were involved in rescue efforts of the World Trade Center, prior psychiatric 

history (e.g., PTSD, anxiety, and/or depression) was strongly associated with severe PTSD 

symptomology (Pietrzak et al., 2014).  Likewise, Constans and colleagues (2012) studied pre-

event mental illness as a risk factor of PTSD in 503 male veterans living in the Gulf Coast area 

following Hurricane Katrina.  The results of this study indicated that mental illness prior to the 

natural disaster was predictive of PTSD (r = .50; Constans et al., 2012).  Although these 
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represent only a small subset of studies, there are other studies within the trauma literature that 

suggest prior psychiatric concerns raises one’s risk for PTSD (e.g., Green, 1994; Parslow et al., 

2006; Roy-Byrne et al., 2004).  By understanding that prior psychiatric history is a risk factor for 

developing a trauma disorder, one may take this into consideration when researching trauma 

within firefighters.  

Prior victimization and previous exposure to traumatic events can also be a significant 

risk factor for developing PTSD (e.g., Bendall, Alvarez-Jimenez, Hulbert, McGorry, & Jackson, 

2012; Boney-McCoy & Finkelhor, 1995; Nisith, Mechanic, & Resick, 2000).  In a study of 801 

National Guard soldiers deployed in Iraq and Afghanistan, having a history of interpersonal 

victimization was a significantly associated with PTSD (d =.358; Polusny et al., 2014).  

Similarly, in a quasi-experimental study of 214 aid workers from 19 different non-governmental 

organizations, those who had adult histories of trauma exposure were more likely to develop 

PTSD (r = 0.30; Eriksson et al., 2013).  Surprisingly, childhood trauma was not determined to be 

a significant risk factor in this particular study (r = 0.13; Eriksson et al., 2013).  In a quasi-

experimental study of 428 first responders (254 firefighters and 174 police officers) in 

Mississippi, it was common for these first responders to have histories of prior victimization 

(Komarovskaya et al., 2014).  The results of this study suggested that those with prior 

victimization often had more negative mental health outcomes (e.g., PTSD, depression, sleep 

disturbances) following Hurricane Katrina in 2005 (Komarovskaya et al., 2014).  It is important 

to note that this study provides some interesting information on the role of prior victimization, 

but due to the singular geographic location utilized, it may be difficult to generalize the results to 

other areas of the country.  Further research is therefore needed to explore the role of prior 
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victimization and its impact on post-traumatic symptomology within the first responder 

population.   

 Several peri-trauma risk factors (i.e., risk factors present during the traumatic event) exist 

for PTSD, including the level of exposure to the traumatic event (Galea, Nandi, & Vlahov, 2005; 

Perrin et al., 2007) and the severity of the event (Klein & Alexander, 2009).  For example, Perrin 

and colleagues (2007) examined the rates of PTSD within 28,962 recovery workers (e.g., 

firefighters, emergency medical personnel, police officers, construction workers, sanitation 

workers, volunteers, employees from government agencies) who participated in relief efforts 

following the World Trade Center attack in 2001.  It was found that workers who started 

recovery work earlier in the rescue efforts and those who worked for a longer period of time 

were more likely to develop PTSD (Perrin et al., 2007) (i.e., exposure).  Moreover, rescue 

workers who were completing tasks they do not normally engage, such as construction workers 

helping to clean up Ground Zero, were more likely to develop post-traumatic symptomology 

(Perrin et al., 2007).  Another study found that proximity to the traumatic event (e.g., a terrorist 

attack) was a significant factor in developing PTSD; participants who were directly exposed to 

the event were five times more likely to develop PTSD than those who were not directly exposed 

to the event (Gil & Caspi, 2006).  Exposure and proximity to a traumatic event as risk factors 

have been corroborated by a number of authors across multiple populations (e.g., Blanchard, 

Rowell, Kuhn, Rogers, & Wittrock, 2005; Duffy et al., 2015; Iversen et al., 2008).  Other peri-

trauma risk factors include fear at the time of the event (Klein & Alexander, 2009; Rosendal, 

Salcioglu, Andersen, & Mortensen, 2011), dissociation (Klein & Alexander, 2009; Lensvelt-

Mulders et al., 2008; Rosendal et al., 2011; Ursano et al., 1999), and the level of threat 

experienced (Holbrook, Hoyt, Stein, & Sieber, 2001; Klein & Alexander, 2009; Renshaw, 2011).   
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 Post-trauma factors (i.e., risk factors following the traumatic event), including 

insufficient social support and significant life stressors, can contribute to the development of 

PTSD (Klein & Alexander, 2009).  In a meta-analysis of 64 studies related to PTSD in children 

and adolescents, it was suggested that post-trauma factors were more significantly related to the 

development of PTSD than pre-trauma factors (Trickey, Siddaway, Meiser-Stedman, Serpell, & 

Field, 2012).  It has been suggested that people who lack strong social support are “five times 

more likely to seek professional help” (Kouzis, Ford, & Eaton, 2000, p. 65).  In a meta-analysis 

of 77 studies, it was demonstrated that lack of social support (r = -.02-.54) had a stronger effect 

on developing PTSD than factors that occurred prior to trauma, such as psychiatric history (r = 

.00-.29), history of childhood abuse (r = .07-.30), and age at trauma (r = -.38-.28) (Brewin, 

Andrews, & Valentine, 2000).   Research since this meta-analysis has strengthened the finding 

that social support is critical following potentially traumatic events (e.g., DeBeer, Kimbrel, 

Meyer, Gulliver, & Morisette, 2014; Polusny et al., 2011; Schumm, Briggs-Phillips, & Hobfoll, 

2006; Tracie Shea, Reddy, Tyrka, & Sevin, 2013).  For example, in a study of 552 soldiers in the 

Army National Guard, those who reported lower levels of social support following deployment 

in Iraq were more likely to have PTSD (Polusny et al., 2011).   

Although risk factors increase one’s vulnerability of developing a trauma disorders, 

reaching diagnostic criteria is not guaranteed when significant risk factors are present.  Even so, 

it is important for both practitioners and researchers to be aware of these risk factors, which 

increase the likelihood of the development of trauma disorders.  To continue to build 

foundational knowledge related to trauma, the following section will explore related trauma 

disorders prevalent in the firefighter population.   
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Related Trauma Disorders 

 Following a traumatic event or series of traumatic events, it is possible that one may 

experience clinically significant distress that could meet diagnostic criteria for a trauma disorder.  

This section briefly discusses the clinical presentations of two prominent trauma-related 

disorders from the Diagnostic and Statistical Manual for Mental Disorders, 5th Edition (DSM-5) 

(American Psychiatric Association [APA], 2013) for which firefighters are at risk: Post-

Traumatic Stress Disorder and Acute Stress Disorder.  Although the criteria for Post-Traumatic 

Stress Disorder vary based on age (e.g., criteria for adults, adolescents and children over the age 

of six; criteria for children six years and younger), this paper will focus on the adult presentation, 

as it applies to the firefighting population.  This section will also briefly explore functional 

impact and common comorbid disorders.  

 The primary presentation of PTSD is the presence of distressing symptoms after 

experiencing to a traumatic event (e.g., exposure to death or threat to one’s life, substantial 

injury, violence) (APA, 2013).  Following a traumatic event, people may experience distress in 

four different ways: intrusion symptoms, avoidance, negative cognitions and mood, and 

increased arousal (APA, 2013).  According to the DSM-5 (APA, 2013), the lifetime prevalence 

of PTSD in the United States is 8.7%; 12-month prevalence in the United States is 3.5% (APA, 

2013).   

 PTSD commonly results in a range of impairments, including changes in physical health 

(APA, 2013; Magruder et al., 2004; Pittman, Goldsmith, Lemmer, Kilmer, & Baker, 2012; 

Rapaport, Endicott, & Clary, 2002; Schnurr, Hayes, Lunney, McFall, & Uddo, 2006), 

psychosocial functioning (APA, 2013; Kuhn, Blanchard, & Hickling, 2003; Schnurr et al., 2006), 

and occupational functioning (APA, 2013; Breslau, Lucia, & Davis, 2004; Smith, Schnurr, & 
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Rosenheck, 2005).  Economic difficulties, absenteeism from work, increased medical utilization, 

and decreased success in work and educational settings have all been associated with PTSD 

(APA, 2013).  In a study of 2,181 people in Detroit, it was found that people who met DSM-IV 

criteria for PTSD had an average of 11.4 days lost from work, while those who demonstrated 

subclinical levels of PTSD had an average of 3.3 days lost from work (Breslau, Lucia, & Davis, 

2004).  Likewise, in a study of 325 veterans, those who had severe levels of PTSD 

symptomology were more likely to work only part-time or be unemployed compared to those 

who had less severe levels of PTSD (Smith, Schnurr, & Rosenheck, 2005).  Unfortunately, 

functional impairment can persist even after a person no longer meets diagnostic criteria for 

PTSD (Westphal et al., 2011).  In a recent study of 321 predominantly Hispanic adults who had 

trauma histories, those who no longer met criteria for PTSD often continued to have functional 

impairments, such as family functioning (19.8% of participants with prior history of PTSD) and 

social function (24.7% of participants with prior history of PTSD; Westphal et al., 2011).  The 

collective research on PTSD has indicated that people with PTSD often experience a range of 

impairments that can negatively impact their quality of life (Pittman et al., 2012); therefore, it is 

important for researchers and practitioners to continue to understand this disorder and create 

further interventions to help treat PTSD, especially for firefighters who experience this disorder.  

 PTSD is a phenomenon that often occurs among firefighters.  As previously noted in this 

review, the prevalence of PTSD in this population ranges from 6.5% (Haslam & Mallon, 2003) 

to 37% (Bryant & Harvey, 1995) with multiple studies finding rates of approximately 22% 

(Corneil et al., 1999; Del Ben et al., 2006, Heinrichs et al., 2005).  Many of the impairments 

associated with PTSD cited in this sub-section are likely to occur within the firefighter 

population.  In a study of 181 American firefighters who were involved with the rescue efforts of 
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the Oklahoma City Bombing, it was found that 83% of the 24 firefighters who had PTSD 

reported a significant impact to their functioning (North et al., 2002).  For example, 42% of those 

firefighters with PTSD in North and colleagues’ (2002) reported significant changes in their 

relationships and less job satisfaction. Firefighters may also experience may experience other 

impairments as the result of PTSD, as well as Acute Stress Disorder.   

 The DSM-5 (APA, 2013) criteria for Acute Stress Disorder (ASD) is highly similar to the 

criteria for PTSD.  The main distinguishing feature between ASD and PTSD is the duration of 

symptoms (APA, 2013).  PTSD requires that symptoms are present for at least one month; 

however, ASD requires that symptoms of post-traumatic stress occur for more than three days to 

a maximum of one month (APA, 2013).  Another contrasting feature is that symptoms occur 

immediately following the traumatic event for ASD, while symptoms for PTSD may have a 

delayed onset (APA, 2013).  To meet diagnostic criteria for ASD, a person must have 

encountered a traumatic event and experience at least nine symptoms across five categories: 

intrusion, negative patterns in mood, avoidance of stimuli related to the traumatic events, 

dissociation, and increased arousal (APA, 2013).    

 At present, there is only one study (Fullerton, Ursano, & Wang, 2004) related to 

prevalence rates of ASD among firefighters.  Specifically, Fullerton and colleagues (2004) found 

that disaster workers (article does not indicate specific occupations among the participants) 

involved in the rescue efforts of 9/11 (n=207) had higher rates (25.6% compared to 2.4%) than a 

comparison group (n=421) approximately one month following 9/11.  The lack of research on 

the topic of ASD prevalence rates among firefighters may be due to the short length of time 

symptoms are present for ASD, thus making it difficult to research.  Moreover, there appears to 

overall be less research on ASD than PTSD; therefore, it seems logical that there would also be 
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less research in this area for firefighters.  Given that firefighters are exposed to many of the 

traumatic events (e.g., burns, motor vehicle accidents, industrial accidents) that have been found 

to lead to ASD, this is an area that may be important for future researchers to explore within the 

firefighter population.  

 Similar to those who meet criteria for PTSD, people with ASD can experience 

impairments in functioning (APA, 2013).  Specifically, those with ASD may experience 

difficulties in physical health, psychosocial functioning, and occupational functioning (APA, 

2013).  Moreover, the stress and anxiety experienced by those with ASD can often cause people 

to avoid potentially stressful situations, such as medical appointments and driving (APA, 2013).  

Absenteeism from work is also another area of concern for people with ASD (APA, 2013), 

which could contribute to financial difficulties among the firefighter population.  Although the 

DSM-5 (APA, 2013) reports these areas of impairment are due to ASD, there are currently no 

studies that explicitly examine the impairment experienced by those who meet diagnostic criteria 

for ASD.   

 According to the DSM-5 (APA, 2013), individuals with PTSD are 80% more likely than 

people who do not meet diagnostic criteria for PTSD to have a comorbid disorder.  Common 

comorbid disorders include: depression (Breslau, Davis, Peterson, & Schultz, 2000; Galatzer-

Levy, Nickerson, Litz, & Marmar, 2013; Ginzburg, Ein-Dor, & Solomon, 2010; Johansen, 

Eilertsen, Nordanger, & Weisath, 2013; Kaltman, Green, Mete, Shara, & Miranda, 2010; 

O’Donnell, Creamer, & Pattison, 2004), anxiety (Brown, Campbell, Lehman, Grisham, & 

Mancil, 2001; Galatzer-Levy et al., 2013; Ginzburg et al., 2010), substance use (Anderson, 

Ziedonis, & Najavits, 2014; Petrakis, Rosenheck, & Desai, 2011; Ullman, Relyea, Peter-Hagene, 

& Vasquez, 2013) and eating disorders (Mitchell, Mazzeo, Schlesinger, Brewerton, & Smith, 
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2012; Swinbourne et al., 2012).  Borderline Personality Disorder has also been suggested to be 

comorbid with PTSD and other trauma disorders (Eaton et al., 2011; Pagura et al., 2010).  In a 

study of 34,653 Americans, Pagura and colleagues found that 24.2% of individuals with PTSD 

were also diagnosed with Borderline Personality Disorder and 30.2% of people with Borderline 

Personality Disorder were also diagnosed with PTSD (Pagura et al., 2010).  Additionally, PTSD 

has also been associated with increased risk for suicide attempts (Krysinka & Lester, 2010; 

Marshall et al., 2001; Panagioti, Gooding, & Tarrier, 2012; Pietrzak, Goldstein, Southwick, & 

Grant, 2011; Stevens et al., 2013).   

 Those with PTSD and one or more comorbid disorders are particularly at risk for 

significant difficulties in their everyday life.  For example, in a study of the impact of PTSD and 

comorbid depression on quality of life suggested that adults with PTSD and depression had 

lower scores on measures of psychological well-being, physical well-being, social well-being, 

and environmental well-being (Araújo et al., 2014).  Although this study only had a sample of 54 

adults which impacts the ability to generalize these results to the general population, it suggests 

that these mental health concerns can negatively impact multiple areas of life (Araújo et al., 

2014).  In order for consumers of this research to have confidence in these results, future studies 

with larger sample sizes that meet adequate power and with a sample of Americans will need to 

have similar results.  Moreover, having a comorbid disorder can be predictive of other related 

behaviors.  For instance, in a study of 102 adults with PTSD and comorbid substance use, over 

50% of the participants reported engaging in a violent behavior (e.g., assault, rape, armed 

robbery) towards another person (Barrett, Mills, & Teeson, 2011).  Additionally, 16% of 

participants reported engaging in a violent behavior within the past month (Barrett et al., 2011).  
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Therefore, consideration should be given to comorbid disorders and concerns in both research 

and clinical practice, as they can significantly impact a person’s health and well-being. 

 In exploring trauma in firefighters, as well as coping strategies and social support, it is 

helpful to have some knowledge of protective factors.  Therefore, this section will briefly discuss 

the research on protective factors.  At present, there is only one published study that examines 

the role of protective factors in the firefighter population.  Specifically, this study by Wagner and 

Martin (2012) explored emotional intelligence as a protective factor.  Emotional intelligence is 

defined as a multi-characteristic construct that includes the ability to “motivate oneself and 

persist in the face of frustrations; to control impulse and delay gratification; to regulate one’s 

mood and keep distress from swamping the ability to think; to empathize and to hope” 

(Goleman, 1998, p. 34).  Emotional intelligence as a protective factor against post-traumatic 

symptomology was explored by comparing 94 professional firefighters and 91 non-firefighters 

(Wagner & Martin, 2012).  The results did in fact suggest that high levels of emotional 

intelligence could serve as a protective factor for firefighters, as it negatively predicted post-

traumatic symptomology on the Impact of Events Scale - Revised (Wagner & Martin, 2012); 

however, more research is needed to support emotional intelligence as a protective factor for this 

population.  Although this is the only study that examines potential protective factors within the 

firefighter population, numerous studies in the broader literature explore protective factors that 

help to prevent post-traumatic symptomology.   

Researchers within the field of trauma have suggested several intrapersonal and 

psychological protective factors for a range of populations, including survivors of natural 

disaster, torture, combat in war zones, and child maltreatment.  For example, Pietrzak and 

colleagues (2010) have suggested that having a sense of purpose was protective against mental 
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health concerns for Operation Enduring Freedom and Operation Iraqi Freedom veterans.  This 

was suggested by Pietrzak and colleagues (2010) based on the results of their study on 272 

veterans, which indicated that those with increased sense of purpose were less likely to commit 

suicide (Pietrzak et al., 2010).  Unfortunately, sense of purpose as a protective factor among 

firefighters has not yet been explored in the trauma literature.  Even so, one can hypothesize that 

firefighters may experience this sense of purpose given that their job duties routinely help other 

people; however, research is needed to support or refute this possibility.   

Additional intrapersonal and psychological protective factors include: lower levels of pre-

trauma emotionality (Immel, Jones, & Smith, 2014), positive emotions (Veronese, Castiglioni, 

Barola, & Said, 2012), psychological preparedness (Basoglu et al., 1997), higher levels of 

cognitive and intellectual functioning (Saltzman, Weems, & Carrion, 2006; Vasterling et al., 

2002) and a positive perception of personal resilience (Laor et al., 2006).  Given that research on 

risk factors for trauma disorders has suggested a connection between some personality traits 

(e.g., neuroticism) and trauma, it is surprising that a study of the protective factors for police 

officers found that the Big Five personality traits (e.g., extraversion, agreeableness, 

conscientiousness, neuroticism, openness to experience) did not serve as protective factors 

against PTSD (Yuan et al., 2011).  Therefore, more research is needed on the role of personality 

traits as protective factors and risk factors for post-traumatic symptomology. 

 Socio-economic and demographic protective factors have also been found within the 

broader trauma literature via empirical studies.  Protective factors include older age (Acierno, 

Ruggiero, Kilpatrick, Resnick, & Galea, 2006), higher levels of education (Coker, Weston, & 

Creson, 2005; Hobfoll et al., 2008) and higher income (Coker et al., 2005).  Although there is 

limited research, one study suggested that having a religious affiliation as opposed to no 
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religious affiliations does not mediate the relationship between post-traumatic symptomology 

following a potentially traumatic event (Roberts, Flannelly, Weaver, & Figley, 2003).  Even so, 

other studies have shown that religion and spirituality may act as a coping mechanism (i.e., a 

strategy utilized to cope with distress of a stressor) instead of a protective factor (i.e., a 

characteristic of an individual that may protect them from distress) (Connor, Davidson, & Lee, 

2003; Fallot & Heckman, 2005; Kremer & Ironson, 2014).   

With regard to gender, there may be differences between genders in the types of 

protective factors present and/or utilized (Hartman, Turner, Daigle, Exum, & Cullen, 2009).  In a 

longitudinal study of 711 individuals in the United States, Hartman and colleagues (2009) found 

that males and females often had different protective factors that promote resiliency but were 

similar in the accumulation of these factors.  Other socio-economic and demographic protective 

factors may exist; however, research is needed to explore these factors.  

Social functioning can also protect against psychological concerns and post-traumatic 

symptomology.  Studies have demonstrated that better social adjustment (Yuan et al., 2011) and 

social support (e.g., Brancu et al., 2014; James et al., 2013; Yuan et al., 2011) can be protective.  

In a quasi-experimental repeated measures study of 233 police officers, those who reported better 

social adjustment and increased levels of social support demonstrated lower rates of PTSD-like 

symptoms two years following police academy training (Yuan et al., 2011).  Similarly, in a study 

of 272 veterans from Operations Enduring Freedom and Iraqi Freedom, veterans who had higher 

levels of post-deployment social support were less likely to demonstrated post-traumatic 

symptomology and depression (Pietrzak et al., 2010).  Another form of social support is feeling 

as though one is connected to a community, which has been shown to be a protective factor for 

psychological distress and can increase quality of life for emergency workers (Cicognani, 
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Pietrantoni, Palestini, & Prati, 2009; Cowman, Ferrari, & Liao-Troth, 2004).  Although these 

studies did not examine firefighters, due to potential similarities in experiences between these 

emergency services occupations, they could suggest that social functioning is also a protective 

factor for firefighters. Further research is needed in this regard.   

Overall, there is a vast range of protective factors that have been found within the field of 

trauma.  These include intrapersonal and psychological factors, socio-economic and 

demographic factors, and social-related factors.  It is possible that firefighters possess these 

characteristics, such as lower levels of pre-trauma emotionality and better social adjustment; 

however, research is needed to explore these factors within this population.  As noted earlier in 

this section, there has been little research on protective factors for firefighters.  Therefore, 

researchers should strongly consider exploring protective factors for firefighters, as there is 

potential to develop preventative interventions centered on these protective factors.  In addition 

to protective factors, coping strategies are incredibly important for resiliency; the following 

section will further explore the role of coping strategies for resiliency.   

Coping Strategies 

 Given the significant emphasis of coping strategies in this study, the research on coping 

strategies will be examined in this section.   

 Multiple theories and models of coping exist (e.g., Herman & McHale, 1993; Lazarus & 

Folkman, 1984, Westman & Shirom, 1995) to explain how people cope with stressful events and 

how these strategies can be categorized.  Lazarus and Folkman’s (1984) transactional model is a 

foundational model when examining coping strategies, which is utilized in this dissertation to 

explain coping.  As previously mentioned in the Operational Definitions section of Chapter One, 

Lazarus and Folkman (1984) defined coping as “constantly changing cognitive and behavioral 
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efforts to manage specific external and/or internal demands that are appraised as taxing or 

exceeding the resources of the person” (p. 141).   

Lazarus and Folkman’s (1984) transactional model asserts that primary and secondary 

appraisals regarding a stressful event influence the coping strategies utilized by an individual 

(Lazarus & Folkman, 1984; Mitrousi, Travlos, Koukia, & Zyga, 2013).  Primary appraisals occur 

when an individual experiences stress within their environment (Lazarus & Folkman, 1984; 

Mitrousi et al., 2013).  These appraisals can be related to harm and loss (i.e., experience an injury 

or loss of something), threat (i.e., experience the possibility of harm or loss), challenge (i.e., 

experience an opportunity to grow or acquire mastery), and benign (i.e., there is no need for 

additional appraisal or action; Krohne, 2001; Lazarus & Folkman, 1984).   Negative emotions 

often occur following appraisals related to harm and loss and threat, while challenge frequently 

elicits positive feelings (Krohne, 2001; Lazaurs & Folkman, 1984).  A variety of factors can 

impact the appraisal that is made, including beliefs about the person’s level of control during the 

event and the novelty of the event (Krohne, 2001; Lazaurs & Folkman, 1984).  Additionally, 

multiple appraisals can be made simultaneously (Krohne, 2001; Lazaurs & Folkman, 1984).   

According to Lazarus and Folkman (1984), when a stressor is considered significant, a 

secondary appraisal is made that evaluates an individual’s level of control over the stressor, as 

well as the resources and options they possess (Krohne, 2001; Lazaurs & Folkman, 1984).  These 

secondary appraisals influence the types of coping strategies that are utilized (Krohne, 2001; 

Lazaurs & Folkman, 1984).  For appraisals that indicate an individual has control, resources, 

and/or options, problem-focused coping is employed (Krohne, 2001; Lazaurs & Folkman, 1984).  

This form of coping involves activities to make changes related to the stressor, such as increasing 

training and planning for future events (Krohne, 2001; Lazaurs & Folkman, 1984).  When a 
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secondary appraisal is made about having limited control, resources, and/or options, an 

individual engages in emotion-focused coping (Krohne, 2001; Lazaurs & Folkman, 1984).  This 

involves regulating negative emotions (e.g., avoidance, relaxation activities) that occur as a result 

of the stressor (Krohne, 2001; Lazaurs & Folkman, 1984).  As such, two categories of coping 

exist: emotion-focused coping and problem-focused coping.  Therefore, the results of this study 

will be discussed in relation to these two categories (Krohne, 2001; Lazaurs & Folkman, 1984). 

When exploring the coping research on firefighters, there have been numerous studies 

that have demonstrated that coping strategies are critical to handling potentially traumatic events 

(e.g., Alvarado, 2013; Lambert, Benight, Harrison, & Cieslak, 2012).  Likewise, multiple studies 

have suggested that coping strategies reduce rates of depression, anxiety, other psychological 

symptoms, and job burnout (e.g., Ângelo & Chambel, 2014; Lambert et al., 2012).  For example, 

a large-scale study of 1,487 firefighters in Portugal found that firefighters who utilized proactive 

coping strategies (i.e., problem-focused coping strategies) were more likely to be more engaged 

in work activities and less likely to experience job burnout (Ângelo & Chambel, 2014).  

Similarly, in a study of 145 firefighters from Queensland, Australia, it was found that firefighters 

experiencing more mental distress were likely to use more coping strategies as a means of 

overcoming the distressing feelings (Chamberlin & Green, 2010).   

These studies provide support for the idea that overall job performance can be impacted 

by coping strategies; however, there are some limitations to these studies.  For example, both of 

these studies (e.g., Ângelo & Chambel, 2014; Chamberlin & Green, 2010) used non-American 

samples, which impacts the ability to generalize these results to American firefighters.  

Additionally, these studies are examining a complex process, thus, it is possible that the results 

do not capture all of the factors that could be impacting the outcome.   
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Interestingly, Chamberlin and Green (2010) found that older, more experienced 

firefighters utilized different and more coping strategies than younger, less experienced 

firefighters (Chamberlin & Green, 2010).  In a similar study of 91 career firefighters in upstate 

New York, firefighters with more years of experience were more likely to demonstrate PTSD-

like symptoms (r = .224) despite utilizing different coping strategies (Nydegger, Nydegger, & 

Basile, 2011).  The types of coping strategies utilized by firefighters, as well as cumulative 

exposure to potentially traumatic events, may help to explain the increased levels of PTSD-like 

symptoms in the study by Nydegger and colleagues (2011).  For example, a positive correlation 

was present between number of years working as a firefighter and the use of self-blame (r = 

0.301), which may not effectively alleviate post-traumatic symptomology (Nydegger et al., 

2011).  Given that a variety of coping strategies may be utilized by firefighters, researchers 

should understand the use of coping skills within this population.  The following paragraphs in 

this section will, therefore, focus on specific coping strategies utilized by firefighters.  Both 

adaptive and maladaptive coping strategies are incorporated, including humor, proactive coping 

strategies, alcohol consumption, and avoidance coping.   

 Proactive coping strategies are another form of coping with handling difficult events 

related to job duties among firefighters (Ângelo & Chambel, 2014).  In a study of 1,487 

firefighters in Portugal, proactive coping was found to partially mediate two important 

relationships: 1) job demands and burnout (r = -0.27,), and 2) job resources and engagement (r = 

0.39; Ângelo & Chambel, 2014).  Likewise, Wagner and Martin (2012) found in a comparative 

study of 94 professional firefighters and 91 non-firefighter participants that proactive coping 

strategies were negative predictors for anxiety, depression, and obsessive-compulsive symptoms.  

