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Abstract 
 
 

POSTTRAUMATIC STRESS DISORDER IN PUBLIC SAFEY WORKERS:   
CULTURAL ASPECTS AND IMPLICATIONS  

FOR EFFECTIVE TREATMENT 
 
 

Katherine V. Rosemond 

Saybrook University 

 

 This qualitative study investigated cultural aspects of how public safety workers 

experience posttraumatic stress disorder (PTSD) and culturally-congruent, effective treatment 

approaches for healing and recovery.  The public safety-worker, culture-sharing group for this 

research consisted of emergency responders, including fire/rescue and law enforcement, mental 

health clinicians who are emergency responders, and emergency responders who are military 

combat veterans.  A review of the existing literature is provided, including an overview of 

critical incidents, complex trauma, PTSD, trauma and cultural context, and current treatment 

approaches.  The methods for this study consisted of ethnography and autoethnography.  

Participants included eight adult emergency responders, of which seven are recovering from 

PTSD, six are males, two are females, one is a clinician/emergency responder/combat veteran, 

one is a clinician/emergency responder, and one is an emergency responder/combat veteran.  

Research settings included fire/rescue and police stations, the 36th and 37th Virginia Office of 

Emergency Services Annual Symposium, and the West Coast Post-Trauma Retreat (WCPR); a 

residential treatment program exclusively for public safety workers and combat veterans.  

Instruments included the Primary Care PTSD (PC-PTSD) screen, interviews, and field 

observations.  Collected data consisted of responses to interview questions, narratives, 
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conference presentations, field notes, artifacts, documents, and aesthetics.  Data analysis 

included thematic coding to identify and synthesize themes pertinent to the research question.  

The findings of this study provide an overview of the public safety-worker culture and convey 

their experiences of traumatizing critical incidents and PTSD as well as processes of healing and 

recovery. A brief investigation of similarities and differences between public-safety-worker and 

combat-veteran cultures in their experiences of PTSD and recovery is included. Outcomes 

provide a comprehensive foundation for further research in understanding public safety workers 

as a culture, including cultural aspects of how they experience and recover from trauma.  

Implications for culturally-congruent, effective treatment include understanding and addressing 

the cultural toughness/hero expectation and associated stigma of expressing distress and/or 

seeking treatment, the importance of clinician cultural competence with public safety workers, 

integrated whole person therapeutic approaches, and the role of public safety organizations in 

reducing and preventing posttraumatic stress. 
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CHAPTER 1: INTRODUCTION 

 Public safety workers comprise a unique tribe of human beings who run towards danger 

while others run away from it.  Yet, this group is much more than a tribe.  Public safety workers 

comprise a culture.  The term culture comes from the Latin root colare, which refers to activities 

of tending, caring for, and preserving.  Cultural aspects that define a group or population as such 

include artifacts, shared assumptions and beliefs, sense of community, language, metaphors, 

mores, values, and traditions.  These elements are passed down through generations within the 

group, especially through narratives.  Narratives tell the stories of cultures in whose context they 

have been written or otherwise recorded.  Human beings identify who and what they are through 

stories or narratives of deeds and persons, which form a web of narratives that define a culture-

sharing group.  All of these elements, including cultural symbols or semiotics, make up systems 

of meaning of which a culture is composed and distinguished (Benhabib, 2002; Geertz, 2000; 

Hofstede, 2010).   

As a culture, public safety workers have their own defined perspectives and experiences 

of life, the world, and the events that occur therein.  Public safety workers include emergency 

response career and volunteer professionals such as firefighters, Emergency Medical Technicians 

(EMTs), police offices, 911 dispatchers, corrections officers, federal agents, and search and 

rescue workers.  The nature of the work includes protecting and preserving peoples' lives, health, 

safety, and property.  The lives of others take priority over their own, and they pride themselves 

on this work related value.  Because of prioritizing the lives and property of others over their 

own, public safety workers are often called heroes. However, they do not view themselves as 

such.  Rather, public safety workers view the lifesaving aspects of the work as simply doing 
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one's job or one's duty.  Yet, they do derive great satisfaction and fulfillment in successfully 

protecting and saving lives and property (Kronenberg et al., 2008). 

Public safety workers hold a deep sense of dedication and love for the work of the 

profession.  However, the work comes with a high price because it is often the unfortunate case 

that despite best efforts, lives and property are lost or severely damaged.  The work involves 

frequent exposure to traumatizing events, including disasters, accidents, and emergencies that 

include substantial human suffering, death, violence, loss, and tragedy in the line of duty.  Such 

events are traumatizing to the degree that these events have the capacity to evoke intense 

distress, including fear, helplessness, shame, guilt, anger, and horror in response to the threat of 

or actual serious injury or death.  Thus, the work of this profession takes its toll on mind, body, 

and soul.  Some public safety workers make the ultimate sacrifice, dying in the line of duty.  

Others, due to the intense stress reactions that can come from exposure to traumatizing events, 

suffer impairment of their physical health as well as deep psychological and spiritual wounding.  

As a result of stress reactions from one traumatizing event or several traumatizing events over 

time, many public safety workers develop Posttraumatic Stress Disorder (PTSD ;Regehr, & 

Bober, 2005; Yehuda, 2002).   

PTSD manifests in major negative impacts on the mind and body, resulting in debilitating 

impairments in an individual's overall life functioning as well as enjoyment of daily work, 

activities, and relationships (Fay, Kamena, Benner, Buscho, & Nagle, 2006).  Additionally, 

because of negative impacts that can be sustained on an individual's spirituality, PTSD can also 

be described as wounding of the soul or "soul loss" (Paulson & Krippner, 2007, p. 122).  Thus, 

PTSD has also been referred to as "posttraumatic soul disorder" (Paulson & Krippner, 2007, p. 

146). 
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Purpose 

 This research study investigated and identified the cultural aspects of how public safety 

workers experience PTSD and identify culturally-congruent approaches for healing and 

recovery. PTSD is one of the most prevalent afflictions affecting humanity, especially with the 

pervasiveness of war and terrorism.  Thus, there has been a growing interest and focus in 

research on the impact of traumatizing events on individuals, families, and groups.  The 

expanding body of research on PTSD includes the focus areas of military combat, acts of 

terrorism, natural disasters, and professions such as public safety that have a high probability for 

exposure to traumatizing events.  Consequently, approaches to intervention, treatment, reduction, 

and prevention of stress reactions and illnesses have been developing (Braverman, 1992).  

However, to treat public safety workers effectively, one must understand the cultural aspects of 

their work, self-concepts, and relationships (Fay, Kamena, Benner, Buscho, & Nagle, 2006).  

Thus, it is vital for practitioners to develop cultural competence for treating public safety 

workers for stress reactions.  Cultural competence includes understanding one's own biases, 

assumptions, and values related to personal cultural identity and perspectives of other cultures, 

understanding worldviews of culture-sharing groups, and development of appropriate 

intervention strategies that are both culturally congruent and effective (Sue & Sue, 2003).   

In this research, I reviewed and examined the existing knowledge in the area of PTSD 

and recovery for public safety workers based on the current literature, my pilot studies, and 

experiences of public safety workers and mental health clinicians who are public safety workers. 

I reviewed current approaches for healing from trauma with respect to congruence with 

identified cultural aspects, including the integrated culturally-congruent approach that I utilized 

with public safety workers and military combat veterans in my clinical practice.  In order to 
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reduce and prevent stress reactions in the public safety workforce, it is vital for public safety 

organizations, both career and volunteer, to establish systems that promote wellbeing.  Thus, this 

research also identified ways in which public safety organizations can address, reduce, and 

prevent PTSD. 

Background 

I essentially grew up in the public safety culture within the context of my family.  In my 

extended family, there are several active and retired police officers, firefighters, paramedics, and 

military combat veterans of service in World War II, Vietnam, and the Middle East. When I was 

a child, one of my favorite mischievous pastimes was to slip into the front seat of my favorite 

uncle's police car, when no one was looking and turn on the response lights and sirens.  Through 

the lens of my childhood mind, I viewed him as a powerful hero who could save others’ lives in 

the worst of situations.  However, as I grew older I began to realize he was not invincible, and 

came to understand the reality that he actually risked his life nearly every day at work and many 

times could have lost it in the line of duty.  I realized this fully when I became an Emergency 

Medical Technician (EMT) in the volunteer fire/rescue system at age 22, and experienced the 

risks and witnessed human tragedies myself throughout the years since then. 

Unfortunately my uncle developed PTSD as a result of cumulative stress from working 

many terrible tragic incidents over his years of service as a police officer.  I remember 

witnessing his experience of PTSD from the time of my adolescence into my 20s.  This was my 

first experience of learning what PTSD is, how it manifests, and about the treatment modalities 

available at that time.  He was open to all my questions about what PTSD was like for him, and I 

learned a great deal from our conversations. This was the seed of my inspiration to become a 

mental health clinician and help people recover from this condition.  My uncle responded well to 
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treatment, which consisted of antidepressant and antianxiety medication and regular counseling 

sessions.  However, he did not get to the point where he could continue in his career as a police 

officer, and so he retired from the police force on disability.  He struggled with episodes of major 

depression, yet he did build a new life supplementing his PTSD treatment by finding his own 

ways of furthering his recovery, including fishing, riding his motorcycle, spending time with 

family members, and participating with non-profit charitable motorcycle clubs.  Tragically, I lost 

him to a fatal motorcycle accident in 2002.  I believe and sense that his spirit watches over me 

and helps me in my clinical work and research to help public safety workers and combat veterans 

recover from PTSD. 

Another uncle, who is a Vietnam combat veteran recovered from PTSD, also had a strong 

influence on my life's work.  His journey of healing included becoming an adopted brother to the 

Lakota people.  I did not know that he had PTSD until he told me about it at the time when my 

uncle, who was his youngest brother, died in the accident.  He explained how he experienced 

PTSD following his service in Vietnam, and how he found peace, meaning, and healing in the 

Lakota ways of living and spirituality.  He further explained that he did not seek medication or 

counseling, and that joining the Lakota community and participating in their ceremonies and 

spiritual practices brought him complete recovery.   

I was moved and fascinated by my uncle's healing process.  He experienced a complete 

recovery on the path of spirituality without counseling or medication.  At that time, I was 

practicing as a clinical resident at the local community services board and taking postgraduate 

courses in counseling to gain hours for state licensure as a professional counselor.  I was 

educated in the evidence-based treatments for PTSD as well as other mental health issues.  

Additionally, I was trained as a critical incident stress debriefer and have facilitated many 
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debriefings since then for local fire/rescue departments and for the Red Cross.  My training in 

critical incident stress debriefing (CISD) was resiliency based.  This approach gives room for 

individuals to express themselves during debriefing in a way that makes most sense to each of 

their healing processes.  Additionally, resiliency-based approaches highlight growth and 

strengths that are discovered or affirmed for emergency responders as a result of working on the 

scene of a traumatizing event.  I embraced resilience-based critical incident stress debriefing as 

my foundational approach, and also began to integrate resiliency building elements into my own 

approach for counseling public safety workers and combat veterans.   

My coursework and clinical experience had included very little use of spirituality as a 

mental health healing approach, and I always felt that was an important piece missing from my 

training, and had been searching for ways to learn about and incorporate in my work with clients.  

The closest training I had that appealed to my spiritual interest in healing included Ericksonian 

approaches to hypnosis and brief solution-oriented therapy, and I had chosen this approach as my 

theoretical framework as a clinician.  My uncle's experience validated my interest in 

understanding mental health issues and PTSD as spiritual as well as emotional and physical 

afflictions, and thus gave me the impetus to research spiritual healing approaches to counseling 

and integrate them into my Ericksonian and resiliency based skills in order to have a 

comprehensive and holistic approach for helping clients heal.   

During my clinical residence, I also experienced the most impactful emergency response 

incident of all my years as a Lead EMT, which was 9/11/2001.  I served a tour of duty as a Lead 

EMT on an ambulance crew dispatched from my fire station to Ground Zero at the Pentagon.  

The destruction, carnage, and tragedy that had resulted from the violence of the attacks were 

immense and devastating.  Yet, my crew and I were proud to serve there in the body recovery 
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operation.  I would do it all again without question, despite the horrors.  We did our work with 

skill and courage. However, my soul sustained a wound from the horrors experienced as we 

carried out our duties.  It was difficult to understand how human beings could do such violence 

and cause such pain to one another.  My worldview as I had known and held it had shattered.  I 

could not make sense of 9/11.   I was able to function in daily life; however, I was silently 

carrying a heavy dark shadow that had fallen over my being.  Thus, I began my own journey of 

healing from PTSD. 

My healing process included counseling, and tapping into my resources and spirituality.  I 

found an Ericksonian therapist who was a good match for me and was open to learning from me 

about the public safety-worker culture so she could join me effectively in the therapeutic bond.  

It was helpful to have that space where I could unload and process my wounding and find my 

way in the healing process.  I had a strong support network of friends who were also 

Firefighter/EMTs and police, many of whom were also at Pentagon Ground Zero with me, and 

we helped each other heal by sharing our stories, finding humorous and positive elements, 

having meals together, and going out to enjoyable activities together.  These are examples of 

some of the natural healing mechanisms of the public safety-worker culture, which are further 

discussed in this dissertation.  I also spent time with family and friends and engaging in activities 

that helped me feel alive and helped me connect with a sense of joy again.   

My spirituality was the most powerful element in my healing process as that was the area 

of my being that was most wounded.  I had to build a new perspective of the world, humanity, 

and God.  Engaging in spiritually healing activities individually and with others was vital for me.  

The combination of all of these elements helped me build my new world and life perspective, 

which is that joy and tragedy exist in this world in the same moment.  No matter what time it is, 
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at any moment in this world, joyful things are happening, including people falling in love, 

weddings, promotions, parties, celebrations, and births.  At the same time, terrible things are 

happening such as suffering, torture, abuse, death, loss of job, accidents, and funerals.  I had to 

accept that fact, and then I realized I could choose where on that life continuum of light and 

shadow I wanted to exist.  Of course, trauma and loss cannot be erased.  One cannot forget.  

Nevertheless, in the process of healing, one can aim to find his or her path toward living in the 

joyous aspect and the light of life more than in the tragic and shadow aspects.  Living in the 

focus of the joy in life does not mean one avoids, ignores, or denies tragedy.  Rather, one is 

aware of the tragedy, accepts its existence, and does the best one can to cope with it and move 

towards the joy in living life.  The journey from the heavy shadows of soul wounding toward the 

light of life is not by any means an easy one to say the least.  Many human beings become lost in 

the shadows from wounding from PTSD, unfortunately, all too often to the point of committing 

suicide. Yet, for those who make the journey of healing, growth in strength, mind, body, and 

spirit are the gifts that are gained in the light at the end of the tunnel.   

My healing path as described above was my own.  Each human being's path on this journey 

is different, and is most healing when congruent to his or her cultural contexts, including that of 

his or her own world as an individual.  From my own journey of healing after 9/11, it was clear 

to me that effective healing should integrate approaches, which include mind, body, and soul that 

are culturally congruent.  Thus, as a practitioner, I continued to utilize Ericksonian hypnosis and 

solution-oriented approaches.  I have integrated cognitive, narrative, expressive art, logotherapy, 

poetry, animal-assisted therapy (AAT), and spiritual approaches. My dog, Sadie, has been 

working daily seeing clients at my practice as a co-therapist.  I discuss Sadie and the use of AAT 

further in Chapters 4 and 5. I have also built in adjuncts such as healthy relationship/support 
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systems, meaningful work, and recreational activities.  Further, I tailored these approaches so 

that they were congruent with public safety work and military combat-veteran cultures.  

Over the years since 9/11, I have experienced the value of utilizing an integrated, 

culturally-congruent approach for healing from trauma as my clients have made very good 

recoveries.  I have been continuously developing my approach, as I learn more from my clinical 

practice, education, and personal experience.  Since I have been a student in the PhD program at 

Saybrook University, my approach has developed considerably, building in further cultural 

understanding and competency elements, more in-depth approaches for healing mind and spirit, 

and especially approaches for healing the body, including embodied and expressive arts 

approaches.  The more I integrate all of these learned approaches, elements, and skills, the more 

effective and holistic the healing for my clients has become.  This dissertation is but a milestone 

in my growth and skill as a scholar-practitioner.  I realize this growth and development will 

continue for my lifetime, and I am privileged and honored to have and to keep the field of 

healing from and preventing trauma, especially in public safety workers and combat veterans as 

my life's work. 

Rationale 

The Diagnostic and Statistical Manual of Mental Health Disorders (4th edition, revised; 

DSM- IV-TR) included a range of general criteria for diagnosing PTSD as set forth by the 

American Psychiatric Association, the majority of which was based on empirical and 

quantitative methods and research.  In my own experience of 9/11 service and years of 

counseling fire/rescue workers, police officers, and federal agents experiencing PTSD, 

Adjustment Disorder, or other types of stress reactions to 9/11, critical incidents, or military 

combat, the DSM-IV-TR did not seem to sufficiently include all major criteria for PTSD.  
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Further, it did not include distinct categories of PTSD related to culture or context (American 

Psychiatric Association, 2000).  The fifth edition of the DSM (DSM V) includes changes to 

PTSD criteria to identify some contextual material, thus there has been progress in recognition of 

cultural context in the PTSD diagnostic criteria.  However, the DSM V criteria for PTSD still do 

not adequately address or account for all cultural aspects or contexts, and this issue is addressed 

further in Chapter 2: Review of the Literature.        

As an experienced mental health clinician and an active operational member of the public 

safety culture as a Lead EMT, I developed a specialty in counseling public safety workers and 

military combat veterans with stress reactions, including PTSD.  I have treated clients with stress 

reactions and PTSD from populations or cultures outside of public safety workers and military 

combat veterans, such as those with past physical or sexual abuse or those who have experienced 

or witnessed a traumatic event.  I have observed that PTSD has several common symptoms and 

manifestations individuals experience regardless of cultural background, time period, 

perspective, life experience, or state of mind.  However, over the course of my years of clinical 

practice, I have observed and learned much about the patterns of stress reactions and PTSD as 

these affect each client, and have noticed that the experience of PTSD appears to have different 

aspects in each culture or population as well as for each human being.   

The world of public safety work, according to my own experiences as well as those relayed 

to me by other public safety workers whom I have known personally or as clients, is in and of 

itself its own defined professional culture.  Additionally, I have observed that the military 

combat-veteran, culture-sharing group has similarities in perspectives and practices to the public 

safety culture-sharing group.  Furthermore, over my years of service as an EMT, I have noticed 

many fire/rescue workers and police officers are also military veterans, evidencing a crossover 
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between the two culture-sharing groups.  Thus, I briefly address the cultural similarities and 

differences in how public safety workers and military combat-veterans experience PTSD based 

on the data gathered from my research. 

In my experience as a mental health clinician and EMT, I have also observed that 

organizational or workplace stress has been a major factor in the physical and emotional stress 

reactions of my public safety worker and combat veteran clients.  Additionally, I have personally 

observed as well as experienced stress affecting myself and other public safety workers related to 

the everyday operations of the public safety organizations for which I have worked as a Lead 

EMT.  Therefore, an additional focus of the scope of my work is helping public safety 

organizations reduce stress and promote wellbeing for their workers.  Reducing and preventing 

stress and -related reactions, such as PTSD at the organizational level, is an additional focus of 

this research. 

Research Question 

RQ1: What are the cultural aspects of how public safety workers experience posttraumatic stress 

disorder, and what are effective, culturally-congruent treatment approaches? 
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CHAPTER 2:  REVIEW OF THE LITERATURE 

Overview of Public Safety-Worker Culture 

 Firefighters, Emergency Medical Technicians (EMTs), and law enforcement officers, 

also referred to as first responders or emergency responders, comprise a subculture within the 

public safety-worker culture, and are the primary focus of this dissertation research.  The current 

literature on public safety culture is limited.  According to the existing research, a major reason 

for this situation is because public safety workers as a group tend to develop an "us and them" 

perspective between themselves and civilians, and so it is difficult for researchers to obtain data.  

However, although there is a dearth of research on public safety culture, elements that define this 

as a culture-sharing group, including shared assumptions and beliefs, sense of community, 

language, metaphors, mores, values, artifacts, and traditions, are identified in the literature 

(Crank & Crank, 2014; Garcia, 2005; Woody, 2005). 

 As do other culture-sharing groups, the public safety-worker culture has rites of initiation.  

A major part of initiation is enrollment and passage through the public safety academy associated 

with the public safety organization.  Individuals who enter the public safety academy for training 

are known as candidates or recruits.  Public safety academies train recruits for the job of 

protecting lives and property.  In the process, recruits obtain the credentials and certifications 

necessary for the public safety profession.  In addition, recruits begin to learn the cultural rules, 

norms, and elements they are expected to adopt in order to be accepted, successful, and survive 

dangerous situations they will face in the line of duty.  Instructors and veteran public safety 

workers impart the rules, norms, and expectations of the culture to the recruits during their 

training.  This process continues once recruits graduate from the academy and then become 

probationary members of the public safety organization, and are then generally identified as 
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probies or rookies.  Probationary members are assigned to a station and a particular crew, where 

their training and acculturation continues on the job.  The training public safety workers receive 

in the public safety academies and the ongoing training throughout their careers is very similar to 

military training.  Public safety workers must demonstrate good discipline and prove themselves 

by showing competence in the skills of public safety work on emergency incidents and by 

conforming to the cultural rules, norms, and expectations to fully and officially become public 

safety workers and members of the public safety culture (Broome, 2011; Garbus & Buscemi, 

2015; Rudofossi, 2007, 2009).  

One of the most prominent cultural rules and expectations is physical and mental 

toughness, which stem from public safety cultural values of bravery and pride.  Public safety 

workers are expected to physically endure intense and extreme environmental conditions and 

hazardous situations.  Additionally, public safety workers are expected to endure and accept 

situations with high emotional charge that are dangerous, tragic, and grotesque as simply an 

aspect of doing the job.  Experiencing and expressing emotional reactions about such incidents is 

generally considered unacceptable, and often results in being considered incompetent and weak.  

A public safety worker who is considered incompetent or weak is shamed, shunned, and 

ostracized by the culture.  To avoid ostracism, public safety workers tend to refrain from 

expressing emotional reactions related to the tragic aspects of their work.  Further, public safety 

workers tend not to tell their friends and family members outside of the public safety culture 

about intense tragic incidents. One of the major reasons they do not discuss accounts and 

reactions about such incidents is they do not want to traumatize their loved ones.  Another reason 

is that public safety workers consider themselves the helpers of their communities, and their 

communities tend to perceive them as heroes. Thus, asking for help for one's self is generally 
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devalued and is rarely practiced in the public safety culture (Broome, 2011; Fay, Kamena, 

Benner, & Buscho, 2006; Garbus & Buscemi, 2015; Kronenburg et al., 2008; Rudofossi, 2007, 

2009).   

Another major reason public safety workers do not discuss their work or their reactions to 

their work with those outside the culture is the us vs. them cultural perspective held by the public 

safety worker, culture-sharing group in regard to civilians.  Major factors that promote this 

perspective include the danger and coercive authority involved in public safety work, which 

lends to public safety workers distancing themselves from civilians, and supports the 

development of cohesiveness and solidarity in the culture.  For police officers, this us vs. them 

perspective of separation between police as a group and civilians has been referred to as "the 

blue wall of silence" (Paoline, 2003; Paoline, Myers, & Worden, 2000; Skolnick, Feeley, & 

McCoy, 2005; Rudofossi, 2007; Woody, 2005). 

 Public safety cultural characteristics identified in the current literature include 

cohesiveness and solidarity.  Public safety workers, because of the nature of the job and the 

structure of their organizations, work together in groups.  The work is hazardous and the work 

environment within emergency response stations includes close quarters.  Thus, public safety 

workers depend on one another for safety as well as optimal performance on the scenes of 

emergency incidents, and they spend a great deal of of time together.  When working on 

incidents of major disasters, teams of public safety workers live, eat, and sleep as well as work 

together.  For example, the station kitchen is a favored gathering place where public safety 

workers socialize and bond while preparing and eating their meals.  These elements lend to 

development of cohesion, including family-like bonding, which provides the foundation for the 

natural stress coping resource of peer or social support found within the public safety culture.  
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Additionally, because of this cohesion, public safety workers are highly protective of one another 

on emergency incidents and in their daily work and relationships (Alvarado, 2013; Fay, 2000; 

Garbus & Buscemi, 2015; Kronenburg et al., 2008; McMahon, 2010; Regehr & Bober, 2005; 

Woody, 2005). 

Another cultural element found in the public safety worker group is the utilization of 

what is referred to as gallows humor, which is a strategy used for relieving stress and coping 

with traumatizing incidents.  Gallows humor is a dark humor that addresses and processes 

horrific and tragic material in a satirical way in response to incidents that carry a potential or 

actual high emotional charge, and has been described as “ribald, blunt, and sometimes 

disgustingly crude” (Lindsey & Benjamin, 1981, p. 76).  Gallows humor is also utilized as a 

form of playful interaction between public safety workers, assisting them to cope with the high 

stress from the nature of their work.  Thus, use of this type of humor provides public safety 

workers an emotionally safe way to distance from highly stressful material, discharge tension, 

and increase cohesion among coworkers or crewmembers (Alvarado, 2013; Fullerton, 

McCarroll, Ursano, & Wright, 1992; Haslam & Mallon, 2003; Rudofossi, 2012; Woody, 2005).  

Research supports the use of humor and engaging in laughter as physiologically and 

psychologically therapeutic, as humor reduces stress, anxiety, tension, loneliness, provides a 

sense of empowerment, and promotes more effective functioning of physiological systems and 

increased longevity (Alvarado, 2013; Berk, 2001; Martin, 2002).  Thus, gallows humor is 

another element of resilience found within the public safety-worker culture.  However, it should 

be noted that gallows humor could be maladaptive if public safety workers use it for avoiding 

acknowledgement and processing of traumatizing material, or for minimizing another public 

safety worker's reactions to a traumatizing event (Rudofossi, 2009). 
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 Enthusiasm and love for public safety work is another important characteristic common 

in public safety-worker culture.  This value and sentiment is often shared on a familial level and 

tends to be intergenerational.  Public safety workers describe their work as being “in their 

blood.”  For example, firefighters and EMTs look forward to responding to 911 calls, and 

experience a rush of adrenalin and excitement on the way to the scenes.  An emergency incident 

that is major and challenging, where the emergency responders work together well and 

successfully save property and help citizens in distress, is known as a good call.  Public safety 

workers therefore take a great deal of pride in their work and tend to be viewed by civilians as 

heroes (Garbus & Buscemi, 2015). 

Overview of Military Combat-Veteran Culture 

The military combat-veteran culture, which is a subculture within the overall military 

culture, also has defining characteristics and elements.  This culture-sharing group has its own 

language, including formal acronyms, informal acronyms, and descriptive metaphors.  An 

example of a formal acronym is "IED," which stands for improvised explosive device.  The 

military also has its own alphabet.  For example, S in the military alphabet is "Sierra" and E is 

"Echo." Additionally, this group has culturally-defining artifacts, including combat fatigues, 

assault rifles, field gear, and patches on the uniform indicating rank and specialty.  Recent 

research by Reger, Etherage, Reger, and Gahm (2008) asserted that the United States (U.S.) 

Army can be defined as a cultural group by aspects including language, manners, traditions, 

norms, standards of behavior, and beliefs. Though this particular research pertains specifically to 

the Army, almost all of these identified attributes can be extrapolated to the other four branches 

and the U.S. Armed Forces as a whole (Stewart, 2012).   



17 

Other examples of combat veteran cultural characteristics include separations and 

reunions between soldier and family due to deployments, close family-like bonds between 

soldiers, the mission is always priority, dedication to duty, frequent family geographic 

relocations, constant threat of danger and loss during combat missions, social hierarchy affected 

by rank, affinity for adventure, and detachment from life outside of the military, family tradition 

of military service through generations, and specific types of rituals and ceremonies, such as rank 

promotion, service related medals, weddings, funerals, and retirements  (Hall, 2011; Stewart, 

2012). Characteristics and elements of combat-veteran culture shared by the public safety-worker 

culture include family separations during extended duty shifts, family-like cohesive bonds, 

dedication to duty, high threat of danger, hierarchy/rank, affinity for adventure, tradition of 

public safety service through familial generations, and specific rituals and ceremonies for rank 

promotion, service related awards, parades, weddings, funerals, and retirements  (Alvarado, 

2013; Fay, 2000; Garbus & Buscemi, 2015; Kronenburg et al., 2008; McMahon, 2010; Regehr & 

Bober, 2005; Rudofossi, 2007; Woody, 2005). 

Military combat-veteran cultural values include pride in service, honor, sacrifice, 

courage, fortitude, brotherhood/sisterhood, loyalty, and patriotism.  The general military culture 

is collectivist in nature, meaning the good and needs of the whole, which in this case includes the 

military and the nation, outweighs the good and needs of the individual (Hofstede, 2010). This 

characteristic supports the values of patriotism and sacrifice, which are culturally present and 

important to the extent that membership in the military combat-veteran, culture-sharing group 

becomes the overarching part of a member's identity.  This process of enculturation and identity 

formation begins in military boot camp, and lasts throughout a soldier's career and beyond into 

retirement (Stewart, 2012). 
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Hall (2011) described the combat soldier and military culture as a warrior society.  

Defining characteristics and elements include value and practice of heroism, engaging in 

situations fraught with danger, taking action, using force, constant vigilance, suppression of fear, 

horror, and guilt, and compliance with rank/hierarchy.  Additionally valued are attributes that 

promote good performance in combat, such as aggressiveness, physical strength, and mental 

toughness.  Attributes outside of those, such as displaying any weakness, are rejected as those 

could jeopardize missions or the safety of others.  It is important to note that being perceived as 

weak, either physically or mentally, means losing one's honor as a soldier (Reger et al., 2008).  

These cultural elements and values of physical strength and mental fortitude help soldiers to be 

as safe and effective as possible on dangerous missions, and comprise a large part of the 

foundation of their physical and psychological survival.  All of the cultural elements and systems 

of meaning identified and described to this point, especially as these pertain to identity, become 

part of a soldier's personal mythology, which is each soldier's story or narrative about who he or 

she is as well as his or her experiences and existential purpose (Greening, 1990; Paulson & 

Krippner, 2007).  The public safety-worker culture also values the warrior society elements and 

characteristics of the military combat-veteran culture, and showing any signs of what is 

perceived as physical or mental weakness is also devalued (Fay, 2000; Rudofossi, 2007, 2009).   

Having established that there is scholarly literature supporting the perspective that the 

military combat soldier-veteran group is a definable culture, it is vital to understand that the life 

experiences of an individual or group must be viewed and understood through that individual's or 

group's cultural lens and context.  Therefore, another pertinent point is that cultural competence 

has been a mandatory element of education, training, licensure, and certification requirements for 

mental health practitioners.  However, most widely recognized cultures include ethnicities and 
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sexual orientations, and most mental health practitioners and clients are civilians.  Civilians are 

thus the dominant culture in the populations treated by mental health professionals.  

 Consequently, the military combat-veteran population is not recognized or treated 

adequately as a defined culture as these ethnic culture-sharing groups have in the mental health 

field. Thus, the military can be described in this sense as a cultural minority, or even an 

"invisible tribe." This is also true regarding the public safety-worker culture, and underscores the 

need for more cultural awareness and competence in the education and training of mental health 

practitioners as well as all other healthcare practitioners that treat combat veterans (Rudofossi, 

2007, 2009; Stewart, 2012; Wertsch, 1991). 

Critical Incident Stress 

The foundational definition of stress is a physical, emotional, and cognitive reaction to 

challenging and demanding internal or external stimuli, which are referred to as stressors 

(Kitaeff, 2011).  Two identified general types, positive stress and negative stress, have 

corresponding impacts for individuals and groups.  Eustress is a term based on the Greek word, 

eu, as in euphoria.  Eustress is good stress, as this motivates individuals and groups to reach their 

goals and to perform at optimal levels, and tends to result from positive life transitions, such as 

starting a new career, getting married, job promotions, or returning to school.  When individuals 

or groups exceed the limits of their abilities and resources to manage stressors effectively, the 

result is distress, which is the negative type of stress.  This occurs when individuals face external 

demands that are beyond their coping capabilities.  Psychological symptoms and conditions arise 

from increased, cumulative, or chronic distress.  If not addressed, these psychological symptoms 

can become disabling and impair daily life functioning (Pulley, 2005; Selye, 1975).   
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Posttraumatic stress is defined by the fact that this type of stress reaction and the resulting 

conditions in an individual or group stem from an original traumatizing event or locus (Greening, 

1997).  A critical incident is an example of such an event.  Critical incidents are significant and 

intensely stressful events that are typically sudden, powerful events outside of the range of usual 

daily human experiences.  Critical incidents often include accidents, disasters, violence, danger, 

severe injuries, and death, and can overwhelm an individual's usual stress coping mechanisms.  

Critical incidents that are severe or highly impactful can be traumatizing events (Mitchell & 

Everly, 2001).  The Diagnostic and Statistical Manual of Mental Health Disorders (DSM- IV-

TR) defines a critical incident as any intense emotional event that has the ability to produce 

unusual distress in a healthy individual (American PsychiatricAssociation, 2000).  Critical 

incident stress is characterized by a heightened state of arousal of the body and mind resulting 

from an exposure to a powerful traumatizing event, and is considered a normal response that 

individuals or groups experience in reaction to critical incidents. The fact that this reaction is 

normal does not mean the exposed individuals do not experience discomfort or pain.  The pain 

and discomfort are mind and body signals indicating the experienced critical incident is intense 

enough to warrant attention (Mitchell & Bray, 1990). 

Critical incidents can occur in many environments and settings including corporate and 

medical workplaces, highways, agricultural settings, schools, travel settings, social events, 

recreational settings, public safety work, and military combat (Taylor, 2007).  Important 

elements that define incidents as critical include perception of serious threat to self or others, 

potential or actual loss of life, serious injury, violence, victim(s) being known to the individual or 

group, incidents involving harm or death to children, incidents that are prolonged with a negative 

outcome, degree of direct personal involvement, and high publicity of a critical event (Pulley, 
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2005).  A critical incident has sufficient impact to overwhelm an individual's ability to cope and 

function in daily work, activities, and relationships.  Critical incident or traumatic stress reaction 

symptoms manifest in an individual's physical health, emotional health, cognitive functions, 

behavior, and spirituality.  When a critical incident becomes extremely threatening, 

overwhelming, or severe, it triggers within an individual or group a stress reaction that includes a 

heightened state of physical, cognitive, emotional, and behavioral arousal called critical incident 

stress or traumatic stress.  These reactions can be immediate or delayed (Taylor, 2007).   Stress 

reactions from experiencing a single critical incident, or many critical incidents over time, can 

trigger a psychological crisis, which can include violations or contradictions of individuals' 

assumptions and beliefs about the world as an orderly, meaningful, and safe place.  Additionally, 

critical incident stress reactions can result in an individual questioning his or her competencies, 

level of vulnerability, and relation of self to the world (Kitaeff, 2011).  Symptoms resulting from 

critical incident stress reactions manifest in an individual's physical health, emotional health, 

cognitive functions, behavior, and spirituality.  Below are listed some of the common symptoms 

and manifestations. 

• Emotional - Anxiety, guilt, fear, panic, grief, denial, depression, apprehension, apathy, 

shock, isolation, irritability, agitation, uncertainty, and sadness; 

• Cognitive – disorientation, nightmares, night terrors, dissociative symptoms, difficulty 

concentrating, vivid recall of images from the critical incident, difficulty making 

decisions, suicidal ideation, and memory loss; 

• Behavioral - Withdrawal, avoidance, blaming, poor hygiene, restlessness, outbursts, 

blurred speech, appetite changes, alcohol and other substance abuse, exaggerated startle 

response, decline in functioning in daily work, activities, and relationships; 
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• Spiritual – Questioning or loss of faith, anger at deities, bitterness, denial of spiritual 

needs, decline or cessation of spiritual or religious practices; 

• Physical - rapid pulse, heart palpitations, chest tightness, sleep disturbances, changes in 

appetite, dizziness, exhaustion, muscle cramps, headaches, chills, sweating, shaking, and 

gastrointestinal upset. 

Not all individuals or groups exposed to a critical incident will experience it as a 

traumatizing event (Oster & Doyle, 2000).  For a significant number of individuals who do 

experience stress reactions, the reactions are temporary and do not result in long-term effects 

(Bryant, 2004). Therefore, critical incidents should be defined in terms of the impact on an 

individual or group rather than in terms of the incident itself (Kitaeff, 2011).  Elements that 

factor into the degree to which an individual or group experiences critical incident is influenced 

by the intensity of the event, resources for dealing with crises, perceptions of the event, level of 

direct involvement with the incident, previous experience with critical incidents, effectiveness of 

coping styles, and other concurrent life stressors (Regehr & Bober, 2005).   

Several other factors also affect an individual’s response to a critical incident.  

Preparation for dealing with critical incidents in advance allows time for individuals to develop 

effective coping strategies.   When there is little or no advance preparation, the likelihood of 

experiencing critical incident stress increases markedly.  Personal level of involvement and 

proximity to the event raise its potential impact.  Incidents involving loss or severe injury, 

especially of children, are also more likely increase critical incident or traumatic stress.  

Additionally, the amount of professional and personal social support after the situation also 

affects degree of individual or group stress response (Pulley, 2005).   
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Critical Incident Stress Management (CISM) 

The current approaches for addressing stress reactions resulting from critical incidents are 

post-incident interventions that have been conceptualized as the provision of psychological first 

aid.  Psychological first aid includes providing comfort, consolation, protection from further 

threat or distress, immediate care for basic physical necessities, goal orientation, and support for 

focusing on specific present reality based tasks.  Psychological first aid also involves facilitating 

reunion with loved ones, telling the trauma story, ventilation of feelings, access to resources of 

support, and identifying the need for further treatment or intervention (Rabe, 2012).  There is a 

great deal of consensus in current research that psychological assistance following critical 

incidents is helpful and effective.  However, this depends on the quality, appropriateness, and 

timing of the assistance and intervention provided.  Thus, it is best to utilize those approaches 

and techniques that have shown proven efficacy, including specifically with the populations and 

contexts in which they are applied.  Interventions should focus on the particular nature of the 

incident, available resources, and special individual and group needs.  Inappropriate, poorly 

administered, or poorly-timed treatment will not only have ineffective outcomes, but can 

exacerbate critical incident or traumatic stress reactions.  Interventions, such as psychological 

first aid, should be immediate post incident, but psychological debriefing should not be provided 

until at least 72 hours post incident (Best, Artwohl, & Kirschtnan, 2011; Mayou, Ehlers, & 

Hobbs, 2003). 

The current major approach in post-incident interventions is Critical Incident Stress 

Management (CISM), which is a system of interventions designed to mitigate critical incident or 

traumatic stress reactions that may accompany critical incidents. Various agencies and 

organizations have CISM programs set in place to help individuals exposed to critical incidents 



24 

to identify and cope with their reactions to these events.  The focus of CISM is to provide 

psychological first aid and reduce the harmful effects of stress in crisis or emergency situations. 

CISM includes pre-incident training and post-incident services and interventions.  Pre-incident 

training is a type of stress inoculation. This consists of stress education, which is an important 

element of preventing or reducing critical incident stress.  Providing education before an 

individual experiences a critical incident helps to reduce the impact of the incident (Rabe, 2012).  

For example, providing stress inoculation via pre-incident stress education to public safety 

workers, such as fire, rescue, or police who later become involved in critical incidents helps them 

prevent or effectively manage stress reactions.  It also promotes better recovery from stress 

reactions because they recognize the symptoms early and seek assistance more quickly (Best et 

al., 2011). 

CISM post-incident interventions include utilization of teams that, depending on the 

agency or organization, are called Critical Incident Stress Management (CISM) teams or Critical 

Incident Stress Debriefing (CISD) teams.  More than 500 CISM teams exist in the United States 

and internationally as well. Nearly all branches of public safety and the military have CISM 

teams. In the corporate arena, CISM teams exist in industrial settings such as banking, retail, and 

airlines.  Educational institutions often have CISM teams as well. CISM teams receive 

accreditation through the International Critical Incident Stress Foundation (ICISF; Pulley, 2005).  

These teams have multiple functions within the CISM process that involve several distinct 

activities that are utilized in combination. These teams are comprised of specially trained 

volunteer peer professionals from police, fire, emergency medical services, mental health, 

spiritual ministry, and other professions.  Each team typically has a team leader or coordinator, at 

least one mental health professional, a chaplain, and professional peers that have received CISM 
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training in provision of peer support.  CISM training includes educating CISM team members in 

basic counseling skills and strategies for building a climate of trust through empathy, genuine 

concern, and unconditional positive regard. However, they do not conduct any clinical therapy as 

that is reserved for trained, certified, and licensed mental health professionals. CISM team 

members facilitate referral and access to mental health treatment when necessary and appropriate 

(Rabe, 2012).   

CISM interventions are most likely to be effective when they are culturally appropriate. 

For example, an important aspect of choosing peer support/CISM team members is that they are 

selected to complement the specific type group who has experienced a critical incident.  

Paramedics are the best choices as peer supporters for paramedics or police officers for police 

officers.  This allows a group the opportunity to discuss and process their feelings with those 

who have shared similar experiences (Pulley, 2005).  CISM teams provide on-scene support 

services, defusing, debriefing, and follow-up for individuals and groups experiencing critical 

incidents.  On-scene support services include provision of brief solution oriented crisis 

interventions to mitigate any distress that individuals on the scene of a critical incident may 

experience (Best et al., 2011).  The on-scene support site is usually located in the periphery of 

the critical incident area and does not interfere with operations of the agencies and personnel 

involved (Rabe, 2012).   

Demobilization is the next phase of CISM once individuals and groups complete their 

involvement in the critical incident.  Demobilization is generally utilized for larger critical 

incidents, such as disasters, and is used more commonly for public safety workers and military 

personnel. An arranged site allows all groups as intact units to rotate through before they return 

to their agencies or organizations for any needed post-operational functions as per protocol.  
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Demobilization provides a decompression period prior to engaging in the work needed to clean 

and replenish supplies, equipment, and apparatus. This also allows for a nutritional break, which 

should be free of unhealthy foods such as junk food or substances such as alcohol, caffeine, or 

other stimulants. During this process, a brief educational presentation about recognition and 

management strategies for stress reactions is given as well as contact information for pertinent 

resources (Pulley, 2005). 

Provision of defusing and debriefing in the CISM process comprises Critical Incident 

Stress Debriefing (CISD).  The CISD model was originally developed by Jeffrey Mitchell and 

George Everly (2000) as a response system that included organizational support for prevention 

and management for stress reactions experienced by public safety workers.  They developed 

CISD as a component of CISM.  Defusing can be done with individuals or with groups who have 

experienced a critical incident.  A critical incident team member meets with an individual or with 

a group ideally 72 hours after a critical incident.  The purpose of defusing is to rapidly reduce 

intense reactions, provide information on stress reactions individuals may experience in response 

to the incident, provide strategies to manage these effectively, normalize individuals' reactions to 

the experience so they can return to their routines as soon as possible, prevent or reduce 

isolation, assess need for full debriefing, and facilitate arrangements for a full debriefing, if 

needed. 

A critical incident stress debriefing includes a critical incident team member or members, 

and a mental health professional that is also from the critical incident team, meeting with a group 

who has experienced a critical incident.  The debriefing should normally occur 72 hours after an 

event in order to maximize effectiveness.  Participation in debriefings should be voluntary and 

not mandatory.  Whether or not participation in group debriefings is mandatory varies depending 
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upon the organization or agency.  If an individual is mandated to attend a debriefing, active 

participation in the group process should be voluntary.  Group debriefing processes may not be 

appropriate or most helpful to everyone.  Individual sessions with a trained mental health 

professional can serve as debriefing for those who would not be comfortable with group 

debriefing.  All content of individual or group defusing or debriefing sessions should also be 

confidential (Kitaeff, 2011). 

The goals of critical incident stress debriefings are to acknowledge both potential and 

currently experienced stress reactions to a critical incident, stabilize and mitigate acute 

symptoms and manifestations of distress, assist individuals to evaluate their responses in terms of 

the impact on their current functioning and the possible need for ongoing referral/treatment, 

encourage peer support and interaction, and facilitate use of all available social, emotional, and 

psychological resources available.  According to Pulley (2005), the debriefing process, as 

defined by the International Critical Incident Stress Foundation ICISF has seven phases: 

1. Introduction phase: Ground rules are established for the process. Confidentiality is 

extremely important. Only individuals involved in the event are included. All personnel 

must be off duty or off work as leaving in the middle of the CISD could prove harmful to 

the person and disruptive to the process. Group participants receive instructions that 

verbal participation is voluntary and not required. As the debriefing begins, all group 

participants introduce themselves and identify their role in the critical incident.  

2. Fact phase: The group discusses specific aspects of the incident including core facts and 

details. This is important because individuals who were involved that did not have 

knowledge of all the aspects of a critical incident may have misperceptions. Learning the 

missing facts helps correct any misperceptions.  
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3. Thought phase: Addressing the emotional aspects of a critical incident begins. At this 

point, the group considers the aspects of a critical incident that made it critical. Some 

may share sensory experiences while others discuss the magnitude of the incident. 

4. Reaction phase: This tends to be the most intense phase as participants answer the 

following question: "How did you react to the incident?" Emotional reactions can be 

strong. Some participants may not be comfortable verbalizing during this phase. 

However, the important part of participation is being present and listening. Many 

participants discover the commonality of their reactions with those of their peers. Some 

participants will have more intense reactions than others will. The presence of less 

affected peers is helpful in providing support for those more intensely affected.  

5. Symptom phase: The many varied symptoms that people have been experiencing are 

discussed and normalized as part of a natural reaction to an abnormal and critical event.  

Participants continue to realize the commonality in what they all have experienced in 

reaction to a critical incident.  This realization of normality helps participants begin to 

recover. 

6. Teaching phase: This phase includes post-incident education. The process of critical 

incident or traumatic stress, stress reactions, and strategies to reduce and eliminate 

symptoms is taught and pertinent informational handouts and resources are given to 

participants.  

7. Reentry phase: This final phase allows an opportunity for team members facilitating the 

debriefing to answer any questions of the participants and expand upon points that they 

feel are relevant. Information for accessing additional resources and services is given. 
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Group debriefings mobilize peer support and the opportunity to process critical incident 

experiences with others who have been through similar experiences.  This can promote as well as 

enhance cohesion and morale as group members work together to process and resolve issues 

related to the critical incident experienced.  In addition, this can provide clarification of each 

individual's role in the critical incident and highlight strengths and resiliencies each person 

utilized during the incident (Best et al., 2011).   

Another important aspect of CISM is family support.  When a major event affects the 

members of an agency or organization, family members are affected as well. Often, the 

individuals involved in a critical incident will not want to discuss the incident or their reactions 

to it with their friends and family.  For example, public safety workers, such as fire/rescue or 

police do not like to discuss the details of critical incidents with friends and family members 

outside those work cultures because this can be socially unacceptable, grotesque, or distressing 

to those with no experience of critical incidents. In addition, the details of a critical incident 

would also disclose the dangers of the more hazardous occupations causing worry to loved ones. 

In addition, public safety workers do not like to display what they may often perceive as 

weakness because disclosing that one was affected by a critical incident is unfortunately often 

viewed as weakness in the public safety culture.  When providing family support, trained CISM 

team members assist the spouses, significant others, children, and extended family. Family 

members sense and experience the distress in their loved one and become concerned, are not sure 

how to help, and thus experience their own distress. The CISM team assists family members 

with understanding what is happening to their loved one and how they can assist with support 

and reduction of the stress reactions their loved one is experiencing. Additionally, the CISM 
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team educates family members on aspects of their own stress reactions as well as strategies for 

effectively managing these (Pulley, 2005). 

The final part of the CISM process is following up after all of the debriefings for a 

critical incident have been completed.  Provision of follow-up interventions is important as the 

course of post-incident reactions is variable and some individuals may experience delayed 

reactions.  Follow-up contact is made with each individual within the first four months after a 

critical incident.  The needs of family members are addressed during the course of a follow-up 

contact.  Because reactions can occur at the anniversary of a critical incident, additional follow-

up contacts are made with each individual just before the first anniversary of a critical incident.  

In the course of follow-up contacts, appropriate referrals are provided so that individuals and 

their families can access additional services and treatment as desired, needed, and appropriate 

(Best et al., 2011). 

There has been considerable controversy in the research regarding the effectiveness of 

CISM/CISD as well as identifying the best CISM approaches.  When Jeffrey Mitchell developed 

his model of CISD, he suggested it would prevent the development of PTSD.  Whether or not 

CISM/CISD prevents PTSD has been a topic of controversy in research.  Some research 

indicated that CISM/CISD utilization actually had negative outcomes, such as exacerbating 

stress reactions, while other research has indicated it is beneficial in reducing stress reactions.  