Similar to proactive coping, acceptance, self-distraction, and positive reframing are additional 
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coping strategies that firefighters utilize (Nydegger et al., 2011).  In a study of 91 professional 

firefighters in upstate New York, acceptance was found to be the chief coping strategy utilized 

by firefighters (Nydegger et al., 2011).  Following this, humor was second, self-distraction (i.e., 

shifting one’s focus to something outside of the stressor) was third, participation in religious 

activities was fourth, and positive reframing was fifth (Nydegger et al., 2011).  Mindfulness (i.e., 

becoming aware of the present moment, which can include relaxation techniques and making 

observations of the present moment) may be another useful strategy (Smith et al., 2011).  

However, there is currently only one study on mindfulness as a coping strategy for firefighters 

(Smith et al., 2011).  Even so, Smith and colleagues (2011) found that firefighters who utilized 

mindfulness techniques had lower levels of post-traumatic symptomology, depression, and 

alcohol consumption problems among a sample of 124 urban firefighters in the United States 

(Smith et al., 2011); more research is needed, however.   

Recent research has suggested that humor can be a helpful strategy to cope with difficult 

events (e.g., Alvarado, 2013; Nydegger, Nydegger, & Basile, 2011; Sliter, Kale, & Yuan, 2014).  

In a quasi-experimental study of 179 firefighters in a large, Midwestern city, humor appeared to 

mediate the relationship between traumatic stressors and post-traumatic symptomology and 

feelings of burnout based on self-report measures (Sliter, Kale, & Yuan, 2014).  Interestingly, 

humor did not impact the rates of absenteeism for firefighters (Sliter et al., 2014).  Sliter and 

colleagues (2014) suggested that based on their data, humor appears to help with the cognitive 

and affective consequences of trauma, but does not impact behavioral consequences.  Although 

this is important to consider, it is critical to note that there are several limitations to this study 

(Sliter et al., 2014).  Specifically, the researchers utilized self-report measures, they did not 

control for prior traumatization, and self-selection bias may have occurred resulting in internal 
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validity concerns (Sliter et al., 2014).  Therefore, the results should be interpreted with caution 

(Sliter et al., 2014).   

Even so, other studies have demonstrated that humor is commonly used to cope with 

difficult events.  Alvarado (2013) found that among 128 American firefighters, humor was the 

most frequently utilized coping skill.  Both gallows humor (e.g., humor that is satirical or makes 

light of serious and painful material) and playful humor were commonly used (Alvardo, 2013).  

It has been suggested by multiple researchers that gallows humor specifically can help distance 

oneself from the traumatic event while also promoting closeness among the team of firefighters 

(e.g., Haslam & Mallon, 2003; Van Wormer & Boes, 1997).   

As noted previously in this literature review (see the Excessive Alcohol Consumption 

section), alcohol can be a means for firefighters to cope with difficult events; however, this may 

be a maladaptive coping strategy.  In a large-scale study of 1,481 firefighters in New York City 

across 144 fire companies, it was found that firefighters often utilized excessive alcohol 

consumption to cope with critical incidents (Bacharach, Bamberger, & Doveh, 2008).  As the 

firefighters’ experiences with the critical incidents increased in intensity, the drinking behaviors 

of these firefighters increased (Bacharach et al., 2008).   

Although considered maladaptive, firefighters may also utilize avoidance coping 

strategies to deal with work-related crisis.  In a study of 248 male firefighters in Ireland, those 

who utilized avoidance coping strategies demonstrated increased levels of distress and accounted 

for the most variance in psychological distress compared to task-focused (i.e., problem-focused) 

and emotion-focused coping strategies (Brown, Mulhern, & Joseph, 2002).  Therefore, evidence 

suggests that this strategy often is not effective despite its sometimes frequent use by firefighters.  

Interestingly, a thesis study of 124 firefighters suggested that avoidance coping was significantly 
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correlated with the appraisal of threat in the situation (r = 0.21; Steffan, 2011).  Although 

interesting, there was only a weak positive correlation (Steffan, 2011).  More research is needed 

to determine whether threat appraisal is indeed a significant aspect of avoidance coping.  

Additionally, avoidance may be a sign and predictive of a pathological response; therefore, more 

research is needed to further understand this construct.  

It is clear that there are numerous types of coping strategies, including adaptive and 

maladaptive coping strategies, which firefighters utilize to work through difficult events.  

However, it is important to note that although this section provides a range of coping strategies, 

there may be additional coping strategies in use which may not currently be in the literature.  As 

such, more research is likely needed to explore the possibility of other coping strategies.  Social 

support is another common coping strategy utilized.  Therefore, the next section in this review 

will focus on solely social support. 

Social Support 

Throughout the trauma literature, social support has been repeatedly shown to be an 

adaptive coping skill that helps with difficult events (e.g., Gabert-Quillen et al., 2011; Regehr, 

2009; Tsai, Harpaz-Rotem, Piertzak, & Southwick, 2012), improves mental health concerns 

(e.g., Applebaum et al., 2014; Hurd, Stoddard, & Zimmerman, 2013; Kwag et al., 2011), and can 

foster post-traumatic growth in various populations (e.g., Powell, Gilson, & Collin, 2012; Prati & 

Pietrantoni, 2009; Scrignaro, Barni, & Magrin, 2011).  In a recent study of social support among 

334 American firefighters, those who reported lower amounts of social support were more likely 

to experience suicidal ideation (Carpenter et al., 2015).   

Unfortunately, in a study of 115 firefighters in Illinois, scores on a measure of social 

support suggested that they receive less social support from family and friends given that their 
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scores fell below the mean standardized score (Milen, 2009).  Although firefighters experience 

barriers to seeking social support from their friends and family, such as having a non-traditional 

work schedule, as previously noted earlier in this review, their significant others are important 

sources of support in addition to their colleagues within the fire department.  Support from 

colleagues also includes support from supervisors, which is considered particularly important 

(Varvel et al., 2007).  For example, in a study of 54 firefighters in Midwestern United States, it 

was found that reassurance of worth and total support from a supervisor were negatively 

correlated with stress to a moderate level (Varvel et al., 2007).  Due to the small sample size and 

small geographic location of this study, the results can only be suggestive at this point (Varvel et 

al., 2007).  While social support has been shown to be critical to coping with difficult events 

(e.g., Dowdall-Thomae, 2009; Huynh, Xanthopoulou, & Winefield, 2013), Regehr, Hill, Knott, 

and Sault (2003) found in a study of 123 Canadian firefighters that experienced firefighters 

tended to report reduced levels of social supports from their employer and their family compared 

to firefighter recruits.  Therefore, social support is important throughout a firefighter’s tenure, as 

perceived levels of social support decreased, rates of depression and post-traumatic 

symptomology increased (Regehr et al., 2003).  However, given the use of Canadian participants, 

this study (Regehr et al., 2003) may not generalize to American firefighters.  More research is 

needed on the impact of social support on managing stress for firefighters.  

Summary and Research Implications 

 Overall, in examining the literature, it becomes evident that firefighters are susceptible to 

a range of concerns related to health, death, injury, interpersonal relationships, and mental health.  

The events that firefighters experience often result in feelings of significant distress.  As a result, 

firefighters are at risk for developing Post-Traumatic Stress Disorder or Acute Stress Disorder, as 
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well as other commonly comorbid conditions (e.g., depression, anxiety, substance use, etc.).  

Although they are at risk for these concerns, firefighters often have protective factors that 

combat against post-traumatic symptomology.  Moreover, they utilize coping strategies and 

social support to overcome feelings of distress.  Research is emerging on these topics; however, 

a significant gap within the literature still exists.   

The gap in the firefighter literature includes limited research on trauma among 

firefighters.  Much of the trauma research is focused on the impact of specific, large-scale events, 

such as the terrorist attacks on September 11th, 2001.  There are few studies on the impact of 

other work-related crises (e.g., death of a colleague, motor vehicle accidents).  While there are 

numerous studies on the physical health impact of job duties (e.g., respiratory concerns, cancer, 

heart disease), there is a limited number of studies on the impact to firefighters’ mental health, 

interpersonal functioning, and work performance.  There are no studies on the financial impact of 

work-related crises.  Beyond the impact of these events, there are some studies on specific 

coping strategies utilized by firefighters; however, most of these studies do not directly link the 

coping strategies with specific events.  Additionally, there may be additional coping strategies 

that firefighters use that are not included in these studies.  Moreover, few studies explore the 

impact of social support among the firefighter population, as well as the barriers and challenges 

to obtaining social support.  Therefore, additional research is needed in these areas to further 

understand firefighters’ experiences and the strategies they employ to overcome the difficulties 

of their jobs.   

Research Questions 

 When considering the information provided in this literature review, the following 

research questions are created: 
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Research Question #1: How do firefighters describe the impact they experienced 

following a work-related crisis? 

Research Question #2: How do firefighters describe the coping strategies they utilize to 

cope with stress following a work-related crisis? 

Research Question #3: How do firefighters describe their experiences in seeking out 

social support to cope with stress following a work-related crisis? 
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CHAPTER 3 

METHODS 

 
This chapter describes the methods that were utilized to explore the perceptions of 

American firefighters on the impact they experienced following a work-related crisis, such as in 

their relationships, physical functioning, and emotional functioning.  Additionally, this study 

explored how firefighters describe their coping strategies, as well as their social support 

following a work-related crisis.  The research design and explanation of the reasoning for using 

this design will be included in this chapter.  Moreover, descriptions of the participants, human 

subjects protection, data collection procedures, instrumentation, and data analyses will be 

provided.   

Research Design 

 To answer the research questions, a phenomenological qualitative design was utilized in 

this study.  According to Patton (2015), qualitative research has seven major knowledge-

generating contributions:  

1) illuminating meaning, 2) studying how things work, 3) capturing stories to understand 

people’s perspectives and experiences, 4) elucidating how systems function and their 

consequences for people’s lives, 5) understanding context: how and why it matters, 6) 

identifying unanticipated consequences, [and] 7) making case comparisons to discover 

important patterns and themes across cases. (pp. 12-13)   

More specifically, qualitative research enables researchers to explore participants’ internal 

experiences and learn about cultural-related meanings of experiences (Corbin & Strauss, 2008).  

It also helps researchers to discover new information (Corbin & Strauss, 2008), while also 

having the opportunity to explore complex topics that require a deep and detailed understanding 
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without being encumbered by the researchers’ expectations (Creswell, 2007).  Additionally, 

qualitative research allows participants to indicate what is important and significant rather than 

the researcher, as the participant can explain their own experiences and elaborate on important 

components of their experiences (Bryman, 2012).   

Given that the aim of this study was to gain understanding of firefighters’ experiences, 

the phenomenological research design was selected, as it seeks to “illuminate the specific, to 

identify phenomena through how they are perceived by the actors in a situation” (Lester, 1999, p. 

1).  Starks and Trinidad (2007) also noted that the goal of phenomenological research is to 

understand the meaning of the experience, in addition to learning about common elements of the 

experience.  This study aimed to understand firefighters’ experiences through their lenses and to 

identify common elements of an experience; therefore, a phenomenological design was selected 

to answer the research questions of this study.    

Participants 

Population 

 This study consisted of American firefighters who were exposed to at least one work-

related crisis that they found distressing within the past year (at time of completing the survey).  

This was indicated by the participants endorsing at least one work-related crisis on the Checklist 

of Work-Related Crises (Appendix C) and reporting that the event occurred within the last year.  

Those firefighter participants who reported no exposure to a work-related crisis within the last 

year were not interviewed for this study, as they may have difficulties recalling details of their 

experiences following an event if it occurred more than a year prior to the study.  Level of 

distress was determined by a 5-point Likert scale item (1=not at all distressing; 2=slightly 

distressing; 3=moderately distressing; 4=very distressing; 5=extremely distressing).  Those 
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interviewed endorsed a “3” or above, which indicated that the participant experienced at least a 

moderate level of distress following the event.  This was important as this study explored 

experiences after a work-related crisis and distress is an important component of a crisis.  The 

level of surprise was also inquired about, as a crisis is often considered an unexpected event.  

Therefore, participants who were eligible to be interviewed needed to endorse a “3” or above on 

a 5-point Likert scale item (1=not at all surprising; 2=slightly surprising; 3=moderately 

surprising; 4=very surprising; 5=extremely surprising) on the Checklist of Work-Related Crises 

(Appendix D), which asked about the participant’s level of surprise about the event. 

Additionally, only active career (i.e., professional) firefighters were eligible to participate 

in this study.  Exclusionary criteria included firefighters under the age of 18 and firefighter 

trainees (i.e., currently obtaining entrance-level training to become a firefighter).  Volunteer 

firefighters were also excluded, as their experiences may differ from career firefighters given 

prior studies (e.g., Dean et al., 2003) that have found differences in career firefighters’ 

experiences from volunteer firefighters’ experiences.  The participants in this study varied in 

demographic variables, including race and ethnicity, age, marital status, and geographic region.   

Demographic information for the participants is provided in the Results section.      

Sampling and Recruitment 

 Participants for this study were recruited through snowball sampling, also known as chain 

sampling (Patton, 2015).  According to Patton (2015), this approach allows researchers to find 

information-rich participants through the recommendations of “well-suited people” (p. 298).  For 

this study, I asked multiple people within my personal network of firefighters for 

recommendations of firefighters who met the inclusionary criteria to participate in the study.  

Prior to data collection, I informed those assisting with recruitment that they cannot pressure or 
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coerce people to participate.  I did not interview firefighters within my personal network in an 

effort to avoid possible ethical concerns or circumstances that could impact data analyses and 

interpretation.  However, in following Patton’s (2015) recommendation, I asked participants in 

the study for suggestions of additional participants.  To assist with recruitment, those providing 

recommendations were given recruitment flyers (Appendix F) that included a brief description of 

the study, link to the Qualtrics survey, and my contact information (name and email).  The 

potential participants then utilized the Qualtrics link to access the initial part of the study.  This 

method was chosen because of the firefighter culture, as it was believed that firefighters were 

willing to participate in the study if a fellow firefighter introduces the idea of participating rather 

than an unknown researcher.  Therefore, potential participants were recruited by fellow 

firefighters.  In order to aid against a significant delay in data collection, I provided one to two 

reminders, as needed, to those assisting with recruitment to encourage the distribution of study 

information to potential participants.    

The goal to obtain a total of 10 participants for this study was met.  Further information 

on the participants will be provided in the Findings chapter of this dissertation.  Patton (2015) 

indicated that there are no standardized requirements for a study’s sample size when utilizing 

qualitative methods.  Rather, it is important to consider the depth of information desired by the 

researcher, as more in-depth information means fewer participants are needed (Patton, 2015).  

Several researchers have attempted to offer some guidelines for specific sample sizes.  

Specifically, Giogi (2009) has recommended that phenomenological research use at least three 

participants.  Starks and Trinidad (2007) have recommended that the sample size should not 

exceed 10 participants for phenomenological research.  Another researcher suggested 5 to 25 

people be interviewed for qualitative research (Polkinghorne, 1989).  When taking these 
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guidelines in consideration with the level of depth desired, it has been determined that 10 

participants was the target for this study.   

Human Subjects Protection 

To protect the participants in this study, I obtained approval (Appendix G) from the 

Human Subjects Committee at this university’s Institutional Review Board (IRB).  After 

obtaining approval from IRB, I began recruiting participants for the study.  Each participant 

completed an Informed Consent form (Appendix A) that outlined a brief description of the study, 

confidentiality, data management, potential harm and benefits of participating, and contact 

information for myself, my advisor, and IRB.  Additionally, participants provided consent via the 

Informed Consent to be audio-taped during the interview.  Even after obtaining written consent 

for audio-taping, participants were reminded of audio-taping at the beginning of the interview to 

ensure they were aware of the audio-taping component of the interview.  Participants were also 

notified in the Informed Consent that they can withdraw their responses, discontinue the 

interview, or skip items on the forms at any point during and after participation in the study.   

  Personal contact information (telephone number and email address) were linked to their 

responses during data analyses, but remained confidential and not reported in the Findings 

chapter.  Maintaining personal contact information was necessary for this study due to the data 

validation procedures that were employed (discussed in the Data Validation section of this 

chapter).  Only myself and dissertation committee members were able to access the data to 

ensure confidentiality.  Participant contact information was kept in a separate Word document 

that was password-protected and encrypted.  Both electronic and hard copy versions of the data 

were maintained.  Electronic data obtained from the demographics survey and Checklist of 

Work-Related Crises through the Qualtrics system was transferred from the password-protected 
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Qualtrics system to an Excel spreadsheet that is password-protected and encrypted.  The tape-

recorded interviews were transcribed into Word documents that were password-protected.  

Physical copies of the data, along with the tapes of the interviews, were stored in a locked filing 

cabinet in my locked office, which remains locked when I am not in the office.  Additionally, the 

building which houses this office has a security alarm that is enabled after normal business 

hours.  Audio tapes and hard copy records related to this study will be destroyed after three 

years.  Electronic copies of data will be deleted after seven years.  Any articles related to this 

study that will be written will ensure that there is no identifying information that could 

jeopardize participants’ confidentiality.   

 In regards to possible harm, it seemed unlikely that participants would experience harm 

from participating in this study.  However, there was a possibility that the mental health focus of 

the questions could cause some distress for participants.  Therefore, participants were 

encouraged in the Informed Consent form (Appendix A) to contact mental health providers 

within their communities should they experience distress as a result of this study.  The Informed 

Consent also indicated that participants could request referrals to providers from myself; 

however, no participants requested referrals.   

Sensitizing Concepts 

 In phenomenological research, it is important for the researcher to explore his or her own 

experiences with the topic prior to conducting a research project (Creswell, 2007).  Prior 

experiences, along with biases, perspectives, and schemas can impact the researcher’s 

understanding of situations, including data (Corbin & Strauss, 2008, Gordon-Finlayson, 2010).  

According to Patton (2015), “a sensitizing concept raises consciousness about something and 

alerts us to watch out for it within a specific context as we undertake fieldwork” (p. 362).  
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Therefore, by reflecting on and disclosing the researcher’s prior experiences, the researcher can 

interpret the data independent of his/her experiences and consumers of this study can deduce the 

validity of the interpretations (Gordon-Finlayson, 2010).  

 To engage in this process, the following is an overview of my experiences with 

firefighters.  I am the family member of two career firefighters who have shared many of their 

firefighting stories with me.  Additionally, I have spent numerous hours in a firehouse 

throughout my life, thus I have been exposed to the firefighter culture and other firefighters 

beyond my family members.  I have also conducted an extensive literature review on concerns 

that firefighters experience, as well as watched multiple documentaries and television shows on 

firefighters.  I am also a doctoral candidate in counseling psychology and have received clinical 

training in psychology, mental health concerns, assessment, and therapeutic interventions.  

Finally, I have provided counseling services to at least one family member of a firefighter.  

Procedure 

Pilot Study 

 Creswell (2007) recommended that qualitative researchers conduct a pilot of their 

interview, in order to refine interview procedures and questions.  Therefore, prior to conducting 

the study, I conducted a pilot of the interview procedures to determine the length of the 

interview, identify elements of the questions that may be confusing, misleading or ambiguous, 

and to ensure the interviewing techniques and recording is successful.  As such, I conducted the 

study with one career firefighter that was recruited by a firefighter within my personal network.   

 The interview lasted approximately one hour, which was longer than anticipated.  The 

firefighter who was interviewed provided detailed responses to each question.  His answers 

prompted me to ask follow-up questions to deepen the responses.  For example, the firefighter 
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spoke about difficulties trusting some of his fellow firefighters.  Therefore, I asked him to tell me 

more about how that impacted his ability to seek out social support from those firefighters.  He 

appeared to understand all directions and questions; however, he sometimes asked me to repeat 

the question, which appeared to be because of the quality of the telephone connection.  As a 

result of receiving the desired depth of information related to the research questions during the 

pilot interview, no additional questions or probes were added to the interview following the pilot 

study.  Importantly, there were some challenges with the audio recording equipment, resulting in 

the interview not being recorded as desired.  As such, the equipment was further evaluated and 

tested prior to conducting the other interviews.  Additionally, I began using two additional back-

up recorders to ensure the interviews would be recorded.  Given that the interview was not 

recorded due to technical difficulties with the equipment, the information provided was not 

analyzed.   

Main Study 

As discussed in the Sampling and Recruitment section of this chapter, snowball sampling 

was employed.  Those firefighters providing recommendations for possible participants gave 

potential participants a flyer (Appendix F) that included a description of the study, link to the 

research survey, and my contact information (name and email address).  Potential participants 

then completed the online survey through the Qualtrics web-based survey system.  This online 

survey included the Informed Consent Form (Appendix A), Demographics Questionnaire 

(Appendix B), and Checklist of Work-Related Crises (Appendix C).  Additionally, participants 

who were willing to participate in the interview were asked to provide their contact information 

(name, telephone number, and email address) and preferred method of contact (telephone or 

email) in order to be contacted for an interview.  I then examined the results and selected 10 
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participants who met inclusionary criteria to interview and provided contact information for the 

interview.   

Once participants who were eligible for the interview and expressed interest in being 

interviewed were identified, I reviewed the events they identified as distressing.  I selected 

participants based on the events they experienced, as I wanted to ensure diversity across 

demographic domains and in the events discussed.  Additionally, there were some participants I 

hypothesized would be interesting to interview based on the event.  For example, I was curious 

about the experiences of the firefighter (Participant E) who had 19 rounds of bullets shot at him 

while responding to a structural fire.  I hypothesized that it was a distressing experience and 

wanted to understand how he was impacted.  Additionally, this event appeared relevant to 

current events involving police officers being shot.  Similarly, given the rates of suicide among 

firefighters, I felt it was important to interview Participant I, who had a close friend and 

colleague who completed suicide.  Therefore, I selected participants who not only met criteria for 

the interview and expressed interest in participating, but also experienced an event that I wanted 

to learn more about.  After selecting interview participants, I contacted the participants via their 

preferred method of contact in order to schedule an interview.  A total of 19 firefighters were 

contacted for the interview, as eight of the participants did not respond to contacts to schedule an 

interview.  Additionally, one of these firefighters participated in the pilot portion of this study.  

In total, 10 firefighters were interviewed.   

As mentioned, the interviews were conducted via telephone.  This method is ideal when a 

researcher does not have direct access to participants (Creswell, 2007).  Given the use of 

snowball sampling, there were a large number of participants outside of my geographic region, 

thus making it difficult to conduct face-to-face interviews.  Additionally, telephone interviews 
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likely produced more honest and open responses from firefighter participants given the perceived 

anonymity of the telephone.  While there are some limitations to telephone interviews, such as an 

inability to witness nonverbal communication, such as body language (Creswell, 2007), it is 

believed that the benefits outweighed the limitations for this study. 

I utilized McNamara’s (as cited in Turner, 2010) eight principles when for preparing for 

the interviews.  Specifically, I interviewed the participant in a quiet office with few distractions.  

Given that the interviews occurred via telephone, I could not guarantee that the participant would 

be in a setting that had limited distractions; however, participants were encouraged when 

scheduling the interview to be in a setting with limited distractions during the interview.  During 

the interviews, there were few distractions and participants appeared engaged throughout the 

interviews.  On the scheduled day and time of the interview, I called the participants to conduct 

the interview.  In line with McNamara’s (2009) suggestions, I provided an introduction 

(Appendix D) at the beginning of the interview that explained the purpose and format of the 

interview, provided a time estimate for the length of the interview, and discussed confidentiality 

prior to beginning the interview.  Additionally, I gave participants my contact information should 

the participant need to talk with me after completion of the interview.  Finally, I asked the 

participants if they had any questions.   

For data collection purposes, each telephone interview was audio-taped using a tape 

recorder.  The phone conversation occurred over speaker phone with a tape recorder placed next 

to the speaker.  Only I was able to hear the phone conversations, as interviews occurred in my 

private office.  Phone applications, such as TapeACall and Call Recorder, were considered to 

record the interviews.  However, these applications use a three-way call technology to an outside 

phone number through the application in order to record the conversation.  This method could 
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not guarantee confidentiality, which could have impacted the security of the data and limit 

participants’ comfort in responding to questions.  Therefore, it was believed that using a tape 

recorder was a more secure method of ensuring confidentiality.   

In addition to using the tape recorder, I took notes and recorded information during the 

interviews.  Creswell (2007) recommended the use of note-taking during the interview to ensure 

information is collected during the interview should the audio-recording equipment experience 

difficulties recording properly.  Additionally, Seidman (2003) recommended that I test the audio 

equipment at the beginning of each interview to ensure the equipment is taping a clear sound of 

the participant’s voice that can be transcribed later.  Therefore, I tested the equipment at the 

beginning of each interview with each participant by briefly recording the participant’s voice and 

playing it back.  Once it was determined that the sound was accurately recorded, I began the 

interview.  Should difficulties arise with the equipment, a back-up recorder was also recording 

during the interview.   

The interview, which will be described in more detail in the Instruments section of this 

chapter, included five open-ended questions (Appendix E).  Three of these questions have 

additional probing questions to increase the depth of participants’ responses (Appendix E).  

Follow-up questions (Appendix E) were asked, as needed, to solicit additional information from 

the participants (Bryman, 2012).  During the interviews, I had to balance my roles as a researcher 

and a counselor.  Although my role for this study was as a researcher, I sometimes utilized my 

therapy skills to validate the participants, provide empathy, and deepen the disclosures of 

participants.  Some of these skills included reflections, paraphrasing, and validating statements.  

Additionally, to increase the sense of safety with participants and to communicate a sense of 

understanding, I sometimes disclosed having two family members in the fire service.  For those I 
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disclosed this information to, they appeared more open to providing additional information and it 

seemed they felt I could understand more than someone with limited exposure to the fire service.  

However, I was inconsistent in my self-disclosures, which could have impacted the results.  This 

is discussed further in the Limitations section.   

At the completion of the interview, I thanked the participant for their time and 

willingness to participate.  I confirmed the participant’s email address in order to send an 

electronic gift card for $25 for The Fire Store (www.thefirestore.com), which is an online retailer 

for firefighting equipment and accessories.  All participants who completed an interview, 

including the participant who assisted with the pilot portion of this study, received the incentive.  

They received the electronic gift card via email within two weeks of completing the interview.  

Once the interviews had been completed, the interviews were transcribed and analyzed by 

myself, as described in the Data Analysis section.  After the data was analyzed, participants were 

contacted to confirm that the themes identified in the interview are accurate.  This process will 

be discussed in further detail in the Data Validation section of this chapter.   

Instruments 

 This section will describe the instruments that were utilized in this study.  These 

instruments include: Demographics Questionnaire, Checklist of Work-Related Crises, and 

Firefighter Interview.  Each of these measures was created for the purposes of this study.  

Demographics Questionnaire 

The Demographics Questionnaire (see Appendix B) was created for this study to obtain 

information related to age, gender, race, ethnicity, and marital status.  This questionnaire begins 

with an item asking participants whether they are a career, volunteer, or retired firefighter.  

Given that this study is only including career firefighters, those participants who endorsed 
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volunteer or retired firefighter were redirected to the end of the study.  In contrast, career 

firefighters were able to continue with the study, as they met inclusionary criteria.  Job specific 

items were also included on the Demographics Questionnaire.  Specific job duties, position, 

years working in the fire service, average number of calls per shift, and hours per shift were 

obtained.  Since this study only included career firefighters, this item was used to verify that 

participants are career firefighters.  