There has not yet been any research that supports the position that CISD/CISM prevents PTSD.  

The beneficial outcomes research supports are that CISM/CISD provides social support through 

informational, educational, and practical means, social support is an effective factor in reducing 

stress reactions, social support provided should be appropriate to context, processing of thoughts 
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and emotions is facilitated, and learning and utilization of coping skills to effectively manage 

reactions is promoted.   

Research in the past decade asserts that critical incident stress management approaches 

should always take into account and include the resiliencies of the individual or group.  Thus, 

there has been a paradigm shift in CISM/CISD that has involved the development of models that 

are strength or resiliency based (Regel, 2010).  Current research comparing several models of 

CISM/CISD indicates that an integrated model including components of the Mitchell Model of 

CISD and strength/resiliency based CISM models, including ongoing clinical supervision, is 

most advocated by mental health clinicians (Pack, 2012). 

Posttraumatic Stress Disorder 
 

The word trauma originates from the ancient Greek word for injury or wound.  It has 

multiple definitions and meanings, including physical injury, psychological injury, and the 

mechanisms that cause these injuries. Trauma is a phenomenon that is biopsychosocial/spiritual-

existential in nature as it manifests in distress, dysfunction, and dysregulation in several aspects of 

human functioning, including those aspects related to body, mind, emotion, and spirituality 

(Courtois & Ford, 2009; Ford, 1999).  Rudofossi (2012) described psychological trauma as a wide 

hole in the psyche resulting from unexpectedly having one's beliefs and expectations, which dwell 

in one's mind map of the world, torn by a critical or traumatizing event or events.  Trauma shakes 

an individual's view of the world in that his or her assumptions regarding the goodness, 

meaningfulness, safety, and sense of empowerment are shattered.  This has been described as 

existential shattering (Greening, 1997; Janoff-Bulman, 1992; Krippner, Pitchford, & Davies, 

2012).   

The DSM-IV-TR (American Psychiatric Association, 2000) defines trauma as: 
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an extreme traumatic stressor involving direct personal experience of an event that 
involves actual or threatened death or serious injury, or other threat to one’s 
physical integrity; witnessing an event that involves death, injury, or a threat to the 
physical integrity of another person, or learning about unexpected violent death, 
serious harm, or threaten of death or injury experienced by a family member or 
other close associate. (p. 463) 

The DSM V (American Psychiatric Association, 2013) definition is similar: 

Trauma includes exposure to actual or threatened death, serious injury or sexual 
violation. The exposure must result from one or more of the following scenarios, in 
which the individual: 
 
•  directly experiences the traumatic event; 
•  witnesses the traumatic event in person;  
•  learns that the traumatic event occurred to a close family member or close friend 
(with the actual or threatened death being either violent or accidental); or  
•  experiences first-hand repeated or extreme exposure to aversive details of the 
traumatic event (not through media, pictures, television or movies unless work-
related) 
 
The disturbance, regardless of its trigger, causes clinically significant distress or 
impairment in the individual’s social interactions, capacity to work or other 
important areas of functioning. (p. 274) 

Changes in the definition and diagnosis of PTSD include removing this condition from 

the anxiety disorders category, placing it in the trauma-related disorders category. Traumatizing 

events that include actual threat of death, serious injury, or sexual assault, experiencing fear, 

helplessness, and horror have been removed. A fourth symptom cluster regarding arousal states 

has been added. A dissociative type of PTSD is included, and duration of symptoms is one 

month rather than three months. 

PTSD, as a diagnosis, emerged from the field of clinical psychology because intense 

stress reactions were occurring in significant numbers of combat veterans of the Vietnam War, 

which became a major and pervasive issue in the United States.  Prior to the Vietnam War, stress 

reactions in combat veterans were often referred to as shell shock, soldier’s heart, or battle 

fatigue (Wainwright, 2006).  Formal recognition of PTSD came during the 1980s, as the 
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Diagnostic and Statistical Manual of Mental Health Disorders (DSM) first carried PTSD as a 

diagnosis in its third edition under the anxiety disorders category (American Psychiatric 

Association, 1980; Courtois, 2004).  

The DSM-IV-TR (American Psychiatric Association, 2000) broadened the range of 

general criteria for diagnosing PTSD as set forth by the American Psychiatric Association.  The 

majority of the criteria are based on empirical and quantitative methodology and research: 

The essential feature of Posttraumatic Stress Disorder is the development of 
characteristic symptoms following exposure to an extreme traumatic stressor 
involving direct personal experience of an event that involves actual or threatened 
death or serious injury, or other threat to one's physical integrity; or witnessing an 
event that involves death, injury, or a threat to the physical integrity of another 
person; or learning about unexpected or violent death, serious harm, or threat of 
death or injury experienced by a family member or other close associate. The 
person's response to the event must involve intense fear, helplessness, or horror (or 
in children, the response must involve disorganized or agitated behavior). The 
characteristic symptoms resulting from the exposure to the extreme trauma include 
persistent re-experiencing of the traumatic event, persistent avoidance of stimuli 
associated with the trauma and numbing of general responsiveness, and persistent 
symptoms of increased arousal. The full symptom picture must be present for more 
than 1 month, and the disturbance must cause clinically significant distress or 
impairment in social, occupational, or other important areas of functioning. (pp. 
463-464) 
 
The DSM V (American Psychiatric Association, 2013) provides the most current criteria 

and classifications for PTSD.  The essential feature of PTSD is the development of symptoms 

following exposure to one or more traumatizing events.  The clinical presentation of PTSD varies 

depending on the symptoms experienced by an individual.  Exposure to a traumatizing event may 

be direct or indirect. Traumatizing events may be re-experienced in various ways, including 

recurrent, involuntary, and intrusive recollections of the event such as distressing memories and 

nightmares that replay the traumatizing event or events.  A traumatized individual may experience 

dissociative states that last from a few seconds to several hours or even days.  Flashbacks can occur 

during dissociative states, and occur on a continuum from brief sensory intrusions about part of the 
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traumatic event with or without loss of reality orientation and awareness of present surroundings. 

These episodes can be associated with prolonged distress and heightened arousal.  Physiological 

reactivity often occurs when the individual is exposed to triggering events that resemble an aspect 

of the traumatizing event.  Stimuli associated with the traumatizing event or events are avoided.  

Negative changes in cognitions or mood associated with the traumatizing event or events develop 

after exposure to the event. Anger can manifest in individuals with PTSD as they may engage in 

aggressive verbal and/or physical behavior with little or no provocation or engage in reckless 

behavior.  PTSD can also include exaggerated startle response, hypervigilance, insomnia, and 

cognitive difficulties. 

Dissociative disorders are characterized by a disruption in the integrated functions of 

consciousness, memory, identity or perception (American Psychiatric Association, 2000). 

Dissociative disorders have their own diagnostic category in DSM V (American Psychiatric 

Association, 2013; Friedman, Resick, Bryant, & Brewin, 2011). However, dissociative 

symptoms may also be present in trauma-related disorders and diagnoses, including PTSD.  

Dissociation is a numbing, detaching defense mechanism utilized by the brain to cope with the 

intense disturbance of trauma, and generally refers to a rigid separation between parts of 

experience, including somatic experience, consciousness, affect, perception, identity, and 

memory (Howell, 2008).  Steinberg (1995) described five core dissociative symptoms, including 

amnesia, depersonalization, derealization, identity confusion, and identity alteration.  

If an individual experiences a stress reaction that meets the criteria for PTSD within a 

month's time after exposure to a critical or traumatic incident, then the diagnosis is Acute Stress 

Disorder (ASD).  The diagnostic criteria for ASD is similar to those of PTSD.  However, ASD is 

distinguished from PTSD in that the symptom pattern in acute stress disorder is restricted to 
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duration of three days to one month following exposure to the traumatizing event. The diagnosis of 

ASD is not given unless symptoms have been present for at least three days.  Although ASD may 

progress to PTSD after one month, symptoms can also be transient and remit within one month of 

trauma exposure and thus not result in PTSD. The PTSD is given only when an individual meets 

the diagnostic criteria one month after exposure to a critical incident or traumatizing event.  

Research has shown that a diagnosis of ASD is significantly predictive of subsequent PTSD 

(American Psychiatric Association, 2013; Bryant & Harvey, 2000). 

Complex Trauma / Complex PTSD 

Over the past decade, research has shown that types of trauma differ in that some types 

are more complicated and pervasive than others.  According to Courtois (2004), ever since PTSD 

first became a diagnosis in the DSM III (American Psychiatric Association, 1980) researchers 

and clinicians have suggested that this diagnosis might accurately describe the symptoms and 

manifestations of the impact of posttraumatic stress on an individual.  More recent research 

indicates that the PTSD diagnosis has failed to adequately include certain aspects of trauma, 

including captivity, psychological fragmentation, and distrust as well as loss of self-worth, sense 

of safety, and identity or sense of self.  This contributed to the development of the concept of 

complex trauma, which refers to the result of exposure to traumatizing events with stressors that 

occur repeatedly and cumulatively over time within specific relationships and contexts, often 

under circumstances where escape is not possible (Herman, 1992). 

Traumatizing events and stressors in complex trauma are directly or indirectly 

interpersonal and prolonged, and occur at times of vulnerability during an individual's life 

including conditions of disempowerment, disability, sickness, poverty, violence, economic 

difficulty, disenfranchisement, slavery, genocide, torture, political repression, impairment in 
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physical or mental functioning, exposure to war, combat,  death, danger, and grotesqueness in 

public safety work.  Traumatizing stressors that are interpersonal, such as acts of abuse and 

violence that are pre-conceived and planned, and often trigger more intense reactions than do 

impersonal traumatizing stressors such as accidents or natural disasters (Courtois & Ford, 2009).  

Individuals with complex trauma experience dysregulation in emotions, attachment and 

communication in relationships, concentration, conscious awareness, belief systems, and somatic 

aspects (van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005). The impact of complex 

trauma on individuals in any stage of life-span development is significant, manifesting in identity 

confusion, loss of self-efficacy, dissociation, somatic symptoms, spiritual/existential confusion, 

chronic pain, compulsive behaviors, violence, harm toward self and/or others, impaired 

relationships, isolation, and affect dysregulation.  Additionally, individuals who have 

experienced traumatizing events in childhood or adolescence are at higher risk to develop mental 

health afflictions later in life, such as PTSD (Courtios & Ford, 2009; Herman, 1992).    

Exposure to traumatizing events affects brain structure and functioning.  Affected regions 

of the brain include hippocampus, amygdala, and the medial prefrontal cortex, which are 

responsible for survival and the fear response.  Additionally, the hypothalamic-pituitary-adrenal 

(HPA) axis, which is the neurotransmitter system in the brain responsible for the stress response, 

is also impacted, resulting in hyposecretion of the stress hormone, cortisol.  Thus, in traumatized 

individuals, these regions and systems of the brain become dysregulated, resulting in 

manifestations such as difficulty finding language to describe experiences and emotions, 

difficulty learning and integrating new information, hyperarousal, disrupted ability to discern 

between safe and unsafe contests, and emotional numbing.  Additionally, chronic activation of 

the stress response system negatively affects neurological and immune system functioning, 
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which can lead to decreased immune functioning, increased systemic inflammation, and 

autoimmune disorders (George, Stout, Tan, Knox, & Liberzon, 2013; Kendall-Tackett, 2007; 

Kluft, 1990; Paulson & Krippner, 2007). 

Characteristics and traumatizing stressors of complex trauma also include what Rudofossi 

(2012) described as quantum psychic moments, which are vivid moments of a traumatic event 

that are intensely impactful for individuals based on their personalities, beliefs, and life 

experiences.  These moments, due to their impact, become frozen in time in the mind of the 

individual, and are elements of existential shattering.  Pulley (2005) affirmed this in his 

explanation of brain functioning during a critical incident.  During such a critical event that 

requires high functioning, a significant portion of the brain is occupied with multi-tasking of the 

many aspects of the operation. The brain tracks all that is happening, anticipates what may 

happen next, and decides on action accordingly. During this process, a sudden and unexpected 

critical moment can occur, such as a smell, feeling, or sight experienced as horrifying, 

frightening, and/or grotesque.  As the brain is mostly occupied with incident operations in the 

midst of critical incidents, its usual buffering and filing system is less available to filter this 

intense information. The critical moment courses through the brain, and becomes imprinted in 

the core of the brain's memory systems.  These can later trigger flashbacks and/or spontaneous 

recall of traumatic material (Krippner, Pitchford, & Davies, 2012; Paulson & Krippner, 2007). 

According to Rudofossi (2012), these quantum psychic moments accumulate over time, 

and toxicity builds in the unconscious.  These do accumulate for individuals of the military 

combat-veteran culture.  For example, if a combat veteran has served a tour of duty in a combat 

zone for at least several months, that veteran has likely experienced several incidents of 

participating in and witnessing the results of combat.  When individuals repress rather than 
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process traumatic material, they often turn to destructive or negative self-medicating with 

various distractions and addictive habits.  This builds up toxicity within the unconscious mind 

over time, until it breaks through into conscious awareness in the form of marked physical, 

cognitive, behavioral, and emotional symptoms, including PTSD or complex PTSD with delayed 

onset. 

It is important to note that PTSD, which includes complex trauma, does not simply 

present as PTSD, but as a range of symptoms reflecting the biological, psychological, 

psychosocial, and existential issues engendered by chronic and repetitive trauma exposure as 

previously discussed. Symptoms that result from experiencing a single traumatizing event can 

meet the criteria for PTSD, but may not meet the criteria for complex trauma because complex 

trauma, by definition, includes experiencing repetitive traumatizing events over time. Thus, the 

PTSD diagnosis does not include complex trauma adequately.  Therefore, a differentiation 

between the diagnostic category of Complex-PTSD (CPTSD) and that of PTSD has been 

suggested, as CPTSD better describes the pervasive negative impact of chronic repetitive 

traumatizing events, including such events are the same or different in nature, than does PTSD 

(Whealin & Slone, 2007).  Despite these findings in current research, the DSM V still does not 

include complex trauma as a diagnosis (Stewart, 2012). Thus, individuals with complex trauma 

are diagnosed with Disorders of Extreme Stress Not Otherwise Specified (DESNOS; American 

Psychiatric Association, 2013). 

Other assertions for specific categories of complex trauma and PTSD have been 

presented by scholar-practitioners, such as Daniel Rudofossi (2007), a clinical psychologist and 

university professor who is a retired police officer with over 12 years of service with NYPD.  

Within his practice as a scholar-practitioner, he has specialized in public safety workers and 
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military combat veterans for stress reactions, including complex trauma and PTSD.  In his 

research and practice, he has identified and defined the concept of Police and Public Safety 

Complex Posttraumatic Stress Disorder (PPS-CPTSD).  He noted that PPS-CPTSD includes 

military veterans as well, especially as many police officers and fire/rescue workers have also 

served in the military.  He has conducted empirical and qualitative research on PTSD in public 

safety workers and military combat veterans, and his findings support the distinction of the PPS-

CPTSD classification. 

PTSD and Cultural Context 

As researchers have worked in the focus area of trauma-related stress disorders to 

determine and validate the effects of critical and traumatizing incidents on affected individuals, 

various theories and treatment programs have emerged along with debates over the 

understanding and diagnosis of PTSD and efficacy of various current treatment modalities.  

Focal points of these debates have included the universality of PTSD in diagnosis and treatment.  

Positions debated include the validity of PTSD as a universal, cross-cultural psychopathological 

response to traumatic stress that can be reduced or eliminated with Western clinical and 

psychosocial treatment modalities versus diagnosis and treatment of trauma-related stress 

disorders only being valid in contexts of particular cultural frameworks.  This debate highlights 

the need for further research on the nature and treatment of PTSD and other traumatic stress-

related disorders. Cultural construction and conceptualization of traumatic stress and PTSD from 

an anthropological perspective is recommended to ensure more sophisticated diagnoses and 

treatment approaches in culturally diverse contexts (Keinzler, 2008).   

 The ongoing debate over universality of PTSD diagnosis versus cultural context was 

present in the field of research in trauma-related stress disorders as early as the 1990s.  Chemtob 
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(1996) summarized the nature of this debate as it was in that time. He asserted that because of 

the scarcity of research in the focus area of PTSD and cultural context, it has been difficult to 

validate the need for consideration of cultural context in diagnosis and treatment.  Empiricists 

have continued to argue throughout the past decade for the position of universality and standard 

evidence based scientific approaches in the understanding and diagnosis of PTSD, asserting that 

scientific methods and critiques provide the best way to advance the current knowledge so that 

professionals can provide accurate education and non-harmful treatments to affected clients 

(Rosen & Frueh, 2007).  However, Marsella (2000) asserted that although PTSD has symptoms 

that can be diagnosed across many cultures, cultural contexts affect and influence aspects of how 

individuals experience PTSD.  Thus, to be completely and accurately understood, the PTSD 

diagnosis must consider and include cultural context.  The contexts of the public safety worker 

and military combat-veteran cultures are clear examples of the many cultural contexts within 

which traumata occur and are experienced.  Further examples, as previously discussed with 

complex trauma, include populations of physically, mentally, and sexually abused children and 

adults, children and adults who have experienced violent acts of terrorism, individuals who have 

experienced different types of serious accidents, and individuals or groups who have experienced 

critical and traumatizing incidents (Courtois & Ford, 2009; Pulley, 2005).  

PTSD and the Public-Safety-Worker and Military Combat-Veteran Cultural Contexts 

From the position of understanding, diagnosing, and treating trauma-related stress 

disorders within a cultural context, researchers assert that serving in public safety and in military 

combat includes mental health hazards due to the intense and stressful nature of the work 

involved in these occupations.  Such hazards include developing PTSD as public safety workers 

and combat soldiers frequently are exposed to traumatizing incidents that contribute to the 
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development of trauma-related stress disorders.  Researchers have asserted that the current 

diagnostic criteria are not sufficient for accurately diagnosing PTSD in public safety workers and 

military combat veterans because they do not take into account the specific contexts of these 

occupations.  Researchers argue therefore that the diagnostic criteria for PTSD should be re-

conceptualized to include contextual elements and aspects pertinent to the occupational nature of 

public safety worker and military combat-veteran, culture-sharing groups (Castro & Adler, 

2011). 

One of the changes in the PTSD diagnostic criteria in DSM V (American Psychiatric 

Association, 2013) includes addressing cultural context, including the public safety-worker 

population.  For example: 

experiencing repeated or extreme exposure to aversive details of the 
event(s) (e.g., first responders collecting body parts; police officers 
repeatedly exposed to details of child abuse); this does not apply to 
exposure through electronic media, television, movies, or pictures, unless 
this exposure is work related. (p. 271) 
 
Although the above example is only one specific acknowledgement of the public safety-

worker culture-sharing group, this indicates a trend toward recognizing cultural elements and 

aspects of PTSD as experienced by public safety workers. As the population of public safety 

workers comprises an occupational type of culture, this trend in DSM V (American Psychiatric 

Association, 2013) of addressing cultural context supports the concept that public safety workers 

experience PTSD in ways related and pertinent to their culture and presents new challenges in 

accurate diagnosis and effective treatment of stress and trauma-related disorders.  One major 

challenge identified by current research in diagnosis and treatment of trauma-related stress 

disorders for both public safety worker and the military combat-veteran populations includes 

conducting and obtaining a complete and accurate assessment that takes into account the cultural 
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aspects of how these populations experience PTSD.  This challenge indicates a clear need for 

clinical assessments to be developed with the aim of addressing such aspects.  An approach of 

developing and utilizing trauma assessments that includes categories of PTSD that capture an 

individual’s cultural context is recommended (Suris & North, 2011). 

Public safety workers such as firefighters, paramedics, and police officers were greatly 

affected by the 9/11 terrorist attacks, including the attack on the World Trade Center towers in 

New York City.  Qualitative research, including narratives and case studies, have illustrated 

specific aspects of how public safety workers experienced stress reactions, including PTSD, from 

9/11 while serving in the line of duty in Fire Department of the City of New York (FDNY).  This 

research defined the cultural aspects of stress reactions and trauma-related disorders experienced 

by public safety workers who served during 9/11 at the World Trade Center in New York City at 

Ground Zero (DaVae & Garfield, 2007). 

Merleski (2006) has also researched trauma-related stress reactions and disorders, 

including PTSD, as experienced by emergency responders, including firefighters, emergency 

medical technicians, and police officers, who were involved with the rescue efforts of the 

aftermath of terrorist attacks of 9/11.  Her research included qualitative and quantitative methods 

of studying short- and long-term effects of the traumatizing experiences of 9/11 on public safety 

workers who served at the World Trade Center incident, including the coping methods utilized 

by the affected public safety workers to deal with the experienced trauma.  Treatment modalities 

are recommended that address the specific features of how public safety workers experience 

stress reactions, including PTSD. 

Hartocollos (2011) discussed the impact 9/11 still has on New Yorkers after the World 

Trade Center Attacks, including the impact on emergency responders initially and at the 10-year 
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mark.  Her research describes how public safety workers were profoundly affected by the 

atrocities of the 9/11 incident, and highlighted cultural aspects of how public safety workers 

experienced stress reactions and PTSD.  The number of public safety workers that served during 

9/11 in New York City that experienced stress reactions and PTSD is significant.  Ten years 

later, these public safety workers are still experiencing and being treated for PTSD, as the 

symptoms in these cases are persistent.  The importance and need of further research in PTSD 

and its long-term effects on the public safety-worker population is emphasized.  A major step in 

that direction is the emergence and development of the paradigm of disaster mental health, which 

has arisen as a major area of focus due to large-scale disasters in the last decade, including 9/11 

and other catastrophic events such as Hurricane Katrina.   

Slottje et al. (2008) examined the specific symptoms of posttraumatic stress among 

public safety workers, including firefighters, paramedics, and police officers following an air 

disaster that occurred in Amsterdam.  Of interest in this study, in addition to the specificity of 

posttraumatic stress symptomology in the public safety-worker population, are the distinct 

features of how this population experiences PTSD within the international/global context as well 

as within the national context.  Empirical research methods were used to assess post-disaster 

physical symptoms and types of exposure to potentially traumatizing incidents and how these are 

related to posttraumatic stress in public safety workers.  Findings indicated a higher occurrence 

of posttraumatic stress symptoms in public safety workers exposed to major disasters as opposed 

to those that were not.  The importance of this research is that distinctive features in the public 

safety-worker population are receiving more international recognition, and scholar-practitioners 

are beginning to tease out and confirm global experiences of PTSD specific to the public safety-

worker population. 
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Documentaries, such as the television series episode, "The Soldier's Heart," give an 

excellent and relevant picture of the psychological impact that military combat has on soldiers at 

all levels of their lives, and similarities can be found between how public safety workers and 

military combat-veteran, culture-sharing groups experience trauma.  Soldiers in the film tell their 

personal stories of the violence of combat in the Middle East, including Iraq and Afghanistan, 

giving accounts of terrible actions in which they participated or horrible acts of war that they 

witnessed in the line of duty.  These personal stories clearly illustrate how military combat 

veterans experience PTSD, and how these experiences have distinct features or characteristics as 

opposed to other PTSD client populations outside of military service or public safety work.  One 

such distinction is repeated exposure to experiences in the line of duty over time where people 

are traumatically injured or killed, and the public safety worker or military combat medic could 

not save a traumatically injured person or fellow soldier despite best efforts.  This documentary 

also raises the question of whether the treatment available to military combat veterans is 

sufficient and effective and discusses treatment programs in existence as well as proposed 

expansion of those as well as adding new treatment programs to adequately meet the needs of 

combat veterans with PTSD and their families (Aronson, 2005). 

The current literature in the focus area of how public safety workers experience stressors, 

critical incidents, traumatizing incidents, stress reactions and trauma-related stress disorders is 

limited, yet some cultural aspects are identified.  As compared to civilians exposed to 

traumatizing incidents, typical reactions to traumatizing events in public safety workers and 

combat veterans often involve occupationally congruent responses such as anger or guilt more 

than fear or horror.  Anger is thus another major issue in both cultures, with pre-existing anger 

problems as an influential risk factor. The resulting impact on work and interpersonal 
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relationships make anger more likely to attract attention than expressions of distress, which 

public safety workers and combat veterans tend to suppress. Hyperarousal is common in public 

safety workers with repeated and/or frequent exposure to traumatizing events. Substantial 

emotional and physical distress is common, which often impairs resilience to future traumatizing 

events, and increases the risk of developing trauma-related stress disorders (Declercq, Meganck, 

Deheegher, & Van Hoorde, 2011; Fay, 2000; Hall, 2011; Meffert et al., 2008).  