Checklist of Work-Related Crises 

 The Checklist of Work-Related Crises (Appendix C) was created for the purposes of this 

study to ensure that participants had been exposed to at least one work-related crisis during their 

tenure as a firefighter.  This checklist includes 28 work-related crises that firefighters may 

encounter during their jobs.  There is an additional “Other” item that firefighters can check if 

there is an additional event that they have experienced that did not fit in one of the provided 

categories.  There is a short-answer blank associated with the “Other” item to allow firefighters 

to briefly describe the event.  Additionally, three short-response items were included that asked 

the participants to identify which event was most distressing for them, how long ago that event 

occurred, and how frequently (on average) does that event occur.  A 5-point Likert scale (1=not 

at all distressing; 2=slightly distressing; 3=moderately distressing; 4=very distressing; 

5=extremely distressing) item was included to identify the level of stress the individual 

experienced as a result of the work-related crisis.  Individuals who did not endorse a “3” or 

above on that item will not be included interviewed, as this study examined the impact after a 

stressful event.  Finally, a 5-point Likert scale (1=not at all surprising; 2=slightly surprising; 

3=moderately surprising; 4=very surprising; 5=extremely surprising) item asked about the level 

of surprise the person experienced when the event occurred.  Participants who did not endorse a 
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“3” or above were not considered for an interview, as an important element of a crisis is that it is 

unexpected; therefore, this study included participants who were surprised by the event.  In total, 

there are 34 items on this questionnaire.  

 The items on this checklist were based on events that were discussed in prior research 

articles that were discussed in the literature review (Chapter 2).  Based on this initial 

information, 25 items were placed on this checklist preliminarily.  Once this checklist was 

created, it was reviewed by three active firefighters from two different fire departments in Ohio 

and one department in Maryland.  The feedback from these firefighters resulted in the addition of 

three items: civil unrest/riot, mass causality, and death of a non-firefighter colleague (police, 

paramedic, and dispatcher).  As a result of this feedback, a total of 28 work-related crises were 

provided in addition to the short response “Other” items, which allowed participants to self-

report additional events.   

 This questionnaire was used to provide descriptive information on the participants and 

their experiences.  Additionally, this information was used to determine if the firefighter met 

inclusionary criteria and helped to determine which firefighters would be interviewed.  Those 

firefighters who reported at least one distressing work-related crisis within the last year were 

eligible for the interview part of this study.  Conversely, those participants who did not report 

exposure to a work-related crisis within the last year or that it was not distressing and surprising 

were not considered for the interview.  These factors were important for the interview portion of 

this study due to the content of the interview, which asks about personal impact experienced, 

coping strategies, and social support following a work-related crisis.  In total, 132 participants 

completed the Checklist of Work-Related Crises.  Of those who completed this checklist, 52 

people were eligible for the interviews based on their answers.  Of the eligible individuals, 30 
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participants expressed interest in participating in the interview.  The results of this survey will be 

provided in the Findings chapter. 

Firefighter Interview 

 A semi-structured interview created for the purposes of this study was the primary source 

of data collection.  The interview procedures that were employed are based on recommendations 

from Bryman (2012), Bryman (2001), McNamara (2009), Patton (2015), and Seidman (2013).  

Specifically, the interview began with a scripted introduction to the interview process (Appendix 

D), which included a description of the format of the interview, estimated timeframe to complete 

the interview, use of audio recording, confidentiality and data storage, and contact information 

for the researchers.  Additionally, the introduction allowed the opportunity for participants to ask 

questions before beginning the interview.  As previously described in the Procedures section, this 

introduction was created based on McNamara’s (2009) principles for interview preparation.  

 The interview included five open-ended questions (Appendix E) with three of these 

questions having additional probing questions.  There were also five identified follow-up 

questions (Appendix E) that were sometimes asked to obtain more detailed responses.  The 

interview questions inquired about participants’ experiences due to the work-related crisis they 

had experienced, and their use of coping strategies and social support.  Importantly, there were 

no questions inquiring about the details of the work-related crises.  Given that the focus of this 

study was on the aftermath of the event, it was decided not to ask specific questions about the 

event itself beyond having participants identifying a work-related crisis during the online survey 

portion of the study.   

Bryman (2001) suggests that interviews should include introducing questions (e.g., ‘Tell 

me about…’) at the beginning of the interview, then a combination of follow-up questions (e.g., 
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‘Could you elaborate on…’), specifying questions (e.g., ‘What strategies did you utilize’), and 

direct questions (e.g., ‘Do you…’).  Therefore, the open-ended questions and order of the 

questions were designed based on these guidelines.  To further refine these questions, 

consideration was given to Bryman’s (2012) suggestions, such as avoiding leading questions and 

not using technical terms.  Probing questions were also included in the interview, as they were 

“used to deepen the response to a question, increase the richness and depth of responses, and 

give clues to the interviewee about the level of response that is desired” (Patton, 2015, p. 465).  

In addition to the probing questions, five possible follow-up questions were identified and 

sometimes used during the interviews.  Patton (2015) suggested that follow-up questions can be 

useful for additional exploration on the topic.  Since this study aimed to obtain in-depth 

information, probe and follow-up questions were incorporated to obtain more detailed responses 

in the data collected.  A final open-ended question (“What else would be helpful for me to know 

to better understand your experience?”) that is unaffiliated with a research question was 

included.  Patton (2015) indicated that a final question is important, as it affords the interviewee 

an opportunity to disclose additional important information that may have been overlooked in the 

other questions.  It is believed that this combination of open-ended, probing, and follow-up 

questions allowed me to successfully answer the three research questions in this study.   

In order to match the interview questions with their corresponding research question, the 

three research questions are provided below with their corresponding interview questions. 

1. How do firefighters describe the impact they experienced after a work-related crisis?  

Interview Question 1:  Please tell me about how you were impacted by a work-related 

crisis? 

Probing Questions for Interview Question 1: 
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a. What about in your relationships (friends, family)? 

b. Physical functioning (e.g., sleep, eating habits)? 

c. Emotional functioning? 

d. Finances? 

e. Job duties/work performance? 

Interview Question 2:  Could you elaborate on what you found particularly challenging? 

(impact) 

2. How do firefighters describe the coping strategies they utilize to cope with stress 

following a work-related crisis?  

Interview Question 3:  Tell me about what you usually do to handle the stress of a work-

related crisis? (Not the specified work-related crisis on the survey form). 

Probing Questions for Interview Question 3: 

a. What strategies did you utilize? 

b. Are these strategies different from how you typically handle this kind of 
event?  If so, how are they different? 
 

c. How do you typically handle this kind of event?  

d. What have you found to be most helpful in handling the stress of a work-

related crisis? 

e. What have you found least helpful in handling the stress of a work-related 

crisis? 

3. How do firefighters describe their experiences in seeking out social support to cope with 

stress following a work-related crisis?  

Interview Question 4:  Could you tell me about your use of social support following a 

work-related crisis? 
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Probing Questions for Interview Question 4: 

a. What was it like for you to seek out social support? 

b. If you did not seek out support, what got in the way of seeking out 

support? 

c. If you did seek out social support, what was challenging about reaching 

out? Please explain. 

d. What were the differences between receiving social support from fellow 

firefighters compared to non-firefighters? Please explain. 

Final Question Not Associated with a Research Question: What else would be helpful for me 

to know to better understand your experience? 

Data Analysis 

 This section will outline the procedures for data analysis of the descriptive data obtained 

from the Demographics Questionnaire and Checklist of Work-Related Crises.  Additionally, it 

provides an overview of the qualitative analyses used to analyze interview data.   

Descriptive Analyses 

 To analyze and obtain descriptive information from the Demographics Questionnaire 

(Appendix B) and Checklist of Work-Related Crises (Appendix C), participant responses were 

analyzed using descriptive statistics (frequency counts, range, and mean).  These statistics were 

obtained using the SPSS statistical software (IBM Corp., 2012).  This information was used to 

provide descriptive information (e.g., age, gender, types of work-related crisis experienced) on 

the participants of this study.  
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Qualitative Analyses  

Qualitative analyses for the interview data were conducted with the assistance of 

NVIVO10© (QSR International Pty Ltd., 2012) software, a program that organizes and assists 

with the analysis of qualitative data.  It is important to note that the goal of phenomenological 

data analysis is to reduce the collected data into a meaningful interpretation of the essence of 

phenomena (Creswell, 2007).  Creswell (2007) asserted that this should be a flexible process, as 

the emerging data guides the process.  Therefore, the process described in this section was not a 

rigid procedure and allowed for some flexibility in the coding process.   

The coding process and data analyses began after all interviews had been completed.  

While some researchers (e.g., Lincoln & Guba, 1985; Maxwell, 1996) suggested analyses occur 

concurrently with data collection to allow for the opportunity to compose new questions, 

Seidman (2013) suggested waiting to analyze the data until after all interviews have been 

completed.  Seidman (2013) asserted this was “to avoid imposing meaning from one 

participant’s interview onto the next” (p. 116).  Since I did not want to inadvertently impose 

meaning onto any of the participants, analyses occurred after all interviews had been completed.  

Prior to beginning qualitative analyses, I engaged in epoche (also known as bracketing) in 

order to “set aside…prejudgments, biases, and preconceived ideas about things” (Moustakas, 

1994, p. 85).  The ultimate goal was to become more objective in an effort to prevent these 

preconceived notions from interfering with how the researcher interprets the meaning of the data 

(Moustakas, 1994).  This process involved listening to the interviews multiple times with the 

goal of embracing the participants’ perspectives while also reducing the researcher’s 

preconceived notions on the topic (Hycner, 1999).  Therefore, I engaged in epoche before 

transcribing the interviews and analyzing the data. 
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Once epoche had been completed, I transcribed the interviews into electronic Word 

documents.  Each interview was saved into a separate Word document and titled with the name 

of the project and participant’s ID number.  The Word documents were password-protected and 

encrypted.  Transcriptions included both verbal and non-verbal (e.g., silences) content of the 

interview, as multiple researchers (e.g., Hycner, 1985; Seidman, 2013) had suggested that 

transcribing verbal and non-verbal parts of an interview can be valuable during the analysis 

phase.  Non-verbal parts of the interview were noted in brackets within the transcription, so I 

could identify non-verbal elements when analyzing the data.  Additionally, inaudible portions of 

the interview were bracketed and included the time stamp for when the interview was inaudible.  

To ensure accuracy of the transcriptions, I checked the transcriptions by listening to the 

interview while reviewing the transcript.  After it has been determined that the transcript was 

accurate, it was uploaded to the NVIVO10© (QSR International Pty Ltd., 2012) software.  

Additionally, hard copies of the transcripts were printed to allow the opportunity for notes and 

highlighting to be made on the transcripts during early phases of data analysis.  

Throughout the coding process analytic memos were maintained.  As Saldaña (2013) 

stated, “The purposes of analytic memo writing are to document and reflect on: your coding 

processes and code choices; how the process of inquiry is taking shape; and the emergent 

patterns, categories and subcategories, themes, and concepts in your data” (p. 41).  It has been 

suggested that when something related to the study comes to my mind that it is documented into 

a memo as a means of reflection (Saldaña, 2013).  These memos can vary from unanswered 

questions and frustrations with the coding process to new connections and directions for future 

research (Saldaña, 2013).  Therefore, I wrote analytic memos in an electronic document 

throughout the coding and data analysis process.   
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During the first phase of data analysis, I reread the transcripts to identify and highlight 

statements related to the research questions (Creswell, 2007).  Additionally, notes were made on 

the transcripts to help organize the content into specific areas (Creswell, 2007).  At this stage of 

identifying statements, the process of horizonalizing occured, where statements are treated 

equally in an effort to discover the essence of the phenomena (Moustakas, 1994).  It is also 

common for phenomenological researchers to begin with a detailed analysis before moving to 

broader categories (Bazeley & Jackson, 2013).  In other words, this involves “doing line-by-line 

coding, reading between the lines, identifying concepts and thinking about all of each concept’s 

possible meanings as a way of ‘breaking open’ the text, recording what is learned in both codes 

and memos” (Bazeley & Jackson, 2013, p. 72).  During this process, the researcher tries to utilize 

the participants’ words as much as possible even though the information is crystallized and 

becomes condensed into units of meaning (Hycner, 1985).  Therefore, I took a detailed approach 

in the early phases of coding to obtain units of meaning before extrapolating broader categories.  

Once the initial phases and statements had been identified, I began utilizing the 

NVIVO10© (QSR International Pty Ltd., 2012) software for the qualitative analyses.  I used the 

search features to find specific statements and words related to the phenomena being explored in 

the study.  These searches helped to confirm the codes identified in the initial phase of coding.  

The identified codes were organized into nodes on the NVIVO10© software, which help 

organize these phrases and statements into themes (Creswell, 2007).   Nodes are used to store the 

qualitative codes with a single node being created for each concept or topic (Bazeley & Jackson, 

2013).  If a phrase or word captures the meaning of two or more concepts, a node will be created 

for each concept (Bazeley & Jackson, 2013).  Nodes are also “concepts [that] potentially branch 

out into a network of subconcepts or dimensions” (Bazeley & Jackson, 2013).  Therefore, 
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hierarchical nodes were used in this study.  For example, ‘barriers for support’ emerged as a 

node with ‘admitting you need help,’ ‘pride,’ and ‘scared’ being sub-nodes added underneath the 

primary node.  These nodes were organized under the ‘social support’ node to answer the third 

research question related to social support.  Similarly, ‘impact’ was a primary node with 

‘cognitive impact,’ ‘emotional impact,’ ‘financial impact,’ ‘physical impact,’ and ‘relational 

impact’ as sub-nodes.  Underneath each of these nodes were additional sub-nodes.  Ultimately, 

frequency counts of each node and sub-node were obtained, in addition to the number of 

participants who mentioned content related to each node.  In total, 768 unique nodes and sub-

nodes were made.  After these initial nodes were created, data validation processes were 

employed in order to improve the credibility of the analyzed data.  These procedures are 

discussed in further detail in the Data Validation section of this chapter.  

Once the data was validated, I grouped together nodes based on similarity into cluster 

themes (Creswell, 2007).  Creswell (2007) reported that qualitative researchers commonly 

identify five to seven cluster themes.  By reducing the data into five to seven cluster themes, it is 

often more manageable in writing a final narrative (Creswell, 2007).  Therefore, I aimed for five 

to seven cluster themes; however, in remembering Creswell’s (2007) recommendation of being 

flexible within the coding process, there is not a required number of cluster themes.  A total of 11 

cluster themes were identified.  After all of the cluster themes were identified and named, the 

major themes will be outlined in a descriptive summary, which is also included in the Findings 

chapter.  This summary includes both what was experienced by the participants (i.e., textural 

description) and how it was experienced (i.e., structural description; Creswell, 2007).  Moustakas 

(1994) states it is a “unified statement of the essences of the experience of a phenomenon as a 
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whole” (p. 100).  This summary, along with the cluster themes, are presented in the Findings 

chapter to answer the three research questions of this study.  

Summary of analytic memos.  Throughout the data collection and analysis processes, 

analytic memos were written to assist with identifying themes and deepening the interpretation 

of the results.  These memos ranged from a couple of sentences to a detailed outline.  I began 

writing memos during the data collection phase, which tended to be about themes I was noticing 

and content that I was surprised by.  For example, following an interview, I wrote, “It seems that 

some firefighters believe that people outside of the firefighting/medical field don’t really 

understand what they go through.  Therefore, it is harder to reach out for support.”  Following 

the completion of data collection, I outlined multiple emerging themes, such as the cumulative 

impact of calls, utilization of mental health services, and barriers of social support.  I continued 

to write analytic memos during the transcription phase and data analysis phase.  The memos 

became more detailed, and I started to apply relevant theories to the themes I was noticing.  For 

instance, when outlining the theme of perceived burdensomeness as a barrier for receiving social 

support, I considered how it was related to Joiner’s (2005) Interpersonal Theory of Suicide, 

which discusses how perceived burdensomeness can increase one’s risk for attempting suicide.  

As such, the memos evolved over time and as the themes developed, I was able to apply related 

research to my findings.   

 Data validation.  In qualitative research, it is important to engage in processes (e.g., 

respondent validation) that enhance the credibility of the data analyses.   

The establishment of the credibility of findings entails both ensuring that research is 

carried out according to the canons of good practice and submitting research findings to 
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the members of the social world who were studied for confirmation that the investigator 

has correctly understood the social world. (Bryman, 2012, pp. 390)   

In an effort to increase the validation and credibility of the qualitative analyses, respondent 

validation was employed.  Respondent validation involves the participant reviewing the analyses 

related to their case to ensure there were no misinterpretations (Bryman, 2013).  Therefore, after 

the initial nodes were constructed, I presented a list of nodes to the participants to review.  Each 

participant only received a list of nodes that corresponded with their interview (i.e., participants 

did not review nodes of other participants).  If the participant indicated that there was a 

misinterpretation or need for further clarification, I would have corrected the nodes based on the 

participant’s response during respondent validation; however, the 10 participants confirmed that 

the nodes were accurate and that no changes were needed.  As such, no changes were made to 

the nodes.   
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CHAPTER 4 

FINDINGS 

 
 This chapter will discuss the findings of this study.  The chapter begins with a summary of 

demographic findings, which is divided into demographic characteristics of the participants who 

completed the survey and more detailed demographic information for the 10 interviewed 

participants.   Results from the survey portion of the study are then reported, including the types 

of calls and the calls that were most distressing for participants.  This chapter then presents the 

findings from the interviews, including summaries of content for each participant and cluster 

themes.   

Summary of Demographics Findings 

For the initial phase of data collection, 132 firefighters completed the entire online 

survey.  Although the survey was accessed 207 times, 48 participants did not qualify due to 

either being a volunteer or retired firefighter.  Two participants discontinued the survey prior to 

indicating their status as a career, volunteer, or retired firefighter.  There were seven additional 

firefighters who discontinued prematurely after indicating their status, but did not answer any 

other questions.  Additionally, 18 participants had partially completed the survey by answering at 

least some of the questions.  As such, data from the partial surveys were included in the 

descriptive analyses for a total sample size of 150 career firefighter participants.  

In Table 1 Participant Demographic Characteristics, each participant’s age, gender, 

geographic location, race and ethnicity, and marital status is provided.  The mean age of the 

participants was 39.6 years and ranged from 19 to 67 years.  Most of the participants were male 

(146 participants, 97.3%).  In terms of race, 146 (96.0%) were White/Caucasian, four (2.7%) 

identified as Hispanic/Latino, and 2 (1.3%) were American Indian/Alaskan.  There were no 
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participants who identified as Black/African America, Asian, Hawaiian Native/Pacific Islander, 

Multiracial, or Other.  The Midwest (101 participants, 67.3%) was the geographic region most 

represented, followed by the South (32 participants, 21.3%), Northeast (10 participants, 6.7%), 

and the West (seven participants, 4.7%).  Participants who were married composed almost three 

quarters of the sample (111 participants, 74.0%).  In contrast, 27 participants (18.0%) were 

single, nine (6.0%) were divorced, two (1.3%) were widowed, and one (0.6%) was separated.  In 

regards to living status, 109 (73.2%) of participants reported living with their romantic partners, 

while 14 (9.4%) indicated not living with their partners and 26 (17.4%) endorsed not applicable.   

In Table 2 Descriptive Demographic Information for Current Sample and National 

Sample and Comparison of Proportions for the Two Groups, the demographic information for 

the current sample and national statistics from The National Fire Protection Association (2016) 

and Bureau of Labor Statistics (2016) are provided.  This information is provided to assist the 

consumers of this study in comparing the current sample with the firefighter population in the 

United States. There were no national statistics for individuals identified as American 

Indian/Alaskan, Hawaiian Native/Pacific Islander, Multiracial, or Other.  Similarly, no 

information on geographic region and marital status was obtained.  When comparing the current 

sample with the national sample, there were no clinically significant differences in terms of 

gender.  For age, there were statistically significant differences between the age groups of 30 to 

39 years (p = 0.0373) and 40 to 49 years (p = 0.0089) with the current sample having a 

significantly larger percentage of individuals in those age groups.  In regards to race and 

ethnicity, the current sample had a significantly larger percentage of White/Caucasian 

individuals (p < 0.0001).  In contrast, the current sample had significantly smaller percentages of 
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Black/African American (p = 0.0002) and Hispanic/Latino individuals (p = 0.0207).  There were 

no statistically significant differences for Asian individuals (p = 0.1995).   

The descriptive information about participants’ years of experience and job titles are 

reported in Table 3 Fire Service Demographic Information for All Participants.  Additionally, 

this table includes information about career, volunteer, and retired status.  There was a sample 

size of 205 participants for the type of firefighter variable as 205 out of the 207 people who 

accessed the survey answered this question.  Participants who self-identified being volunteer or 

retired firefighters were directed to the end of the survey without being able to answer questions 

in the remainder of the survey.  This occurred for 48 participants.  Additionally, seven 

participants dropped out of the survey prior to the other questions.  Four additional participants 

did not answer questions related to their title and years of experience.  As such, there is a 

difference in the sample sizes between the variables in Table 3.  In total, there were 157 career 

firefighters, 31 volunteer firefighters, and 17 retired firefighters.  The participants’ positions 

ranged from probationary firefighter to fire chief.  Firefighter/paramedic (42.5%) and firefighter 

(20.5%) were the two most common positions.  The ranks of the firefighters can vary, as ranks 

and corresponding duties are determined by the department; therefore, specific job duties within 

ranks may have some variation depending on each participant’s fire department.  In terms of 

years of experience, survey participants ranged from 6 months to 49 years with a mean of 17.6 

years (SD=9.79).   

Additional fire service demographic information indicates that the average number of 

calls per shift for the participants ranged from one to 25 calls.  The mean number of calls was 

7.43 (SD=6.695).  In terms of hours worked during a shift, the mode was 24, as 113 participants 
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reported usually working a 24-hour shift.  The shifts ranged from 6 hours to 56 hours with a 

mean shift of 23.86 hours (SD=8.39). 

Out of the 132 participants who completed the entire survey, 80 (60.6%) participants did 

not qualify for an interview due to their distress and/or surprise scores.  In order to qualify for an 

interview, participants needed to endorse at least a moderate level of distress and moderate level 

of surprise following a work-related crisis over the past year.  Out of the 80 participants who did 

not qualify, three (3.8%) did not qualify due to their distress score, 51 (63.8%) did not qualify 

due to their surprise score, and 26 (32.5%) did not qualify due to both their distress and surprise 

scores.  A total of 52 (39.4%) participants qualified for the interview portion of the study; 

however, only 30 participants indicated interest in participating in the interview portion.  When 

comparing qualified and non-qualified participants, those who qualified had a Mean distress 

score of 3.92 (SD=.778) and a Mean surprise score of 4.12 (SD=.799).  In contrast, those who 

did not qualify for an interview had a Mean distress score of 2.84 (SD=1.054) and Mean surprise 

score of 1.47 (SD=.634).  Interestingly, those who did not qualify for an interview had higher 

distress scores than surprise scores.  Further comparison of those who qualified and those who 

did qualify indicates that those who did not qualify had more years of experience (Mean=19.15 

years, SD=9.247) than those who did qualify (Mean=15.18 years, SD=10.147) for an interview. 

Prior to contacting participants for an interview, I examined their responses and identified 

those participants whom I was interested in interviewing based on the types of calls and their 

demographic information to ensure some diversity in geographic location, age, and job title.  A 

total of 19 participants were contacted to schedule an interview, but eight did not respond to the 

invitation and one participant was interviewed for the pilot study.  A total of 10 American 

firefighters were interviewed for the main portion of this research study.  Those interviewed 
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reported at least one work-related call that they found at least moderately distressing and 

moderately surprising.  In Table 4 Demographic Information for Interviewed Participants, each 

interviewed participant’s age, gender, geographic location, race and ethnicity, and marital status 

is provided.   

 In Table 5 Fire Service Demographic Information for Interviewed Participants, specific 

information about each participant’s job title(s), years in the fire service, average number of calls 

per shift, and average hours worked per shift is provided.   In regards to job title, three 

interviewed participants identified as Firefighters (30.0%), three are Firefighters/Paramedics 

(30.0%), two are Lieutenants (20.0%), one (10.0%) as a Fire Service Counseling Unit Team 

Leader, and one as a Captain (10.0%).  Years of experience in the fire service ranged for four to 

49 years with a mean of 18.3 years (SD=13.712).  Average number of calls ranged from one to 

14 calls.  Lastly, the average hours worked during a shift ranged from eight to 24 hours with a 

mode of 24 hours, as seven participants (70.0%) reported working 24-hour shifts.  

Survey Findings 

In Table 6 Frequency of Work-Related Events Experienced, the descriptive findings from 

the Checklist of Work-Related Crises is provided.  On this checklist, participants endorsed 

events they experienced within the past year.  Participants could endorse more than one event; 

therefore, the percentages listed do not equal 100%.  Rather, the percentages listed demonstrates 

what percentage of participants endorsed that item.  For example, 72.0% of all participants who 

completed the survey indicated they had experienced a structural fire with no fatalities within the 

last year.  In addition to the 28 predetermined events listed on the checklist, participants were 

able to report additional incidences.  As such, participants indicated 25 different events that were 

not listed on the checklist.  These are listed under the “Other” category.   
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In examining the results, the five most endorsed events were: medical emergency with no 

fatalities (84.0%), medical emergency with fatalities (82.7%), motor vehicle accident with no 

fatalities (82.0%), structural fire with no fatalities (72.0%), and suicide (70.7%).  Not counting 

the items listed in the “Other” category, the five least endorsed events were: terrorist attack 

(0.7%), wild fire with fatalities (2.0%), witnessing the death of a firefighter colleague (3.3%), 

natural disaster with fatalities (4.7%), and civil unrest/riot (9.3%).  Some of the items written in 

as “Other” would likely fall under one of the existing categories (e.g. “Dead on Arrival” would 

probably fit in the category “Medical Emergency with Fatality”).  However, the items were left 

as they were categorized by the participants.  

On the survey, participants were asked to specify the most distressing event they 

experienced over the past year.  A total of 132 participants provided responses.  Participants only 

endorsed one event as the most distressing.  In Table 7 Frequency of Most Distressing Events, 

the frequency counts for each item is provided (arranged from most frequently endorsed to those 

not endorsed).  The results indicate that a call involving the death of a child (22.7%) was the 

most distressing event they had experienced in the past year.  Next, they indicated a motor 

vehicle accident with fatalities (12.9%), structural fire with fatalities (10.6%), and suicide (7.6%) 

as most distressing.   

There were nine participants who reported not experiencing an event they perceived as 

distressing within the last year, despite each of these participants reporting experiencing multiple 

events.  In examining their endorsements of levels of distress, seven out of nine reported no 

feelings of distress.  Additionally, one of these participants reported being slightly distressed, 

while another did not provide an answer.  In terms of level of surprise, eight out of the nine 

participants reported no feelings of surprise with one participant not answering this question.  
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Each of the nine participants identified Firefighter/Paramedic as their job titles.  Their years of 

experience in the fire service ranged from nine years to 23 years; therefore, these participants are 

experienced firefighters.  The number of calls they respond to while on shift ranged from seven 

to 16 calls with their shifts ranging from 10 to 24 hours.   

 In addition to reporting on the type of event that was most distressing, participants who 

endorsed a distressing event were asked about how long ago that event occurred.  Although they 

were prompted to report on events occurring within the last year, 13 out of 122 participants 

reported on events occurring more than a year ago.  As such, the range for when participants’ 

most distressing event occurred was from 10 minutes prior to completing the survey to 11 years 

ago.  The mean was 10.93 months (SD=18.99).  When excluding the 13 participants who 

reported distressing events over a year ago, the mean was 6.32 months (SD=3.89).   

 In Table 8 Level of Distress and Surprise for Most Distressing Events, the frequency 

counts and percentages for the responses of the distress and surprise questions are provided.  

Moreover, the mean distress level and surprise level are reported along with the corresponding 

standard deviations.  Specifically, the mean distress level for all participants was 3.25 

(SD=1.091), indicating that the mean was between the Moderately Distressing and Very 

Distressing categories.  In regards to the surprise level, the mean was 2.48 (SD=1.469) and was 

between the Slightly Surprising and Moderately Surprising categories.  The mean distress level 

was higher than the mean surprise level for the total sample.   

 In Table 9 Frequency of Distressing Event and Comparison of Distress and Surprise 

Levels, the frequency for how often the most distressing events endorsed by participants occurs 

is reported.  Additionally, the means and standard deviations for each category of frequency are 

provided.  In looking at the means, both distress and surprise level means appeared to be higher 
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for more infrequent occurrences of the event.  Those participants who indicated that this was 

their first experience with event had the highest distress and surprise levels than any of the other 

categories.  Although there appears to be a relationship between frequency of event and distress 

and surprise levels, statistical significance cannot be obtained due to the number of participants; 

therefore, this information can only be descriptive at this time.  However, it is possible that a 

statistically significant relationship could occur between these two variables and further research 

could explore this possibility.   

Summary of Interview Findings 

This section outlines information regarding the distressing calls for each participant.  

Then, participant summaries are provided, which align with each of the three research questions.  

Following the participant summaries, the cluster themes that were developed based off of data 

from the interviews are reported.    

Distressing Call Information for Interviewed Participants 

In Table 10 Distressing Call Information for Interviewed Participants, the description of 

the call, distress level, surprise level, and the length of time since the call from the time of the 

interview are provided.  A total of 10 different work-related crises were reported.  Each 

participant reported a different work-related crisis.  Selecting participants with different events 

was intentional in order to obtain diversity in the types of calls experienced.   When examining 

the interviewed participants’ levels of distress, they had a mean distress level of 4.2 (SD=0.79), 

which was between the Very Distressing and Extremely Distressing levels.  In terms of surprise, 

they had a mean surprise level of 4.5 (SD=0.85), which was between the Very Surprising and 

Extremely Surprising level.   The length of time since the event ranged from 1 week to 12 
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months.  None of the participants exceeded 12 months, as inclusionary criteria indicated that 

interviewed participants had to experience the event in the last 12 months.   

The following are summaries of participant themes.  The participant themes were 

developed based on the nodes that correspond with the individual participants, which were 

confirmed by each participant.  Each participant summary includes themes related to impact, 

coping strategies, and social support, which corresponds with the three research questions for 

this study.  

Participant Summaries 

Participant A.  Participant A is a 20-year-old Hispanic male who is a 

Firefighter/Paramedic in the Northeast region.  He has been in the fire service for four years and 

was a cadet prior to becoming an active career firefighter.  He responds to an average of 10 calls 

per 24-hour shift.  He is currently single and not dating.  Participant A reported experiencing 

emotional, cognitive, and relational impact, as a result of responding to a call involving the death 

of a child approximately three months prior to being interviewed.  He expressed feelings of grief, 

sadness, guilt, fluctuations in mood, and mental fatigue.  Additionally, he reflected on the event 

and the impact to the victim.  He stated, “I get very sad and look at it from the perspective of 

victims.”  Participant A noted second guessing his actions during the event.  He indicated 

processing the event quickly, but recognizes that completely healing from the event takes time.  

He expressed worry about eventually developing severe psychopathology as a result of his 

duties.  Specifically, he stated, “We’ve all heard about PTSD and the mental issues that people 

suffer from.  My biggest fear when I’m in the middle of it is, is this happening to me now?  Is 

this going to be the final straw where I’m not going to be able to do this anymore?”  In terms of 

relational impact, he reported being more distant from others, especially with his mother.  As a 
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result, he felt his relationship with his mother was negatively impacted.  Participant A reported 

no negative impact to his physical functioning, work performance, or finances.  He also indicated 

experiencing positive consequences of the event, including being more prepared for the next 

event.  He noted believing that the next comparable call will be less stressful and less 

overwhelming.  

Participant A discussed utilizing a range of emotion-focused coping strategies, including 

listening to music, relaxation activities, humor, and maintaining a routine.  He also indicated 

taking some time off from work immediately following the event, but noted returning to work 

quickly.  To help reduce and prevent negative feelings, such as feelings of anger, Participant A 

tried to accept the circumstances of the event.   He stated, “You know when a child dies or 

something, there is nothing you can do about it.  It’s all said and done.  You can’t go back and 

change it.  So, why should we get angry about it?”  Participant A did not report any problem-

focused coping strategies.  When asked about what he finds most helpful in coping with the 

event, he indicated utilizing his social support network, stating that “being around those who 

understand” is helpful.   

When describing social support, Participant A reported using multiple forms of support.  

Specifically, he indicated receiving support from fellow firefighters, close friends, and family 

members.  Immediately following the event, Participant A talked to his father, who had also been 

a firefighter.  He found this type of support helpful, as his father was willing to listen and process 

the event with him.  In addition to his father, he utilizes emotional support from two to three 

close friends, mentors within the fire service, and others who were also on the call.  He reported 

a distinct difference in receiving support from fellow firefighters compared to non-firefighters, 

indicating that firefighters have greater understanding of his experiences than non-firefighters.  
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Participant A stated, “Fellow firefighters have been through similar incidents or may have been 

on worse incidents… I’m not saying it can’t be helpful to talk to someone who isn’t a firefighter, 

because I have used [non-firefighters] … The average person who has had no exposure to the fire 

service at all wouldn’t understand.”  When asked about professional services, Participant A 

indicated he had attended a critical incident stress debriefing; however, he found it unhelpful.  

He stated, “I didn’t feel it was that helpful.  I think the best thing for me is to align with the 

people I was with that day and just let things go.  Bond and come together and sort everything 

out.”   Participant A did not report utilizing counseling services. 

Participant B.  Participant B is a 30-year-old, Caucasian male who is a Firefighter in the 

Midwest region.  He has been in the fire service for 10 years and responds to an average of 10 

calls per 24-hour shift.  He is married.  Participant B indicated being impacted by responding to 

multiple homicide calls in a short period of time, which occurred approximately nine months 

prior to his interview.  He stated, “And they kind of kept happening, the murders.  It was just like 

really?  Another one?  Like, come on.  It was just everything going on with it.  It was just kind of 

a crappy draw for me.  I kept getting a majority of the victims.”  He explained experiencing 

emotional and physical impact, but reported no impact to his relationships, work performance, or 

finances.  In terms of emotional impact, he experienced changes in his mood, being less carefree 

and jovial, making fewer jokes with others, being more quiet, occasional sadness, and frustration.  

He noted that his frustration was directed towards the perpetrators committing the homicides, 

stating that he “was frustrated with the people that kept killing everybody.”  Participant B 

reported that the memory of these events persisted, which contributed to his physical 

impairment.  Specifically, he had sleep difficulties, due to his thoughts about the events.  He 

frequently woke up throughout the night and had problems falling back asleep.  Participant B did 
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not report any other physical impact.  Participant B expressed worry about potentially becoming 

burned out, as he previously experienced burn out earlier in his career.  He stated, “I went 

through a burnout phase when I was working on the ambulance.  I don’t really want to go 

through that again, so I know, kind of, what leads to that.”  As such, he engages in various 

coping skills to reduce the probability of becoming burned out. 

Participant B expressed using emotion-focused coping strategies.  These included: 

listening to music, engaging in humor, “staying lighthearted,” and spending time with his 

children.  He noted recognition of the need to cope with the events.  Moreover, he stated, “I just 

stayed the course and kind of tried to deal with it.  Like, this is my job and I’ve got to deal with 

it.  Right now, I’m just kind of in a bad patch of getting a string of, you know… [murders].  I just 

have to figure out how to stay sane and deal with it.  Or, it’s going to break me.”  Participant B 

did not report any problem-focused coping strategies, but indicated using social support.  

When describing his use of social support, Participant B reported mainly using social 

support from his wife and fellow firefighters.  Although he utilizes support, he needs to process 

the event on his own before he can talk to others.  Additionally, he will not use support if he feels 

he does not need it.  He expressed that the level of disclosure varies between people in his 

support network, and he is more likely to talk to people who are firefighters or in the medical 

field.  He noted that his wife is an Emergency Room (ER) nurse, thus he believes she can better 

understand his experiences.  Participant B believes that non-firefighters or medical professionals 

are unable to understand the different circumstances a firefighter experiences.  For example, he 

believes they do not understand how difficult the firefighter profession can be.  He stated, “There 

is just not the understanding of how hard it can be… You don’t understand what it’s like to see 

someone take their last breath nearly every day.  And you don’t know the certain nuances that go 
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along with the job.”   In further discussing the difficulties of using social support, he indicated 

worry that others will not understand.  Specifically, he stated “Just if they will understand where 

I’m coming from.  What my thought process was on everything.”  Even so, he usually able to 

utilize social support and openly talk to those he trusts.  

Participant C.  Participant C is a 66-year-old, Caucasian male who is a Fire Service 

Counseling Unit Team Leader in the South region.  He has been in the fire service for 49 years 

and responds to an average of six calls per shift.  His shifts vary in length.  Participant C is 

married.  Approximately nine months prior to this interview, Participant C responded to a mass 

shooting at a local church in the role of a firefighter.  He described the event as shocking and 

indicated that it was a new experience for him.  He stated being unprepared emotionally for this 

event.  His sense of safety was violated, and during the response to the call, the threat of the 

shooter persisted.  As a result of this event, he experienced emotional and physical impact, but 

reported no impact to his relationships, work performance, or financial functioning.  In terms of 

emotional impact, he reported several symptoms consistent with a trauma disorder, including 

distressing dreams, hypervigilance, feeling on edge, and experiencing memories from the event.  

Additionally, he had a range of feelings, such as disbelief, confusion, stress, and being 

overwhelmed.  Although he had been a firefighter for over 40 years, he experienced questioning 

of his decision to become a firefighter, stating “I would say that I had a period of time, [a] short 

period of time, when I wondered if all we were doing was nothing.  If it was worth it to do and 

work and to dedicate what we were doing and working and dedicating when these types of bad 

results turn out.”  In terms of physical impact, he reported sleep difficulties, which included 

difficulties falling asleep and distressing dreams.  He stated, “I would have dreams.  I would hear 

these people.  I would close my eyes and I would hear the family members wailing and crying 
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and some of them praying.  It’s just pretty overwhelming.”  Participant C reported no any other 

physical impact.  He reported that the negative impact has decreased over time.  He briefly noted 

that positive impact from this event, which included recommitment to the profession and learned 

lessons from the event that he believes will help save lives in the future. 

When describing his coping strategies, Participant C reported using multiple emotion-

focused coping strategies, including comfort from his pets, listening to music, going for a car 

ride in the country, and going outside.  He also engages in physical activities that are not 

exercise, such as mechanical work and fishing.  Additionally, Participant C manages his 

workload when he is distressed, significantly fatigued, or overwhelmed by taking a break or 

rearranging his job duties.  In terms of problem-focused coping, Participant C engages in 

preparing for the next event.  He stated, “We are going to step up to the plate… We have 

dedicated ourselves to be better prepared for the next time it happens.”  In addition to these 

strategies, Participant C utilizes his social support network. 

Participant C reported receiving support from his family, fellow firefighters, and the 

community.  He also utilized counseling services, which he stated were helpful.  Participant C 

largely received emotional support from fellow firefighters, which included talking to each other 

and venting emotional stress.   Additionally, He reported receiving social companionship from 

his children, especially from his grandson, stating “I have one little guy who is two years old…  

And he is my go to guy…  He does more for me than a master clinician could do…  When I’m 

really struggling, I call his mom up on the phone and she lets me make plans to see them and he 

takes care of me.”   When discussing barriers to social support, he stated “The only challenging 

part is the fact that I’m the oldest guy on the team.  I’m one of the ones who started the team.  

I’m supposed to be the go to guy…  Sometimes I am reluctant to reach out because I’m supposed 
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to be the one who has all the answers.”   In the past, he was discouraged from talking about his 

concerns, as people would likely question if he was capable of doing the job if he were impacted; 

however, his use of social support has increased over time.  

Throughout the interview, Participant C expressed a passion for helping other firefighters 

through a professional support team, which includes peer counselors and professional clinicians.  

He described a need for firefighters to receive preventative training prior to an event on self-care, 

stress management, active listening, identifying signs that other firefighters may be in distress, 

and how to provide support.  Additionally, the support team responds to fire departments 

following an event, but he indicated that the response was different than critical incident stress 

debriefings that focus on processing the events, which he believes are unhelpful.  The immediate 

responses made by his team usually focuses on managing the challenging emotions and 

decompressing from the event, rather than processing the event.  For example, he stated, 

We had a mobile home fire that two small children had died in the fire…  The guys were 

really upset…  We talked about anything and everything.  Everything but the fire.  And 

so, we were just trying to give them a chance to decompress and settle down a little bit…  

We said ‘Is there any possibility you could get your children up to the firehouse?’…  

They wanted to hug their own children.  Understand that their own children were okay.  

And when they got to that point, then you could see the stress level just raising off of 

them. 

Participant C indicated that it is more helpful to a firefighter immediately following an event to 

manage the negative emotions rather than process the event. 

Participant D.  Participant D is a 41-year-old, Caucasian male who is a Firefighter in the 

Midwest region.  He has been in the fire service for 17 years and responds to an average of six 
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calls per 24-hour shift.  He is single and dating.  Approximately two months prior to his 

interview, Participant D had a colleague and friend die in the line of duty.  He reported that 

knowing the person who died and being close to his age created distress for Participant D.  

Specifically, he experienced a range of emotions, including depression, anger, confusion, 

disbelief, and stress.  He expressed that the event reminded him of his own mortality.  Participant 

D stated, “It really wakes you up to [death], you are not far from that line.  And, it really shook 

the foundation.  Not that I’m going to live forever.  I know that.  But, it made death a whole lot 

closer.”  He further explained that it caused him to rethink decisions in his life, stating “It makes 

you rethink your life… You question all the forks in the road and what you chose… Where 

would I be if I had done this?  Would I be happy in my life?  Because life is short.”  Participant 

D indicated continuous thoughts of the victim, such as frequently thinking about the experiences 

his friend would be unable to experience.  While encountering this event, Participant D also had 

concerns about losing his job due to departmental concerns, which exacerbated his feelings of 

distress.  As such, he experienced stomach difficulties, stress eating, and weight fluctuations.  He 

also struggled to maintain motivation and morale while at work, but was still able to perform 

adequately.  He reported no financial impact. 

 To cope with the event, Participant D utilized a range of emotion-focused strategies to 

reduce distressing feelings, including relaxation, playing video games, smoking cigarettes, 

exercising, drinking alcohol, and driving his vehicle.  He also engaged spiritually by praying.  

When experiencing moments that elicit distressing thoughts, such as during his friend’s funeral, 

he tries to think about images (e.g., beach, being on a cruise) that makes him happy.  

Additionally, he reported trying to avoid thoughts related to the event and work.  To help prevent 

feelings of guilt, Participant D reported accepting what he is unable to control; however, this was 
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a strategy that he did not have earlier in his career and it has developed over time.  He stated that 

“If I could have learned that [earlier], my stress would probably be better.”  He has also learned 

how to accept that he did everything possible to help someone on a call, stating, “Because you 

have to be able to go, I did everything I could for that person.  It’s not on me that they didn’t 

make it.”  Although Participant D reported various emotion-focused strategies, he reported no 

problem-focused strategies, but indicated using social support. 

 When describing his use of social support, Participant D expressed receiving emotional 

support from fellow firefighters, family, and a mental health counselor.  He explained receiving 

both emotional support and social companionship from fellow firefighters.  He noted that the 

firefighters in his department have been making a greater effort at spending time together outside 

of the firehouse, in order to further increase their support for each other.  Participant D expressed 

a difference between receiving support from fellow firefighters and non-firefighters, stating 

“You have to explain more to a non-firefighter.  You have to get them understanding the 

language.  And try to get them to understand the culture we have.”  As a result, Participant D 

believes that reaching out to most non-firefighters is unhelpful; however, if someone has 

knowledge of the field and issues, he thinks that it can be helpful.  As such, he is able to receive 

emotional support from some close family members who have foundational knowledge of the 

field.  In terms of professional support, Participant D expressed it was helpful to receive 

counseling services and that he did not realize how helpful it would be until he went.  He began 

services after being encouraged by fellow firefighters.  He noted a ripple effect occurring within 

his department, as additional firefighters would attend counseling once others spoke about 

attending counseling.  Participant D reported encountering various barriers to utilizing support, 

including admitting he needs help, feeling like something is wrong with him, and believing he 
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does not need support.  He stated, “Because you are like, no, I’ve got this.  No, I don’t need help.  

I just got to get my head on straight.  The hardest thing is admitting you cannot get your head 

back on straights.”  Participant expressed that by overcoming these barriers, he was able to get 

the help he needed. 

Participant E.  Participant E is a 47-year-old, Caucasian male who is a Captain in the 

Midwest region.  He has been in the fire service for 29 years and responds to one to eight calls 

per 24-hour shift.  He is married.  Participant E reported having 19 rounds of bullets shot at him 

while responding to a structure fire approximately three months prior to his interview.  During 

the event, Participant E struggled to protect himself and had to seek shelter inside the burning 

building.  Although he has experienced similar events in the past, stating that his department has 

fire trucks with bullet holes in them, he found that this event violated his sense of safety.  As a 

result, he was emotionally, cognitively, and physically impacted.  He expressed feelings of anger 

and sadness, as well as less joy in pleasurable activities.  He stated, “I don’t find a lot of joy in 

doing the things that make me happy.”  As a result, he has experienced more distance from his 

family.  Regarding cognitive impact, Participant E’s thoughts about the event emerge when he is 

not busy, and he experiences flashbacks with certain smells and sounds being triggers.  In terms 

of physical functioning, he reported believing that the stress during the call caused him to 

experience a stress-induced heart attack; however, he has continued to work, despite this 

concern.  Moreover, he has a history of sleep and overeating concerns; however, these have been 

occurring since before the event and have persisted after the event.  Although the event was 

distressing for Participant E, he stated no direct impact to his work performance or his finances.   

When discussing coping strategies, Participant E exclusively uses emotion-focused 

coping skills.  Specifically, he goes out to eat, walks, and engages in physical activities that are 
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not exercise (e.g., chops wood, rides on his lawn mower).  He indicated that staying busy helps 

prevent distressing thoughts from surfacing, stating that “if you hold still for too long, your 

thoughts catch up with you.”  Participant E reported that immediately following the event, he 

was regularly consuming alcohol; however, he discontinued use.  He stated, “I was getting, you 

know, getting excessively hammered for a while there.  But, I figured out what I was doing.  

Stopped that.”  Similarly, his use of social support has evolved, indicating that it was challenging 

to talk about concerns in the past due to previously being discouraged by others to talk about 

concerns; however, Participant E currently utilizes social support as a coping strategy. 

Participant E reported that fellow firefighters are his primary support, as he finds it easier 

to talk to them.  Additionally, he stated that most of his friends are also first responders (e.g., 

police offices, paramedics), as “we tend to stick with our own.”  As such, he receives most of his 

emotional support from them, stating that “You talk and get it out.  It almost feels like lifting a 

weight off [of] your shoulders.”  Importantly, he indicated that they often recognize when each 

other are upset.  Participant E stated, “Being around them for so many years, it’s apparent by the 

looks on their faces.”  As a component of support from fellow firefighters, Participant E feels 

that the dark humor they engage in can be helpful.  When describing support from non-

firefighters, Participant E expressed being unable to talk to his wife, as she does not want to 

know about his on-the-job experiences.  He stated, “She flat out told me, ‘If I don’t know what 

you’re doing out there, I wouldn’t worry about you every single moment of every single day.’”  

In addition to this barrier for support, Participant E reported difficulties admitting he needs help 

and believing that firefighters do not need as much help as others.  Specifically, he stated “It’s 

like we’re not supposed to call for help.  That’s been the culture of the fire service for years.”  As 

a result, Participant E has found it challenging to reach out for professional services beyond 
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critical incident stress debriefings.  Even so, he has overcome these barriers and received 

counseling services, which he found helpful stating it assisted him in reducing negative feelings.   

Participant F.  Participant F is a 47-year-old, Caucasian male who is a Lieutenant in the 

Midwest region.  He has been in the fire service for 17 years and responds to an average of three 

calls per 24-hour shift.  He is married.  Approximately four months prior to his interview, 

Participant F responded to a residential fire that resulted in the death of a father, mother, and 

three children.  He reported knowing the victims, as one of the family members was active in the 

fire service.  Given the circumstances of this event, he recognized that it would take him longer 

to heal, stating, “This is going to take a little bit longer to get through then, you know, somebody 

you don’t know.”  Participant F expressed being significantly impacted emotionally and 

cognitively, but reported no negative impact to his relationships, work performance, or finances.  

He indicated feelings of sadness for the victims, some feelings of guilt, and was reminded of his 

own mortality, stating “Next time it could be me.  You just never know.”  Additionally, he 

reported second guessing himself and actions on the call, resulting in analyzing the call and 

thinking about ways to respond better in the future.  As such, he indicated a positive impact to 

his work performance, indicating that his department has increased training and secured the 

appropriate equipment to better help them in similar calls in the future.  He stated, “You’re trying 

to figure out how to do your job better, so it doesn’t happen this way again…  [In] the four 

months since that event, [we have] tripled our training on how we do tactics and strategies to 

make ourselves better.  To do better or faster searches.”   As a result, Participant F feels more 

prepared for the next call.  Another positive impact that he reported was at home, as he engaged 

in emergency planning with his family should a structure fire occur at his house.  Therefore, 

Participant F has experienced both negative and positive impacts as a result of this event. 



 
109 

When describing his coping strategies, Participant F utilized both emotion-focused and 

problem-focused strategies.  In terms of emotion-focused coping, he engages in various activities 

to manage his emotions, including riding his motorcycle, doing construction work, going out to 

eat, and attending church.  His cognitive strategies include compartmentalizing his thoughts and 

rationally thinking about the circumstances of the event.  For example, he stated, “I got to 

believe that they were gone before the first fire truck even made it to the scene.  So, that’s how I, 

you know, that’s how I guess I try not to feel guilty.”  By engaging in these cognitive strategies, 

he is able to manage some of the challenging emotions of the event.  In terms of problem-

focused coping, Participant F reported training and preparing for the next call.  Although he 

regularly uses these various strategies, he stated that the most effective strategy for him is social 

support.  He stated, “90% of the time, it’s me calling those firemen friends and sitting around and 

just talking it out.”  He described immediately following a difficult event he will call a friend and 

go to breakfast the next day with them to talk about the event and receive emotional support.   

In further discussing social support, Participant F indicated that people in his primary 

support system anticipate him contacting them.  He stated, “I think when they hear of a tragedy, 

they know that they will be hearing from me soon.”   This support system includes fellow 

firefighters and his pastor.  He receives emotional support, informational support, and social 

companionship from his firefighter friends.  Specifically, he is able to talk about the event, 

discuss related emotions and thoughts, and explore tactics and strategies to perform better in 

future calls.  Additionally, they engage in fun activities together.  In contrast, he mainly receives 

emotional support from his pastor.  Participant F stated it is challenging to talk to his wife about 

the event, as she does not understand his experiences; however, she supports him in reaching out 

for support from his firefighter friends.  He added, “There has been a time or two when she has 
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made a phone call to my support guys and said, ‘You know what?  I don’t know what’s going on 

with him, but give him a call.  Talk to him.’”  He described this as being helpful and is 

sometimes the catalyst to receiving the support he needs.  Participant F described several barriers 

to receiving social support, including admitting that he needs help and being scared to be 

vulnerable.  Moreover, he wants to manage his image around his family, stating, “I like to keep 

some of that front… You know, dad is a hero.  Dad bounces back.”   Therefore, he primarily 

uses support from fellow firefighters.  He indicated that they better understand his experiences 

and emotions than others in his life.   

Participant G.  Participant G is a 46-year-old, Caucasian male who is a Firefighter in the 

Midwest region.  He has been in the fire service for 25 years and responds to an average of 14 

calls per 24-hour shift.  He is married.  Participant G reported that approximately two months 

prior to his interview, he responded to a call involving the homicide of an infant child.  He 

indicated that the event was unexpected, and he had some feelings of shock during the event, 

stating, “It wouldn’t have been an experience you would have thought about.  So, once you come 

upon it, you are initially kind of frozen.”  He noted that the next day he was better able to process 

the circumstances of the event.  Since that event, he has experienced both emotional and physical 

impact.  He described feeling less present in his life and emotionally numb, stating that he has 

experienced fewer emotions.  Additionally, he expressed worry that once he begins experiencing 

stronger emotions, that he will become depressed.  In terms of physical impact, he reported 

eating less and decreased appetite.  He reported no negative impact to his work performance, 

finances, or relationships.  Participant G noted believing that the impact he experiences is 

temporary.  Additionally, due to the circumstances of the event, he expressed that he would 

worry if he was not impacted to some degree, stating “If it didn’t affect you, I’d worry about that 
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more than if it does affect you.”  Participant G described the cumulative impact of the various 

calls he experienced and that the impact is greater after each call.  He stated, “I think that the 

timeframe before you can become fully engaged in the normalities of life would be longer and 

longer every time.”   

When describing his coping skills, Participant G reported using a range of emotion-

focused strategies, including physical activities, going out, staying busy, engaging in distraction 

activities, and consuming alcohol.  He indicated compartmentalizing his thoughts, stating, 

“There is some sort of imprint on your mind forever, but you have to find a dark place to put it 

in.”  Additionally, he tries to accept that he is unable to change the event.  Even so, he engages in 

some problem-focused coping by trying to prevent the event from happening again and to try to 

ensure the perpetrators are punished.  Specifically, he stated,  

You do as much as you can to ensure that it doesn’t happen again…  Make sure police 

have everything they need.  Make sure you document properly, so that the parent or 

parents in the case I had pay the price for what they did.  And [ensure] they don’t do it to 

more children. 

In addition to these strategies, Participant G receives social support from others. 

 Participant G reported that his support network consists of his family, significant other, 

and fellow first responders.  He indicated that firefighter and other responders are easier to talk 

to, as they have greater understanding of the field; therefore, he has to explain less when 

reaching out for support.  He finds it particularly helpful to receive emotional support from other 

firefighters who were on the same call.  While receiving emotional support from fellow 

firefighters, humor often emerges to help lighten the conversation.  He also receives social 

companionship from his first responder friends.  In terms of support from non-firefighters, he 
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briefly indicated emotional support from his wife and family members.  He noted that his non-

first responder friends do not understand his work-related experiences; therefore, he does not 

elicit support beyond social companionship.  When discussing barriers to receiving support, he 

expressed worry and fear about being judged, feeling like something is wrong with him, and 

believing that he does not need support.  Moreover, he does not want to burden others with the 

details of the events, explaining “Are you shifting some of the burden onto them as well?...  I 

mean, maybe they don’t want to hear about this.  Maybe you are pushing something on them that 

they don’t want to hear.  You are putting the pain on them.”  Therefore, it can be especially 

challenging to seek out support from non-firefighters.     

Participant H.  Participant H is a 34-year-old, Caucasian male who is a 

Firefighter/Paramedic in the Southern region.  He has been in the fire service for four years and 

responds to an average of four calls per 24-hour shift.  He is single and in a relationship.  

Approximately one year ago, Participant H responded to a motor vehicle accident that killed five 

college students.  He found this event distressing and noted that many of the firefighters in his 

department described it as the worst event they have experienced.  The victims’ ages and 

characteristics reminded Participant H of his children, which exacerbated his distress.  He stated, 

“It kind of hit home real hard…  You were reminded of somebody you love.”  Consequently, he 

experienced emotional, cognitive, and physical impact.  Emotionally, he experienced feelings of 

confusion, depression, worry, less enjoyment in pleasurable activities, and difficulties with 

motivation.  He has also isolated himself from others.  Cognitively, he has ruminating thoughts 

as a result of the call, including worrying that his children will die prematurely, questioning his 

decision to become a firefighter, second guessing himself and his actions during the call, and 

thoughts about his own mortality.  Moreover, he recalls detailed memories from the event, 
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stating, “The memories were so vivid.  Sights and sounds of the scene were just imprinted in my 

mind.”  As such, he regularly experiences flashbacks.  As a result of the distressing thoughts and 

emotions, he has difficulties falling asleep, which has sometimes caused sleep deprivation.  