A major stressor that occurs frequently in the line of duty for public safety workers 

includes critical or traumatizing incidents involving children have a major impact on public 

safety workers, such incidents include death, injury, neglect, and abuse. A contributing factor is 

that public safety workers often identify these children with their own.  Thus, they will endanger 

themselves even more in order to save children. Due to the intensity of this particular stressor, 

public safety workers avoid using gallows humor to cope with death, tragedy, and serious injury 

to children (Haslam & Mallon, 2003; McMahon, 2010; Rudofossi, 2009). 

Another major aspect of stress-related reactions in public safety workers includes their 

somatic experiences of emergency incidents.  Public safety workers rely heavily on their senses 

in the line of duty in order to do their work effectively, especially during incidents that are 

intense, serious, or life threatening.  Thus, considerable amounts of information from their 

experiences of such incidents are encoded at the sensorimotor level.  Research shows that in 

addition to the brain, memories of traumatizing incidents, including sensorimotor aspects, are 

stored in the body without orientation to time and place.  This somatically stored information is 

precognitive, prelinguistic, and fragmentary in nature, and so comprises nonverbal narratives of 

traumatizing experiences. These fragmented somatic memories can be activated by related 

external and internal triggers and result in physical, emotional, cognitive, and spiritual distress.  
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Additionally, sensorimotor trauma memories can manifest in physical discomfort and conditions, 

including chronic pain and illnesses involving neurological, gastrointestinal, cardiovascular, 

immunological, endocrine systemic functioning as well as overall physiological homeostasis 

(Fay, Kamena, Benner, & Bruscho, 2006; van der Kolk, 1994; van der Kolk & van der Hart, 

1991).  

Perhaps the most significant culturally related stressor for public safety workers and 

combat veterans is the cultural double bind that exists based on the rule/expectation for public 

safety workers to be heroes who are physically and mentally tough (Broome, 2011; Fay, 

Kamena, Benner, & Buscho, 2006).  A double bind is an emotionally distressing dilemma in 

which an individual is trapped between two undesirable options that cannot be avoided, and will 

experience a negative consequence no matter which option or situation he or she chooses.  

Individuals who find themselves in double binds often experience intense anxiety as a result 

(Bateson, 1972).   

As previously discussed, based on cultural values of bravery and pride in one’s work, 

public safety workers are expected to handle extreme situations and tragedy without expressing 

emotional pain.  This cultural value is also an element in the warrior society of military combat-

veteran culture.  The resulting double bind is if a public safety worker or combat veteran who is 

experiencing emotional pain from critical or traumatizing incidents expresses himself or herself, 

the outcome will be rejection from his or her cultural peers.  Additionally, because emotional 

stress is devalued, public safety workers and combat veterans often feel shame for experiencing 

reactions of distress to traumatizing incidents. If he or she keeps the pain silent and/or numbs it, 

the pain festers in his or her subconscious mind, increases over time, and can become unbearable 

and result in development of trauma-related stress disorders.  To attempt to numb or self-
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medicate the emotional pain and distress, many public safety workers and military combat 

veterans turn to substances such as alcohol, opiates, and narcotics to anesthetize emotional pain, 

which often results in substance abuse and addiction problems. Alcohol consumption has long 

been considered an acceptable and common coping tool within the public safety-worker culture.  

For example, police officers have consumed alcohol together after duty shifts or critical incidents 

for decades, and call this choir practice.  These cultural factors contribute to alcohol being the 

most prevalent substance abused in public safety-worker culture (Fay, 2000; McMahon, 2010; 

Rudofossi, 2007). 

Many public safety workers and combat veterans unfortunately commit suicide rather 

than continuing to bear their pain in silence or risking rejection from their culture-sharing group 

for expressing their pain and seeking help.  Suicide is a major problem in public safety and 

military combat-veteran cultures, which is chronic and recurring with historical roots as far back 

as humanity has experienced extreme situations consisting of danger, tragedy, and war.  Further, 

suicide is a complex issue consisting of many contributing factors and variables that are both 

personal and systemic, and has been growing rapidly in the past two decades.  Since 9/11, there 

has been a sharp increase in the suicide rate among public safety workers and military combat 

veterans.  The number of deaths due to suicide in combat veterans has surpassed the number of 

those killed in action in the Middle East in the past decade (Fay, 2000; Hall, 2011; Melerski, 

2006; Rudofossi, 2009; Stewart, 2012; Williams, 2012). 

The literature reviewed to this point provides a brief overview of the elements of trauma 

and -related stress reactions and disorders, elements of public safety work and combat-related 

trauma, and some examples of cultural aspects of how public safety workers and combat 

veterans experience PTSD. However, overall there is a dearth of scholarly literature on cultural 
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aspects of how public safety workers and combat veterans experience and recover from trauma-

related stress reactions and PTSD.  In analyzing the literature, the most salient cultural aspect 

includes the contextual elements of trauma-related content/material experienced during 

traumatizing events and the manifestations of resulting posttraumatic stress reactions.  Less 

discussed in the literature are the types, frequency, and intensity of trauma symptoms 

experienced by public safety workers and combat veterans.  As previously stated, the existing 

literature does provide a basic foundation for defining how public safety workers and combat 

veterans experience PTSD.  Further research is needed so that the understanding of trauma-

related stress reactions, disorders, and PTSD in public safety and combat veteran cultures will be 

broadened in the community, especially for physical, emotional, and spiritual healthcare 

practitioners.  This will increase and enhance competence in these practitioners, which will in 

turn lead to greater effectiveness and success in healing from trauma for public safety workers 

and combat veterans. 

Current PTSD Treatment Approaches 

Effective treatment approaches for PTSD should be comprehensive and adequately 

address all aspects, manifestations, and symptoms of PTSD as well as the contexts in which 

traumata occur.  The goals of treatment for trauma-related stress disorders, including ASD and 

PTSD, generally include reduction of symptoms, treatment of any co-occurring-related 

conditions or disorders, such as major depressive disorder or generalized anxiety disorder, 

restoring sense of safety and security, improving overall life functioning, and prevention of 

relapse (American Psychiatric Association, 2004). A strong therapeutic connection and alliance 

between therapist and client is vital, especially for working with clients with trauma-related 

stress disorders, including complex trauma and PTSD.  It is essential that a supportive and safe 
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relationship be developed through common factors, such as unconditional positive regard, 

empathy, presence, warm, trustworthiness, and authenticity to establish a solid foundation for 

effective treatment and positive healing outcomes.  Additionally, therapist collaboration with 

other professionals who are involved in the care of clients is important for beneficial treatment 

outcomes (Courtois & Ford, 2009; Dalenberg, 2014; Norcross, 2001).   

In order to establish strong connections with clients in therapeutic relationships, 

practitioners must be culturally competent. This construct refers to the adequacy of a 

practitioner's theoretical understanding of cultural group identities and ability to deliver 

healthcare services in an effective way that is congruent to the particular cultural needs of clients 

and patients.  In the mental health field, the construct of cultural competence in theory and 

practice emerged from observations by culturally self-identified psychologists who concluded 

that psychology's Eurocentric roots could alienate clients who self-identify outside the dominant 

cultural paradigm (Sue & Sue, 2003).  According to the American Psychiatric Association 

(2013), to develop and maintain cultural competence practitioners should: 

• Recognize certain attitudes and beliefs that can influence their interactions with clients 

who have different histories, norms, behaviors, and values than themselves;  

• Recognize the importance of sensitivity, responsiveness, knowledge, and understanding; 

• Understand cultural aspects and risk factors for PTSD and suicide;  

• Develop culturally-appropriate skills in clinical practice such as an understanding 

terminology/language, values, beliefs, and traditions; and 

• Differentiate between abnormal or maladaptive posttraumatic symptoms as compared to 

behaviors that are a usual part of cultural identities and skill sets. 
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For cultural competence with public safety workers and combat veterans, practitioners 

must be mindful that maintaining one's honor is a central cultural value, and so displaying any 

perceived or actual weakness is not congruent with cultural values and is strongly discouraged. 

As previously discussed, this creates a cultural double bind when public safety workers 

experience stress reactions between reaching out for help and risking cultural rejection or 

suffering in silence.  Thus, encouraging emotional vulnerability in therapeutic settings 

potentially places clients who are public safety workers or combat veterans in a situation where 

he or she might lose his or her sense of honor.  It is important for practitioners to be aware of this 

and create an appropriate connection and environment where these clients can access and express 

their emotional vulnerability safely while retaining their sense of honor and dignity (Fay, 

Kamena, Benner, Buscho, & Nagle, 2006; Hall, 2011; McMahon, 2010; Rudoffosi, 2009; 

Stewart, 2012). 

The Institute of Medicine (2008), a non-profit organization established as part of the 

National Academy of Sciences in 1970,  published a report evaluating evidence on effective 

approaches for PTSD treatment.  Cognitive Behavioral Therapy approaches (CBT) were 

supported as the most effective treatments for PTSD, and Eye Movement Desensitization and 

Reprocessing (EMDR) strongly supported as well. CBT includes components of 

psychoeducation, anxiety management, exposure, and cognitive restructuring. Exposure and 

cognitive restructuring are regarded as the most effective components of CBT for treatment of 

PTSD.  Exposure includes retelling the traumatic event stories and identifying the thoughts and 

beliefs associated with them.  Then, the process of cognitive restructuring in CBT includes 

creating positive change through identifying the client’s thoughts that perpetuate the PTSD 

symptoms.  The identified thoughts are then challenged, reality tested, and replaced with positive 
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thoughts and beliefs about the trauma stories as well as how the client is experiencing life in the 

present. 

EMDR is an integrative modality of treatment that focuses on several aspects of trauma 

memories, including images, cognitions, emotions, and physical sensations.  The theoretical 

foundation of this modality is that overwhelming experiences and processes of dissociation, 

which occur during a traumatizing event, interfere with an individual’s processing of the 

information in the brain and body.  Thus, the information is stored in an unprocessed and 

nonintegrated state.  During EMDR sessions, the person being treated verbalizes his or her 

trauma narratives while simultaneously performing repetitive eye movements horizontally.  This 

is most often done with a light bar where a point of light moves back and forth along a horizontal 

plane, and can also be done by having the person being treated to follow visually the 

practitioner’s fingers or an object in the practitioner’s hand back and forth horizontally.  

Research supports EMDR as a highly effective treatment, especially as it includes the component 

of exposure, which is fully recalling and processing traumatic memories and material (Chemtob, 

Tolin, van der Kolk, & Pitman, 2000; Shapiro & Solomon, 2008).  

Other exposure-based approaches are also supported by current research as an effective 

treatment for PTSD.   Prolonged Exposure (PE) includes both visual and in vivo exposure within 

in a safe environment to trauma material that has been avoided by the client.  The exposure cues 

can include pictures, news reports, and memories of the traumatic events.  Re-visiting the site is 

also a possibility when appropriate and reasonably accessible.  The client receives education 

about common trauma reactions and physical response re-training (Foa, Hembree, & Rothbaum, 

2007; Foa & Rothbaum, 1998). 
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Cognitive approaches besides CBT have been supported by research as effective for 

treating PTSD (Ehlers, Clark, Hackmann, McManus, & Fennell, 2005). Cognitive Processing 

Therapy (CPT) is one of the most researched cognitive approaches.  CPT focuses on challenging 

and modifying maladaptive beliefs related to experienced trauma, and includes a narrative 

component (Resick & Schnicke, 1996).  Narrative approaches to treating both complex trauma 

and PTSD promote expression and processing of traumatic material.  Healing through the 

development of narratives emerges from the transformation of metaphor, symbols, and patterns 

in words and visualizations. The creative process of making meaning is derived from the 

perceptual shift produced from telling the trauma story.  Theoretically, stored trauma-related 

sensory information in the body is released and processed.  New perspectives emerge in this 

process so that an individual can effectively relive and integrate the experiences, discover new 

perspectives, and assign meaning (Williams, 2006). 

Ehlers and Clark (2000) developed a cognitive approach for PTSD treatment that consists 

of modifying negative perspectives, stabilizing autobiographical memory disturbances, such as 

flashbacks and vivid recall, and removing maladaptive behavioral and cognitive patterns. 

Elements of this approach include helping the client tell their trauma stories completely by 

writing a trauma narrative, identifying the associated beliefs about the traumatic material that 

produce the most distress, facilitating development of alternative perspectives of traumatic 

material, identifying meanings of the worst moments of trauma, reducing of traumatic symptoms 

by connecting with the present moment, and reconstructing meaning. 

Within the last decade, Acceptance and Commitment Therapy (ACT) has been developed 

to treat a variety of disorders, including substance abuse and dependence, mood disorders, and 

PTSD.  ACT focuses on reducing and eliminating experiential avoidance and maladaptive 
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perspectives and encourages clients to engage in activities consistent with their personal values. 

Support can be found for ACT as an emerging approach for treatment of PTSD, but further 

research is needed to determine its effectiveness (Orsillo & Batten, 2008). 

Pharmacotherapy is regarded in current research as an important aspect of PTSD 

treatment. Additionally, individuals should be provided with education about their trauma-related 

stress condition, symptoms, and options for healing, including pharmacological and 

nonpharmacological treatments.  Pharmacological treatments aim to stabilize and regulate brain 

and body systems involved in dyregulated stress response.  Commonly utilized medications 

include opiates, antidepressants, antiadrenergic agents, antipsychotics, benzodiazepines, 

hydrocortisone, sympatholytics, anticonvulsants, and mood stabilizers.  New medications 

currently utilized in medication therapy for trauma-related stress disorders include Ketamine, D-

cycloserine, MDMA, and sirolimus.  Treatment approaches that combine medication therapy and 

psychotherapy have been supported by research as effective treatments for PTSD. However, it is 

imperative that individuals with trauma-related stress reactions or disorders should be evaluated 

by medical professionals, such as psychiatrists and physicians to ascertain whether medication 

therapy is necessary and appropriate for reduction and management of symptoms (Schnurr & 

Friedman, 2008; Ursano et al., 2004). 

An emerging modality of treating traumatic stress reactions and PTSD is Animal-

Assisted Therapy (AAT). Mental health practitioners incorporate the use of animals in the 

treatment of clients. Working with animals, such as horses, dogs, or cats, helps adults and 

children cope more effectively and adaptively and improve relational skills. Therapy animals are 

currently being introduced in hospitals, psychiatric wards, nursing homes, doctors' offices, and 

other therapeutic settings where they may bring comfort.  AAT is a fairly new area of research, 
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but this modality is gaining support as an effective approach for trauma treatment in reducing 

symptoms and promoting healing and emotional well-being (Nimer & Lundahl, 2007).  

The therapeutic effect of AAT comes from connection and bonding between the therapy 

animal and the person in treatment.  Therapy animals work with mental health clinicians as co-

therapists, and offer common therapeutic factors of acceptance, authenticity, presence, and 

unconditional positive regard.  This enhances the establishment and growth of rapport in the 

therapeutic relationship, which facilitates healing connections between therapist and client.  

Additionally, persons can often be more open and relaxed with therapy animals than with other 

people, including the human therapist, and tend to more readily accept comfort from therapy 

animals.  A notable area of focus in current AAT research is focused on combat veterans with 

PTSD.  Combat veterans have experienced reduction of trauma symptoms and improvement in 

overall daily functioning in activities and relationships from AAT, especially when paired with 

Psychiatric Service Dogs, who stay with them for life.  Psychiatric Service Dogs are trained to do 

various beneficial tasks, such as wake combat veterans from nightmares, reduce anxiety and 

panic reactions, remind them of various daily tasks, reduce isolation, reduce dissociative 

symptoms, and improve social functioning.  AAT has also been shown to reduce suicidality in 

combat veterans  (Moore, 2014; Nimer & Lundahl, 2007). 

Research on neurological and physiological mechanisms of trauma have influenced the 

fields of medicine and psychology to consider treatments that integrate somatic experiencing 

components of trauma-related stress disorders and processes of healing.  Treatment approaches 

and modalities that only focus on developing and promoting insight do not adequately address 

"the sensate dimension of experience" (van der Kolk, 2002a, p. 62). Consequently, researchers 

have expressed concern that while individuals may learn the reasons for their physiological 
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responses to triggers, they may not be able to extinguish the resulting posttraumatic stress 

reactions and behaviors simply through developing insight (van der Kolk, 2002b).  Therefore, 

understanding PTSD through the lens of physiology and somatic experiencing is vital, including 

narrative aspects.  Narratives can be defined and understood as personal myths, are individual, 

social, and spiritual in nature, and define an individual's identity and life experiences.  Narratives 

related to the body’s experience of illness give voice to the altered body and reflect the impact of 

social and cultural conventions. Vocalizing somatic experiences provides the body a means for 

expression in a way that it would not in its otherwise inarticulate state.  New narratives emerge 

through the process of illness and healing as the body transitions into a position where old stories 

yield new learning and transformation.  Emerging new stories or personal myths depend on the 

way individuals perceive and experience trauma-related stress disorders and healing (Frank, 

1995; Paulson & Krippner, 2007). 

As previously discussed, public safety workers and combat veterans tend to avoid 

expressing emotional pain because doing so is culturally viewed as weakness.  This often results 

in detaching or dissociating from emotional pain, which leaves trauma material trapped in the 

mind, body, and soul (Fay, 2000; Hall, 2011; Rudofossi, 2007).  Somatic modalities of treatment 

can therefore provide effective and culturally-congruent therapeutic effects because somatic or 

physical expression allows for processing trauma material without needing to acknowledge it 

verbally.  Thus, because somatic narratives do not need to be verbally expressed, there is much 

less potential for shame or reluctance related to public safety worker and combat veteran cultural 

values to regarding expression of pain. 

Intervention approaches for treating PTSD and trauma-related stress disorders that focus 

on somatic experiencing and expression, and have had increased attention in current research 
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include creative and expressive arts therapies.  In these modalities, individuals engage and 

connect with themselves and others in the healing process through imagery, storytelling, dance, 

music, drama, poetry, movement, dreamwork, drawing, painting, and visual arts in an integrated 

manner. Creative and expressive arts approaches promote utilization of imagination and 

creativity to connect with body, mind, emotions, and spirituality.  This approach is inclusive and 

flexible so that treatment is more closely matched to a client's individual needs and promotes 

deeper exploration and expression. Practitioners are recognizing that creative and expressive arts 

therapies are effective in treating clients in ways that strictly verbal approaches and modalities 

cannot, especially as these therapies facilitate the body’s expression of trauma narratives and 

material (Malchoidi, 2005; Serlin, 2007). Creative and expressive art therapy as an effective 

treatment modality for trauma-related stress disorders continues to gain attention and support in 

the current research (Koopman et al., 2005). 

An example of creative and expressive arts therapy that is also a somatic modality for 

treatment of PTSD is music therapy, which often includes drumming in group settings.  

Drumming has been utilized in treating combat veterans with trauma-related stress disorders, as 

it is relevant to military culture. For centuries, drumming has been a means of communicating 

and providing rhythm for marching in times of celebration and combat.  The cultural relevance 

and familiarity of drumming facilitates the process of evoking and processing combat-related 

traumatic material and restores sense of control. Although there is not yet enough empirical 

evidence about its effectiveness, current research shows that drumming utilized with combat 

veterans with PTSD results in reduction of symptoms as well as increased sense of openness, 

togetherness, belonging, sharing, and connectedness (Bensimon, Amir, & Wolf, 2008).   
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Drumming is also relevant to the public safety workers culture as it is a major part of 

funerals and celebrations.  For example, many emergency responder agencies have bagpipe and 

drum corps or are part of a major emergency responder pipe and drum corps organization, such 

as the Emerald Society. These pipe and drum corps play for celebrations and parades as well as 

solemn occasions such as funerals and memorials. There are books with stories of how the pipe 

and drums corps music and traditions are a part of emergency responders’ cultural ways of 

healing from loss and tragedy (Sheridan, 2004). Unfortunately, there is not yet any research on 

drumming as a therapeutic modality of treating trauma-related stress disorders in public safety 

workers.   

Poetry is another example of creative and expressive arts therapies for helping individuals 

express trauma material, and supports healing of trauma-related stress disorders.  Elements of 

poetry that can facilitate expression and promote healing include shape, form, metaphor, 

alliteration, words, resonance, and metamessage (Carroll, 2015). Therapeutic poetry writing 

helps individuals access, express, transform trauma material.  Integrative aspects of therapeutic 

poetry support the process of addressing and healing dissociative manifestations of trauma, 

including somatic memory, cognitive memory, and identity fragments related to traumatizing 

experiences. Embodied poetry can specifically helps individuals access and express precognitive 

trauma material that has been stored somatically, and is a form of embodied writing: 

Embodied writing seeks to reveal the lived experience of the body by portraying 
in words the finely textured experience of the body and evoking sympathetic 
resonance in readers. Relaying human experience from the inside out and 
entwining in words our senses with the senses of the world, embodied writing 
affirms human life as embedded in the sensual world in which we live our lives. 
(Anderson, 2001, p. 83) 
 
In the process of writing embodied poetry, fragments and sensations gain rhythm, 

metaphor, and language, as they emerge and develop from precognitive into cognitive form 
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(Graber, 2015). Therapeutic poetry can be used within the dyad of the therapist-client 

relationship as well as group contexts (Hoffman, 2014; Carroll, 2015).  Call and response poetry, 

for example, includes therapist and client or group of clients engaging in poetic dialogue to 

facilitate expression and healing of trauma material (Graber & Rosemond, 2015b).  The client 

writes and shares a poem, which is the call, and the therapist receives it, and then writes and 

shares a poem in response.  In group settings, one client writes and shares a call poem and then 

each member of the group writes and shares a poem in response.  Call and response dialogic 

poetry helps support and strengthen therapeutic bonds, and when utilized in groups, enhances 

group cohesion (Hoffman, 2014; Graber & Rosemond, 2015a).  Thus, in addition to facilitating 

access and expression of traumatizing experiences, poetry therapy can reduce isolation, promote 

connection with self, others, and the world, and support healing, growth, and transformation.   

For public safety workers and combat veterans, embodied poetry can be especially 

helpful for expression and healing of trauma material because of the major somatic aspects of 

traumatic experiencing in critical incidents and/or combat-related incidents.  For example, 

emergency medical technicians (EMTs) touch their patients constantly to assess their condition, 

render care and treatment, and monitor vital signs.  When a patient is dying, the EMT can feel 

the pulse fade, the skin temperature drop, see the skin color turn blue, the eyes fix and dilate, 

hear distressed respirations and lung sounds, and so on throughout the course of treating the 

patient.  If the EMT is traumatized by the death of a patient, these sensory experiences of the 

patient’s death become fragmented memories that are stored somatically.  Embodied poetry 

writing can help a traumatized EMT access, express, integrate, and heal these somatic memory 

fragments that cannot be otherwise accessed by strictly verbal and cognitive treatment 

approaches (Graber & Rosemond, 2015b). 
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Although verbal narrative approaches to expressing trauma material can be more 

intimidating for public safety workers and combat veterans, if utilized with cultural awareness 

and sensitivity storytelling can have important therapeutic value and healing effects.  Narratives 

help individuals externalize issues and make meaning of their experiences.  Narrative therapy 

approaches for public safety workers and combat veterans include processing stories of 

traumatizing experiences.  The processing of these stories helps to transform dysfunctional 

stories or personal myths into new, more positive, accurate, and constructive narratives (Fay, 

2000; Paulson & Krippner, 2007).  Narrative approaches are actually culturally congruent despite 

the potential for apprehension avoidance of expressing emotional pain due to cultural norms.  

The reason is that storytelling is a common way that public safety workers and combat soldiers 

communicate.  Examples include stories of battles, losses, catastrophes, victories, multi-casualty 

incidents, fires, and humorous moments. These stories are commonly referred to as war stories, 

and are culturally familiar and effective vehicles for expression of intense incidents and events.  

Thus, verbal narrative approaches can be culturally congruent and effective for treating public 

safety workers and combat veterans with trauma-related stress disorders (Dill, 2013; Fay, 2000; 

Stewart, 2012). 