Additionally, immediately following the event, he ate less and experienced weight loss.  

Participant H reported that the media coverage about the event and having to relive the event 

countless times by testifying in court has exacerbated the impact at times.  Although the event 

occurred approximately one year ago and the impact has lessened over time, he continues to be 

impacted to some degree and believes he will continue to remember the event.  He stated, “As 

bad as that call was, I’ll always remember it to some degree or another.  And it will always affect 

me, because of the facts of the accident itself.”  In regard to positive impact, Participant H briefly 

noted an increase in appreciation for what he has and desire to spend more time with his family. 

 When describing his coping strategies, Participant H discussed that coping with the event 

was challenging.  The only strategy he reported was social support, which included spending 

time with his family.  He stated, 

If you have a tough call, regardless of what it is, it’s always a good day when you can go 

home and hug them and spend time with them talking.  That is one of the best things in 

my opinion when you have a tough day.   

Although he has been discouraged by fellow firefighters from talking to his family, he receives 

substantial emotional support from his family and believes that they are more helpful than 

professional services (e.g., counseling, critical incident stress debriefings).  Participant H 

reported waiting to talk to others about the event until after he had time to process the event on 

his own.  He explained, “I think I was trying to cope with it before and trying to figure out my 

actual emotions before I went to somebody and laid it out on the table.”  Additionally, he stated 
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“I just didn’t want to confront the whole situation.”  Even so, he eventually elicited emotional 

support from his family and fellow firefighters. 

 In further discussing his use of social support, Participant H indicated that he finds it 

easier to talk to firefighters, especially from those who were also on the call, as they better 

understand the field and have had similar calls.  He reported being able to talk about his 

emotions with them to a certain level, indicating that there were limits to what he could discuss.  

As such, he said, “[They are] good to a certain point, but when you need that tried and true 

emotional support, you can go to your family.  No matter what happens and what is said, they are 

there for you.”  Therefore, he believes that support from his family it more helpful overall than 

support from fellow firefighters.  When describing barriers to support, Participant H discussed 

that not wanting to burden others and being worried and scared about being judged are the 

largest barriers.  Additionally, admitting that he needs help and feeling like something is wrong 

with you are other important barriers.  As a result, he was initially hesitant in reaching out for 

help following the event.   

Participant I.  Participant I is a 43-year-old, Caucasian male who is a Lieutenant in the 

Southern region.  He has been in the fire service for 20 years and responds to an average of two 

calls per eight-hour shift.  He is single and dating.  Approximately nine months prior to his 

interview, Participant I had a firefighter colleague and close friend who completed suicide.  He 

explained that he found his friend shortly after he had committed suicide, as he went over to his 

friend’s house shortly after he had spoken with him on the telephone.  He reported that the event 

impacted the entire department; however, he believes others have healed from the event while he 

continues to be impacted daily.  Additionally, he noted that this is the first event that has 

impacted him so greatly and believes that he should not be impacted to the extent he has been 
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impacted.  Participant I indicated emotional, cognitive, physical, and relational impact.  He 

expressed sadness, grief, confusion, less enjoyment in pleasurable activities, and motivation 

difficulties.  Additionally, he isolates himself from others, stating, “I feel like I don’t want to be 

close to anybody anymore.”  Similarly, he no longer spends time at the firehouse beyond his 

shift, explaining “I am just waiting on five o’clock until I come home…  I leave.  I don’t hang 

around and do all the stuff I used to do anymore.”  Moreover, his relationship with his significant 

other ended following this event, but he did not disclose the reasons for his relationship ending.  

Participant I expressed trying to hide his feelings from others.  He stated, “When you’re around 

folks, you have to put on the damn happy face.  Try to make it seem it don’t bother me.  And 

inside, it’s just a different story.”   

Participant I experiences continuous thoughts about the event and his friend, which he 

reported makes it challenging to be okay.  Participant I noted frequent reminders of the event, 

such as owning a similar chair to the one he found his friend in.  These reminders increase 

distressing feelings and are a catalyst for flashbacks.  Participant I has struggled to make sense of 

the event and questions the reasons why the event occurred.  Additionally, he thinks about his 

actions and wonders if circumstances would have been different if he had done something 

differently (e.g., went to his friend’s house immediately after talking to him).  In terms of 

physical functioning, Participant I reported difficulties falling asleep and engaging in self-care.  

Although he has experienced a range of difficulties, he reported no direct impact to his work 

performance, as he continues to complete his job duties.  He indicated no impact to his finances.  

 Participant I reported significant difficulties trying to cope with the event.  He expressed 

emotion-focused strategies, such as trying to avoid thoughts and reminders of the event by 

driving in his vehicle.  To further manage his cognitions, he often compartmentalizes his 
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thoughts, explaining that he “just kind of blocks it out.”  Additionally, he attempts to stay busy 

by eating at a restaurant and spending time with friends; however, he struggles in these 

interactions, as he wants to go home.  He stated, “If I’m busy, I may not get hit…  But, [when 

you are out], you want to be home and be away from it.  But when you get home, you think 

about it a lot.”  Participant I reported consuming alcohol and taking medication to help him 

sleep.   

 When asked about social support, Participant I disclosed that he has not talked about the 

event with anyone before.  He noted that his interview was the first time he had discussed his 

thoughts and feelings about the event.  As such, he has been unable to receive emotional support 

from others; however, he has occasionally sought out social companionship.   Additionally, 

Participant I has received instrumental support from his doctor, in order to obtain medication for 

his sleep difficulties; however, he has not utilized other types of professional services (e.g., 

counseling).  He discussed multiple barriers to receiving emotional support, including worrying 

about the other person’s reactions.  Specifically, he worries what the other person will say, what 

they will do with the information, and that the person may judge him.  As a result of these 

perceived barriers, Participant I has been unable to reach out for emotional support, despite a 

desire to receive support.  Although it has been challenging, he has offered himself as a source of 

support to younger firefighters.  He stated, “I tell them, if they ever need to tell something, if 

they had a bad call or something like that, they come see me.  I’m there for them if they need it.”  

Moreover, Participant I does not want others to be impacted in the ways he has been impacted; 

therefore, he believes it is important to try to help others.   

Participant J.  Participant J is a 24-year-old, Caucasian male who is a 

Firefighter/Paramedic in the Southern region.  He has been in the fire service for eight years and 
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responds to an average of eight calls per 14-hour shift.  He is single and dating.  Participant J 

responded to the death of an adolescent due to gang violence approximately four months prior to 

his interview, which he described as “the call that I carry with me.”  He indicated that the event 

was difficult due to the victim’s age, type of event, and the inevitably of the victim’s death 

despite doing everything he could to save the adolescent.  Additionally, the victim reminded him 

of someone he knows and other difficult calls, which made it more challenging.  As a result, he 

was negatively impacted emotionally, cognitively, and physically.  Emotionally, he experienced 

increased anxiety, difficulties with motivation, and a decrease in making jokes with others.  He 

has continuous thoughts about the event, stating, “It’s not a memory that necessarily goes away.  

It kind of simmers and hangs there.”  Participant J indicated questioning his actions while on the 

call, as well as questioning why the event happened and the meaning of the event.  In terms of 

physical functioning, he had difficulties falling asleep due to thoughts about the event.  As a 

result, he has noticed a decrease in his physical performance on the job.  Even so, he expressed a 

desire to improve his work performance, stating, “Every time after that call, I wanted to go back 

and just get better”; therefore, he has increased his studying on how to better respond to various 

calls (e.g., drug overdoses).  Participant J reported no impact to his finances.  

When describing his coping strategies, Participant J reported both emotion-focused and 

problem-focused strategies.  Some of the emotion-focused strategies he utilizes includes listening 

to music, exercise, comfort from his pet, joking with others, and avoiding the fire department and 

reminders of the event.  To manage the negative cognitions related to the event, he tries to accept 

the negative impact of the event.  He stated, “You just have to accept that it’s not going to be 

okay for that family.”   In terms of problem-focused coping, he studies to improve his work 

performance for future calls.  Additionally, he takes naps to compensate for his sleep difficulties 
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and fatigue.  Participant J noted that his coping strategies have increased over time and that he 

did not have these skills when he first became a firefighter, stating, “At 18 and 19, I didn’t have 

them and didn’t understand them, yet.”   

In addition to the range of coping strategies he possesses, Participant J uses social 

companionship from firefighters and emotional support from his father, who is also a first 

responder.  He indicated that members of his fire department understand each other and have 

been through similar events; therefore, they have greater understanding of his experiences.  Even 

so, he did not talk about the event and impact with them, stating, “trying to talk to the guys at the 

fire house can be a little bit difficult, because they crack jokes.”  As such, he relies on them for 

companionship by doing activities with them.  He primarily receives emotional support from his 

father, as he believes he usually understands and will listen to his concerns.  In contrast, he is 

unable to talk to his mother, because he believes she is unable to understand his experiences.  

Similarly, he explained that he was unable to talk to his girlfriend, which resulted in him ending 

the relationship.  He stated, “I just couldn’t talk to her, especially with some of the stuff I see 

throughout the day…  I tried multiple times, but [her response] was so frustrating.”  When 

discussing barriers to support, he explained believing others will not understand and that 

firefighters need less help than others decreases the use of support.  Moreover, he indicated not 

wanting to burden others, stating, “I don’t want somebody to carry it.  As bad as it sounds, they 

are kind of my demons.  I don’t want to share half of those freaking things.”  As such, he relies 

mostly on his father for emotional support as he has experienced similar events in his work as a 

police officer.   
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Participant Characteristics and Each Domain 

The following section briefly discusses some of the participant characteristics (e.g., age, 

years of experience) in relation to each of the three domains that corresponds with the research 

questions.  These domains include impact, coping strategies, and social support.   

Impact.   In terms of participant characteristics and impact, it appeared that younger 

participants experience more types of negative impact (e.g., sleep difficulties, emotional impact) 

than older participants.  Moreover, participants with fewer number of years of experience 

seemed to report greater impact.  However, given that age and years of experience are likely 

related (e.g., older participants likely have more experience), it is unclear which variable is 

directly to negative impact or if both variables are related to negative impact.  Also, it is 

important to consider that given the design of this study and sample size, relationships and trends 

cannot be determined.  Rather, these are possible areas for future research to explore.   

Coping strategies.  It appeared that participants who were older tended to report a 

smaller number of coping strategies beyond social support.  Likewise, those participants who 

were married reported fewer strategies.  However, similar to the personal characteristics 

discussed in the impact subsection, relationships or trends cannot be determined given the nature 

of this study and sample size.  As such, further research is needed to determine if there is a 

relationship and/or trend with regard to personal characteristics of firefighters and coping 

strategies.   

Social support.  In terms of personal characteristics and social support, older 

participants, married participants, and those with more years of experience appeared to use more 

social support.  However, similar to the personal characteristics described in the impact and 

coping strategies subsections, relationships and trends cannot be extrapolated given the design of 
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this study.  As such, further research is needed to determine if any relationships exist between 

social support and personal characteristics.    

Cluster Themes 

This section discusses the cluster themes identified based on the data.  The cluster themes 

are organized by each research question with the research questions each having three to four 

corresponding cluster themes for a total of 11 themes.  Specifically, the themes relate to (1) the 

impact the participants experienced following a work-related crisis, (2) the coping strategies they 

utilized after the work-related crisis, and (3) the use of social support following the work-related 

crisis.  In Table 11 Cluster Themes and Corresponding Research Question Domains, the cluster 

themes are provided alongside their corresponding research question domain (impact, coping 

strategies, and social support).   Table 12 Nodes and Numbers of References by Participants 

provides the frequency counts by participant for each cluster theme.  Additionally, Table 12 has 

the number of sources (i.e., number of participants) who had a node related to that category, as 

well as the number of references (i.e., number of times that node was coded).   

 Impact. 

 Different types of negative impact.  Each of the 10 participants indicated being impacted 

by their reported work-related crisis to some degree.  The impact included both negative and 

positive characteristics; however, participants reported more negative impact than positive.  

Negative impact included: physical, emotional, cognitive, relational, and work performance.  

Although all participants were asked about an impact to their finances, each of the 10 

participants reported no direct impact due to the event.  In terms of positive impact, two 

participants reported a desire to perform better and four participants had a greater sense of 

gratitude or appreciation.   
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 When describing physical impact, six of the 10 participants reported sleep difficulties.  

Specifically, five of these participants struggled to fall asleep and one participant frequently 

woke up in the middle of the night.  Two participants also reported being sleep deprived, with 

one participant indicating a noticeable decline in his physical performance at work as a result.  

One participant also reported distressing dreams about the event.  Other physical impacts 

included concerns with eating behaviors and weight.  Two participants reported eating less while 

one participant reported “stress eating.”  Related, one participant experienced weight loss 

following the event and one participant noticed fluctuations in his weight.  Another important 

physical impact was a stress-induced heart condition, which Participant E reported having during 

the event.  He stated, “I have to go in for a stress test now to find out if I had a stress-induced 

heart attack from the call…  The doctor thinks it might have come on by the event.”  As such, the 

participants reported various physical impacts following the events. 

 In terms of emotional impact, participants expressed a range of emotions following the 

work-related crises.  The most common emotions were sadness and grief, with five of the 

participants reporting these feelings.  One participant explained that he felt especially sad for the 

victim of the call.  Additional expressed emotions included anger (three participants), confusion 

(two participants), guilt (one participant), disbelief/shock (two participants), fear (one 

participant), and anxiety (one participant).  Some participants also expressed motivation 

difficulties (two participants), emotional numbness (one participant), and changes in mood (two 

participants).  Although trauma disorders were not directly assessed, multiple participants 

reported symptoms consistent with a Posttraumatic Stress Disorder.  Specifically, seven out of 

the 10 participants indicated having distressing memories from the event and four participants 

experience continuous thoughts about the event.  Participant H stated, “Sights and sounds of the 
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scene were just imprinted in my mind.”  Three of the participants reported flashbacks, while one 

participant experienced distressing dreams.  Participant C experienced hypervigilance, stating “I 

noticed many times going into public places, like a restaurant or a bank…  It almost seemed like 

I was much more on my guard.  When I look around and see somebody, I wonder if this person 

right here will be the next shooter.”   

 Cognitively, four of the participants reported continuous thoughts about the event and/or 

the victim(s).  Participant I explained, “It doesn’t ever leave your mind.”  Seven of the 

participants reported second-guessing themselves and having questions related to the event, such 

as questioning the meaning of the event, why an event happened, and what they could have done 

differently.  Participant I stated, “I think that I should have done more” while another participant 

stated, “Was it even worth it?  Was that incident, you know, worth that kid’s life?”  Additionally, 

two out the participants reported that their cognitions made it challenging to fall asleep.  

Participant C stated, “I would hear these people.  I would close my eyes, and I would hear these 

family members wailing and crying and some of them praying.”   Therefore, the cognition 

related to the event can contribute to other difficulties. 

 Although less common than the other areas of impact, relational impact was indicated by 

three participants.  For two of the participants, there was a direct impact to their romantic 

relationships with both participants ending long-term relationships due to increased difficulties 

following the events.  Participant J noted challenges in receiving the support he needed, stating 

“I actually just broke up with my girlfriend.  And the biggest reason was I just couldn’t talk to 

her.  I tried multiple times, but it was so frustrating.”  In addition to impact to romantic 

relationships, one participant reported more distance from his mother, as he believed she could 

not understand his difficulties.  Participant H indicated negative impact to all of his relationships 
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due to isolating himself from others.  He stated, “I was withdrawn from everybody.  I didn’t want 

to have contact with anybody.”  Consequently, his relationships with others suffered.   

 Also, some consequences overlapped in multiple areas, including cognitively, 

emotionally, and physically.  For example, two participants reported that the negative cognitions 

they experience contributed to a physical impact, such as sleep difficulties.  Three participants 

indicated that cognitions and emotions overlapped, as their cognitions related to an event resulted 

in particular feelings.  This was evident for Participant I, who had thoughts about what he could 

have done differently and believed he could have done more for his friend who completed 

suicide.  As a result of these thoughts, he experienced significant guilt.   Conversely, cognitions 

appeared to help prevent challenging emotions for some participants.  For example, Participant H 

explained that he did not feel guilt, because he reminds himself that he did everything he could 

during the event.  Another overlapping area was emotions and relationships with others.  Three 

participants indicated that their negative emotions related to the event created more distance with 

others.  Participant H indicated that the sadness he experienced following the event resulted in 

him not wanting to be close to others, stating, “I feel like I don’t want to be close to anybody 

anymore.”  Overall, there appears to be an overlap between many of the impact areas. 

Different types of positive impact.  Six of the participants reported positive impact 

following the events that appeared related to underlying emotions about the event.  Four of the 

participants increased their training for future calls, resulting in them feeling more prepared.  

Participant C stated, “I hope this never happens again, but if it does, if that’s its will, we have 

dedicated ourselves to be better prepared for the next time it happens.”  Similarly, Participant J 

explained,  
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Every time I came back from the calls, I just wanted the next one to be so much better 

and make so much more impact even if it was just a simple call.  Just try to make an 

impact on their life.  Just go back and study overdoses.  Go back and study the reason 

behind suicide…  So, I mean, every time after the call I wanted to go back and just get 

better. 

Moreover, Participant C expressed a recommitment to the profession following the event 

and Participant F indicated taking the profession “more seriously.”  In addition to positive 

consequences related to their jobs, two of the participants indicated more gratitude for their lives 

and what they have in their lives.  Both noted greater appreciation for their family with 

Participant H stating, “It makes you realize you can’t take what time you have with them for 

granted.”   As such, six participants experienced positive consequences from the work-related 

crises.   

Similar to the negative impact areas, an overlapping nature of different areas was also 

apparent for positive impacts.  For example, the negative emotions two participants experienced 

resulted in thoughts and behaviors to increase related training (e.g., search and rescue).  The 

increased training ultimately caused these participants to feel better prepared for future events.  

Another example is that the participants who expressed more gratitude for their family reported 

improvement in their familial relationships.  Therefore, some of the positive impacts of the event 

overlapped. 

 Circumstances of the event.  Nine participants reported that the circumstances of the 

event created additional distress.  In particular, qualities of the victim(s) had an impact on six of 

the participants.  Three of the participants knew the victim(s), which made it more challenging.  

Similarly, two of the participants reported that the victim reminded them of someone they know.  
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For Participant C, he was reminded of his own child, stating, “That caused me to just go to 

pieces.  I wasn’t able to work the rest of the shift, because I immediately thought about my own 

child and really thought about this child who wore these shoes who might want to see their 

daddy again.”  Another participant reported being reminded of a fellow firefighter within his 

department; therefore, he often thinks of the victim when he sees his colleague.  For two 

participants, they were upset by the victim’s age.  As Participant J explained, due to the victim’s 

age, “he really hasn’t done anything.”   

 In addition to the qualities of the event, eight participants reported being impacted by the 

qualities of the event.  Two participants felt that their sense of safety was violated.  Participant C, 

who responded to a mass shooting, stated, “I mean, it felt like our security and our community 

and our personal spaces had been violated.”  For one of the participants, who was actively in the 

line of gunfire during the call, his safety was compromised, forcing him to hide in a burning 

building to improve his safety.  Another element that participants reported was impactful was the 

unexpected nature of the event, despite being trained to respond to a range of calls.  Participant G 

explained, “You wouldn’t foresee that happening in your day when you start your day.  And you 

know, it wouldn’t have been an experience you would have thought about.”  As such, two 

participants reported that the events were shocking, leading to feelings of disbelief.  Therefore, 

the circumstances of the event, including the qualities of the victim and event, created additional 

distress for participants in this study.  

 Cumulative impact of events.  Although the focus of this study was on experiences 

following a single work-related crisis, six out of the 10 participants also discussed recognition of 

the cumulative impact of repeated exposure to events.  Participant C explained, “The first one 

might not have affected you nearly as bad as when you add two or three more.”  Similarly, 
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Participant G stated, “I know the first time I wouldn’t [be as impacted].  The second time I saw a 

kid dumped in boiling water, it took a little longer.  I think that timeframe before you can 

become fully engaged in the normalities of life would be longer and longer every time.”  

Additionally, Participant J described a noticeable difference in the interactions between 

firefighters after calls when they have experienced one tough call versus multiple challenging 

events.  He expressed, “For the first couple of calls, we were all funny and laughing afterwards.  

But, for the rest of them, it got really quiet in the back of that truck.”  As such, a little over half 

of the participants reported a belief that exposure to an event multiple times increases the amount 

they are impacted.  Interestingly, Participant G indicated that the critical incident stress 

debriefings provided to his department solely focus on a single event rather than the cumulative 

impact.  Specifically, he stated, 

When we go to post-traumatic stress debriefings, it is based on the event.  But nobody 

ever takes the totality of the career…  Look, if you’ve seen what we’re talking about 

now, let’s say an adolescent or infant homicide, and you’ve seen 20 of them.  What’s the 

effect of that?...  They don’t realize it’s like an onion and you peel back the layers.  And 

we don’t really take that we are about to circle back to this in year’s time or two years’ 

time.  And to see how that’s affecting them over time. 

Overall, six participants in this study believe that there is a cumulative effect of the challenging 

events for which they respond.  Alternately, one participant indicated that it was easier to handle 

work-related events with increased exposure to events and that the first time at each type of event 

is the hardest.  He did not explain the possible reasons (e.g., being sensitized, better coping 

skills) for it being easier and none of the other participants reported this occurring to them.   
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Coping strategies. 

 Emotion-focused coping skills.  Emotion-focused coping involves utilizing strategies to 

change the emotional response during and/or after a stressful event (Lazarus & Folkman, 1984).  

The participants in this study primarily reported using emotion-focused strategies as opposed to 

problem-focused skills.  Each of the 10 participants reported at least one emotion-focused 

strategy.  They indicated a range of behavioral strategies with the top five being listening to 

music, relaxing, getting out of the house/going out to eat, riding in a vehicle (car, motorcycle, 

and/or tractor), and consuming alcohol.  Additionally, physical activities were common, 

including exercise, sports, and miscellaneous physical activities (e.g., construction work, 

shooting a gun, chopping a log, working a fire).  Three of the participants indicated that humor 

can also be helpful with Participant A stating, “After a stressful incident, we usually just go back 

to our old routine.  We start joking around.”  For three participants, taking time off from work 

and/or spending extra time at the fire department is important following a work-related crisis.  

Participant J stated, “Those three or four days of just getting away from it…  Oh man, they were 

an amazing four days that I honestly needed more than anything in the world.”  As such, taking 

time off from work was a helpful strategy for two participants.  One participant reported using 

prayer as a coping strategy. 

 Five participants reported strategies to manage the cognitions they experienced related to 

the events.  For three participants, they often compartmentalize thoughts.  Participant G 

explained, “[You] kind of have to put it in the back of your mind.  You know it’s still there 

somewhere, but you kind of have to put it to the dark places of the mind.  Otherwise, you’re 

pretty pulled down.”  Similarly, Participant I stated, “I guess you just kind of block it out.”  

Another strategy used was distracting self from thoughts, which was reported by two 
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participants.  For one of these participants, he talked about thinking about places and memories 

that produce feelings of happiness.  A similar strategy was staying busy and actively trying to 

avoid thoughts, which was discussed by three of the participants.  Participant E explained that 

this strategy is helpful as, “If you hold still for too long, your thoughts catch up with you.”  

Likewise, Participant F stated, “If I’m busy, I may not get hit.”  The final strategy related to 

coping with their cognitions involved acceptance.  Two of the participants discussed the 

important of accepting their inability to change the event.  One participant explained, “You 

aren’t going to change it.  I mean, the facts are the facts.  Know that you aren’t going to change 

it.”   Another layer of acceptance involved accepting the negative impact of the event, which two 

participants discussed.  Specifically, Participant J stated, “You just have to accept that it’s not 

going to be okay for that family.”  For those participants who discussed the importance of 

acceptance, they believe it helps them to reduce their thoughts related to the event. 

 When discussing coping strategies, two participants indicated that their skills have 

developed over time.  Participant D even explained, “I wish I would have learned [these coping 

strategies] earlier in life.   

 Problem-focused coping skills.  Problem-focused coping involves engaging in activities 

that result in changes related to the stressful event (Lazarus & Folkman, 1984).  Participants in 

this study did not discuss as many problem-focused coping strategies than emotion-focused 

coping skills.  The most commonly discussed problem-focused coping strategy was preparing for 

the next call by training, which three participants discussed.  Participant F explained, “I am one 

of those [people] who likes to analyze how to do things better.  What do we need more training 

in?...  How do we do this better?  Watching training videos with the shift and trying to avoid that 

from happening again.”  Likewise, Participant J stated, “I try to work out harder to make sure 
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I’m ready for the next call.”  Another related strategy was trying to prevent the event from 

occurring again, which was indicated by two participants.  Specifically, Participant G explained,  

You do as much as you can to ensure that it doesn’t happen again…  Make sure the 

police have everything they need.  Make sure you document properly, so that the parent 

or the parents in the case pay the price and they don’t do it to more children. 

Therefore, for several participants in this study, it was important to engage in job-related 

problem-solving strategies, which included preparation for future calls and prevention of similar 

events.  Finally, one participant reported a strategy that was not directly related to his job.  

Specifically, he took additional naps to help overcome his sleep difficulties following the event.  

This was considered a problem-focused coping strategy, as he was engaging a strategy to reduce 

a problem he was experiencing at that time.   

 Factors that are unhelpful to coping with an event.  In addition to specific coping 

strategies, multiple participants discussed experiences and circumstances that were unhelpful in 

the aftermath of a work-related crisis.  Half of the participants indicated that the questioning 

about the event from other people was challenging.  Two participants specifically stated that 

media coverage and being pursued by news reporters for information was unhelpful.  Participant 

F explained, 

The least helpful thing is the calls we fielded from the media and everybody wanting a 

sound bite.  Everybody wanting information.  And, I understand they have a job to do.  

The problem is we are still trying to do our job, and they’re trying to ask questions of the 

people who are involved…  They’re peppering the deputy chiefs.  They’ve come back to 

the station at seven [o’clock].  I’ve gotten phone calls from media outlets and 
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newspapers…  That was the least helpful thing in the whole wide world, because it’s 

fresh in your mind.   

Similar to the response from the media, two participants indicated that questioning from friends 

and family members is challenging.  Participant F stated, “It’s everybody calling and wanting 

information and all we’re trying to do is get through it.”  One participant noted that the legal 

ramifications following an event was also unhelpful, as he had to testify in court and attend 

multiple meetings with lawyers to discuss the details of the event.  He indicated that he had to 

report on the actions taken at the event in vivid detail many times, which forced him to relive the 

event multiple times.  As such, this made it challenging for him to move past the event, as he was 

still actively connected to the event months later.   

 An additional factor that was reported by three participants as unhelpful was about the 

consumption of alcohol as a coping strategy.  These participants discussed how it negatively 

impacts your mood and does not change the circumstances.  Participant A stated, “I don’t feel 

like it’s a good idea.  I feel like it mixes with the emotions and the after effects of alcohol is a 

depressant.  It’s not going to help.”  Similarly, Participant E explained, “Because that just makes 

you wallow in your sorrows and they are still there when you wake up.”  Interestingly, one of the 

three participants discussed how he used to consume large amounts of alcohol to cope with his 

problems when he was younger; however, he has learned over time that utilizing alcohol is 

unhelpful.  Four other participants in this study indicated using alcohol as a coping strategy.  

Therefore, there appears to be conflicting beliefs about alcohol use among several of the 

participants within this study.  