An example of verbal narrative approaches to trauma treatment includes development 

and use of a quest narrative, which reflects the process where an individual with an illness 

accepts and utilizes it as a learning experience. As an individual takes ownership, he or she gives 

the illness voice. Such narratives are processes of personal journey and searching for 

empowerment as well as a new sense of purpose.  On completion of the quest, the individual is 

connected with both the scars and the rewards of having survived, and the scars are meaningful 

markers of perseverance and bravery.  In addition to relaying of stories, narrative processes 
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include dreamwork, which is vital because flashbacks, nightmares, and night terrors are common 

symptoms and manifestations experienced in PTSD.  Techniques include dream reprocessing via 

use of lucid dreaming so that an individual can determine the course of his or her dreams, and re-

dreaming the dream, which can be facilitated in psychotherapy.  In this way, new positive and 

constructive narratives as well as new meanings are developed (Frank, 1995; Paulson & 

Krippner, 2007). 

Public safety workers and combat veterans with PTSD can often lose their sense of 

temporality, which is an important narrative element.  The present becomes an expected outcome 

of the past, making the future even more uncertain (Frank, 1995).  In the temporal aspect of 

PTSD, individuals experience insecure relationship attachments with themselves and their own 

past, present, and future. Time Perspective Therapy (TPT) is a narrative modality that directly 

addresses sense of temporality.  TPT has been specifically developed for treating combat 

veterans with PTSD, and the efficacy of TPT is supported by the literature.  However, there is 

not yet any research on the use of TPT with public safety workers with PTSD.  The theoretical 

foundation of TPT is that individuals psychologically conceptualize and construct life events and 

experiences along the time zones of past, present, and future.  Current actions and decisions are 

based on how and where an individual is operating along those time zones with respect to 

positive, negative, or fatalistic perspectives.  Individuals with PTSD often operate from a past 

negative and/or present fatalistic perspective. Utilizing TPT, the practitioner and the combat 

veteran work together to identify and express positive stories from war, deployment, and combat 

experiences.  In the process, the negative perspectives shift to more balanced, positive past 

perspectives.  Combat veterans thus can shift from stuck places in negative past, visualize a 

positive future, and develop more resiliency and empowerment for present actions and decisions 
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in daily life.  A pilot study conducted over four years, which evaluated the effectiveness of TPT 

with 29 veterans who were clinically diagnosed with chronic and severe PTSD, indicated marked 

decreases of PTSD symptoms, including anxiety and depression. Participants reported shifts in 

their time perspectives toward a more positive past, present, and future. (Sword, Sword, 

Brunskill, & Zimbardo, 2013). 

An imporant yet underemphasized aspect of experiencing trauma is the impact on an 

individual’s spirituality.  As previously mentioned, traumatizing incidents can cause existential 

shattering, which is the breakage of held beliefs about self, other, and the world.  This includes 

loss of self-worth, sense of purpose, spiritual beliefs, and beliefs about the goodness of others 

and the world (Greening, 1990). Additionally, the personal myths, or the stories an individual 

holds about his or her self before the traumatizing experience are shattered (Paulson & Krippner, 

2007; Rudofossi, 2013). Thus, as previously discussed, PTSD can be described as "posttraumatic 

soul disorder" (Paulson & Krippner, 2007, p.146).  Existential shattering is a major element of 

how public safety workers and combat veterans experience trauma-related stress disorders.  A 

major contributing factor is the large amount of death, serious injury, atrocity, and tragedy they 

witness in the line of duty (Paulson & Krippner, 2007; Rudofossi, 2007, 2009).  Treatment and 

healing of PTSD should therefore include integrating modalities that aid in restoration of the 

soul.  Current literature supports the integration of spiritual, mystical, and religious approaches 

as effective for healing and recovery from PTSD (Decker, 2007).  When existential shattering 

has triggered a loss or confusion of spiritual beliefs, it is important to normalize for the public 

safety workers and combat veterans that one cannot go back to his or her prior beliefs about self, 

others, and the world, and that traumatic experiences are transformative. Thus, healing 

practitioners should guide the public safety worker or combat veteran to adjust and expand his or 
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her spiritual beliefs and perspectives in positive and constructive ways based on what he or she 

has learned and experienced from traumatizing experiences.  This process should be considered 

sacred.  Spiritual, shamanistic, and mystical modalities, which can include prayer, meditation, 

ceremony, and ritual, should resonate and be compatible with an individual’s emerging new 

sense of self, personal myths, and beliefs.  Additionally, Ericksonian- and possibility-oriented 

approaches can aid in the transformative process of expanding and adjusting an individual’s 

spirituality in that he or she opens up to what could be in his or her present and future, and is thus 

no longer bound by the past.  Ericksonian hypnosis can be especially helpful for public safety 

workers and combat veterans because of the aspect where an individual engages in these 

transformative healing processes within himself or herself, and there is no requirement to 

verbally express trauma material.  Therefore, transformation and healing can take place without 

the discomfort related to public safety and military cultural values regarding verbal 

acknowledgement and expression of trauma-related pain of the psyche  (Decker, 2007; 

Frederick, 2014; Paulson & Krippner, 2007, O'Hanlon, 1999; Rossi, 2005). 

Treatment approaches have also been developed to specifically address Complex PTSD 

(CPTSD).  A recent comprehensive study conducted by Cloitre et al. (2011) provides a summary 

of the results of research initiated by the International Society for Traumatic Stress Studies 

(ISTSS) Complex Trauma Task Force regarding best practices for the treatment of CPTSD. 

Surveys conducted with PTSD experts regarding the most appropriate and effective treatment 

approaches were examined for areas of consensus and disagreement. Outcomes supported phase-

based or sequenced therapy, which means the therapeutic process has a protocol of phases or 

interventions done with a client over time as he or she progresses, as the most appropriate 

treatment approach with interventions addressing specific sets of manifestations and symptoms. 
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These interventions include emotion regulation strategies, narration of trauma memory, cognitive 

restructuring, anxiety and stress management, and interpersonal relational and communication 

skills. Meditation and mindfulness approaches are identified as effective modalities for treating 

emotional, cognitive, and behavioral disturbances. The survey results provide a strong rationale 

for conducting research focusing on the relative merits of traditional trauma-focused and -

sequenced approaches applied to different populations with a range of symptom profiles.  

Treatment modalities in the past decade have also been developed to address CPTSD 

within cultural context.  As mentioned previously, Rudofossi (2007) developed a treatment 

modality specifically for Police and Public Safety – Complex Posttraumatic Stress Disorder 

(PPS-CPTSD) called the Eco-Ethological Existential Analysis approach.  This approach focuses 

on the ecology and ethology as relevant to the context of emergency responders as they interact 

with their environment, common situations, and each other, and includes integration of 

psychodynamic, cognitive-behavioral, and existential logotherapy that address the distinctive 

features of PPS-CPTSD as experienced by public safety and military populations within their 

given contexts, personality features, identity, and meanings.   

Ecological and ethological insight offers awareness of the dynamics of 
why and how trauma has influenced the public safety officer's cognitions, 
behaviors, feelings, and meaningfulness for life and living.  This is 
achieved by initially putting secondary aspects of trauma and loss into a 
context that is comprehensible from the officer-patient's frame of 
reference. (Rudofossi, 2007, p. 145) 
 

The eco-ethological approach includes five tasks.  The first task is facilitating the client's 

individual style of expressing the most distressing traumatic material.  The second task is having 

the client narrate his or her thoughts regarding all aspects of traumatic events.  The third task 

involves full expression of thoughts and feelings associated with traumatic material.  The fourth 

task consists of separating adaptive thoughts and behaviors from maladaptive thoughts, 
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behaviors, and emotions.  The fifth task includes having the client successfully reconstructing 

and retelling his or her eco-ethological reconstruction of thoughts, feelings, and behaviors 

regarding the traumatic experiences (Rudofossi, 2007). 

In further research and practice in the area of PPS-CPTSD Rudofossi (2009) also 

identified five police personality styles to illustrate how public safety workers deal with 

cumulative trauma sustained in the line of duty.  These five police personality styles include the 

addictive-hyper-excited, the sadistic hyper-aggressive, the idiosyncratic hyper-intuitive, the 

controlled hyper-focused, and the adaptive intuitive personality.  The Eco-Ethological Existential 

Analysis approach for treatment is applied to these five personality styles.     

Rudofossi's eco-ethological existential approach to treatment of PPS-CPTSD includes 

strategies to help public safety-worker clients acknowledge and express repressed memories, 

thoughts, and emotions related to traumatic incidents on which they have worked in the line of 

duty.  His case studies illustrate how he utilizes the strategies of his approach to bring clients past 

resistance of dealing with their suppressed trauma to full expression of their emotions as they 

relate their trauma stories and then find new meanings in these experiences that promote personal 

growth and resilience (Rudofossi, 2007). 

Group therapy is a modality for PTSD treatment that is widely utilized in many treatment 

settings. Research supports group treatment as helpful for emergency responders and combat 

veterans.  Groups help emergency responders and combat veterans to challenge negative beliefs 

when they share their individual narratives as they receive the perspectives of their peers in 

response. Additionally, group therapy allows participants to connect with others who share 

similar experiences, reducing isolation and expanding range of affect.  Group therapy helps 

normalize participants’ experiences, reduce trauma symptoms, and increase support and sense of 
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community. For emergency responders, group participation also promotes connection between 

their traumatizing incidents, important relationships, and past experiences. Appropriate 

emergency responder or combat veteran candidates for group therapy include those who have the 

ability to establish trust with peers and staff, maintain confidentiality, tolerate high levels of 

arousal, and are not at high risk of traumatized by other group participants’ sharing of 

traumatizing incidents (Fay, Kamena, Benner, & Bruscho, 2006; Foa et al., 2000). The 

effectiveness of group therapy has not yet been supported by research as a stand-alone modality.  

However, approaches that combine individual and group treatment have been gaining support 

(Sloan, Bovin, & Schnurr, 2012; Schnurr & Friedman, 2008). 

Residential treatment programs that are culturally congruent have emerged in the current 

research as an effective option for healing for public safety workers and combat veterans.  Such 

programs are culturally congruent in that staff including the clinicians and practitioners are 

experienced public safety workers or combat veterans, or both.  Additionally, the facilities and 

programs are geared in such a way that the treatment and healing provided is consistent with the 

values, beliefs, traditions, perspectives, and ways of living of the public safety worker and 

combat veteran cultures.  Many of these programs are non-profit and founded by clinicians or 

helping practitioners that are members of the public safety and military veteran cultures.  

Programs include comprehensive intake assessments and mixed-modality approaches to trauma 

treatment, integrating CBT, EMDR, critical incident processing, addiction treatment, education, 

individual and group counseling including peer counselors, spiritual counseling, movement-

based therapies, and expressive arts therapies. It is important to note that these programs are not 

meant to be stand-alone treatments, rather a large component of ongoing treatment where 

afterward, participants will initiate or continue with outpatient therapy, supports, and resources 
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for ongoing recovery.  Little research has yet been done on the efficacy of such residential/retreat 

programs for public safety workers and combat veterans with trauma-related stress disorders, 

however, the emerging research shows promising results and outcomes (Cantrell, 2010; 

Dunnigan, 2012; Fay, Kamena, Benner, & Buscho, 2006; Heglund, 2009).  

As research and practice continue to develop treatment approaches and modalities for 

trauma-related stress disorders, it is important for researchers and practitioners to focus on 

specific contextual as well as cross-contextual aspects of trauma and its impact on individuals 

and groups.  Comprehensive, integrative approaches that address key elements of cultural and 

contextual aspects of trauma and promote resilience and personal growth will continue to be of 

major importance for greater knowledge and development in traumatology as well as the 

effectiveness of treatment for the process of healing.  For public safety workers and combat 

veterans with trauma-related stress disorders and the practitioners who serve them, further 

research and development of culturally congruent and effective treatment approaches is of great 

importance.   

Role of Public Safety Organizations in PTSD Reduction and Prevention 

In public safety organizations, occupational or workplace stress is a contributing factor to 

trauma-related stress illness (Fay, 2000; Regehr & Bober, 2005).  In order to understand the 

defining characteristics of workplace or occupational stress, it is important first to understand 

that an organization is a system.  A system is conceptualized and defined as a group of 

components that are interacting, interrelated, or interdependent, and form a complex and unified 

whole.  The core definition of a system additionally includes the characteristics that make it work 

as well as the elements it employs in order to fulfill its purpose.  Systems can be found 

everywhere in the universe.  In the natural world on this planet, examples include tides in the 
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earth's bodies of water, ecosystems, and weather systems that work together for the life and 

survival of everything on earth.  In the world of business and organizations, examples of systems 

include people, structures, and dynamics that influence each other and work together for the life 

and success of the organization (Anderson & Johnson, 1997; Banathy, 1992; Oshry, 1995).     

PTSD has a higher prevalence in public safety occupations than in other 

occupations.  For example, research has shown that the prevalence of PTSD in 

firefighters in the United States is similar to that in the Vietnam combat veteran 

population and higher than in victims of violent crimes.  Research has additionally 

suggested that PTSD in the public safety occupations is a mental health issue that has 

reached epidemic proportions in the emergency responder population (Lindahl, 2004).  

Public safety organizations can play a vital role in reducing and preventing stress 

reactions and PTSD for public safety workers.  Occupational health and safety programs 

for public safety workers have received increased attention over the past two decades 

because of increased focus on the potential long-term health risks due to the stressful 

nature of their occupations as well as organizational and community impact.  Because of 

the higher rate of stress-related physical and psychological illnesses in the public safety 

work occupation, various efforts have been made to establish practices within 

organizations to reduce and prevent stress as well as promote wellbeing (Regehr & 

Bober, 2005).  

As previously discussed, exposure to critical incidents can result in critical incident 

stress, and both of the terms critical incident and critical incident stress are recognized and 

understood in organizational settings.  Public safety organizations conceptualize public safety 

work line of duty related stress utilizing those terms.  In addition to exposure to critical incidents, 
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public safety workers deal with typical everyday stressors related to the organization for which 

they work.  The combination of everyday workplace stressors and critical incident stress often 

results in physical and emotional stress reactions, such as posttraumatic stress, cardiovascular 

problems, addictions, and suicide in the public safety workforce.  This creates marked negative 

impacts on physical and emotional health of not only the public safety workers as individuals, 

but for the organizations for which they work, family members, loved ones, and communities as 

well (Fay, Kamena, Benner, Buscho, & Nagle, 2006; Regehr & Bober, 2005).  Thus, in order to 

reduce and prevent stress reactions in the public safety workforce, it is vital for public safety 

organizations, career and volunteer, to establish organizational systems that promote wellbeing.  

One of the most prevalent trends in the past two decades addressing occupational stress in 

the general workplace population has been the establishment of Employee Assistance Programs 

(EAP).  These programs are provided by many of the larger public safety organizations as well.  

Organizations outsource to agencies that provide EAP service, and employees can schedule 

several counseling sessions per year free of charge through the EAP, as part of the benefits they 

receive for working at their organization.  In addition to counseling, EAP programs also offer life 

skills coaching for healthy work/life balance and workplace training to promote better employee 

health and everyday skills, such as time management and effective interpersonal communication.  

Employees contact the EAP for an initial evaluation/assessment and are referred to an EAP 

counselor for short-term therapy.  If more than short-term therapy is needed, the EAP counselor 

refers the employee to a counselor in the community who accepts their health insurance.  Not all 

organizations have EAP programs, and usually the larger corporations are the ones who provide 

EAP the most.  Smaller corporations or businesses do not provide EAP as often, as cost is a 

major factor.  Since EAP programs are effective in helping reduce employee stress and work/life 
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balance problems, it would be optimal for every corporation, organization, or business to be able 

to provide these to improve overall functioning and sustainability.  However, the EAP approach 

has not solved the problem of workplace stress, which continues to be a growing problem.  The 

major reason for this is that important root causes of stress are not addressed because EAP 

treatment is focused on the worker and not the workplace systems and environment (Giga, 

Cooper, & Faragher, 2003).  

In addition to development and utilization of Employee Assistance Programs, many 

organizations have adopted wellness programs over the past two decades in an attempt to reduce 

stress, prevent stress-related illnesses, and develop highly functioning workers. Wellness 

programs consist of onsite or offsite services that aim to promote good overall health or to 

identify and correct potential health-related problems (Wolfe, Parker, & Napier, 1994).  It is 

estimated that most organizations provide at least some type of a wellness program for their 

workers (Aldana, Merrill, Price, Hardy, & Hager, 2005). An increasing number of organizations 

provide these programs to help improve the health of employees, control healthcare, absence and 

absenteeism costs, and to provide an additional benefit to employees (Bly, Jones, & Richardson, 

1986).  Although there is controversy in the current research over whether organizational 

wellness programs effectively improve the health of individual workers and organizations as a 

whole, much of the research supports the effectiveness of organizational wellness programs for 

stress reduction (Parks & Steelman, 2008).  Workplace wellness programs are mostly focused on 

the individual workers and do not effectively include elements of the functioning of the 

organization as a whole.  Thus, workplace wellness programs cannot serve as the one answer to 

reducing and preventing stress and -related illness in the workplace (Lowe, 2003).   
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As previously discussed, various agencies and organizations, especially in the public 

safety occupation, have CISM programs set in place to help individuals exposed to critical 

incidents to identify and cope with their reactions to these events.  The focus of CISM is to 

provide psychological first aid and reduce the harmful effects of stress in crisis or emergency 

situations. The CISM process includes pre-incident training and post-incident services and 

interventions.  Pre-incident training is a type of stress inoculation. This consists of pre-incident 

stress education, which is an important element of preventing or reducing critical incident 

stress.  Providing education before an individual experiences a critical incident helps to reduce 

the impact of the incident (Rabe, 2012).  For example, providing stress inoculation via pre-

incident stress education to public safety workers such as fire, rescue, or police who later become 

involved in critical incidents helps them avoid or effectively manage stress 

reactions.  Additionally, this promotes better recovery from stress reactions because individuals 

can recognize the symptoms early and seek assistance more quickly (Best et al., 2011).  

In understanding that effective organizational systems approaches to reducing and 

eliminating workplace stress and -related illnesses involves inclusion and involvement of the 

parts as well as the whole of an organization, CISM/CISD models only address the aspect of 

workplace stress-related to critical incident reactions.  Thus, as is the case with EAP and 

workplace wellness programs, CISM/CISD programs are best included as parts of a more 

inclusive and comprehensive approach rather than as stand-alone approaches for reduction and 

prevention of stress and stress-related illnesses.  Although these are not sufficient solutions in 

and of themselves, they can each serve as subsystems that can be integrated into a general system 

of stress reduction and wellness for a public safety organization.  Systems thinking approaches, 

including idealized systems design, can be a highly effective means of creating such integrated 
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systems within public safety organizations.  Systems thinking is a comprehensive approach to 

viewing problems as well as solving them.  Through the lens of systems thinking, problems are 

understood as parts of a whole, complete system.  Instead of focusing on a specific part or parts, 

outcomes or events are viewed as potentially contributing to further development of unintended 

consequences. Systems thinking comprises a set of practices and ways of knowing that focus on 

cyclical patterns, also known as causal loops, rather than linear cause and effect (Anderson & 

Johnson, 1997).  Creating an idealized design assists organizations to deal effectively with the 

mess of factors and dynamics, and move toward an ideal vision that would be sustainable 

(Ackoff, Magidson, & Addison, 2006).   

As evidenced by research as well as complexity and cultural aspects of public safety 

organizations, designing, establishing, and maintaining ideal systems in public safety 

organizations to effectively reduce stress in order to prevent stress reactions and -related illnesses 

is complex.  Major elements in understanding these complexities include recognizing and 

understanding systems within an organization, establishing and maintaining good 

communication and dialogue, building a work culture of collaboration, dealing with uncertainty, 

problem solving, dealing with emergency/critical incidents and resulting stress, and individual 

workers as well as leadership/management sharing responsibility for creating and maintaining a 

healthy work environment.  Systems thinking and idealized systems design approaches are 

extremely valuable because these approaches are holistic, inclusive, integrative, address 

complexity, and examine as well as glean knowledge of the whole through understanding the 

relationships and interrelatedness of its parts.  These approaches are especially valuable for 

establishing systems within public safety organizations to reduce stress and prevent stress 

reactions and -related illnesses since emergency response and critical incidents are a routine part 
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of the occupation and thus present added complexity.  Systems thinking and idealized systems 

design can effectively help public safety workers and organizations manage within the 

unmanageable, organize within the unorganizeable, make best efforts and practices to know of 

the unknowable, and thus can be an effective approach to reduce and prevent stress reactions, 

including PTSD, in public safety organizations (Flood, 1999; Oshry, 1995; Regehr & Bober, 

2005). 

For combat veterans with PTSD, the Department of Defense (DOD) and the Veterans 

Administration (VA) are the main organizations that provide programs and resources. However, 

the number of wounded veterans has been greater than these programs can accommodate.  Thus, 

DOD and VA programs have been insufficient in effectively addressing the needs of combat 

veterans with PTSD.  There are a number of nonprofit organizations that provide mental health 

counseling and residential treatment services for combat veterans, yet still the number of combat 

veterans in need of mental health services is greater than DOD, VA, and nonprofit organizations 

have been able to serve (Hoge et al., 2004).  Thus, more funding and growth of DOD, VA, and 

nonprofit programs needs to occur, and legislation needs to change so that combat veterans can 

get mental health treatment through clinics and mental health practitioners in the civilian 

community rather than only at military clinics and nonprofit organizations (Hoge et al., 2004; 

Rosemond, 2013c). 
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CHAPTER 3: METHODOLOGY 

Choice of Method 

The method for this research consisted of utilizing a flexible design, which included the 

qualitative approaches of ethnography and autoethnography.  Ethnography provides an overview 

or cultural portrait, which includes descriptions and interpretations of the social structure, 

patterns, perspectives, practices, relationships, beliefs, morals, norms, values, and aesthetics of a 

culture-sharing group. Ethnographic research involves long-term immersion and interaction with 

a culture-sharing group as a participant observer in the group’s natural environment. Strategies 

employed by the researcher include collecting data through interviews, narratives, and field notes 

on observed artifacts (such as symbols, emblems, tools/equipment, and apparatus) as well as 

aesthetics including poetry, visual artwork, and film.  A major strength of ethnographic research 

methods is that these yield rich and thick descriptive data that is not generally imposed upon by 

external ideas.  Additionally, ethnography can be combined readily and easily with other 

qualitative research methods within a study.  For example, interviewing is part of the 

ethnographic method and is versatile in that interviews can be utilized in many other research 

methods as well (Creswell, 2012; Denzin & Lincoln, 2008; Marcus, 1998; Robson, 2002). 

Utilizing ethnographic methods for this research facilitated study of the public safety 

culture-sharing group for clearly defining this culture, understanding how public safety workers 

experience PTSD, and identifying effective, culturally-congruent approaches for treatment and 

healing.  The data collection process included conducting interviews and making field notes of 

observed interactions, artifacts, and aesthetics within public safety workers’ environments as 

described in the Research Settings section of this chapter. Interview participants included public 

safety workers and combat veterans who have been diagnosed with and are recovering from 
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PTSD.  Areas of focus for the interview questions are described in the Instruments section of this 

chapter.  Data for this research was also obtained from mental health practitioners who are 

current or former public safety workers through interviews, narratives, and published literature.  

Their perspectives yielded expertise on the cultural aspects of how public safety workers 

experience and recover from PTSD through research and practice within their professional and 

personal experiences as clinicians as well as members of the public safety-worker culture-sharing 

group. 

 In the term autoethnography, auto refers to self and ethno refers to culture. As a research 

method, autoethnography consists of a combination of ethnography, autobiography, and self-

analysis that aims to connect the world of the self to the cultural, social, and political worlds, 

within the group or groups in which one is a member. This systematic and intentional focus sets 

autoethnographic narratives apart from other self-narrative writings such as memoir and 

autobiography (Chang, 2008).   

The researcher is the primary participant in the study, and the research process consists of 

writing personal narratives in which the researcher’s personal thoughts, feelings, stories, and 

observations provide a way of understanding the social context being researched.  This process 

of interaction between the researcher and the context of study makes every emotion and thought 

visible to the reader.  Generalizability comes from the resonance in readers’ lives and lived 

experience as they read autoethnographic narratives and open relevant conversations.  

Furthermore, effective autoethnographic texts are engaging and provide a foundation upon which 

cross-cultural coalitions can be built.  Thus, autoethnography has the possibility to facilitate 

constructive and positive social change (Denzin, 2000; Ellingston & Ellis, 2008; Ellis, 2004).   
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 The autoethnographic approach for this research included data from my first pilot study 

(Rosemond, 2013a), which consisted of narratives of my experiences as a member of the public 

safety culture, including my service as a Lead EMT with my ambulance crew during the 9/11 

incident at Pentagon Ground Zero.  The autoethnographic data are relevant because of the 

valuable knowledge that my own experience as a public safety worker who has faced critical 

incidents brings to the present study. Autoethnographic data for this research additionally 

consisted of anecdotes of my clinical practice experiences pertinent to identifying cultural 

aspects of how public safety workers experience and recover from PTSD.  The anecdotes 

included my experiences as a member of the public safety-worker culture and as a mental health 

clinician treating public safety workers and military combat veterans for posttraumatic stress 

reactions.  The examples from my clinical work are pertinent to the research question and 

contribute to the thickness of data in this research.  

Additionally, I included data and findings from my second pilot study (Rosemond, 2013b), 

which focused on cultural aspects of how Firefighter/EMTs experienced PTSD brought on by 

serving during the 9/11 incident at Pentagon ground zero, and how they experienced the healing 

and recovery process.  My objective for including the ethnographic and autoethnographic data 

from my pilot studies was to help provide a rudimentary foundation for the present study.  In 

combination, the approaches of ethnography and autoethnography I employed for this research 

yielded the thickness and effectiveness of data necessary to create a basic comprehensive 

overview of the public safety culture-sharing group, identify cultural aspects of how they 

experience PTSD, identify effective treatment approaches that are most culturally congruent, and 

increase understanding of what it means to be a public safety worker experiencing and 

recovering from PTSD. 
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Participants 

Participants in this research included eight adults, ranging in age from 27 to 69, who were 

members of the public safety worker cultural-sharing group.  Of the eight participants, seven 

reported they have been diagnosed with PTSD related to line-of-duty service and had positive 

results on the Primary Care PTSD Screen (Prins et al., 2003).  The one participant who did not 

have PTSD was one of the mental health clinicians who was a public safety worker, and the 

criteria for clinician/public safety worker participants in this research did not require a positive 

result on the Primary Care PTSD Screen or a diagnosis for PTSD.  Of those seven participants 

with PTSD, two were public safety workers who are also combat veterans. Of the eight total 

participants, two were current or former public safety workers who are mental health clinicians 

who are knowledgeable and experienced in treating PTSD in public safety workers.  Of the eight 

total participants, six were males and two were females. 

Research Settings 

Settings for this research included local fire and rescue stations in the Northern Virginia 

area, the annual Virginia Office of Emergency Medical Services (OEMS) Symposium, the West 

Coast Post-Trauma Retreat (WCPR) for public safety workers, and my clinical counseling 

practice.  Fire/rescue stations and public safety worker symposiums and conferences are 

effective fields for gathering culturally descriptive data as other public safety workers, such as 

police or sheriff's deputies, tend to frequent fire/rescue stations and public safety work 

conferences, and socialize within these settings.  The fire/rescue stations and public safety work 

conferences tend to be social as well as functional places, as public safety workers whether they 

are on duty or off duty tend to congregate there to discuss incidents and socialize.  In addition, 

many public safety workers are military combat veterans, so fire/rescue stations and public safety 
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work conferences provide access to these members of the public safety culture-sharing group as 

well.  It has been my experience that fire/rescue stations are often like another home for public 

safety workers.  Thus, these settings yielded a comfortable environment for gathering data via 

field notes.   

The West Coast Post-trauma Retreat (WCPR), located in western Marin County in 

California, is a nonprofit residential treatment program for public safety workers whose lives 

have been impacted by posttraumatic stress reactions related to critical incidents experienced in 

the line of duty.  The WCPR program is a component of the First Responders Support Network 

(FRSN) and designed by clinical psychologists who are also experienced public safety workers.  

The retreat program is six days in length, and provides education, support, debriefing, and 

treatment. The mission of the organization is to reduce posttraumatic stress symptoms, focus on 

client resiliencies, facilitate the healing process, and improve their quality of life (Fay, Kamena, 

Benner, & Buscho, 2006; Kamena & Fay, 2007). 

My site visit to WCPR yielded a large amount of data relevant to the research question as 

well as the role of public safety organizations in reducing and preventing posttraumatic stress 

reactions in public safety workers.  I was a clinician observer for an entire 6-day retreat.  I was 

permitted to observe the program, attend the staff meetings, conduct interviews, and interact with 

peer-support counselors and clinicians on staff.  Though I was permitted to observe the clients as 

they experienced the retreat, I was asked not to interact with them in any way pertinent to their 

experience of PTSD and/or treatment.   

Research Design 

As previously stated, this qualitative study included utilization of a flexible research 

design, consisting of ethnographic and autoethnographic methods, including anecdotes from 
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relevant personal and professional experiences.  The flexible design was appropriate and 

effective for the present study because it evolved with the data collection process, facilitated use 

of multiple techniques for collecting and summarizing data, and also allowed for emergence of 

themes from the field of study during the research.  Ethnographic and autoethnographic methods 

are aligned with the purpose of this research, which was to identify cultural aspects of how 

public safety workers experience PTSD.  These methods are also appropriate for the research 

questions of this study as the areas of focus include cultural aspects and experiences.  

Additionally, this design was effective and congruent for me to utilize as a researcher because I 

am inquisitive, patient, and possess effective listening skills.  Also, I can adapt readily to what 

emerges from my work, and I have a good fundamental base of knowledge and experience 

regarding the issue of PTSD in the public safety and military combat-veteran, culture-sharing 

groups (Robson, 2002). 

Instruments 

 Instruments for this research included the Primary Care PTSD (PC-PTSD) screen (Prins 

et al., 2003), interviews, observations, and descriptions.  The PC-PTSD screen is the shortest 

available research supported assessment for PTSD, and was developed for use in primary care 

and other treatment settings.  It is currently most widely utilized in the Veterans Administration 

healthcare system for assessing combat veterans for PTSD.  The PC-PTSD screen begins with a 

sentence to cue traumatizing events for the individual being assessed, followed by four items 

related to which the individual responds “yes” or “no.”  If the individual responds “yes” to any 

three of the four items, the screen is considered positive for PTSD.  This instrument was given to 

each participant who volunteered for this research, with the exception of the two clinicians, to 

screen for PTSD, since this study focused on how emergency responders experience and recover 
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from posttraumatic stress.  I chose this instrument because it is widely utilized in the VA 

healthcare system, is supported by research, and it is quick and easy to complete and to score. 

Instruments for the present study also included interviews.  For the interviews, I developed 

and utilized questions that focused on facilitating narratives of traumatizing incidents in each 

participant's life, his or her experiences of PTSD, including onset, symptoms, triggers, life 

impact, and chronicity, and his or her experience of the healing and recovery process, including 

mental health treatments received and the outcomes.  The interview questions included an 

organizational systems component focusing on participants’ experience of how their public 

safety organizations reacted to their PTSD, including provision and quality of support, 

assistance, and services.  Interview questions for the participants who are mental health 

practitioners as well as public safety workers focused on gaining their perspectives on as 

clinicians as well as members of the public safety-worker culture-sharing group on cultural 

aspects of how public safety workers experience and recover from PTSD. 

Procedures 

Procedures consisted initially of submitting the proposal for this research to the 

Institutional Review Board at Saybrook University and approval was successfully obtained 

February 15, 2015.  The participants were oriented to the nature of the research, and thoroughly 

familiarized with the contents of the informed consent forms.  All questions from the participants 

regarding the research, their participation, and informed consent were addressed and answered to 

the participants' satisfaction.  Participants then signed the informed consent form, and were 

provided with a copy of the signed form.  With the exception of the participants who were 

clinicians as well as former or currently active public safety workers, the research participants 

were then given the Primary Care PTSD Screen (Prins et al., 2003) to complete.  Participants 
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who screened positive for PTSD then proceeded to the interview. The length of time for the 

interviews was generally between 90 minutes and two hours.  Eight interviews were conducted.  

Seven of the interviews took place at the WCPR setting.  The eighth interview was conducted via 

FaceTime.  I utilized a voice recorder both on my iPad and on my cell phone, so I would have 

two recordings of each interview in case it did not take well on one of the devices.  After I 

completed all of the interviews, I hired a professional to transcribe the content.   

Collection of data also included making field notes from observations in the research 

settings as well as observed aesthetics and media.  As previously stated, I included data from my 

autoethnographic and ethnographic pilot studies.  Once I finished collecting the data, I utilized 

coding, as described in the data analysis section below, to identify the units of meaning that 

emerged.  During this process, I received guidance, advisement, and feedback from my 

dissertation committee, which included an experienced qualitative researcher as my chair, an 

experienced traumatologist, and an experienced organizational systems practitioner with 

expertise in systems thinking and design.   

Data Analysis 

Data analysis consisted of utilizing thematic coding analysis for identifying and 

synthesizing common and cultural themes that emerged, and discovering what it means to being 

a member of the public safety culture-sharing group, be exposed to repeated critical or 

traumatizing incidents in the line of duty, and developing and recovering from PTSD.  I 

presented the data utilizing a format that is similar to the narrative format of qualitative data 

presentation as described by Yin (2011), which includes incorporation of quoted material from 

interviews, conversations, and field notes within and between paragraphs. 
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The first phase of the data analysis process consisted of open coding, which is a means of 

disassembling, summarizing, and condensing data.  The process involves reading through the 

data, and then sorting and labeling items gleaned from it into similar and dissimilar groups in 

order to generate themes, categories, and their properties.  I examined the raw data and 

highlighted settings, situations, interactions, words, phrases, events, and quotes that were 

relevant to the research question, purpose, and the public safety-worker culture-sharing group.  

Focus areas for emerging themes included cultural characteristics, cultural values, coping 

mechanisms, traumatizing stimuli, experiencing and receiving treatment for posttraumatic stress 

disorder, healing processes, response of public safety organizations, and observations from my 

clinical perspective.  This phase of the data analysis yielded an initial set of categories and 

impressions of the cultural aspects of how public safety workers experience and recover from 

PTSD (Creswell, 2007; Yin, 2011).  

After the open coding process was completed, the next phase of data analysis consisted of 

focused or theoretical coding. For this stage of the coding work, I reviewed the initial codes 

gleaned from the data, line by line, several times.  Throughout the process, I identified emergent 

descriptive elements and patterns, clustered codes with the same labels, and developed these into 

themes and categories.  I utilized the application Evernote for organizing and clustering of 

similar codes into themes and categories.  I found this application effective for the present 

research because it allows for muli-media data collection, creation of labeled notes for clustering 

initial codes, creation of notebooks for organizing codes for development into themes and 

categories.  An additional advantage was that all entered information could be accessed, synced, 

and stored across all of my mobile devices. This data analysis process provided a systematic way 

for me to interpret the data, compose thorough descriptions based on the themes and categories, 
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identify meanings, and make assertions regarding meanings that emerged as cultural aspects of 

how the public safety culture-sharing group experiences and recovers from PTSD (Creswell 

2007; Robson, 2002; Yin, 2011). 
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CHAPTER 4: FINDINGS  
 

The purpose of this research was to investigate cultural aspects of how public safety 

workers experience PTSD, and identify effective culturally-congruent approaches for healing 

and recovery. The research question asked, “What are the cultural aspects of how public safety 

workers experience posttraumatic stress disorder, and what are effective, culturally-congruent 

treatment approaches?” The collected data consisted of: (a) transcripts from the eight interviews; 

(b) field notes from observations at WCPR program, local emergency responder stations, 

Virginia Office of EMS Symposium; (c) notes from literature, documents, media, aesthetics, and 

artifacts, (d) findings from the previous two pilot studies; and (e) my personal and professional 

experiences relevant to the research question. I analyzed the data according to the ethnographic 

and coding methods as described in Chapter 3. The data from this research yielded important 

foundational findings relevant to the research question. My findings are presented utilizing 

quotes, narratives, poetry, pictures, and categories with lists of themes, and include a holistic 

view of the public safety-worker culture, traumatizing elements, coping strategies, experiencing 

of PTSD, elements of healing/recovery, and organizational responses and reactions. I conclude 

the presentation of my findings with a brief overview of similarities and differences between 

public safety worker and military combat-veteran, culture-sharing groups and how they 

experience and recover from PTSD.  I have included a great deal of the participants’ narratives, 

because I felt that what they expressed is so impactful that it is vital for this research to let their 

voices and experiences do the presenting and informing in this study as much as possible. 

First, I present a cultural portrait of the public safety-worker culture-sharing group.  

Overall, the themes that emerged from the data revealed defining elements that provided an 

analysis of the public safety-worker culture. The following lists include the cultural 
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characteristics and values identified. Brief descriptions and examples of each are provided (see 

Table 1). 

Table 1 

Cultural Characteristics and Values 

Artifacts   
 

- fire engines and trucks 
- brush truck 
- fire suppression boats 
- rescue boats  
- ambulances (Basic Life Support and Advanced Life Support) 
- mass casualty unit 
- hose lines 
- pike poles 
- chain saws 
- axes 
- aid bag 
- IV kit 
- O2 bag 
- Automatic External Defibrillator (AED) 
- gear box  
- turnout gear 
- police cruiser 
- police service weapons  
- helmets  
- boots  
- gloves  
- mobile communications radios  
- U.S. flags at stations and on apparatus 
- U.S. flag stickers on gear  
- service medals and pins 
- department/agency identification patches  
- station identification patches 
- class A/dress uniforms 
- class B uniforms 
- regular duty uniforms 
- safety equipment 
- logistics tents 

 
Language/Terms/Metaphors  

- Terms: apparatus, operations, incident command, medic, line officer, fire chief, 
police chief, suppression, units, scene, onscene, patient, resuscitation, mutual aid, 
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copy, Code 4, Code 5150, crew, partner, radio room, bunk room, dispatch, O2 tree, 
be advised, in service, out of service, direct, fire ground 

- Acronyms: BLS (Basic Life Saving), EMT (Emergency Medical Technician), 
EMT-B (Emergency Medical Technician – Basic), EMT- P (Emergency Medical 
Technician – Paramedic), JFU (Just Fucked Up), FF (Firefighter), AED 
(Automatic External Defibrillator), CPR (Cardio Pulmonary Resuscitation), 
WCPR (West Coast Posttrauma Retreat), FSRN (First Responder Support 
Network), ECO (Emergency Custody Order), EMS (Emergency Medical 
Services), OMD (Operations Medical Director), SOP (Standard Operational 
Procedure) 

- Metaphorical descriptors: “tent village,” “hellhole,” “the hole,” “widow maker,” 
“mother slab,” “standing in a black hole,” “meat wagon,” “yard sale,” “the box” 

- Frequent use of salty language/cussing 
 
Ceremonies & Rituals 

- line of duty death funerals/memorial services 
- wearing black band over uniform badges when agency/department members lose 

their lives in the line of duty 
- participation in community parades 
- pipe and drum corps play at funeral/memorial services and during parades 
- promotion ceremonies 
- honor guard 
- awards banquets 
- pledge of allegiance to the flag recited at most ceremonies 
- class A or B uniforms are worn for ceremonies 
- drinking alcohol together at receptions or at bars after ceremonies 

 
Call of the Wild  

- love, passion, desire, and enthusiasm for public safety work, despite the risks and 
danger  

- immediate and intense desire to participate in helping others in emergency 
situations 

- experiencing adrenaline rush when hearing about emergency incidents whether 
over news media, radio dispatch, or other emergency responders 

- experiencing immediate excitement upon hearing sirens of emergency response 
vehicles  

- during childhood: playing games of pretending to emergency responders, frequent 
fire/rescue station visits, membership in scouts, serving as school safety patrols 

- many family members are active or retired public safety workers and/or military 
veterans 

 
Nature of Public Safety Work  

- fire suppression   
- rescue operations  
- emergency medical care and transportation  
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- bringing order to chaotic situations  
- protecting the lives and property of citizens and other public safety workers   
- ensuring readiness of safety and work equipment  
- respect for the dead  
- enforcing laws 
- arresting those who break the law 
- operating/working at hazardous incident scenes 
- witnessing things at emergency incidents that people do not want to see 
- seeing craziness, bad stuff 
- seeing more negative things than the general public does 
- rewarding to help people, many people are grateful 
- type of work not everyone can do 
- work is unpredictable, different every day 
- constant awareness of the risks of serious injury or death in the line of duty 
- this work becomes part of one’s identity 
- long duty shifts consisting of consecutive days 
- feels like one is always on duty 
- initial and ongoing training, preparation, and conditioning 
- planning for possible emergency scenarios, expected and unexpected  
- obtaining and maintaining necessary work and safety equipment  
- consistent monitoring of news media reports and incident radio communications, 

especially during major emergency or disaster situations 
- watching for any new developments in an emergency incident or situation  

 
Use of Humor  

- gallows humor/dark humor  
- coping tool 
- utilized in telling war stories 
- non-public safety workers and non-military would likely find inappropriate, 

insensitive 
- frequent bursts of laughter and witty remarks during shifts 
- pranks at the station or social gatherings 
- used by instructors to facilitate learning and keep attention during classes 
- joking is present in most conversations 
- utilized also in telling non-incident related stories 
- utilized frequently during drinking together 

 
War Stories  

- stories of emergency incidents  
- generally shared only within the public safety or military cultures 
- helps public safety workers process emergency incident experiences 
- often told while drinking together 
- veteran-to-rookie teaching tool  
- method of imparting important information to other emergency responders about 

an emergency incident 
- utilized by the interview participants in their responses to the interview questions  
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Cohesive/Family-like Bonding  

- reference to one another as "brothers" and "sisters"  
- describing crew members as “family” 
- training together 
- working together closely during emergency incidents   
- working together in dangerous situations   
- highly protective of each other 
- debriefing informally after emergency incidents  
- recreation and relaxation time spent together  
- big family style crew mealtimes on duty 
- meeting for meals together off duty 
- frequently socializing/connecting off duty as well as on duty 
- bonds last through retirement 

 
Unity 

- placing hand on or patting each others’ backs or shoulders  
- standing close together during intense moments  
- sitting together at meals  
- hugs/embraces 
- maintaining close proximity to crew members at emergency incidents  
- warm, enthusiastic reception by peers on return from operations on major 

emergency incidents 
- gathering/meeting up at station  
- off duty peers dropping in to check in and socialize with crew on duty  
- swift immediate efforts to rescue endangered peers 

 
Inclusion/Exclusion of Those Outside the Culture  

- separating work life from family life 
- perspective that those outside the culture cannot understand/don’t get it 
- those outside the culture don’t understand the language or the dark/gallows humor 
- distrust of those outside the culture 
- deliberate separation from those outside the culture 
- family is included for ceremonies 
- family included often in social gatherings  

 
Toughness  

- veteran emergency responders tell rookies that witnessing death, gore, and tragedy 
is an expected part of the job 

- expected to function and do the job effectively in extreme and hazardous 
conditions and environments  

- expressing distress related to emergency or critical incidents considered weak 
and/or incompetent, often results in disapproval from peers 

- repeated expression of emotional distress often results in distrust, rejection, and 
ostracism, and possible loss of emergency responder position within the 
organization 



88 

- help is something to give other people, not to seek for one’s self 
 
Service  

- sacrificing one’s self to help and protect others 
- making a difference in the midst of emergencies and disasters  
- concern, protectiveness, and desire to give care is heightened when those in 

distress are children 
 
Action  

- first thought and reaction is to take action when there's an emergency situation  
- action is the preferred primary approach for addressing all types of problems  
- "doing something" when emergencies happen  
- difficulty waiting or sitting still when there's an emergency situation     
- following orders immediately and respectfully 
- getting to the locations of emergency situations as quickly as possible  
- being "ready to roll" at any moment  
- swift and efficient intervention during emergencies  

 
Teamwork  

- work is always done in groups  
- problem solving is done as a group 
- station crewmembers do chores together 
- working together readily at large incidents with public safety workers from other 

departments/agencies 
 
Courage   

- feeling confident and competent in adverse situations and environments  
- experiencing fear but controlling it in order to do the work/duty  
- pushing and persevering through intense physical and emotional stress in extreme 

and hazardous situations to accomplish the job 
- willing to sacrifice one’s life in the line of duty 

 
Patriotism  

- feeling honored to serve the community by helping and protecting others  
- public safety workers view themselves as serving their country  
- the pledge of allegiance to the U.S. flag is always said at every fire/rescue 

department meeting and most ceremonies  
 
Intuition/Gut Sense  

- having an inner sense or "gut feeling" about a situation or environment 
- sensing that something is about to happen or when "something just isn't right" 

during emergency incidents  
- sensing the emotions of others   
 

Cultural Characteristics & Core Values 
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Cultural artifacts include objects made my human beings such as tools, vessels, clothing, 

personal items, artwork, and writings that are representative of a culture-sharing group. These 

give us valuable information about the lives, work, activities, and relationships of a community 

of people, and help us to better understand and connect with culture-sharing groups.  Fire and 

rescue squad stations contain many public safety worker cultural artifacts.  Some stations are 

both fire and rescue, meaning both fire fighting and emergency medical services (EMS) 

apparatus are housed in the same station, and some stations house only fire or only EMS 

apparatus.  The structure of leadership has the fire chief, rescue chief, assistant or battalion 

chiefs, and the local hospital emergency physician who is the Operations Medical Director 

(OMD) as the top ranking leaders.  In the police department, the top leader is the police chief.  In 

both the rank structures of fire/rescue and police departments, the ranks below top leaders are the 

emergency responders that hold the ranks of captain, lieutenant, or sergeant.  Then there are the 

non-ranking emergency responders that comprise the regular staff of firefighters, EMTs, and 

police officers.  In fire and rescue stations, the staff members assigned to any given fire 

apparatus or ambulance unit is referred to as a duty fire or ambulance crew.   

Fire/rescue stations can vary in size and layout.  The general layout of a fire/rescue station 

includes a communications or "radio room" where 911 dispatch information can be monitored.  

The 911 dispatch radio is broadcasted throughout the station on an intercom system, and alarms 

activate loudly when the crew is being dispatched to respond to emergency calls.  Kitchens may 

be large or small, and have varying amounts of cooking and refrigeration equipment, plates, 

cups, and utensils, and also tables with chairs near the kitchen area.  Offices equipped with 

computers, phones, pens, paper, and other related supplies provide crew officers a place to do the 

administrative aspects of their work while on duty.  The office area is where the Standard 
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Operational Procedures (SOP) and area map books are generally located.  The SOPs are the 

directives to be followed by all staff, and are kept in an openly accessible and visible area.  The 

SOPs are of great importance in any fire/rescue agency, and all staff members are responsible for 

knowing these.  A "day room" with a television and living room type furniture, such as couches 

and easy chairs, provides the duty crew with a place to take a break and rest.  Crews on duty 

during overnight hours utilize the sleeping quarters, called the "bunk room."  This room has bunk 

beds with bare mattresses.  The duty crew members each bring their bedding with them when 

they come on duty, choose a bunk at the start of shift, and make it up.  Bunk rooms have alarms 

and intercoms that immediately activate and wake the crew for dispatched emergency calls. 

Small fire/rescue stations may not have bunk rooms, in which case emergency responders will 

sleep in the day room on easy chairs, couches, or cots. Larger fire/rescue stations also have 

exercise rooms equipped for cardio and strength training. 

A fire/rescue station also has a large garage area called an "ambulance bay" or a “fire bay” 

where the fire apparatus and ambulance units are parked. Fire and ambulance bays have a large 

automatic garage doors, heating systems, cooling fans, tile or concrete flooring with drainage 

grates, painted guide lines for parking fire apparatus and ambulances, cleaning supplies, and 

medical supplies for all apparatus and for the medical bags that EMTs take with them when they 

arrive on scene at emergency incidents.  Fire and ambulance bays also often have cubbies or gear 

boxes where protective bunker gear including helmets, heavy duty overcoats, pants, heavy 

gloves, and boots are kept.  Each emergency responder has his or her own gear box.  This heavy 

bunker gear is also called "turnout gear" because that is what a firefighter or EMT wears when 

de-boarding fire or rescue apparatus on emergency incidents where there are environmental 

hazards.   
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Police stations are similar to fire/rescue stations, but there are some differences as well.  

Similarities include administrative offices, radio/dispatch communications room, kitchen area 

with tables and chairs, large garage areas, equipped exercise rooms in larger stations, and 

designated personal lockers.  Some police stations, like fire/rescue stations, have a boat for 

responding to emergency incidents on the water.  However, unlike fire/rescue boats, police boats 

are also utilized for law enforcement.  Differences between police stations and fire/rescue 

stations are that police stations have line up rooms for briefing officers at start of shift, lobbies 

for the public to make inquiries and pick up paperwork, and detention areas with holding cells 

for persons under arrest. 