 Social support.  
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Types of support utilized.  All of the participants reported using some form of social 

support following a work-related crisis, which included emotional support (e.g., encouragement), 

social companionship (e.g., engaging in activities together), and informational support (e.g., 

information about resources).  None of the participants reported using instrumental support (e.g., 

financial assistance, obtaining food from others).  This cluster theme will discuss how 

participants used the three reported types of social support.  

In terms of emotional support, all of the participants described receiving emotional 

support from at least one person.  Emotional support from family and firefighters were most 

commonly reported.  Specifically, five participants indicated support from family members, 

which included wives, parents, and children.  For four of these participants, it was helpful to 

discuss the emotions and difficulties they were experiencing with their family; however, two of 

these participants indicated that the conversations with family members was focused on their 

feelings and difficulties rather than details about the event and/or job-related factors.  Participant 

H explained,  

[When] you need that tried and true emotional support, you go to your family.  And no 

matter what happens and what is said and what is done, they are there for you.  They have 

your back.  They can help.  No matter what you’re going through, they can hold your 

hand.  They can hug you. 

Therefore, family appears to be a powerful source of emotional support for some of the 

participants. 

 As mentioned, emotional support from fellow firefighters was also common with five of 

the participants reporting utilization of this source of support.  Several of these participants 

indicated listening and trying to help each other.  Participant C stated, “We try to take care of one 
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another.  I have some wonderful people who look out for me and take care of me.”  Likewise, 

Participant F explained, “They are just listening.  That’s what I need.  Sometimes you just need 

to get stuff off of your chest and then you can go on with your life.”  Moreover, three of the 

participants reported offering emotional support to other firefighters, especially those firefighters 

with less experience.  Participant I stated, “I keep telling all these young guys coming up that if 

they want to talk, I’ll listen to them.  We don’t deal with it alone.  We don’t run from calls.”  

Similarly, four of the participants indicated either receiving encouragement or encouraging 

others to seek out professional services.  Participant F explained encouraging others to attend a 

critical incident stress debriefing, stating, “I told the other guys, trust me.  You don’t know how 

much you need this.  You need this.  Let’s go.”  For two of these firefighters, receiving 

encouragement from the other firefighters to attend a debriefing and/or counseling helped them 

to utilize these services.   

In further discussing emotional support, three participants described a bond between 

firefighters and discussed a sense of brotherhood within the fire service.  Even so, three 

participants discussed challenges to obtaining emotion support from fellow firefighters.  Two of 

them discussed that it is difficult to have serious conversations, as they may make jokes.  

Participant H explained, “You can express your feelings and emotions to a certain point.”  

Another participant described trust as a barrier for support from fellow firefighters, as he is 

unsure of what they will do with the information.   Overall, the participants appear to have mixed 

thoughts and feelings about receiving emotional support from fellow firefighters.   

Additional sources of emotional support included non-firefighter friends, religious 

network, significant other, and professional services.  Three participants described emotional 

support from non-firefighter friends.  Participant A explained, “I have one friend in particular 
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that has been through things that most people have been through.  I call him anytime I have a 

problem.”  Similarly, Participant F indicated using emotional support from his pastor, stating, “I 

do use the pastor at my church.  He’s not a fireman or anything, but when I need to talk, when I 

need to talk about feelings or emotions…  He’s a great sound board.”   Multiple participants 

discussed support from their significant others when discussing support from family, as they are 

married.  For three of the unmarried participants, social support from significant others was 

described as challenging at times.  Specifically, Participant J explained, “I tried to [talk to her] 

multiple times, but it was so frustrating…  I just couldn’t talk to her, especially with some of the 

stuff throughout the day.”  The use of professional services will be described in the Attitudes 

Towards Professional Mental Health Services cluster theme.  Overall, participants had varying 

thoughts and experiences about the different sources of social support.  Even so, emotional 

support was the most commonly reported type of social support utilized. 

The next common type of social support was social companionship with the most 

frequently described source being friends.  Participant E discussed, “I’m going to eat a lot of 

food and drink a lot of beer with my friends [following an event].”  Similarly, social 

companionship from fellow firefighters was reported by four participants.  Participant D 

explained, “We try to do a guy’s day [within our department].  We went out and had a good 

time.”  Family was also identified a source of companionship by Participant C, stating,  

I have one little guy who is two years old…  And he is my go to guy…  We either go to 

dinner or they might come to our house or we go to their house…  He does more for me 

than a master clinician could do. 

Interestingly, none of the participants indicated significant others as a source of social 

companionship; however, given that the interview did not directly ask about social 
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companionship, it is possible that more participants would have reported this form of support if 

directly asked. 

The final type of social support that was reported was informational support.  Only two 

participants described this type of support.  Specifically, the participants discussed this in 

relation to discussing their jobs and strategies following an event, often in order to be better 

prepared for future events.  Participant F explained, “We are talking tactics and strategy.  How 

we can do it better next time.”      

Differences in support from firefighters and non-firefighters.  When describing their 

use of social support, all of the participants indicated a difference between support from 

firefighters and support from non-firefighters.  In terms of support from fellow firefighters, four 

of the participants stated better understanding of work-related experiences.  Participant F 

explained, “With the firefighters, a lot of them have been there.  They know what I’m talking 

about.”  Similarly, Participant G stated, “If I talk to another firefighter, there is an automatic 

understanding of the small things.  And talk about the issue at hand.  And there’s no kind of 

bringing them up to speed.”  In contrast, multiple participants reported that non-firefighters have 

a lack of understanding of job-related experiences.  Participant D stated, “You have to explain 

more to a non-firefighter.  You have to get them understanding the language and get them to 

understand the culture we have.”  Likewise, Participant A explained, “Other people not in the 

fire service wouldn’t really understand.”   As such, multiple participants indicated that the 

conversations between firefighters and non-firefighters are different.  One participant even 

indicated that the conversation with a non-firefighter is less meaningful.  Interestingly, one 

participant communicated that his wife, who is a nurse, can understand many of his experiences 

due to being in a similar field and also witnessing distressing events.  As such, this participant 
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felt she could understand.  Another participants discussed reaching out for support from another 

first responder (non-firefighter), who he felt could understand his experiences.  None of the other 

participants discussed feeling people in similar fields could understand.  

Another difference between support from firefighters and non-firefighters is the sense of 

brotherhood.  Three participants described the importance of the brotherhood within the fire 

service, as it helps them to feel more bonded with one another.  Participant D stated, “He’s a 

brother once you know that guy goes through the same struggles.”  According to these 

participants, this sense of brotherhood does not exist to the same level with non-firefighters.  

Although there are differences in support between firefighters and non-firefighters, three 

participants indicated the support from non-firefighters can still be helpful.   

Barriers to using social support.  When describing barriers, five main barriers emerged: 

admitting one needs help, feeling something is wrong with oneself, being scared about the 

reaction of others, not wanting to burden others, and being discouraged in the past to talk about 

difficulties.  Specifically, four participants described admitting one needs help as a barrier.  

Participant D explained, “The hurdle, for a lack of a better one, is that you admit that you’re not 

fine.  You have problems.  And you need help.  It can be a serious kind of hurdle.  It takes a lot 

to admit.”  Related, four participants reported feeling something is wrong with oneself as a 

primary barrier.  Participant D reported, “It’s really hard to get past that, oh my God, I need help.  

Am I broken?...  The whole thought of I’m not normal.  I’m broken.”  Four participants were 

scared about the reactions of others, including worrying about being judged and what others 

would do with the information they disclose.  Participant I stated, “They might think I’m crazy or 

something.”   
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Additionally, four participants reported not wanting to burden others as a barrier.  

Participant J stated,  

I don’t want people to know.  To remember what I remember.  When you tell somebody 

your memories, it kind of becomes some of theirs.  They are going to try to picture it in 

their heads.  I don’t want them to remember.  Some of the stuff I’ve seen in my mind.  I 

don’t want anybody else to see.  I mean, it was horrible.  God no.  I don’t want to give it 

somebody.  

As such, worrying about burdening others may get in the way of seeking out support from others, 

especially from non-firefighters.  Interestingly, one firefighter even reported that his wife did not 

want him to share work-related experiences with her, as she would worry more about him when 

he is working.  Therefore, he does not seek out support from her in order to prevent burdening 

her and creating additional stress.  

 Finally, two firefighters discussed that they have been discouraged in the past from 

talking to others.  Participant C explained, 

As a matter of fact, you were discouraged about ever saying anything about needing help 

for stress or anything else, because it was considered weakness…  They would question 

if you were capable of doing your job, because you couldn’t handle the stress. 

Moreover, they noted that the culture in the fire service contributed to this barrier, as needing 

help was a sign of weakness.  Overall, eight of the participants in this study encountered a range 

of barriers to using social support.  

Attitudes towards professional mental health services.  Another identified cluster theme 

involved the attitudes about mental health services.  Four participants reported utilizing 

individual counseling and experiencing benefit from therapy.  Participant C stated, “Therapy has 
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gotten me to a whole better place.”  Similarly, Participant D expressed, “It’s hard to put in 

words, but it was freaking amazing how much it helped.”  Participant E elaborated on his 

counseling experiences, stating, “I went and had that session with the counselor and that was a 

good talk.  We talked about the call and everything…  If you get it out, it’s not built up and pent 

up inside of you.”   None of the participants that used counseling reported that it was unhelpful; 

however, one participant described past negative perceptions of therapy prior to using services.  

Participant D stated, “I didn’t trust him at first.”  Additionally, one participant who did not use 

counseling services stated a belief that mental health professionals are unable to understand his 

experiences, unless they have been firefighters.  Even so, four of the participants in this study 

had positive attitudes towards individual counseling services; however, further research is 

needed to better understand firefighters’ views on individual counseling services. 

In contrast, there were conflicting beliefs about critical incident stress debriefings.  Two 

participants reported that these debriefings are helpful.  Participant F stated, “I think it helps a lot 

for us just to have the debriefing and being able to talk openly without ridicule about our feelings 

and stuff like that.”  He even continued to express a hope that additional debriefings are offered 

to his department.  Conversely, three participants believe that the debriefings are unhelpful.  

Participant G explained, 

I know for some of these debriefings you want to do it right after a call.  A lot of time, it 

hasn’t sunk in yet.  You really haven’t sorted it out in your way.  Let alone try to put it 

with someone else’s.  Then, you have a clinician who is doing the debriefing that doesn’t 

understand and just wants to check the boxes that the debriefing was done and all that 

stuff.  But, when you do that, you haven’t had time to digest and sort and figure it out for 
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themselves.  But, then when you have [sorted it out], the clinician is gone onto the next 

one. 

Given the perceived difficulties with critical incident stress debriefings, Participant C reported 

that his department does not conduct these types of debriefings.  He stated,  

Our team does not practice debriefing, because we believe that every person, whether it’s 

three or 30 of us, every person processes tragic events in a different way…  And if we try 

to lump each other together in one room and force feed things to them, we don’t have 

very much success.    

As such, he explained that his department provides mental health services and preventative 

trainings on a range of mental health topics (e.g., stress management, recognizing warning signs 

of distress).  Additionally, a counseling support team will provide psychological first aid to 

departments after a work-related crisis and connect firefighters to additional mental health 

services, if needed.  He reported believing that this approach is more effective than critical 

incident stress debriefings, indicating anecdotally that firefighters have received benefit from 

their participation.  Overall, the participants had conflicting views on critical incident stress 

debriefings, but four participants seemed to have positive beliefs and experiences regarding 

individual counseling services. 
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Table 1 
Participant Demographic Characteristics 

Variable Percentage Frequency 
Age (n=149)   
   Less than 20 0.7% 1 
   20-29 15.4% 23 
   30-39 34.9% 52 
   40-49 33.6% 50 
   50-59 11.4% 17 
   60 and older 4.0% 6 
Gender (n=150)   
   Male 97.3% 146 
   Female 2.7% 4 
Race/Ethnicity (n=150)   
   White/Caucasian 96.0% 144 
   Black/African American 0.0% 0 
   Hispanic/Latino 2.7% 4 
   Asian 0.0% 0 
   American Indian/Alaskan 1.3% 2 
   Hawaiian Native/Pacific Islander 0.0% 0 
   Multiracial 0.0% 0 
   Other  0.0% 0 
Geographic Region (n=150)   
   Northeast 6.7% 10 
   Midwest 67.3% 101 
   South 21.3% 32 
   West 4.7% 7 
Marital Status (n=150)   
   Single and not dating 4.7% 7 
   Single and dating 8.0% 12 
   Single and in a relationship 5.3% 8 
   Married 74.0% 111 
   Divorced and not currently in a relationship 2.7% 4 
   Divorced and currently in a relationship 3.3% 5 
   Separated and not currently in a relationship 0.0% 0 
   Separated and currently in a relationship 0.7% 1 
   Widowed and not currently in a relationship 0.0% 0 
   Widowed and currently in a relationship 1.3% 2 
Currently Living with Romantic Partner (n=149)   
   Yes 73.2% 109 
   No 9.4% 14 
   Not Applicable 17.4% 26 
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Table 2   
Descriptive Demographic Information on Current Sample and National Sample and 

Comparison of Proportions for the Two Groups 

Variable Current Sample National Statistics 
Gender   
   Male  146 (97.3%) 334,050 (96.5%) 
   Female 4 (2.7%) 12,100 (3.5%) 
Age Group   
   Less than 20 1 (0.7%) 34,300 (3.0%) 
   20-29  23 (15.4%) 233,400 (20.6%) 
   30-39 *52 (34.9%) *309,800 (27.3%) 
   40-49 **50 (33.6%) **276,850 (24.4%) 
   50-59 17 (11.4%) 193,350 (17.0%) 
   60 and older 6 (4.0%) 86,700 (7.6%) 
Race/Ethnicity   
   White/Caucasian ***144 (96.0%)  ***242,311 (82.7%) 
   Black/African American ***0 (0.0%) ***24,612 (8.4%) 
   Hispanic/Latino *4 (2.7%)  *22,854 (7.8%) 
   Asian 0 (0.0%)  3,223 (1.1%) 

Note. The national statistics for gender and age group were obtained from The National Fire 
Protection Association (2016).  Information on race and ethnicity was obtained from The Bureau 
of Labor Statistics (2016).  National statistics on gender and race/ethnicity only includes career 
firefighters.  The national statistics on age group includes both career and volunteer firefighters, 
as The National Fire Protection Association (2016) did not differentiate age group information 
by career status.  Comparisons of proportions were conducted using the online macro program 
MedCalc (https://www.medcalc.org/calc/comparison_of_proportions.php; 2016). 
p < .05* 
p < .01** 
p < .001*** 
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Table 3  
Fire Service Demographic Information for All Participants 

Variable Percentage Frequency 
Type of Firefighter (n=205)   
   Career 76.6% 157 
   Volunteer 15.0% 31 
    Retired   8.2% 17 
Title (n=146)   
   Assistant/Battalion/Deputy Chief 5.5% 8 
   Captain 10.3% 15 
   Chief Fire Marshal 0.7% 1 
   Company Officer 0.7% 1 
   Fire Chief 5.5% 8 
   Fire Service Counseling Unit Team Leader 0.7% 1 
   Firefighter 20.5% 30 
   Firefighter/Fire Investigator 1.4% 2 
   Firefighter/Paramedic 42.5% 62 
   Lieutenant 11.0% 16 
   Probationary Firefighter 0.7% 1 
   Training Officer 0.7% 1 
Years of Experience (n=146)   
   Less than 10 years 22.6% 33 
   10-19 years 37.0% 54 
   20-29 years 26.0% 38 
   30 or more years 14.4% 21 

 

Table 4 
Demographic Information for Interviewed Participants 

Participant Age Gender Geographic 
Location 

Race/Ethnicity Marital Status 

A 20 Male Northeast Hispanic Single and not dating 
B 30 Male Midwest Caucasian Married 
C 66 Male South Caucasian Married 
D 41 Male Midwest Caucasian Single and dating 
E 47 Male Midwest Caucasian Married 
F 47 Male Midwest Caucasian Married 
G 46 Male Midwest Caucasian Married 
H 34 Male South Caucasian Single and in a 

relationship 
I 43 Male South Caucasian Single and dating 
J 24 Male South Caucasian Single and dating 
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Table 5 
Fire Service Demographic Information for Interviewed Participants 

Participant Title(s) Years in the 
Fire Service 

Average Number 
of Calls Per Shift 

Average Hours 
Worked Per Shift 

A Firefighter/Paramedic 4 10 24 
B Firefighter 10 10 24 
C 
 

Fire Service Counseling 
Unit Team Leader 

49 6 Varies 

D Firefighter 17 6 24 
E Captain 29 1 to 8 24 
F Lieutenant 17 3 24 
G Firefighter 25 14 24 
H Firefighter/Paramedic  4 4 24 
I Lieutenant 20 2 8 
J Firefighter/Paramedic 8 8 14 
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Table 6 
Frequency of Work-Related Events Experienced  
Variable Frequency (n=150) 
Medical Emergency with no fatalities 126 (84.0%) 
Medical Emergency with fatalities 124 (82.7%) 
Motor Vehicle Accident with no fatalities 123 (82.0%) 
Structural Fire with no fatalities 108 (72.0%) 
Suicide 106 (70.7%) 
Domestic Violence 104 (69.3%) 
Motor Vehicle Accident with fatalities 102 (68.0%) 
Providing Medical Transportation 97 (64.7%) 
Dead Body Removal  89 (59.3%)  
Homicide  71 (47.3%) 
Gang-Related Violence  65 (43.3%) 
Call involving the death of a child 63 (42.0%) 
Wild Fire with no fatalities 59 (39.3%) 
Received Threats while responding to a call 57 (38.0%) 
Structural Fire with fatalities 57 (38.0%) 
Sexual Assault/Rape 55 (36.7%) 
Death of a non-firefighter colleague  44 (29.3%) 
Natural Disaster with no fatalities 37 (24.7%) 
Postmortem Inquiries 36 (24.0%) 
Infrastructure collapse 31 (20.7%) 
Death of a firefighter colleague  28 (18.7%) 
Event with Mass Casualties 27 (18.0%) 
Other*   28 (18.7%) 
Assaulted while responding to a call 21 (14.0%) 
Civil Unrest/Riot 14 (9.3%) 
Natural Disaster with fatalities  7 (4.7%) 
Call involving a child without fatality 6 (4.0%) 
Witnessing the death of a firefighter colleague 5 (3.3%) 
Double murder-suicide 3 (2.0%) 
Knew person involved in and/or died on call 3 (2.0%)  
Wild Fire with fatalities 3 (2.0%) 
Drug overdose 2 (1.3%) 
Aircraft crash 1 (0.7%) 
Brush fire 1 (0.7%) 
Cancer in coworkers 1 (0.7%) 
Cumulative impact of events 1 (0.7%) 
Dead on arrival 1 (0.7%) 
Death of an animal 1 (0.7%) 
Delivery of twins 1 (0.7%) 
Firefighter colleague severely burned in structure fire 1 (0.7%) 
Gunfire directed at firefighter during call 1 (0.7%) 
Ice rescue fatality 1 (0.7%) 
Injured during the call 1 (0.7%) 
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Table 6 – continued  
Variable Frequency (n=150) 
Line of duty funerals 1 (0.7%) 
Patient refusing care 1 (0.7%) 
Suicide of a fellow firefighter 1 (0.7%) 
Terrorist Attack 1 (0.7%) 

*Items in bold were written in under the category called “Other” 
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Table 7  
Frequency of Most Distressing Events Identified 

Variable Frequency (n=132) 
Call involving the death of a child 30 (22.7%) 
Other* 25 (18.9%) 
Motor Vehicle Accident with fatalities 17 (12.9%) 
Structural Fire with fatalities 14 (10.6%) 
Suicide 10 (7.6%) 
None 9 (6.8%) 
Call involving a child without fatality 6 (4.5%) 
Medical Emergency with fatalities 5 (3.8%) 
Death of a firefighter colleague 4 (3.0%) 
Domestic Violence 4 (3.0%) 
Homicide 4 (3.0%) 
Double murder-suicide 3 (2.3%) 
Knew person involved in and/or died on call 3 (2.3%) 
Death of a non-firefighter colleague  2 (1.5%) 
Drug overdose 2 (1.5%) 
Structural Fire with no fatalities 2 (1.5%) 
Aircraft crash 1 (0.8%) 
Cancer in coworkers 1 (0.8%) 
Cumulative impact of events 1 (0.8%) 
Dead on arrival 1 (0.8%) 
Death of an animal 1 (0.8%) 
Delivery of twins 1 (0.8%) 
Event with Mass Casualties 1 (0.8%) 
Gang-Related Violence  1 (0.8%) 
Gunfire directed at firefighter during call 1 (0.8%) 
Ice rescue fatality 1 (0.8%) 
Injured during the call 1 (0.8%) 
Patient refusing care 1 (0.8%) 
Received threats while responding to a call 1 (0.8%) 
Suicide of a fellow firefighter 1 (0.8%) 
Witnessing the death of a firefighter colleague 1 (0.8%) 
Assaulted while responding to a call 0 (0.0%) 
Brush fire 0 (0.0%) 
Civil Unrest/Riot 0 (0.0%) 
Dead Body Removal 0 (0.0%) 
Firefighter colleague severely burned in structure fire 0 (0.0%) 
Infrastructure collapse 0 (0.0%) 
Line of duty funerals 0 (0.0%) 
Medical Emergency with no fatalities 0 (0.0%) 
Motor Vehicle Accident with no fatalities 0 (0.0%) 
Natural Disaster with fatalities 0 (0.0%) 
Natural Disaster with no fatalities 0 (0.0%) 
Postmortem Inquiries 0 (0.0%) 
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Table 7 – continued  
Variable Frequency (n=132) 
Providing Medical Transportation 0 (0.0%) 
Sexual Assault/Rape 0 (0.0%) 
Terrorist Attack 0 (0.0%) 
Wild Fire with fatalities 0 (0.0%) 
Wild Fire with no fatalities 0 (0.0%) 

*Items in bold were written in under the category called “Other” 
 
 
Table 8 
Level of Distress and Surprise for Most Distressing Events (n=131) 

Variable Percentage Frequency Mean Standard Deviation 
Distress   3.25 1.091 
   Not at all distressing 6.9% 9   
   Slightly distressing 16.0% 21   
   Moderately distressing 35.1%   46   
   Very distressing 29.0% 38   
   Extremely distressing 13.0% 17   
     
Surprise   2.48 1.469 
   Not at all surprising 36.6% 48   
   Slightly surprising 22.1% 29   
   Moderately surprising 12.2% 16   
   Very surprising 14.5% 19   
   Extremely surprising 14.5% 19   

 

Table 9 
Frequency of Distressing Event and Comparison of Distress and Surprise Levels 

Variable Number of 
Participants 

Distress 
Level 
Mean 

Distress 
Level 
SD 

Surprise 
Level 
Mean 

Surprise 
Level 
SD 

Frequency of Event (n=127)      
   One time a year 48 (37.8%) 3.42 1.108 2.79 1.501 
   Multiple times a year 42 (33.1%) 2.98 1.070 1.86 1.160 
   One time a month 11 (8.7%) 2.91 .944 2.00 1.265 
   First time experienced event  10 (7.9%) 4.20 .789 4.60 .516 
   One time every three years 8 (6.3%) 3.38 .916 2.38 1.302 
   Multiple times a month 4 (3.1%) 2.75 1.708 2.00 2.000 
   Two to three times over career 2 (1.6%) 3.50 .707 3.00 1.414 
   One time every five years 2 (1.6%) 3.00 1.414 2.50 .707 
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Table 10 
Distressing Call Information for Interviewed Participants 

Participant Work-Related Crisis Distress 
Level 

Surprise Level Length of 
Time Since 

Event 
A 
 

Death of a child Moderate Moderate 3 months 

B 
 

Multiple murder victims over 
short period of time 

 

Very Very 9 months 

C 
 

Mass shooting in a church Very Extremely 9 months 

D 
 

Friend/colleague died in line 
of duty 

 

Moderate Extremely 2 months 

E 
 

19 rounds of bullets shot at 
participant while responding 

to a structure fire 
 

Very Moderate 1 week 

F 
 

Multiple fatality fire resulting 
in the death of two adults and 

three children 
 

Very Extremely 4 months 

G 
 

Homicide of an infant Extremely Extremely 2 months 

H 
 

Motor vehicle accident 
resulting in the death of five 

young adults 
 

Extremely Extremely 12 months 

I 
 

Suicide of a fellow firefighter Extremely Extremely 9 months 

J 
 

Death of an adolescent due to 
gang violence 

Extremely Extremely 4 months 
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Table 11  
Cluster Themes and Corresponding Research Question Domains 

Research Question Domain Cluster Theme 
1. Impact Different Types of Negative Impact 
1. Impact Different Types of Positive Impact 
1. Impact Circumstances of Event 
1. Impact Cumulative Impact of Events 
2. Coping Strategies Emotion-Focused Coping Skills 
2. Coping Strategies Problem-Focused Coping Skills 
2. Coping Strategies Factors that are Unhelpful to Coping with an Event 
3. Social Support Types of Support Utilized 
3. Social Support Differences in Support from Firefighters and Non-Firefighters 
3. Social Support Barriers to Using Social Support 
3. Social Support Attitudes Towards Professional Mental Health Services 

 
Table 12 
Nodes and Numbers of References by Participants 
 Participants Total 

Sources 
Total 
References Nodes A B C D E F G H I J 

Impact 24 25 63 64 28 35 26 66 57 56 10 444 
   Negative Impact 23 19 37 54 22 21 20 55 51 36 10 338 
      Cognitive Impact 0 1 2 10 2 4 2 14 11 13 9 59 
      Emotional Impact 16 12 33 36 15 17 17 26 31 12 10 215 
      Financial Impact 0 0 0 0 0 0 0 0 0 0 0 0 
      Physical Impact 0 6 1 8 4 0 1 12 4 9 8 45 
      Relational Impact 7 0 1 0 1 0 0 3 5 2 6 19 
   Positive Impact 1 0 1 4 0 1 0 3 0 6 6 16 
      Profession-Related 1 0 1 0 0 1 0 0 0 4 4 7 
      Other Life Areas 0 0 0 4 0 0 0 3 0 2 3 9 
   Circumstances    0 3 23 6 6 11 5 7 2 14 9 77 
      Qualities of Victim 0 0 2 6 0 9 0 5 1 11 6 34 
      Qualities of Event 0 3 21 0 6 2 5 2 1 3 8 43 
   Cumulative Impact     0 3 2 0 0 2 1 1 4 0 6 13 
Coping Strategies 24 12 25 44 14 23 27 10 18 63 10 260 
   Emotion-Focused 19 10 22 42 11 12 23 2 17 59 10 217 
   Problem-Focused 0 0 2 0 0 6 2 0 1 2 5 13 
   Unhelpful Factors 5 2 1 2 3 5 2 8 0 2 9 30 
Social Support 39 11 111 123 42 69 47 55 10 85 37 592 
   Types 26 9 29 41 11 35 22 25 3 43 10 244 
      Emotional Support 26 9 29 31 11 28 21 25 3 39 10 222 
      Companionship 0 0 0 10 0 2 1 0 0 2 4 15 
      Informational 0 0 0 0 0 5 0 0 0 2 2 7 
      Instrumental 0 0 0 0 0 0 0 0 0 0 0 0 
   Differences  8 2 27 43 10 23 12 7 1 33 10 166 
   Barriers  0 0 2 10 5 4 11 10 5 4 8 51 
   Support Services 5 0 53 29 16 7 2 13 1 5 9 131 
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CHAPTER 5 

DISCUSSION 

 
Firefighters repeatedly encounter a range of potentially traumatic events while fulfilling 

job duties, which places them at higher risk for developing a range of difficulties (Farnsworth & 

Sewelll, 2011; Lourel et al., 2008; McFarlane & Bryant, 2007; Wagner et al., 2010).  Some of 

these difficulties include PTSD, depression, sleep disturbance, and substance use (Berger et al., 

2012; Chamberlin & Green, 2010; de Barros et al., 2012; Wagner et al., 2010).  In comparison to 

the general population, they are more likely to develop PTSD (Wagner et al., 2010).  Moreover, 

firefighters are at higher risk for attempting and completing suicide (Savia, 2008; Stanley et al., 

2015).  The difficulties they experience can negatively impact their job performance, which 

could potentially place additional lives at risk when responding to calls.  As such, it is important 

to understand firefighters’ experiences, including how they are impacted and cope with the 

challenging experiences they encounter.  However, there is limited research on these topics.  

Therefore, this study sought to understand the experiences of firefighters by examining how they 

were impacted by work-related crises across domains (e.g., emotional, cognitive, physical, 

relational), how they coped in the aftermath, and how they utilized social support.  

The current study utilized a phenomenological design to understand firefighters’ 

experiences.  The initial portion of the study involved an online survey that obtained information 

on participant demographics, the types of work-related crises they experienced, and the events 

they found most distressing.  Additionally, the survey was used as a sampling strategy to identify 

a small number of participants to interview who met inclusionary criteria and were willing to be 

interviewed.  A total of 132 participants completed the survey with an additional 18 people who 

provided partial responses.  The latter portion of this study involved interviewing 10 active 
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career firefighters who endorsed at least moderate levels of surprise and distress following a 

work-related crisis within the last year.  They were asked multiple questions about how they 

were impacted, how they coped, and their use of social support following the work-related crisis.  

Participants were also asked questions about their challenges in coping with the event and 

barriers to utilizing social support.  A total of 11 cluster themes were identified in relation to 

each of the three research questions:  

1. How do firefighters describe the impact they experienced after a work-related 

crisis?  

2. How do firefighters describe the coping strategies they utilize to cope with stress 

following a work-related crisis?  

3. How do firefighters describe their experiences in seeking out social support to cope 

with stress following a work-related crisis?  

The current chapter will discuss the findings of this study in relation to the literature on 

work-related crises, specifically impact, coping strategies, and social support.  The discussion 

will include literature previously discussed in the literature review and introduce additional 

studies, theories, and implications related to the findings.  Following the integration of the 

findings with literature, directions for future research, limitations of this study, and conclusions 

are offered.  

Research Findings and the Literature 

Types of Work-Related Crises 

 The participants in this study endorsed a range of work-related events.  The most 

common events included medical emergencies (with and without fatalities), motor vehicle 

accidents (with and without fatalities), structural fires with no fatalities, suicide, and domestic 
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violence.  This range of events is consistent with the recent literature (e.g., Del Ben et al., 2006; 

Shaffer, 2010), which indicates that firefighters respond to various types of events.  Moreover, 

The National Fire Protection Agency (2014) reported that medical emergencies comprise 

approximately two-thirds of the calls for which firefighters respond.  Unsurprisingly, medical 

emergencies were the most frequently event reported in this study. 

Most distressing work-related crises.  When asked about the most distressing event, a 

call involving the death of the child was most frequently endorsed with 22.7% of participants 

endorsing this event.  Additionally, four out of the 10 interviewed participants discussed how 

they were impacted by a work-related crisis involving a child or adolescent.  These participants 

expressed a range of concerns, including emotional, physical, cognitive, relational, and work 

performance impacts.  This finding aligns with Regehr and Bober’s (2005) hypothesis that 

firefighters are most impacted by calls involving children, especially those involving violence.  

When specifically examining violence towards children, two of the interviewed participants 

discussed being extremely distressed and surprised due to these types of events (homicide, gang 

violence).  

Other events endorsed as most distressing included motor vehicle accidents with 

fatalities, structural fires with fatalities, and suicide.  Bryan and Guthrie (2005) found in their 

sample of 82 novice firefighters that 53% of participants reported motor vehicle accidents as 

most traumatic, followed by 40% of participants who rated fires and 7% who endorsed suicides 

as most traumatic.  Each of these three events were endorsed as distressing by participants in this 

study.  Although not explicitly stated in the Bryan and Guthrie article, it appeared that 

participants were only provided those three options to endorse; therefore, it likely does not 

capture other types of events that are distressing to firefighters (e.g., calls involving children).  
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As such, the distressing events discussed in the current study included a range of events and 

provided participants the opportunity to report additional events (e.g., airplane crash) that were 

not included in the initial list of events.   Therefore, this study offers the opportunity to capture a 

broader understanding of firefighters’ experiences.  By identifying the events that are most 

distressing to firefighters, preventative training to increase awareness about the possible impact 

of these events could be beneficial.  This could help firefighters prepare in advance and to 

understand when they may be more vulnerable to negative responses.  Additionally, fire 

departments could use this knowledge to identify when post-interventions are likely needed.  For 

example, if several firefighters respond to the homicide of a child, support services and 

interventions can be initiated following the event to provide assistance to those firefighters who 

responded to the call.  Moreover, by having this knowledge, firefighters may be more intentional 

in supporting one another and engaging in coping strategies following these events. 

Overall, there is limited literature on the events that firefighters encounter and those they 

find most distressing.  This study begins to fill the need to understand the types of calls 

firefighters encounter and those they may find most distressing; however, further research is 

needed to confirm these results, especially across geographic regions, types of firefighters, 

positions within the fire service, and cultural factors (e.g., race, ethnicity, gender).   

Impact of Work Related Crises 

Negative impact.  The present study found that firefighters can be impacted by work-

related crises in various ways, both negatively and positively.  In terms of negative impact, 

firefighters were affected in physical (e.g., sleep disturbance), emotional (e.g., sadness, grief), 

cognitive (e.g., thoughts about the event), relational (e.g., distance from others), and work 

performance (e.g., poorer performance) domains.  Several of the interviewed participants 
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reported symptoms consistent with PTSD, including distressing memories (seven participants), 

continuous thoughts about the event (four participants), flashbacks (three participants), 

distressing dreams (one participant), and hypervigilance (one participant).  Although PTSD was 

not directly assessed in this study, the reports of these symptoms suggest that some of the 

participants in this study may meet diagnostic criteria for PTSD.  This seems to support prior 

research that firefighters are at-risk for developing PTSD (e.g., Wagner et al., 2010).  The 

presence of post-traumatic symptomology and other negative symptoms is concerning, as it can 

cause significant impairments in various areas of their lives.  Specifically, prior research has 

demonstrated that these concerns can greatly impair work performance, interpersonal 

relationships, emotion and physical well-being, and everyday functioning (e.g., APA, 2013; Ikin 

et al., 2010; Marshall et al., 2001; Westphal et al., 2011).   

Given the rates of PTSD and subsequent impairments, it would be helpful for firefighters 

to be routinely and confidentially screened for PTSD and other mental health concerns (e.g., 

depression, substance use) in order to identify firefighters who need intervention.  As such, this 

would allow fire departments and mental health professionals to provide the necessary 

interventions to those who need it.  Importantly, these screenings and interventions should be 

conducted in a way that is non-punitive.  If firefighters believed there were negative 

consequences (e.g., losing their jobs, placed on desk duty), they may be dishonest in their 

responses and be less likely to receive the supports they need.  

Although there were a range of negative impacts found in this study, none of the 

participants reported financial impact.  Given that only active, career firefighters were eligible to 

participate, all participants were currently working as firefighters.  Thus, there likely were no 

changes to their pay and financial situation following the events they experienced.  However, if 
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this study included non-active firefighters, such as those who retired early, took mental health 

leave, or decided to leave the fire service, financial impact may have been found.  Therefore, it is 

believed that some firefighters may potentially be financially impacted following work-related 

crises.  As such, it would be an interesting direction for future research to explore.  

Positive impact and post-traumatic growth.  Although all of the participants reported 

being negatively impacted by a work-related crisis, multiple participants also indicated some 

positive impacts.  For example, almost half of the participants stated seeking out more training 

and/or engaging in independent study related to their job duties in order to improve their 

performance in future calls.  Another participant reported recommitting to the profession, while 

two participants indicated increased appreciation for their families.  As such, several participants 

reported experiences consistent with Post-Traumatic Growth (PTG).  Tedeschi and Calhoun 

(2004) defined PTG as “The experience of positive change that occurs as a result of the struggle 

with a highly challenging life crisis” (p. 1).  Although negative outcomes certainly occur as the 

result of trauma, PTG focuses on the positive outcomes of trauma.  Some theories of PTG posit 

that these negative experiences are necessary in order to eventually experience positive outcomes 

(e.g., Joseph et al., 2012; Tedeschi & Calhoun, 1995; Tedeschi & Calhoun, 2004).   

 Researchers Tedeschi and Calhoun, who have become well-known in the field of PTG, 

have constructed a comprehensive model of PTG.  They proposed that positive growth occurs in 

five main areas: 1) changes in perception of self, including increased strength; 2) opportunity for 

new experiences; 3) increased skills in relating to other people; 4) increased appreciation of life; 

and 5) changes in spiritual beliefs (Tedeschi & Calhoun, 1995; Tedeschi & Calhoun, 2004).  In 

order for these types of changes to occur, a variety of experiences must take place following a 

traumatic event (Tedeschi & Calhoun, 1995; Tedeschi & Calhoun, 2004).  Specifically, the 
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individual must experience a challenge to their beliefs and schemas, as well as encounter 

emotional distress (Tedeschi & Calhoun, 1995; Tedeschi & Calhoun, 2004).  To manage these 

experiences, the individual will initiate coping strategies, and engage in automatic, intrusive and 

deliberate rumination, which ultimately results in changes to his or her schema and narrative 

(Tedeschi & Calhoun, 1995; Tedeschi & Calhoun, 2004).  As a result of these changes, PTG 

occurs (Tedeschi & Calhoun, 1995; Tedeschi & Calhoun, 2004).  By understanding PTG, 

interventions could be developed that promotes PTG among firefighters.  Moreover, mental 

health professionals could explore feelings and experiences related to PTG in therapy, possibly 

to alleviate negative emotions (e.g., guilt, shame) and elicit positive feelings and greater well-

being.  PTG could also be used in a strengths-based approach to therapy, which can help 

firefighters overcome some of the negative impacts they experienced following a work-related 

crisis.  For some firefighters, having increased knowledge of their experiences of PTG may 

reduce feelings of burnout and lead to greater engagement with the profession.  To help facilitate 

exploration of PTG, clinicians could utilize the Posttraumatic Growth Inventory (Tedeschi & 

Calhoun, 1996), a 21-item measure of PTG.  This measure can be a tool in therapy to increase 

insight into their experiences and foster discussion on how to increase PTG. 

 Two firefighters in this study reported some growth in the increased appreciation of life 

domain.  The other types of growth (e.g., recommitment to profession, increased training) 

reported by participants are not directly mentioned in Tedeschi and Calhoun’s (2004) model; 

however, they do suggest positive changes following the event.  As such, it may be beneficial for 

research to be conducted on how firefighters experience positive growth following work-related 

crises.  At this time, there is a paucity of research that explicitly examines PTG in the firefighter 
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population.  Moreover, of the studies that do exist, only two (Moran, 2012; Sattler, Boyd, & 

Kirsch, 2014) examines firefighters in the United States.  Therefore, further research is needed.  

Applying crisis theory.  Another way of looking at the findings regarding the impact of 

work related crises is through the lens of Crisis Theory.  According to Regehr and Bober (2005), 

Crisis Theory asserts that individuals can be negatively impacted following a crisis.  Examples of 

negative impact include feelings of emotional distress, experiencing impairment in major life 

domains, and feelings of low self-worth (Regehr & Bober, 2005).  Given the inclusionary criteria 

of this study, each of the 10 interviewed participants interpreted their work-related events as 

crises, as they endorsed at least moderate levels of distress and surprise.  This was important, as 

Crisis Theory indicates that a crisis is distressing and unexpected for an individual (Regehr & 

Bober, 2005). Of the 132 participants who completed the online survey, 52 (39.4%) of them 

reported experiencing a work-related crisis within the last year.  Crisis Theory suggests that 

following a crisis, the individual has difficulties managing the negative outcomes of the event 

(Regehr & Bober, 2005).  For the interviewed participants in this study, it appeared that they had 

difficulties in the aftermath of the event given the negative impacts they experienced (Regehr & 

Bober, 2005).  Interestingly, Crisis Theory indicates that crises can cause feelings of 

vulnerability that are a catalyst for personal growth (Regehr & Bober, 2005).  As discussed 

previously, several participants experienced some positive changes following the work-related 

crises.  Although participants did not discuss feelings of vulnerability, it is possible that they 

experienced these feelings.  Further research that examines factors (e.g., feelings) that contribute 

to positive changes following crises could be helpful in understanding firefighters’ experiences 

and informing interventions.   
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It is important to consider Crisis Theory in relation to firefighters’ experiences, as it is 

highly probable that firefighters will encounter at least one work-related crisis during their 

tenure.  Therefore, mental health professionals and the fire service need to be aware of what 

phenomena are common following a work-related crisis, in order to provide the necessary 

supports and training for firefighters.  By having appropriate interventions in place, distress and 

other negative impacts can be alleviated.  Following a crisis, fire departments can provide 

debriefings, psychological first aid, and resources for continued support.  Given that long-lasting 

impacts could occur following a crisis, fire departments should provide access to mental health 

services (e.g., individual psychotherapy, group therapy) and encourage firefighters to utilize 

these services.  Moreover, preventative training on common experiences following a crisis and 

warning signs (e.g., suicidal ideation, panic attacks, sleep difficulties) of mental health concerns 

and significant stress would also be beneficial.  This can even be provided by peer support teams, 

which may allow firefighters to be more receptive to this information.  Additionally, peer support 

teams from other departments could respond to firehouses following a crisis.  Mental health 

professionals could train these support teams and assist with response following a crisis. 

Overlapping pattern of impact areas.  In this study, an overlapping pattern between 

several impact areas appeared, suggesting that some of these impact areas were related to one 

another rather than occurring independently.  For example, the negative cognitions experienced 

by an individual contributed to physical impacts (e.g., sleep disturbance) and negative emotions 

(e.g., guilt, anger).  More specifically, the thought of “I should have done more” resulted in 

feelings of guilt and eventually propelled an individual to increase their training in search and 

rescue.  This pattern relates to the theoretical underpinnings of Cognitive Behavioral Therapy 

(Beck, 2011; Beck, 1970; Ellis, 1962, Wright, Basco & Thase, 2006), which discusses the 
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relationship between people’s cognitions, emotions, and behaviors.  This theory posits that 

following an event, people construct a cognitive appraisal that leads to an emotion (Wright et al., 

2006).  These cognitive appraisals and corresponding emotions can be negative, positive, or 

neutral (Wright et al., 2006).  Following the emotion, people engage in a behavior that is the 

direct result of the experienced feelings that were caused by the cognitions (Wright et al., 2006).  

The behavior often leads to a new event and the cycle of cognitions, emotions, and behaviors 

continue (Wright et al., 2006).  Importantly, the cycle is not always linear, as a behavior can 

result in a different emotion and/or cognition (Wright et al., 2006).  Likewise, an emotion can 

impact the cognitions (Wright et al., 2006).  This cycle can consist of maladaptive, neutral, or 

adaptive experiences (Wright, Basco & Thase, 2006).  Given that the cognitions reported by 

participants appeared to impact their emotions and behaviors, Cognitive-Behavioral Therapy 

(CBT) helps to explain the overlapping nature between the different areas of impact.   

Due to these overlapping pattern of cognitions, emotions, and behaviors, intervention that 

utilizes CBT may be helpful for firefighters.  In CBT, a strong focus is placed on cognitions, as 

they impact emotions and behaviors.  Therefore, it would be important to identify and explore 

thoughts related to the event (e.g., “I could have done more”).  Through exploration, cognitive 

distortions can be identified, such as catastrophizing (i.e., expecting the worst to occur even if it 

is unlikely), personalization and blame (i.e., blaming oneself for something despite not being 

completely responsible for the events), and filtering (i.e., focusing on the negatives and ignoring 

the positives).  Once cognitive distortions are identified, the therapist and firefighter can work 

together to reframe these thoughts.  For example, the firefighter may change the thought of “I 

could have done more” to “I did all that I could with the resources I had at that time.”  By 

reframing this thought, the negative emotions (e.g., guilt, shame) that arouse because of the 
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thought may be reduced or disappeared according to CBT.  Thought records can be a helpful tool 

in exploring these thoughts and reframing them.  Aside from thoughts, CBT also offers 

behavioral strategies to improve mood.  Therefore, firefighters who are struggling to manage 

negative emotions can engage in strategies (e.g., behavioral activation, coping card) to improve 

their mood.   As such, CBT can be a helpful treatment modality for firefighters.   

Circumstances of the event.  An important cluster theme that emerged in this study was 

related to the circumstances of the work-related events.  For several of the interviewed 

participants, they felt distressed when the victims during a call reminded them of somebody they 

know (e.g., their own children, colleague).  Similarly, the victim’s age was impactful for two of 

the participants.  At this time, there are no studies that examine these two factors and how they 

impact firefighters’ level of distress.  However, there have been studies that examine other 

factors that can impact someone’s distress level during a traumatic event.  The level of threat 

experienced was one of these factors (Holbrook et al., 2001; Klien & Alexander, 2009; Renshaw, 

2011), which two participants discussed in this study.  Specifically, they expressed that their 

sense of safety was violated during the event.  Several research studies (Holbrook et al., 2001; 

Klien & Alexander, 2009; Renshaw, 2011) indicated that the level of threat during an event is a 

peri-trauma (prior to the trauma) risk factor for developing posttraumatic symptomology.   

Other peri-trauma risk factors discussed in the literature include level of exposure and 

proximity to the traumatic event (Blachard et al., 2005; Duffy et al., 2015; Iversen et al., 2008), 

severity of the event (Klein & Alexander, 2009), and dissociation (Klein & Alexander, 2009; 

Lensvelt-Mulders et al., 2008; Rosendal et al., 2011; Ursano et al., 1999).  Although the 

participants in this study did not explicitly discuss these factors, it is possible that they were 

experienced during the events.  This seems likely for the level of exposure, proximity, and 
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severity factors, as firefighters usually have high levels of exposure and proximity when 

responding to a call.  Moreover, the events discussed appear severe in nature.  By understanding 

the factors associated with increased distress, firefighters can learn when they may be at 

heightened risk for a traumatic reaction.  They could utilize these insights to know when they 

may need to reach out for support and/or be more intentional with engaging in healthy coping 

strategies.  Preventative awareness training would be important in teaching firefighters these 

factors that would place them at increased risk.  This training can be done within the department, 

at fire service conferences, and in the fire academy for new firefighters.   

 Cumulative impact of events.  One of the cluster themes that emerged in this study 

involved the cumulative impact of events.  Six out of the 10 participants expressed recognition 

that the repeated exposure to potentially traumatic events can create added stress.  Several 

participants reported being more impacted when they experience an event multiple times as 

compared to experiencing an event only once.  This is unsurprising, as numerous studies have 

shown that repeated exposure to potentially traumatic events can place people at higher risk for 

developing trauma disorders and other related difficulties (e.g., Cloitre et al., 2009; Martin et al., 

2013; Suliman et a., 2009).  A recent study with firefighters demonstrated that they experience a 

cumulative psychological toll (e.g., flashbacks, irritability, desensitization) because of repeated 

exposure (Jahnke, Poston, Haddock, & Murphy, 2016).  Moreover, Levy-Gigi and colleagues 

(2014) suggested that first responders experience structural changes in their hippocampus due to 

the repeated exposure to traumatic events.  The current study indicates that some firefighters are 

aware of the impact of repeated exposure to events, which aligns with a qualitative study 

conducted by Jahnke and colleagues (2012) that also had participants aware of the cumulative 

impact of their job duties.   
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This understanding of the cumulative impact can assist the fire service in being more 

intentional about the support they provide for firefighters, especially more experienced 

firefighters.  Additionally, this knowledge can assist with treatment planning, as more 

experienced firefighters may need more time to process and heal from the work-related events 

they have experienced.  Moreover, the fire service should be aware that more experienced 

firefighters may need more than brief treatment to address their concerns; therefore, long-term 

treatment should be available to those firefighters who may need it.  For those departments that 

offer debriefings following a work-related crisis, the opportunity should be given to firefighters 

to discuss similar calls they have encountered, as the current event may elicit distressing feelings 

related to previous events.   

Coping Strategies 

 This study found that firefighters use a range of coping strategies, which were 

categorized into two domains based on Lazarus and Folkman’s (1984) transactional model.  

These categories were emotion-focused coping skills and problem-focused coping skills.  

Emotion-focused coping skills are strategies that change a person’s emotional response during 

and/or after a stressful event (Lazarus & Folkman, 1984).  In contrast, problem-focused coping 

skills are strategies that create changes related to the stressful event (Lazarus & Folkman, 1984).  

Due to not assessing participants’ primary and secondary appraisals related to the coping 

strategies, the categorization of coping strategies may not be fully accurate.  Through the coding 

process, I organized coping strategies based on my assumptions on the functions (e.g., manage 

the emotional response, making a change following the event) of each coping strategy. 

Emotion-focused coping skills.  The current study found that participants primarily 

reported emotion-focused coping skills with each of the 10 interviewed participants indicating at 
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least one emotion-focused strategy.  Some of the top emotion-focused strategies utilized included 

listening to music, relaxing, getting out of the house/going out to eat, riding in a vehicle, and 

consuming alcohol.  Other common strategies included physical activities and humor.  Many of 

these coping strategies have been found in other studies on firefighters (e.g., Alvarado, 2013; 

Nydegger et al., 2011; Smith et al., 2011).  For example, Sliter and colleagues (2014) found in a 

study of 179 firefighters that humor mediated the relationship between traumatic stressors, and 

post-traumatic symptomology and feelings of burnout.  Similarly, in a study by Smith and 

colleagues (2011), firefighters who utilized relaxation techniques (e.g., mindfulness) had lower 

levels of post-traumatic symptomology, depression, and alcohol consumption.  Therefore, it is 

important to encourage firefighters to utilize these adaptive coping strategies.  More experienced 

and higher ranking firefighters could encourage newer firefighters to use these skills, as well as 

model using these skills.  Wellness programs could also assist with encouraging firefighters to 

engage in these coping strategies.  Additionally, it could be helpful for firefighters to build these 

into their usual routine.  For example, in the mornings, the firefighters could work out together in 

their exercise room.  This would not only help their emotional and physical well-being, but also 

increase the bond between the members of the fire department.  Another example is engaging in 

a short deep breathing or mindfulness activity after responding to a call, in order to lower any 

stress they are experiencing from the call.  In order to encourage firefighters to engage in these 

activities, friendly competitions could occur within the fire house.  For example, the firefighter 

who exercised the most in a month is considered the winner.  In larger departments, competitions 

could occur between the different fire houses.  

In terms of other coping strategies identified in this study, alcohol consumption was a 

coping strategy utilized by some of the participants in this study.  This is consistent with some 
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prior research (e.g., Bacharach et al., 2008).  Although this study did not examine the frequency 

and amount of alcohol use, Bacharach and colleagues (2008) found that alcohol consumption 

increased when firefighters experienced work-related crises that were higher in intensity.  It will 

be helpful for future research to examine the utility of the various coping strategies to understand 

the reasons firefighters use certain coping strategies more than others.  Moreover, future research 

should examine the consequences of using each type of coping strategy, as some strategies (e.g., 

alcohol consumption) may have significant consequences that could create additional distress 

and/or functional impairment.   

Problem-focused coping skills.  In terms of problem-focused coping skills, the 

firefighters interviewed in this study reported fewer problem-focused strategies than emotion-

focused skills.  Many of these strategies were directly related to their jobs, such as training to 

increase preparedness for future calls and trying to prevent the event from occurring in the 

future.  Only one participant reported a non-job related strategy, which involved taking naps to 

compensate for sleep difficulties.  At this time, there is only one other study (Ângelo & 

Chambel, 2014) that specifically examined problem-focused coping strategies among 

firefighters, as a majority of the coping research related to firefighters is focused on specific 

emotion-focused coping strategies.  Ângelo and Chambel (2014) found that those firefighters 

who utilized proactive coping strategies, analogous to problem-focused coping strategies, were 

less likely to experience job burnout and had more engagement in work-related activities.  

Although the current study indicates that some firefighters employ problem-focused coping 

strategies, it did not examine the impact of using such strategies.  Therefore, future studies could 

examine the consequences of using problem-focused coping strategies.  Moreover, future 



 
164 

research could broadly examine the types of problem-focused coping strategies utilized by a 

larger sample of firefighters. 

Primary and secondary appraisals related to coping strategies.  Importantly, Lazarus 

and Folkman (1984) theorized that the strategies employed are based on the primary and 

secondary appraisals made by a person about the event.  As explained in the literature review, 

primary appraisals could be about harm and loss, threat, challenge, and benign (i.e., additional 

appraisal or action is unnecessary).  Depending on the type of primary appraisal made, a 

secondary appraisal is then made that determines the type of coping strategy utilized.  A 

problem-focused coping skill is utilized when a secondary appraisal is made about having 

control, resources, and/or options.  In contrast, an emotion-focused coping skill is used when a 

person believes they have limited control, resources, and/or options.  As such, the focus is on 

regulating the emotions related to the event.   

For the current study, participants were not asked about the types of appraisals made 

about the event; therefore, the primary and secondary appraisals made by the participants were 

not obtained.  As such, the categorization of coping strategies may have been different if these 

appraisals were obtained.  Future research on coping strategies within the firefighter population 

would benefit from inquiring about primary and secondary appraisals to increase understanding 

on the utility of the coping strategies.  Some potential interview questions include:  

1. During and/or following the event, did you experience any injuries or a significant 

loss?  If not, was there the threat of injury or loss? 

2. During and/or following the event, did you experience an opportunity for growth or to 

build additional skills? 
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3. How much control did you feel you had over the event and in the aftermath of the 

event? 

4. Did you feel you had an adequate number of resources and/or options during and after 

the event?  

In addition to not inquiring about the specific appraisals made by participants, the level of 

control and amount of resources was not examined.  These factors could have helped to explain 

why participants endorsed more emotion-focused coping strategies than problem-focused coping 

strategies.  It is possible that participants felt they had little to no control and/or limited resources 

to make changes related to the event.  As such, their appraisals may have indicated that the best 

solution was to regulate their emotions rather than try to make changes related to the event.  For 

those participants who did engage in problem-focused coping skills, they may have felt they had 

some control and/or resources.  Interestingly, the strategies they utilized did not seem to directly 

impact the initial work-related crisis.  Rather, their strategies were primarily focused on future 

events, such as preparing for future calls (e.g., increasing search and rescue training) and 

prevention of similar events (e.g., abuse of a child).  Unfortunately, this study did not explore 

participants’ perceptions of the degree of control and resources they had; therefore, it would be 

important for future studies to explore in order to determine if this determines the type of 

strategy utilized by firefighters.  

Coping strategies and personal characteristics.  In this study, it appeared that older 

participants tended to report a smaller number of coping strategies beyond social support.  Given 

the nature of this study, relationships and trends cannot be determined; therefore, this is only 

descriptive information.  When comparing this descriptive information to prior research, it is 

different from what Chamberlin and Green (2010) found.  Specifically, they found that older and 
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more experienced utilized more coping strategies than younger and less experienced firefighters 

(Chamberlin & Green, 2010).  Moreover, older, more experienced firefighters used different 

types of strategies than younger, less experienced firefighters.  There are no other studies at this 

time that examines the amount of coping strategies in comparison to age and/or experience.  This 

is important as targeted interventions related to coping could be developed for groups that are not 

utilizing effective coping skills.  Although most firefighters would likely benefit from training on 

improving coping strategies, it would be important to target groups that have fewer and/or less 

effective coping strategies.   

Unhelpful factors that impact coping.  Other interesting findings from this study 

included factors that were unhelpful to firefighters when coping with a work-related crisis.  