The ambulance unit is one of the more major artifacts in a fire/rescue station.  As an EMT, 

I am most familiar with this apparatus.  It is essentially a mobile emergency medical treatment 

area, complete with a wheeled stretcher that can be off and on loaded quickly.  The floor of each 

ambulance has equipment that secures the stretcher to the floor for safety so it stays in place 

when the unit is moving.  The area of the ambulance where the patient is treated is called "the 

box."  The box has two seats and a bench around the stretcher.  Seatbelts are on each bench and 

chair as well as the stretcher to ensure safety of the patient and paramedics when the ambulance 

is moving.  Various compartments with clear sliding doors in the box contain medical equipment 

for all types of emergencies so they are readily accessible.  There are at least two "O2 trees," 

which are oxygen (O2) valves where paramedics can hook oxygen tubing up to administer 

oxygen to patients during transport.  Medications are kept in a locked compartment and each 

paramedic has a key to open it when medications are needed for patient care.  The box inside that 

compartment that contains the drugs is called the "drug box," and it has many layers of small 

separate compartments where the medications are organized and kept.   
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The front of the ambulance has a driver and passenger seats, map books, communications 

radio, climate and electronic controls, and the siren and response light controls.  The console also 

has at least one mobile radio, which the driver or the medic in charge carries, so that 

communication can be maintained on scene with 911 dispatch and any other units assigned to an 

incident.  The outer compartments of the ambulance contain equipment for trauma calls, safety 

equipment for highway incidents.  The most important items kept in these outer compartments 

are the aide bag, O2 bag, mobile suction, intravenous  (IV) kit, backboard kit, and the cardiac 

monitor/defibrillator.  Each of these bags contains the medical equipment that is utilized most 

frequently on 911 calls.   

Fire apparatus, including engines, ladder trucks, snorkels, and brush trucks, are also 

important artifacts.  The cab has driver seat and officer’s seat, map books, light and siren 

controls, and communications radio.  Behind that area of the cab, there are four seats for the fire 

crew.  On engines and ladder trucks, the outer compartments contain fire suppression tools, EMS 

aide bag and oxygen tank, tools for extrication, and tools for traffic control.  Engines have hose 

line folded and kept on the “hose bed,” and an inner compartment that stores water for fire 

suppression.  Engines also have a nozzle on top, called a “deck gun,” which can aim streams of 

water for attacking fires from the outside.  Ladder trucks are longer than fire engines, and have a 

large mechanized ladder on top for fire suppression operations, and rescuing trapped citizens 

from burning buildings.  Ladder trucks carry additional heavy tools for rescue operations at auto 

accidents, structure collapses, and fire suppression operations.  Brush trucks are smaller and 

similar to the size of a sport utility vehicle.  They are equipped with map books, response lights 

and sirens, and hose line, and can reach the scenes of brush fires that are not otherwise accessible 

by the larger fire apparatus.  Brush trucks have a lesser amount of hose line and have room on 
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board for the driver and one passenger.  Fire and EMS apparatus vary in exterior color, but the 

traditional colors are red and white.  Apparatus exterior also includes agency logos.  

Additionally, the top of each apparatus bears the agency and unit number so these vehicles can 

be identified in the air.  This is helpful for medevac or other types of emergency response 

helicopters for identifying locations and units on scene. 

For police departments, the main vehicle is the patrol car or “cruiser.”  Like fire/rescue 

apparatus, cruisers have response lights and sirens, but the primary color of police response 

lights is blue.  There are some police agencies where in addition to blue response lights, cruisers 

may have red lights, but never only red lights.  Fire/rescue apparatus mainly have red response 

lights with white strobes, but do not include blue response lights.  Cruisers have a driver and 

passenger seat in front, and passenger seats in back.  In the front, there are map books, a GPS, a 

small computer terminal, communications radios, controls for lights and sirens, and often an 

extra service weapon such as a rifle.  Cruiser exteriors vary in color and designs, but each police 

department has its own identifying colors and logo for its vehicles.  Between the front seat and 

back seat area, there is a divider made of strong materials, so that persons under arrest that are 

passengers in the back seat cannot attack the officer or officers in front.   

Another major artifact is the uniform, including the Class A and Class B uniforms.  Class A 

uniforms, also called dress uniforms, are worn for ceremonies, and include white dress shirt, 

white gloves, dark navy blue coat with pants or skirt, black belt, hat with department badge, 

brass badges, collar pins, and name plates for shirt and coat, and black polished dress boots or 

shoes.  On the right sleeve of the coat, there are embroidered firefighters’ cross patches, one for 

each of the emergency responder’s five years of service.  On honor guard dress uniforms, woven 

braids of gold colored rope are worn, secured by the epaulet over the left shoulder. The Class B 
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uniform is often referred to as the regular duty uniform.  The chiefs and line officers wear white 

dress shirts that have brass pins on the collars and a name badge.  Line officers can also wear 

white polo shirts that have the agency logo plus the officer's name and rank.  Non-ranking 

emergency responders wear the same types of shirts in navy blue, and these shirts also have their 

names and their fire/rescue agency logo.  Every emergency responder wears navy blue military 

type pants, also called "cargo pants," with a black belt.  The cargo pants have multiple pockets, 

which are very useful for carrying small equipment, small tools, note pads, and pens.  Black 

heavy duty work boots are worn by all staff.  These boots come with laces when they are new, 

but each emergency responder takes the laces off their boots and replaces them with zippers.  

The laces that came with the boots are used to secure the added on zippers to the boot.  I have 

seen this done in each fire/rescue agency, and I do this with my boots as well.  We emergency 

responders do this because it is much faster to get the boots on and off that way.  When we go to 

sleep at the station at night, the boots sit on the floor next to the bunk unzipped and ready so that 

if we must awaken quickly for a 911 call, it is easy to jump into the boots and zip them up 

quickly.   

As for police uniforms, police departments have the same rank structure, and police 

officers wear duty uniforms very similar to those of firefighter/EMTs.  Police officers, like 

firefighter/EMTs, have Class A and Class B uniforms. The major differences are that on their 

regular duty uniforms, police officers wear utility belts that include equipment that 

firefighter/EMTs typically do not, including service weapon, ammunition, hand cuffs, pepper 

spray, baton, and taser.  It is a firm rule that all emergency responders wear the correct uniform, 

neat and clean, when on duty. 
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In my office, there are several artifacts of the public safety-worker culture-sharing group.  

Having these objects of familiarity here in my office feels good for me as a member of the 

culture, and offers the comfort of that familiarity to the public safety workers who see me for 

therapy.  My office artifacts include models of fire/rescue, police, and medevac apparatus, 

posters, wall calendar, pictures, plaques, coins, and figurines related to public safety and 

military culture.  Additionally, I have a wall where I have agency patches, as depicted below in 

Figure 1.  

 

 

Figure 1.  Artifacts: Public Safety Worker Agency Patches. 

 

It is a custom in public safety and military cultures to give or exchange agency 

identification coins and patches.  When a client comes for therapy, if his or her agency patch is 

not among those on my wall, then he or she brings me one to place there, often also giving me an 

agency coin to place on my desk or office tables.  This has become a way to let others from his 



96 

or her agencies know that when he or she come to see me for therapy, they are in a good and safe 

place, and that I am a competent and trustworthy clinician as well as an endorsed member of the 

culture.   

Culturally defining public safety worker language and metaphors emerged from the data.  

The cultural terms, acronyms, and commonly used metaphors are presented in the cultural 

characteristics and values list above. Some examples of the terms in emergency responder 

language include in service, out of service, fire ground, code 5150, and code 4.  The term “in 

service” means that a unit is free of working on incidents and available to be dispatched.  “Out of 

service” means that a unit is unavailable for dispatch due to mechanical problems or needing to 

be disinfected. When firefighters are working to put out a fire, they will establish a perimeter 

around the fire, called the “fire ground” for running fire suppression operations and for citizen 

safety.  Police officer language contains a large number of numeric codes.  For example, “code 

5150” means the citizen that a police officer has arrested or detained has mental health issues and 

is being held for evaluation by a mental health professional for being a danger to self and/or 

others.  Police officers say “code 4” on their communications radios to let dispatch and other 

officers know that they are okay.   

While I was at WCPR, I found that “code 4” has an additional meaning beyond the 

operational one.  While I was interviewing Mark, a retired police officer in his 40s, one of his 

friends from the peer counseling staff looked through the door window of the room we were in.  

He made eye contact with Mike, and with an inquisitive expression on his face, held up four 

fingers.  Mike nodded and smiled in response, both of them laughed, and then he explained: 

He's giving me the code 4 four fingers "Are you code four bro?" I'm fine, yeah. 
That's the cop humor.  It's a way to say I love you. Code four bro? Yeah, actually 
I'm just relaxing and talking with a friend. 
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This is also an example of the cohesive, family like bonding in this culture-sharing group, 

and the way this was presented by the interviewee’s friend by facial expression and hand 

signaling through the door window was humorous.  As the interviewee pointed out, this was also 

an example of cultural humor.   

Some examples of descriptive metaphors that emerged from the data include "tent 

village," "yawning hellhole," "the hole," "OMG times 10," "standing in a black hole," “widow 

maker,” “mother slab,” “meat wagon,” “yard sale,” and “the box.”  A "tent village" is the support 

set up at the scenes of major disasters where emergency responders are working, where we can 

rest, eat, obtain supplies, and EMS can treat ambulatory patients.  We had a tent village at 

Pentagon ground zero during the 9/11 incident. There were a great many of them, thus it looked 

like a village of tents.  It was also referred to at times as the "tent city."  To this day, those of us 

who served at Pentagon ground zero still use those terms in the telling of the associated stories of 

9/11.   The metaphors “yawning hellhole” and “the hole” are descriptions given by 9/11 

emergency responders of the impact point where the highjacked plane crashed into the Pentagon.  

“Standing in a black hole” and “OMG times 10,” with OMG meaning “Oh My God,” are 

descriptions of the experience of working inside the impact area where the plane hit the 

Pentagon.  The metaphors “widow maker” and “mother slab” are the same way of describing the 

most dangerous and precarious hanging large piece of structural debris that resulted from an 

explosion or catastrophe, which could easily fall on and kill emergency responders working 

below it.  John, a retired fire chief and firefighter/EMT in his 40s, explained during a story he 

told in his interview with me: 

And then we were going to drop the big piece of concrete that was hanging by 
rebar. They called it the Mother Slab. It was a big, huge piece of concrete…I 
think they estimated this thing was like 50 tons. It was a huge, huge slab – 
probably as big as this porch. 
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When I served as a Lead EMT at Pentagon ground zero during 9/11, there was a large 

slab of concrete hanging above the impact hole in the side of the Pentagon.  I was standing 

beside one of the operations fire chiefs looking at it just outside the impact zone.  He pointed it 

out to me and told me a hanging large piece of dangerous debris like that is called a widow 

maker, and that was when I learned this metaphor in the emergency responder culture.  The 

metaphor “meat wagon” is an older term, which is another name for an ambulance. I had not 

heard this term myself around the fire/rescue stations for many years. One of the interviewees 

who is a retired firefighter used it while telling a story during his interview.  In my experience, 

that term is used mainly by older or retired emergency responders.  A more current metaphor 

used for ambulance is “the bus.”  The main part of the body of the ambulance unit, which 

includes everything behind the front or cab where the driver and passenger sit, is called “the 

box.”  The metaphor “yard sale” refers to an auto accident where most or all of the contents of a 

vehicle have been ejected and are all spread out on the ground. 

Another aspect of public safety worker language that I have experienced as a member of 

the culture includes frequent cussing.  This was present in the data from field observations and 

interviews as well.  Mike was talking about losing touch with what was going on while watching 

ESPN: 

Or you just sit and watch ESPN or whatever it's like a 15 minute loop, but you've 
been watching it for an hour and a half? (Laughs). You kind of go "What the hell's 
happening? What? What just happened? "Why am I...?"What the fuck? Over? 
What the fuck just happened? Over. Copy... hello are you there? 
 
In addition to the salty language, there are two radio communications terms, “over” and 

“copy.”  The term “over” is used by police, and it means that the person speaking over the radio 

has finished what he or she wanted to communicate.  The term “copy” is used by both police and 



99 

fire/rescue, and means that the emergency responder received and understood the communication 

directed at him or her over the radio.  Diana, a retired police officer in her late 20s, 

acknowledged frequent use of salty language: 

I curse a lot. Like right now, doing this interview I realize that I keep cursing 
because for the last six months I have been making an effort to curse less. 
 

Mike noticed he was cussing during his interview with me, and asked if it was okay to do 

so: 

Just aches and pains of carrying all that weight of your vest and your belt 
and you're seated in a car that's not meant for you to sit in with all that shit 
on. Can I cuss? 
 
Ceremonies and rituals are important defining elements of a culture-sharing group.  

Emergency responder funerals/memorial services are one of the most common ceremonies in 

public safety-worker culture. When an emergency responder dies while serving on duty, the 

subsequent ceremony is called a Line of Duty Death (LODD) funeral or memorial service.  

Common examples of loss of life in the line of duty include dying while fighting a fire, in an 

auto accident or medevac helicopter accident while responding to an emergency incident, being 

shot or assaulted, or dying of a heart attack while on duty.  If an emergency responder dies while 

not on duty, if he or she has an active membership in a volunteer or paid fire/rescue department 

or law enforcement agency, the same type of ceremony will be held for him or her as well.   

I have attended many LODD and emergency responder funerals and memorial services in 

my time in the public safety culture, so many that I have lost count.  A line of duty death is a 

very sad occasion.  The ceremony held is considered by the public safety culture to be a great 

honor for the deceased and for his or her loved ones.  Carl, who is in his 60s, and a retired 

captain, firefighter/paramedic, and combat veteran of the U.S. Coast Guard, commented, “We 

give damn near the finest funerals in the world.” 
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Figure 2. Class A Firefighter/EMT Uniform. 

 

The above photo depicts me wearing my Class A uniform at the National Fallen 

Firefighters Memorial ceremony that followed 9/11.  The main and preferred apparel for 

ceremonies, including funerals, is the Class A uniform.  If the emergency responder does not 

have one, he or she wears the best uniform he or she has, which would be either a Class B or 

regular duty uniform.  All badges on the uniform are covered horizontally across the middle by a 

strip of black tape or a black band.  Emergency responders commonly gather at their local 

stations before the ceremony.  At one of the fire/rescue stations where I served, we would all 

park our personal vehicles at the station and gather so we could all ride in the fire apparatus and 
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ambulances for the ceremony.  While gathering, we helped each other get the finishing touches 

on our uniforms, such as making sure all badges and pins are neat and straight, and ensuring 

everyone has black tape or bands to cover badges.  Conversations would include humor and 

stories of the deceased emergency responder and of funerals past.  Humor and storytelling are a 

major part of relating within the culture, and I present more on that later.  We then boarded the 

fire and EMS apparatus and proceeded to the funeral or memorial service location.  We arrived 

early so we could coordinate with other public safety agencies on arranging apparatus for 

entrances to the parking lot and for procession to the cemetery.  Customarily, at the main 

entrance to the parking lot where the funeral is held, two pieces of fire apparatus, called ladder 

trucks, extend their ladders into the air to make an arch, and hang a U.S. flag from it.  Other 

fire/rescue and law enforcement units will park apparatus at the other entrances with emergency 

responders standing nearby to help direct the flow of traffic and answer any questions that 

drivers coming in might ask.  Uniformed emergency responders then assemble in the parking lot 

by agency. 

In a corner of the parking lot, pipe and drum bands assemble, warm up, and practice their 

music.  These bagpipers and drummers are emergency responders, and members of local 

societies of pipe and drum bands, such as the Emerald Society.  They play just before the service 

when the family enters the church and then after the service when the casket or urn is carried out 

and prepared for procession.  They also play again at the cemetery during the burial ceremony.  

“Amazing Grace” and “Coming Home” are two songs that are always played at every emergency 

responder funeral/memorial service.  When the pipe and drum band plays, it is an intensely 

emotional moment.  Some of us shed tears at that point, but tend to keep that as quiet and 

unnoticed as possible.  In order to downplay any tears that may fall, we tend to wear sunglasses 
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when outside during the rituals.  Doing so conceals our eyes so tears will not show.  The reason 

for this is the cultural value of toughness and the avoidance of showing emotional vulnerability. I 

discuss this more later. 

After the service, all uniformed emergency responders go out into the parking lot and 

assemble into formation.  Once in formation, we all stand at attention, in the same way military 

soldiers and troops stand at attention. The honor guard of the bereaved agency or department, 

comprised of flag bearers in more decorative Class A uniforms, stands at the front of the 

formation. The honor guards call out the signals for all in formation to stand at attention and 

salute. Other departments and agencies in attendance often have honor guards participating as 

well. If the deceased was also a veteran, then there is usually an honor guard from his or her 

branch of service.  As the casket is brought out of the church, all uniformed emergency 

responders and military salute it. The casket is placed, draped with an American flag, on the hose 

bed on the top rear area of a fire engine.  The fire engine has a black drape that hangs on both 

sides.  During this time comes the ritual of the “last call,” meaning the last dispatch over 911 

dispatch radio for the deceased emergency responder.  A mobile communications radio is 

amplified either over the PA system of the church, the emergency response apparatus in the 

parking lot, or both.  A 911 dispatcher from the locale’s 911-dispatch base station will then 

sound an attention tone, announce the last call for the deceased, and sometimes will then sound 

the tones that indicated which station where the emergency responder was a member.  This is 

another peak emotional moment.   

Once the casket is placed on the fire engine, uniformed responders line up in emergency 

response vehicles as well as personal vehicles for the procession to the cemetery.  All emergency 

response apparatus and vehicles put their response lights on. There is always a police escort for 
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the procession, provided by police officers riding motorcycles.  A squad of police officers who 

have motorcycles for response vehicles is often referred to as “motors.”  I learned this term from 

my police officer clients.  The motors officers assisting with the procession to the cemetery close 

intersections along the way.  I have experienced many of these processions.  Most times, I have 

ridden either in a fire truck or the front of an ambulance.  At points along the procession route, 

citizens often line the roadside and wave, holding American flags and posters with expressions 

of gratitude the service of emergency responders. 

Once we arrive at the cemetery, those of us in uniform line up along both sides of the 

path to the gravesite, and stand at attention.  Those in attendance who are not in uniform gather 

under and around the canvas cover at the gravesite for the burial ritual.  As the casket is carried 

to the gravesite, we salute.  Once the casket is set upon the support structure at the gravesite for 

the ceremony to begin, we stand at ease.  The presiding minister says the burial prayers.  Then 

the honor guard lines up on each side of the casket for removal and folding of the American flag.  

This ritual is done the same way as in military gravesite ceremonies.  The flag is neatly folded 

into a triangle, and emergency responder who places the last fold then gives it to the ranking 

emergency responder who will be presenting it to the spouse or next closest family member, and 

salutes.  The emergency responder of rank, who receives the folded flag then presents it to the 

spouse or closest family member, quietly says a few words of comfort and gratitude while doing 

so, and then stands up and salutes.  The burial ceremony will also include a traditional military 

rifle salute if the deceased also was a military service member.  As previously mentioned, the 

pipe and drum band will play, and usually the song played at the gravesite is Amazing Grace.  

The flag ritual and the pipers playing are emotional moments during the burial ceremony.  It has 

been my experience during the many times I have attended burial ceremonies that we tend not to 
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show much grief openly.  Wearing sunglasses helps to conceal any tears shed.  Again, this is due 

to the cultural stigma of showing vulnerability.  However, in the past several years, I have 

noticed a trend where grieving openly at funeral/memorial and burial ceremonies as an 

emergency responder is becoming more acceptable.  I have also noticed, since 9/11, a cultural 

shift has been growing where stress-related illness, including posttraumatic stress, is gaining 

more attention from the healthcare industry and the public.  I think this is due to the number of 

emergency responders who have developed PTSD post 9/11, and the large number of combat 

soldiers returning from the war in the Middle East with PTSD (Hartocollos, 2011; Hoge et al., 

2004). 

Once the ceremony and burial rituals are completed, we all ride back to our fire/rescue 

station for the post funeral meal.  Emergency responders, family, and friends are all invited.  

Often the meal is prepared and served by the auxiliary members of the department.  Alcohol is 

often consumed with the meal, and conversations have a brighter tone, and for emergency 

responders, include the story telling and humor, including many stories about the deceased 

emergency responder.  In some cases, groups of emergency responders meet at local pubs after 

funeral/memorial and cemetery ceremonies, especially if the number of attendees is too large to 

be accommodated at the repast location.  I was recently at a large memorial service for a police 

officer that was killed in the line of duty.  I had ridden in and out for the service, in this case, 

with a friend who is a firefighter/paramedic and a bagpiper with the local Emerald Society Pipe 

and Drum Band.  I had the opportunity to spend some time with them and see how they interact, 

prepare their instruments, and support one another.  They gathered in the far end of the parking 

lot, and met each other with embraces, back slaps, and humor.  I was told that the band members 

from New Jersey were considered the unofficial leaders or big brothers of this group, and they 
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would arrive shortly in a gray van.  When the gray van pulled in, the doors opened, some empty 

beer cans rolled out, and the members from New Jersey, large build, tall boisterous, came out 

and were hailed enthusiastically by all band members present.  A few moments of humor ensued, 

and their arrival was apparently the official time to begin putting on the uniforms, which 

included kilts, and start warming up and practicing the music for the service. Reflecting on this, I 

think that pipe and drum bands usually gather in the furthest part of the parking lot from the 

place where funeral services are held so their humor and high energy does not interfere with the 

solemnity of the occasion.   

Once the service began, they were quietly lined up in their ranks, connected with the 

solemnity of the funeral, and played their music well. After the services were over, the pipe and 

drum band all met at a local pub.  Everyone gathered and ordered a beer, and opened the beer, 

but did not begin to drink it.  When I got my beer, the New Jersey band members told me to wait 

and not drink any until “first beer.”  I asked what “first beer” was, and the band members smiled 

and explained that whenever they have their first beer as a group after a funeral/memorial, the 

first beer is dedicated to the deceased emergency responder, and this is known as the “Toast of 

the Fallen.”  Once we all obtained and opened our beer bottles, everyone started calling out “first 

beer” and gathered together.  Then, a long time member of the band held up his beer and 

announced “This one’s for ______(first name of the deceased, which I have left out for 

confidentiality).”  We all raised our beers to toast the fallen officer, and then took the first sip of 

our beers.  Then we all sat down to have a meal together.  In this experience, I noticed that 

emergency responder pipe and drum bands make up a subculture in the emergency responder 

culture.  It would be interesting to explore this subculture in future research. 
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Other ceremonies and rituals include banquets, awards, and participation in community 

parades.  For each of these, Class A uniforms are the preferred attire and Class B uniforms are 

acceptable.  For banquets and awards, formal business attire is acceptable if emergency 

responders do not have a Class A or B uniform. Banquets and award ceremonies include rituals, 

such as honor and color guard participation, and reciting the pledge of allegiance to the flag.  

Parades include emergency responders riding in fire and EMS apparatus and vehicles, and 

walking alongside as well.  Additionally, pipe and drum bands may be playing and marching in 

front.  

The cultural value of patriotism is evident in the inclusion of the U.S. flag in ceremonies 

and rituals.  As mentioned above, the U.S. flag is mounted and suspended from the arc formed 

by extended ladders of fire apparatus at the main entrance of the place where funerals are held.  

Also, the coffin is draped with the U.S. flag, which is later folded in a ritual manner into a 

triangle and presented to the family.  The pledge of allegiance is recited at meetings, 

conventions, and conferences.  U.S. flag patches or stickers are often worn on turnout gear.  

Public safety workers take pride in serving their communities and their country.   

The call of the wild is another major element of the public-safety-worker culture.  This 

emerged from the data, and I have experienced this from my own life experiences as a member 

of the culture.  The call of the wild is a metaphor widely used by emergency responders to 

describe how a person who loves or is attracted to doing public safety work feels in response to 

hearing a fire/rescue vehicle siren, regardless of age or whether one is an active or retired public 

safety worker.  When hearing the sirens of emergency response vehicles, one becomes excited 

and experiences an intense desire to be responding to the incident with the emergency 

responders.  Beginning from the time we were 5-7 years of age, my sister and I used to 
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experience this excitement and desire to be responding to emergency calls whenever we heard 

fire/rescue or police vehicle sirens.  Like many emergency responders, my sister and I have a 

history during childhood of playing games with fire/rescue or police action themes; acting out 

scenarios where one is an emergency responder responding to an emergency incident, such as a 

fire, accident, medical emergency, or is pursuing and arresting criminals.   