These factors included being questioned by other people about an event, testifying in court about 

the event, media coverage of the event, and consuming alcohol.  A study by Regehr and 

colleagues (2003) found that Canadian firefighters involved in postmortem inquires (e.g., testing 

in court about a death) had more traumatic stress and depressive symptoms than those who were 

not involved in postmortem inquiries.  They also found that those firefighters involved in 

postmortem inquiries were more likely to take a mental health stress leave (Regehr et al., 2003).  

Moreover, the amount of media coverage of the event also increased the level of depressive 

symptoms (Regehr, Hill, Goldberg, & Hughes, 2003).  It seems unsurprising that media coverage 

of an event can increase distress among firefighters, as a number of studies (e.g., Ahern, Galea, 

Resnick, & Vlahov, 2004; Lau, Lau, Kim, & Tsui, 2006) have suggested that media exposure 

can cause additional traumatic responses following an event.  In terms of alcohol use, as 

mentioned above, several research studies (e.g., Bacharach et al., 2008) indicate that alcohol 

consumption can increase distress.  It is interesting that several of the firefighters in this study 
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had insight into the possible negative consequences of alcohol use as a coping strategy.   As 

such, it would be helpful for those firefighters to share with other firefighters that alcohol 

consumption is an unhealthy way of coping with distress.  Moreover, this should be discussed in 

preventative trainings and other strategies should be provided.  

Overall, there appears to be a need to further examine coping strategies among 

firefighters, including the reasons they utilize particular strategies, the utility of these strategies, 

and the positive and negative consequences of different strategies.  By having this information, 

interventions can be improved and/or developed to target areas of concern (e.g., unhealthy 

coping strategies).  It can also help to identify why strategies are either effective or ineffective, 

and this information could be shared with firefighters to reinforce and encourage use of effective 

strategies.  Firefighters may be more receptive to engaging in effective strategies if they 

understand the utility of these skills and why they are helpful.  Likewise, it could discourage 

firefighters from using ineffective strategies.  This can be done through trainings within the 

department and in firefighter training programs.  More research is needed on factors (e.g., media 

coverage, postmortem inquiry) that make coping with a work-related crisis more challenging for 

firefighters.  These factors would be important to share with firefighters through trainings, so 

they understand what can make it more challenging to cope and when they may need to ask for 

help from others.  Additionally, the fire service can be intentional in providing support services 

when these circumstances are present (e.g., high profile case with significant media attention, an 

ongoing postmortem inquiry).  By increasing awareness about the impact of these circumstances, 

the fire service can better support firefighters during these challenging times.   



 
168 

Social Support as a Coping Mechanism 

Most of the participants interviewed in this study utilized social support in the aftermath 

of a work-related crisis to some degree.  When looking at the four types of social support, 

emotional support was most commonly reported followed by social companionship and 

informational support.  Interestingly, none of the interviewed participants reported utilization of 

instrumental support.  Prior research has demonstrated that social support can help people 

overcome difficult events (e.g., Regehr, 2009; Tsai et al., 2012), improve mental health concerns 

(e.g., Applebaum et al., 2014; Hurd et al., 2013), and foster post-traumatic growth (e.g., Powell 

et al., 2012; Scrignaro et al., 2011).  Regehr and colleagues (2003) discussed the importance of 

firefighters receiving social support throughout their careers, as rates of depression and post-

traumatic symptomology increase as perceived levels of social support decrease.  Moreover, 

Carpenter and colleagues (2015) recently found that social support may protect firefighters 

against experiencing suicidal ideation and attempting suicide.  In addition to the positive impact 

on mental health, social support could also positively impact overall work performance.  A 

recent study by Kniffin, Wansink, Devine, and Sobal (2015) demonstrated that eating meals 

together in the firehouse improved work performance.  In addition to eating meals together, 

making jokes, pulling pranks on one another, exercising, watching sporting events, completing 

chores together, sharing stories, and talking about their lives can be strategies to increase support 

and build strong relationships.  It may also be helpful for firefighters to engage in activities 

outside of the firehouse.  Some examples include attending musical concerts, playing sports, 

going to local events (e.g., festivals, car shows), shooting guns at the gun range, watching a 

movie, having a bar-be-que, and going to the beach.  Many of these examples were discussed by 

participants in this study as being a helpful way to connect with their fellow firefighters.  As 
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such, social support can be a useful tool, and participants in this study largely described social 

support as helpful following a work-related crisis.  

Those who participated in this study received support from a range of people, including 

colleagues, family members, significant others, friends, mental health clinicians, and religious 

network.  More than half of the participants described differences between support from 

firefighters and support from non-firefighters.  For several participants, they believed that fellow 

firefighters could better understand their experiences.  At this time, there are no studies that 

examine the differences in social support between firefighters and non-firefighters.  However, a 

study by Milen (2009) suggested that compared to the general population, firefighters receive 

less social support from family and friends.  Another study found firefighters who received 

reassurance of worth and felt supported by their supervisor had lower levels of stress (Varvel et 

al., 2007).  Given the findings of this study and prior research, support from other firefighters 

seems most helpful, as they have a better understanding of each other’s experiences.  Moreover, 

the sense of brotherhood with the fire service may make it easier for firefighters to receive 

support from one another.  As described above, there are a number of activities in and out of the 

firehouse (e.g., attending local events, using humor) that can help firefighters feel more 

supported by one another and to improve their relationships.   

Social support and personal characteristics.  In examining individual characteristics, it 

appeared that older, more experienced firefighters tended to report more use of social support; 

however, given the design of this study, relationships and trends cannot be deprived.  

Interestingly, a study by Regehr and colleagues (2003) found that more experienced firefighters 

in Canada reported less utilization of social support than firefighter recruits.  However, Regehr 

and colleagues’ study (2003) is the only study to date that has examined differences in support 
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utilization depending on experience levels.  Therefore, it is unclear if experience levels influence 

social support utilization.  

Barriers to social support.  The current study found that some firefighters experience a 

range of barriers in reaching out for social support.  These included admitting one needs help, 

feeling something is wrong with oneself, being scared about the reaction of others, not wanting 

to burden others, and being discouraged in the past to talk about difficulties.  Many of these 

barriers likely relate to the stigma of mental illness, especially within the first responder 

community.  Crowe and colleagues (2015) found that first responders indicated that loss of 

status, discrimination, disbelief, and shame were forms of stigma they worried about 

experiencing as a result of mental health concerns.  Moreover, it has been suggested that some 

firefighters do not seek mental health services due to fears about being stigmatized (e.g., being 

viewed as weak) and possible negative consequences related to their careers (Kronenberg et al., 

2008; Kupersanin, 2002).   

In order to reduce stigma, it would be helpful for firefighters who have received mental 

health services to share their experiences with other firefighters.  A participant in this study 

described how he felt more comfortable attending therapy once he knew another firefighter 

previously used counseling services.  Therefore, it is possible that self-disclosing experiences of 

seeking help could encourage others to pursue mental health services.  Moreover, older, more 

experienced, and higher ranking firefighters should encourage younger firefighters to seek help 

when needed.  They could indicate that there will be no negative repercussions of seeking 

services.  Likewise, the older, more experienced firefighters should model respect and 

acceptance when a firefighter discloses that they have sought out services rather than making 

jokes about attending therapy.  Ideally, these firefighters would reinforce and encourage the 
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younger firefighters for seeking help, indicating that help-seeking behaviors are a sign of 

strength rather than weakness.  In firefighting training programs, instructors should encourage 

new firefighters to seek help when needed.  They should provide psychoeducation on the 

benefits of using mental health services, as well as the possible consequences if they do not 

receive help when they need it.   

The participants who reported worrying about burdening others as a barrier for social 

support are likely at higher risk for suicide.  According to the Interpersonal Theory of Suicide 

(Joiner, 2005), perceived burdensomeness is a significant factor that leads to suicide-related 

behavior.  This, combined with thwarted belongingness (i.e., feeling disconnected from other 

people) and acquired capability (i.e., a combination of decreased fear of death and increased pain 

tolerance), increases the likelihood an individual will attempt suicide (Joiner, 2005; Van Orden 

et al., 2010).  Although not examined in this study, it is possible that due to firefighters’ job 

duties, training, and exposure to death, they may develop acquired capability.  For some 

firefighters, they may also experience thwarted belongingness, especially if they have poor 

interpersonal relationships and/or mental health concerns leading to impairment in social 

relationships.  As such, it is sadly unsurprising that firefighters have higher rates of suicide than 

the general population.  By considering the Interpersonal Theory of Suicide (Joiner, 2005), an 

understanding for some of the reasons behind the high rates of suicide among firefighters can 

begin to develop.  However, there has been limited research on suicide among this population 

and factors contributing to high rates of suicide; therefore, more research is desperately needed 

on this subject.  

Professional support.  In terms of professional support, several interviewed participants 

reported use of mental health services, including individual counseling and critical incident stress 
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debriefings.  A recent study by Hom and colleagues (2016) found in their study of 483 

firefighters that 77% of the participants received mental health services at some point during 

their careers.  Regarding beliefs about professional support, the current study found varying 

views on mental health services, with some being more positive (e.g., therapy was helpful) and 

some less positive (e.g., mental health professionals are unable to understand firefighters’ 

experiences).  Similarly, interviewed participants had conflicting beliefs about critical incident 

stress debriefings.  This is consistent with the current research, as some studies suggest it is an 

effective intervention (e.g., Sattler, Boyd, & Kirsch, 2014), while others found it ineffective 

(e.g., Harris et al., 2002).  Tuckey and Scott (2014) conducted a randomized controlled trial of 

critical incident stress debriefings, which indicated significantly less alcohol use and 

significantly greater quality of life following the intervention.  However, there were no 

significant effects on psychological distress or posttraumatic symptomology (Tuckey & Scott, 

2014).  As such, critical incident stress debriefings may be helpful in some ways, but may need 

to be further examined to improve effectiveness.  In terms of firefighters’ intervention 

preference, a study of Canadian firefighters found that they preferred individual debriefing over 

critical incident stress debriefings (Jeannette & Scoboria, 2008).  Moreover, firefighters 

expressed interest in peer support groups (Jeannette & Scoboria, 2008).  However, for response 

to high intensity scenarios, the participants rated all interventions highly (Jeannette & Scoboria, 

2008).  By understanding firefighters’ views of professional services, the mental health field 

could make changes to rectify firefighters’ negative views.  To address the view that mental 

health providers do not understand firefighters’ experiences, mental health professionals could 

attend specialized trainings on working with firefighters.  They could also spend unstructured 

time in the fire houses and observe firefighters during their calls.  By doing so, they can begin to 
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understand what firefighters experience; therefore, they may be better able to understand 

firefighters, build stronger rapport, and assist them in overcoming the challenges they 

experience.  Additionally, trained peer support teams could be another venue to providing 

support and training on mental health concerns that may be better received by firefighters.  In 

terms of debriefings, it may be helpful to provide firefighters with multiple options of how those 

debriefings are structured.  Some firefighters may prefer more structured debriefings, while 

others prefer unstructured debriefings.  Likewise, some firefighters may want to attend a 

debriefing immediately following an event, while others prefer to attend several days to a week 

after the event.  Therefore, they should be provided options of how they receive support.  

Following any debriefing, it would be helpful to follow-up with each fire department to 

determine if there is a need for continued support.  If so, further support should be provided.  

Overall, a range of services should be easily accessible to firefighters and firefighters should be 

empowered to engage with the services they believe will meet their needs.  Moreover, mental 

health professionals should work towards better understanding firefighters’ experiences.   

Directions for Future Research 

 This phenomenological study provides additional insight on firefighters’ experiences 

related to work-related crises.  By increasing the knowledge on firefighters’ experiences, 

interventions and support services can be developed and/or enhanced.  Unfortunately, there is 

currently a paucity of research on the topic, especially related to the coping strategies and social 

support.  More research is needed to understand firefighters’ experiences and coping strategies to 

reduce possible negative consequences (e.g., increased suicide risk, post-traumatic 

symptomology) of their job duties.  As mentioned throughout this chapter, there are multiple 

directions for future research.  In terms of work-related crises, it would be helpful to further 
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examine the events firefighters find most distressing across demographic factors (e.g., cultural 

identity, geographic region, position within the fire service).  Research should also examine 

factors (e.g., sense of control, resources) that are related to both the negative and positive 

outcomes following a work-related crisis, in order to gain clarity into the factors that impact and 

exacerbate these concerns.   Moreover, examining the primary and secondary appraisals related 

to the work-related crisis and corresponding coping strategies will help to improve understanding 

on how firefighters cope.  It will also be important to further examine barriers to coping, 

receiving social support, and utilizing mental health services, as well as factors (e.g., culture 

within the firehouse, interventions) that reduce these barriers.  To help improve treatment and 

preventative interventions, more research is needed on interventions.  Lastly, given the large 

number of firefighter suicides each year, more research is desperately needed to understand the 

reasons for increased suicide risk and how to prevent suicide within this population. 

Limitations 

 It is believed that several limitations exist within the current study.  Specifically, given 

recommendations by Chan and colleagues (2013) to avoid conducting a significant literature 

review prior to a phenomenological study, the literature review conducted for this study is 

considered a limitation of this study as it could have influenced how I interpreted the responses.  

However, by acknowledging sensitizing concepts and engaging in the epoche process, it is 

believed that the impact of this limitation was minimized.  My role as a counselor may have also 

impacted the disclosures made by the interviewed participants, as I sometimes utilized basic 

helping skills (e.g., reflections, validating statements) that other researchers may not have used.  

Additionally, I sometimes disclosed my relationship to two firefighters, which may have also 

impacted the level of content discussed by participants.  Another limitation involves the culture 



 
175 

of the firefighting community, as it is possible that firefighter participants may have been 

guarded in their responses and decided to withhold some information about their experiences.  

While other studies (e.g., Jahnke, Gist, Poston & Haddock, 2014) have conducted qualitative 

research with firefighters and obtained significant information from these methods, it is still 

possible that firefighters may not have shared substantial details regarding their experiences.  

Another limitation is that social desirability may have impacted the results.  This study also 

varied in some demographic characteristics from national statistics.  Lastly, the experiences of 

the participants in this study may differ from those firefighters who do not participate in the 

study.  

Conclusion 

This study provided the opportunity to learn more about firefighters’ experiences with 

work-related crises by surveying a national sample of firefighters and conducting interviews with 

10 firefighters.  It was evident that firefighters encounter challenging events on a regular basis, 

as a result of responding to difficult calls within their communities.  These ranged from fires, 

motor vehicle accidents and medical emergencies to mass causalities, homicides/suicides, and 

violence towards children.  For many participants, calls involving the death of a child were the 

most distressing.  As a result of their job duties, firefighters can experience various difficulties, 

including impairments to their emotional, physical, cognitive, relational, and work functioning.  

For some firefighters, they are able to effectively cope with the burden they experience due to 

their jobs.  Unfortunately, there are a number of firefighters who are unable to cope and may 

even complete suicide to escape the pain they were experiencing.  However, each firefighter is 

different in how they are impacted and how they deal with the aftermath of work-related crises.  

As Participant H explained, 
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Every firefighter kind of has their own way of dealing with stuff.  Some ways are very 

helpful.  Some ways aren’t.  Some can get themselves through it.  And unfortunately, in 

this service, you know we do have firefighters that don’t seek the help they need.  They 

are scared to go talk to somebody.  And you know, unfortunately, they end up taking 

their own lives, or to some degree harming themselves or loved ones.  This really 

shouldn’t happen.   

 There are firefighters throughout the United States who need assistance in handling the 

impact of their jobs.  Therefore, the fire service and mental health professionals need to work 

together to understand firefighters’ experiences, change the fire service culture to one conducive 

of seeking assistance, and provide the necessary support to help those who help countless people 

every single day.  This study furthers our knowledge of how firefighters might be affected, and 

leads to numerous suggestions for positive interventions.   
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APPENDIX A 

INFORMED CONSENT 

 
AUTHORIZATION TO PARTICIPATE IN RESEARCH PROJECT titled: 

Exploring firefighters’ views of personal impact, coping strategies, and social support 
following work-related crises 

 
You are invited to participate in a research study examining firefighters’ views on the personal 
impact experienced following work-related crisis, as well as the use of coping strategies and 
social support after work-related crisis.  Please read the following information prior to 
consenting to participating in this study. 
 
This study will involve completing a demographics questionnaire and a brief questionnaire 
regarding your exposure to work-related crisis.   These forms will take approximately 5-10 
minutes to complete.  After completing these forms, you will be asked if you would like to 
participate in the main part of this study, which includes a 45-minute telephone interview 
regarding your coping strategies, social support, and the impact you experienced after a work-
related crisis.   If you are interested, you will have the opportunity to provide your contact 
information and preferred method of contact.  If you are chosen for the interview portion based 
on your initial responses, the researcher will contact you through your preferred method of 
contact in order to schedule a 45-minute telephone interview.  Participation in this study is 
voluntary.  If you decide to participate in this study, you are welcome to discontinue 
participation at any point of the study by exiting the survey website and/or telling your 
interviewer that you do not wish to respond.  The interview portion of the study will be audio-
recorded via a tape recorder.  Your responses will be confidential and private to the extent 
permitted by law.  Should this study be published in any capacity, we will not include 
information that could identify you as a participant.  Additionally, all research records will be 
stored electronically and securely through use of password and encryption.  Audio recordings 
will be kept in a locked filing cabinet in a room that will be locked.  Only the researchers will be 
able to access to the records.  Hard copy records will be destroyed three years after completion of 
this study, and electronic copies will be deleted seven years after the completion of this study.  
 
There are no guaranteed benefits or compensation for your participation.  Participants who 
complete an interview will receive a $25 gift card.  The researchers foresee minimal risk to 
participants.  If any distress occurs as a result of participating in this study, participants are 
strongly encouraged to utilize local mental health services within their community.  Researchers 
can provide referrals at the participant’s request. 
 
This study is conducted by Shannon M. Smith, Doctoral Candidate in the Educational 
Psychology and Learning Systems Department at The Florida State University.  This study is 
supervised by Dr. Frances Prevatt, Professor.  Should you have any questions or concerns 
currently or in the future, you are encouraged to contact the Principal Investigator, Shannon M. 
Smith, at ***, or Dr. Frances Prevatt at *** or ***.  If you have questions or concerns and would 
like to speak to someone other than the researchers, please contact the Florida State University 
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Institutional Review Board at 2010 Levy Street, Research Building B, Suite 276, Tallahassee, FL 
32306-2742, or 850-644-8633, or by email at humansubjects@magent.fsu.edu.  
 
Thank you for your consideration to participate in this study.  You are welcome to keep a copy 
of this consent form for your records.  
 

 
I consent to participating in this study. 

 
I do not consent to participating in this study. 

 
 
  

mailto:humansubjects@magent.fsu.edu
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APPENDIX B 

DEMOGRAPHICS QUESTIONNAIRE 

 
This questionnaire was created for the purposes of this study. 
 

Please complete the following items: 

Type of Firefighter: 
1. Career (paid firefighter) 
2. Volunteer (unpaid firefighter) 
3. Retired (no longer working as a firefighter) 

 
Age: _____ 
 
Gender: 

1. Male 
2. Female 
3. Other: ___________ 

 
Race: 

1. White/Caucasian 
2. Black/African American 
3. Hispanic/Latino 
4. Asian 
5. American Indian/Alaskan 
6. Hawaiian Native/Pacific Islander 
7. Multiracial  
8. Other 

 
Ethnicity:  

1. Hispanic 
2. Non-Hispanic 

 
Marital Status: 

1. Single and not dating 
2. Single and dating 
3. Single and in a relationship 
4. Married 
5. Divorced and not currently in a relationship 
6. Divorced and currently in a relationship 
7. Separated and not currently in another relationship 
8. Separated and currently in another relationship 
9. Widowed and not currently in a relationship 
10. Widowed and currently in a relationship 
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If you are in a relationship, are you currently living with your partner? 

1. Yes 
2. No 
3. Not applicable 

 
Geographic Region: 

1. Northeast (e.g., Connecticut, Massachusetts, New Jersey, New York, Pennsylvania) 
2. Midwest (e.g., Illinois, Michigan, Missouri, Ohio, Wisconsin) 
3. South (e.g., Alabama, Florida, Louisiana, South Carolina, Texas) 
4. West (e.g., Alaska, California, Colorado, Hawaii, Montana, New Mexico) 

 
How many years have you worked in the firefighting service? _____ 
What is your position within the firefighting service? ___________________________________ 
What types of calls (e.g., medical services, building fires, wild fires) do you typically respond to? 
______________________________________________________________________________ 
What is the average number of calls you respond to per shift? ______ 
How many hours do you work on an average shift? ______ 
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APPENDIX C 

CHECKLIST OF WORK-RELATED CRISES 

 
This checklist was created for the purposes of this study. 
 

Instructions: Please check off the events you have experienced during your work as a firefighter 
within the past year. Then, answer the five short-response questions. 

Structural Fire with no fatalities   
Structural Fire with fatalities ______ 
Wild Fire with no fatalities  
Wild Fire with fatalities ______ 
Natural Disaster (e.g., hurricane, earthquake) with no fatalities  
Natural Disaster (e.g., hurricane, earthquake) with fatalities  
Infrastructure (e.g., building, bridge) collapse ______ 
Motor Vehicle Accident with no fatalities  
Motor Vehicle Accident with fatalities ______ 
Call involving the death of a child  
Suicide  
Homicide  
Dead Body Removal   
Postmortem Inquiries  
Domestic Violence   
Sexual Assault/Rape  
Gang-Related Violence   
Civil Unrest/Riot  
Terrorist Attack  
Event with Mass Casualties   
Providing Medical Transportation   
Medical Emergency (e.g., stroke, heart attack) with no fatalities ______ 
Medical Emergency (e.g., stroke, heart attack) with fatalities  
Received Threats while responding to a call  ______ 
Assaulted while responding to a call  
Death of a non-firefighter colleague (police, paramedics, dispatcher)  
Death of a firefighter colleague ______ 
Witnessing the death of a firefighter colleague  

Other, please specify __________________________________________________ 
 
1. Which of these events was most distressing to you (select one)? _______________________ 
2. On a scale of 1 to 5, how distressing was this event? (1=not at all distressing; 2=slightly 

distressing; 3=moderately distressing; 4=very distressing; 5=extremely distressing) 
________________________ 
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3. On a scale of 1 to 5, how surprised were you that this event occurred? (1=not at all 
surprising; 2=slightly surprising; 3=moderately surprising; 4=very surprising; 5=extremely 
surprising) ________________________ 

4. How long ago did that event occur? _________________ 
5. On average, how often do you experience this type of event? ___________________ 
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APPENDIX D 

INTRODUCTION TO THE INTERVIEW 

(This statement was said by the researcher at the beginning of the interview.  The statement was 
created for this study and based on McNamara’s (2009) principles for interview preparation.) 
 

Thank you for your willingness to participate in an interview.  The purpose of this interview is to 
learn more about firefighters’ experiences after a work-related crisis, including how they deal 
with the event and the support they may seek out from others.  This interview will involve 
multiple open-ended questions and it is anticipated that it will last approximately 45 minutes.  On 
the survey form you already completed, you indicated that _______ (insert name of event) was 
the most distressing event you experienced within the past year.  Please answer the questions in 
this interview in relation to this event.  

The interview will be audio recorded on a tape player to help the researchers analyze the data.  
All of your information will be confidential and kept in a password-protected and encrypted 
document that only the researchers can access.  Additionally, the audio recording will be kept in 
a locked filing cabinet in a locked room.   

If you need to get in touch with me following the interview, you are welcome to email me at *** 
or my supervisor, Dr. Frances Prevatt, at ***.  

Do you have any questions or concerns before we start the interview?  

  

mailto:***
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APPENDIX E 

FIREFIGHTER INTERVIEW 

These items were created for the purposes of this study. 
 

Interview Stems: 
 
RQ1: 1. Please tell me about how you were impacted by a work-related crisis.  

 
a. What about in your relationships (friends, family)? 

 
b. Physical functioning (e.g., sleep, eating habits)? 

 
c. Emotional functioning? 

 
d. Finances? 

 
e. Job duties/work performance? 

 
 

RQ1: 2. Could you elaborate on what you found particularly challenging? (impact) 
 
 

RQ2: 3. Tell me about what you usually do to handle the stress of a work-related crisis. 
 

a. What strategies did you utilize? 
 

b. Are these strategies different from how you typically handle this kind of 
event?  If so, how are they different? 
 

c. How do you typically handle this kind of event?  
 

d. What have you found to be most helpful in handling the stress of a work-
related crisis? 
 

e. What have you found least helpful in handling the stress of a work-related 
crisis? 

 
 

RQ3: 4. Could you tell me about your use of social support following a work-related crisis? 
 

a. What was it like for you to seek out social support?  
 

b. If you did not seek out social support, what got in the way of seeking out 
support? 
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c. If you did seek out social support, what was challenging about reaching 

out? Please explain. 
 

d. What were the differences between receiving social support from fellow 
firefighters compared to non-firefighters? Please explain. 

 
 

 5. What else would be helpful for me to know to better understand your experience? 
 

 
Potential Follow-Up Questions:  
 
These questions may be asked to follow-up on responses provided by participants in order to 
obtain additional information.  
 
1. What are some of your reasons for feeling that way? 
 
 
2. You talked about…. Can you more about that? 
 
 
3. Can you provide an example of….? 
 
 
4. Could you tell me more about what that was like for you? 
 
 
5. Can you tell me about your thoughts on…? 
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APPENDIX F 

RECRUITMENT FLYER 
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APPENDIX G 

HUMAN SUBJECTS APPROVAL 

 
Office of the Vice President for Research 
Human Subjects Committee 
Tallahassee, Florida 32306-2742 
(850) 644-8673 ·  FAX (850) 644-4392 
 
APPROVAL MEMORANDUM 
 
Date:   03/15/2016 
To:   Shannon Smith <***> 
Address:  *** 
Dept.:   EDUCATIONAL PSYCHOLOGY AND LEARNING SYSTEMS 
From:   Thomas L. Jacobson, Chair 
Re:   Use of Human Subjects in Research 
  Exploring Firefighters’ Views of Personal Impact, Coping Strategies, and Social  

Support Following Work-Related Crises 
 
The application that you submitted to this office in regard to the use of human subjects in the 
proposal referenced above have been reviewed by the Secretary, the Chair, and two members of 
the Human Subjects Committee.  Your project is determined to be Expedited per 45 CFR § 
46.110(7)  and has been approved by an expedited review process. 
 
The Human Subjects Committee has not evaluated your proposal for scientific merit, except to 
weigh the risk to the human participants and the aspects of the proposal related to potential risk 
and benefit. This approval does not replace any departmental or other approvals, which may be 
required. 
 
If you submitted a proposed consent form with your application, the approved stamped consent 
form is attached to this approval notice.  Only the stamped version of the consent form may be 
used in recruiting research subjects. 
 
If the project has not been completed by 03/14/2017  you must request a renewal of approval for 
continuation of project.  As a courtesy, a renewal notice will be sent to you prior to your 
expiration date; however, it is your responsibility at the Principal Investigator to timely request 
renewal for your approval from the Committee. 
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You are advised that any change in protocol for this project must be reviewed and approved by 
the Committee prior to implementation of the proposed change in the protocol.  A protocol 
change/amendment form is required to be submitted for approval by the Committee.  In addition, 
federal regulations require that the Principal Investigator promptly report, in writing any 
unanticipated problems or adverse events involving risks to research subjects or others. 
 
By copy of this memorandum, the chairman of your department and/or your major professor is 
reminded that he/she is responsible for being informed concerning research projects involving 
human subjects in the department, and should review protocols as often as needed to insure that 
the project is being conducted in compliance with our institution and with DHHS regulations.   
 
This institution has an Assurance on file with the Office for Human Research Protection.  The 
Assurance Number is IRB00000446.  
 
Cc:   Angela Canto <acanto@fsu.edu>, Advisor 
HSC No.  2016.16497 
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