Additionally, fire/rescue station visits during childhood are exciting and memorable 

experiences that reinforce the desire to become an emergency responder.  Public safety workers 

tend to come from families or have teachers or mentors with a history of public safety and/or 

military service, and this also instills and supports the desire for becoming a public safety 

worker.  John commented: 

I grew up in a military family so there's... you know… accuracy is very important. 
My father was a sniper in the Korean War. You don't hit your target, why are you 
a sniper? You always hit your target. Very accurate, very accurate, acute people. 
That's the way I was raised. Hence the Eagle Scout, a varsity athlete, United 
States swimmer. Minister in a tough place in America. You excel. I come from a 
family of that: Revolutionary war captains and first constables in Montana, 
sheriffs in Montana. Deputy chiefs of the district attorney for a major city - 
actually the same city that I worked in. My great grandfather was a lieutenant 
colonel. People that are public servants try and make the place better than they 
found it. 
 
Many public safety workers also have a history of public service during childhood and 

adolescence.  Mike reflected on the influence scouting and his scoutmaster had on him becoming 

a public safety worker: 

Like my scouting… we're trustworthy, we're loyal, we're helpful, we're friendly, 
courteous, kind, obedient, cheerful, brave, clean and reverent. It's the scout 
slogan. I live by those things, you know? Do a good turn daily.  They're on my 
heart, on my sleeve on my forehead. Not literally, but, you know, I live by those 
things. They're what molded me. My scoutmaster growing up was a sergeant for a 
major metropolis. So the influence is big, you know. 
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Part of the call of the wild includes how public safety workers are attracted to responding 

to dangerous situations. Frank, a retired emergency responder who is a practicing mental health 

clinician in his 50s, explained:  

First responders are very unique individuals. They're willing to do the things that 
most other people don't want to do.  When there's a fire, most people are running 
out of the building, the firemen are running into the building. When there's 
gunfire, it's usually police officers that are running into the gunfire.  When you try 
to explain that to a non-first responder, sometimes they just don't understand why 
somebody would do it. Why somebody would put themselves in harms way, or 
potentially expose themselves to a virus. 
 
The call of the wild is part of nature of the work that also defines public safety workers as 

a culture-sharing group.  This is a unique type of work within the larger work culture. The 

overarching theme in public safety work is the protection of lives and property.  For emergency 

responders, this includes responding to 911 calls.  When a citizen calls 911, the local 911 

communications center takes the call and dispatches fire/rescue and law enforcement units as 

needed based on the nature and magnitude of the emergency.  The nature of the work elements in 

the line of duty include suppressing and extinguishing fires quickly and efficiently, rescuing 

people, providing emergency medical care for the sick and injured, awareness and protection of 

the wellbeing of coworkers during emergency response operations, shoring up the damaged parts 

of structures or vehicles to increase safety of rescue and extrication operations, logistical support, 

enforcing the law, and arresting those who break the law. 

Emergency responders have a love and enthusiasm for their work.  As Carl commented: 

It's lifestyle. It's a total immersion. The capability, passion of it, the desire to 
understand what you're doing.  And knowing the risks of what you're doing. All 
the years that I was on the job, I never once did not look forward to going to 
work. I never, I never once said, "Shit! I got to go to work tomorrow!” 
 
 Part of the love for public safety work includes the value of service.  Emergency 

responders find it rewarding to help and protect people, and to make a difference for them in 
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times of catastrophe or crisis.  The desire to serve, protect, and rescue is heightened when those 

in distress are children.  For me, it is because of the innocence of children, and the perspective 

that it is particularly troubling when children are in crisis/emergency. Other emergency 

responders with whom I have worked express the same, and I often hear it from instructors at 

continuing education classes and Virginia EMS Symposium workshops.   

Taking action when there is an emergency is an element of public safety-worker culture, 

as the first reaction and desire when emergency situations arise is to do something about it 

immediately.  As Mark, a retired emergency responder who is a practicing mental health 

clinician in his 60s, reflected: 

I think just like in any society, the people who are first responders are going to 
have a different work life than the general public. Because of the things that 
they...the job is unpredictable, something different every, just about every day. 
Doing things that...when people run out of the building, firefighters run in, to save 
the building or other people. You know, that old cliché. 
 
The work is unpredictable and often dangerous.  One never knows when an emergency 

incident is going to occur and what the circumstances will be upon arrival on the scene.  Public 

safety workers enjoy the challenge, and are enthusiastic about dealing with dangerous situations.  

Jake, a retired police officer and combat veteran in his 30s, described what this was like for him:   

Active shooter! So…my beat partner, separate cars, he and I are hauling ass. I'm 
loving it, you know. It's like, "This is it! This is...this is another day!  This is what 
we do! Firefights. Tactical shit. That's my stuff." Literally, hauling ass. Really, 
that was the fun stuff. 
 
Many of the emergency responders I interviewed commented that public safety work is a 

job that not everyone can do.  Terri, a retired police officer in her 50s, explained:    

Well, the obvious is that public safety deals with events and social interaction that 
is not normal for a standard worker or employee. So I think that's the first 
obvious...difference. As far as other aspects, I believe it's a job and...The very 
nature of what we do - the first responder being the first responder that makes us 
unique. Being responsible for responding. Being that individual that has to 
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address whatever situation they're called to respond to. And that a lot of times 
deals with death. And heinous acts by another human...That are very troubling for 
a lot of people. 
 
Additionally, participants also commented that public safety workers see what no one 

else wants to see, and deal with what most people would not be able to handle.  Jake, a retired 

firefighter/EMT, expressed: 

You put...put a veterinarian or somebody in business...in a traffic accident that has 
decapitation of a child. They would not make it. They could not perform a task 
that was given to them at the time. You ask a used car salesman to go out and pick 
up somebody who's just murdered their wife, or you know, pick the body up and 
put it in a body bag. No, that won't go over at all.  
A major coping mechanism for diffusing stress that is a characteristic of public safety-

worker culture is the use of humor, which was evident in the data. The dark/gallows humor 

includes making humorous remarks or jokes about dangerous, frightening, grotesque, and/or 

tragic situations faced in the line of duty.  Using dark/gallows humor provides public safety 

workers with some safe emotional distance so that they may guard against becoming 

overwhelmed.  Additionally, public safety worker dark/gallows humor is different from the 

larger non-public, safety-worker culture. Mark, a retired police officer who is a mental health 

clinician commented: 

Our humor is definitely twisted from what the general population would think. In 
many ways it's our coping mechanism. I think about the little things, like we're all 
helping other people, and through helping other people we see a lot of craziness, 
bad stuff, but then we find humor in a lot of it and make really inappropriate 
jokes. Like, we're Public Safety workers, we have a lot of inappropriate jokes that 
we said amongst each other. We find humor in it. Whereas, if you would use these 
inappropriate jokes and say them to someone who's not a public safety worker, 
you could be looked at as really insensitive, or really inappropriate. 
 
Public safety worker use of humor also includes joking, teasing, witty remarks, mischief, 

and occasional pranks. Participants also described humor as a way of lightening things up and 

breaking the ice. Jake remarked:  
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What defines us are our experiences and the way we deal with them. As far as 
creating laughter of things that are pretty serious to help lighten up the tough 
things that we have to deal with. 
 
John talked about how a friend who is former firefighter on his crew who was of Chinese 

ethnicity joked with him to help diffuse an incident where John thought he was going to be 

killed.  This gives an example of how public safety workers use humor to encourage each other 

to laugh in order to ease the stress of dangerous, gory, and tragic incidents. The emergency 

responder that John is talking about below even makes a racial slur toward himself as part of the 

humor:   

The Chinese guy….I could get him to do anything for me. And he was kind of... 
he was the voice of reason. I’d go to him to get things done. I guess I started 
talking about this because the Chinese guy, about a year ago, we are all retired 
now, and we get together, and he says, "Hey, hey, hey, Leo! Remember the time 
when that cop almost blew your fucking head off? He does that because he likes 
to...he likes to...be a chink in my armor, is what he says. (Laughs) That's his 
humor. 
 
Humor was present during my interviews at WCPR for this research.  While I was 

interviewing Mike, a peer counselor/retired police officer who was a friend of his stood in front 

of the window on the door to the room we were in and provided a moment of mischief.  We 

happened to be talking about humor in the emergency responder culture at that point during the 

interview, so Mike and I decided to make the humorous moment an example as it was 

spontaneously happening during the interview process: 

Me:  And speaking of humor… 
 
Mike: Who is that? 
  
Me: That's…that's Dan. 
  
Mike: So right now in the interview, here at the center where I'm interviewing, 
through the door, one of the police guys is playing with a puppet, trying to make us 
laugh... 
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Me: And it's working! 
  
Mike: And it's totally working! 
  
(Laughter) 
  
Mike: We're having this very professional, formal interview in a separated room so 
no one else can bother us and he knocks on the clear glass door… 
  
Me: With a puppet. Trying to make us laugh. 
  
Mike: To fuck with us. It's awesome! 
  
Me: Humor! There's an example. 
 
In my experience as a clinician and emergency responder, humor in the public safety 

culture is like breathing.  We use humor constantly, on and off duty.  It feels as essential to our 

well being as breathing.  Mischief and pranks happen on every shift.  Firefighters will play with 

one another in the station.  For example, when I was on duty one day, a buddy of mine who was 

an EMT on my crew was leaning over his gear bag to get something out.  Another one of our 

friends sneaked up to him and burped loudly over his head.  There was a bunch of us standing in 

the kitchen area witnessing this, so bursts of laughter emitted.  The guy who was the recipient of 

the burp over his head then chased the guy who did it all the way down the hall, cursing at him 

and laughing.  He was not angry at all, as mischief and pranks are part of the usual events on 

shift.  

Another memorable prank included hiding a crewmembers’ boots if he or she 

accidentally left them out and did not put them away in his or her gearbox after shift.  The boots 

would get hidden in some interesting places.  It was inevitable that each crewmember was going 

to leave boots out after shift at some point.  I had left my boots in a corner near the ambulance 

bay door after shift one time.  Of course, when I came back for my next shift, I remembered 

having left them out, so I began looking for them.  I could not find them for quite a while.  I took 
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a break from searching, and went into the fire apparatus bay to talk with the fire crew.  I noticed 

during the conversation that the crewmembers were snickering at times.  After a few moments, 

one of them glanced up at the high ceiling.  I looked up, and there were my boots, hanging from 

a hose bar near the ceiling.  They were laughing because it was funny that I was standing there 

talking to them, not realizing my boots were suspended high above the place where I was 

standing, and I was asking if anyone had seen my boots.  After the laughter, a crewmember 

retrieved my boots for me.  This is considered humorous play, and is another way that humor 

diffuses tension. 

On 9/11, before I was sent to Pentagon Ground Zero, I was at my fire/rescue station with 

many of my firefighter/EMT friends waiting and preparing.  That evening, the President came on 

TV to speak to the nation.  We all jammed into the day room to watch.  When the president came 

on, there was a moment where he was staring into the camera and not saying anything.  I think 

he was waiting for his crew to cue him.  In that moment, you could hear a pin drop.  We were all 

motionless and silent.  Then, one of the firefighters, as if talking to the president who was silent 

on the screen, said jokingly, “Sir!  We’re still alive!” We all laughed until our eyes watered.  

Some of us were rolling on the floor.  This was one of the most tragic days in U.S. History, and 

tensions in the station were high.  Laughter was truly good and necessary medicine. 

Humor is also very present off duty in the public safety culture for rookies and veterans 

alike.  Public safety workers laugh and joke almost constantly during social gatherings, which 

often take place at the home of a public safety worker, or at restaurants, bars, and pubs.  The 

group consumption of alcoholic beverages further increases and expands the jokes and remarks 

as well as the intensity of the laughter.  It is part of the bonding within the culture.  I have 
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experienced and partaken in the humor at many emergency responder social gatherings, special 

occasions, and also hospitality suites during fire/rescue conferences.   

Another major cultural element is telling stories of emergency incidents on which one has 

worked.  These narratives are referred to as war stories, and are generally shared only within the 

culture or similar cultures such as the military.  Humor, including gallows humor, is most often 

included in the telling.  War stories provide a way to process emergency incidents in an 

emotionally safe way.  The participants I interviewed for this research all used war stories in 

their responses to the interview questions.  John told the following war story: 

We had an incident the day that Rodney King riots broke out that weekend. And 
they gave us some flak jackets and told us to... to wear them. And I go, "We 
haven't been trained on these things at all." "Doesn't matter, just wear them, just 
wear them if you go on any civil disturbance type call." We put them on the rig 
and we went to a standby for a shooting in the city library. City Library was a new 
building, it was a 14-story high-rise, but the first four floors were the library. The 
rest was all office building. Homeless person comes in... a black street person 
comes in with a big overstuffed army field jacket on, and shoots four people. Two 
people were dead immediately, a third died later in the hospital, and they told us, 
"Standby for PD (Police Department) to secure the scene." And while we were 
standing by on the side of the park, where the library was...I told the guys to put 
the flak jacket on…We had a four-man crew, the engineer and the other 
firefighter didn’t want to put the things on...So we're standing by, and it's very 
disorganized. Active shooter still on the scene. The next thing they know they say, 
“Engine 1, come over on the Seventh Street side of the building.” And so that was 
opposite, we were on 9th Street. The other side was 7th Street. When we came 
around the corner, saw a body falling out through the air. They had just shot the 
shooter off the wall, and he hit the push bumper of a car – of a PD car - and just 
folded up. We heard the shots...while we were in the engine, coming around the 
corner. ‘Cops’ (the TV series) was there filming it. It's on film. Because I saw it 
afterwards…We stopped to render aid to this guy and he's dead. He's dead. And 
the Bishop of the Diocese, and I know who he is, because he confirmed me…he 
was bending over giving last rites to the guy - to the shooter - and I got on the air 
and I said "We’re rendering aid to a victim, gunshot victim here." We weren't real 
sure who he was at that time then. I knew later. There was these cops behind us 
saying "Fuck him. Get up here and help the people inside." So we just…said, 
"We'll take care of this. He needs God right now." And so we left, and went up, 
we hit the stairwell to go up the interior stairwell, and they're telling us, “It's all 
clear. It's all clear. Shooter down, get fire up here. Now!” And they're calling for 
extra ambulances. I even called for an extra engine company to come to help 
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us. Because I knew that we were going to need more manpower. Notify the BC 
(Battalion Chief) and all. We're big on notifying people. Anyways, going up the 
stairwell I hear footsteps coming down. We're humping our butts going up. And 
I...I realized just before they turned on one of the landings to come down, they 
were coming down this way. We were going up this way – and just as they turned 
around I realized, it's cops! They had a tactical team going. I thought it was a 
SWAT team. I've been told since then that, no, that's just called a tactical team. 
Anyways, One of... the only female officer on that tac-team, I knew who she was. 
I knew that she was a sergeant cop at the time. And her husband was the president 
of the police officers association. So he was kind of...everybody knew who the 
union president was. That's just the politics. 
 
These narratives provide a rich view into the emergency responder culture, including 

language, acronyms, interpersonal communicating and relating, artifacts, and the nature of the 

work.  A war story that Carl told provides another good example.  Additionally, this story comes 

from his experiences as a rookie firefighter certified in CPR before the days of EMT training and 

certification, thus providing a glimpse of emergency responder cultural history: 

I was still a rookie so I would say 6 years, 7 years. Way off probation, but still 
learning…as a firefighter with a CPR card, because it was even before BLS 
(Basic Life Saving certification) days. So we didn't have any fancy tools, we 
carried a very heavy tank of oxygen and a box of Band-Aids. We've come a long 
ways. We responded to a report of a woman screaming in hysteria. Dispatcher 
kept saying something to the effect of she is screaming about her daughter. We 
get on, we get to the house and I grab the box of Band-Aids and, going into the 
house…I locate by direction of the mother…and I went into the room the master 
bedroom and on the floor was laying her daughter. In a supine position - straight, 
normal and she was wearing pink - what little girls wear - pink teddies or 
whatever, little high school girls. She was about 14 or 15 years of age. And wasn't 
sleeping. She was on the ground. I could just tell. So I knew nothing about doing 
an exam. I knew nothing about doing patient surveys. I knew nothing about 
rolling and all that stuff - all that stuff that the EMT and paramedics know. But 
she was pulseless and she was not breathing and we started doing CPR on her. By 
then, at this time it was mouth-to-mouth. No masks. The world was different back 
then, they didn't really worry about it. Did CPR on her. The engineer came around 
the corner and I yelled at him to go get the oxygen tank. And he saw what I was 
doing and he left to go get the oxygen tank. The captain was already in the room. 
And he tried to take some notes. And… the meat wagon, yeah… the ambulance 
shows up and we put the young lady on the stretcher and we took her to the 
hospital continuing the compressions all the way to the hospital. I think I told you 
how old she was, just very, very young. Get her to the hospital and continuing 
doing the way we used to ride the gurney.  Doing compressions on her - took her 
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right back into a corner, bed number one, there wasn't even a trauma center in the 
area at the time. And the doctor - I'm still doing compressions - the nurses, they're 
cutting off her pajamas. And the doctor walks in the room and looks at me, looks 
at the table and says "Stop CPR." Rolls her over and he sees a gunshot entry 
wound on the side of her chest. I didn't know I was supposed to look for that at 
the time. And he said "Continue CPR." So they tubed her and they're de-bagging 
her and I'm still doing CPR. I don't even have gloves on. And the doctor came up 
real close to me and said, "Do not stop. OK?” Asked me if I was OK, can I keep 
this up? So do not stop. Makes an incision... makes an incision from her belly 
button right up to her sternum, cracks her ribs, gets a rib spreader in their reaches 
inside pulls out her heart and it dissolves in his hand. And he said "Stop CPR." He 
was going to do an open chest cardiac massage. It would've been the first time - it 
was the first time I've ever seen anything like that at my level of training, was not 
anywhere near understanding, truly. It wasn't the only time I've seen that done, it 
was the first time. That was kind of hard. And what was really hard about it was 
that a couple of days after the call, the police officer came by, and wanted to talk 
about the scene…about the situation. What did I see? Where was she laying? How 
was she laying? Did I see your gun? Was just finishing up his report, and I gave 
him what I could remember, and it wasn't very much because no I didn't see a 
gun. And he put his... put the paper... his paper thing down on the table there at 
the firehouse and he said so do I have any questions and I said, "Yeah. Did you 
ever find out why?" and he said, “Oh, yeah.” I said, "Was she shot?" and he said, 
"It was suicide. She committed suicide." 
 
In Carl’s story, meat wagon is an older term for ambulance, gurney is another word for 

the stretcher or cot, compressions refer to chest compressions done during CPR, tubing means 

intubating, which is placing a tube in a patient’s airway to improve oxygenation, and bagging 

means pushing oxygen into a patient’s airway and lungs by squeezing the bag part of the bag 

valve mask (BVM).  A BVM can attach and be secured to a CPR mask or an airway tube.  

BVMs are still utilized currently by EMTs as an oxygen assist/delivery tool.  Carl’s story also 

conveys how war stories are a way of processing stressful emergency incidents. 

The above war stories told by John and Carl are from fire/rescue work.  The following 

war story, told by Jake, is from police work: 

It was on a Sunday about 8:30 in the morning…an apartment complex. In the 
upstairs unit, was a Hispanic male…and he was taking care of his elderly father. 
He was a combat veteran - a Navy combat veteran - the son. And then downstairs 
you had a Filipino family: mom, dad, daughter and mom's mother, and they 
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enjoyed karaoke. So what happened was on Sunday, they started karaoke 
downstairs. Upstairs guy - son, who I'm sure was mentally ill, he loads a shotgun, 
comes down, knocks on the door. When he sees the handle turn, he blows a hole 
right through the front door. Now, because the dad was the one who is opening 
the door, because of where he was standing and because it was so close, it was 
almost a perfect hole in the door, which is actually crazy, and the backside was 
about that big because it's two-ply. Well, the buckshot went right through this 
guy's groin area. It went through, but it peppered him on both sides. So it was 
kind of like a little… you know... that (shows on himself where the injury to the 
guy was). As it was expanding out, he was lying on there. He just pumped one 
round through the door and the shotgun jammed on him. He went back upstairs, 
he cleared the jam, reloaded, he went back downstairs, and instead of going to the 
door, he then walked around, there was a little patio with maybe about a 3 1/2 to 4 
foot high sliding glass door, and he starts blowing rounds through the sliding glass 
door. So he blew them all out and so anyway...active shooter. So, my beat partner, 
separate cars, he and I are hauling ass. I'm loving it. You know. It's like "This is 
it! This is... this is another day!  This is what we do! Firefights, tactical shit. That's 
my stuff." Literally, hauling ass. Really, that was the fun stuff...and we end up 
getting to the apartment, he and I were the only two there. We were close…pull 
in…where the swimming pool is, as we pull in, the swimming pool is over to the 
left, and dispatch is telling us they have multiple witnesses watching the suspect 
in there. They're saying he's to the right of the pool. But the complex is so goofy, 
so my partner and I, I had my AR (assault rifle), he had his, and we're going 
through the complex, and I remember hearing a gentleman…who is a complete 
fucking clown. I remember hearing him on the radio talking about, "We need a 
five-man posse up out front! We need a five-man posse out front!" and I'm 
thinking, "We're already here, you asshole. Get the fuck in here!" What the 
posse... this is... and then I remember hearing someone yelling - I actually kept it, 
I have it at my car, right now. The whole thing, the dispatch tape on the CD in the 
car - and I hear (partner) yelling - obviously he was in front of me - he was yelling 
"Active shooter! Active shooter!" And I remember at that point, we were at a 
corner of the building, and I turn back, because I hear talking. And what it is, is 
they have a five-man team running up to our position. Well, as I'm looking back 
at that, I turn and my partner, that little fucker, he had walked out past the 
building and took a position at the tree. Edge of the building, tree was right here, 
swimming pool, corner of the apartment (shows me by gesturing with his hands). 
So he runs out to the tree, and he engages the guy, so right as I turn back, I see 
him take a position at the tree, and then I start running. Right as I come around, 
and that's when he... nine rounds boom, boom, boom, boom - and I watched it. 
But I didn't shoot. I didn't shoot. There was really no need for me to shoot. Yeah, 
it lit up the whole goddamn apartment complex, when you set off an AR 15 nine 
times... So anyway, the suspect, is dropped, obviously dead, right there in the little 
patio. We clear the house. Crazy. Because Kevin only hit the guy three times, so 
all these other rounds literally shredded anything that were on the fucking walls. I 
mean this guy had a really nice guitar, exploded.  Pictures - because the rounds 
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had gone through - it was cheap apartment complex walls. So I remember seeing 
all that… so anyway that was the last really big one. 
 
Experienced public safety workers utilize war stories for educational and training 

purposes.  Educational war stories are incorporated by public safety instructors in the classroom, 

as well as during hands-on training sessions in the station and out in the field.  I have attended 

the Virginia Office of Emergency Medical Services Annual Symposiums since 1994, and made 

field notes for the present study at the 2014 and 2015 symposiums.  War stories were utilized by 

instructors to provide those attending their classes with case examples of the material being 

taught.  Also, war stories were shared by attendees during class discussions.  I have been an 

instructor at some public safety academies and fire/rescue agencies in Virginia, teaching on the 

areas of stress management and behavioral health emergencies.  I have incorporated war stories 

into my class material, and noticed class attendees will share war stories, too, during interactive 

discussions. 

 The telling of war stories and the use of humor are also discussed in the cultural coping 

tools section, as these elements are very common ways in which public safety workers cope with 

tragedy and the grotesque experienced in the line of duty. Another war story that Carl told 

provides an example of the use of dark humor in war stories: 

I'll tell you about the guy that wore the belt of dynamite. Had a hand grenade in 
his pocket, and he was going back into court. He had already decided if the judge 
- true story - if the judge had put him back in prison, he was going to pull the pin 
on the grenade in his pocket and let it go which would set off the dynamite and 
level the building and everybody in it.  Nobody knew that at the time. The judge 
slapped his hand, they left, he went down to the nearest little bar with his wife. 
Had a couple beers. Took the hand grenade out of his pocket. Threw it up in the 
air, catching it, told the story how he didn't blow the judge up and he should've, 
and everything else. Then he left. Went back there - going up this one street on 
the way home - about 4:30 or 5 o'clock in the afternoon and state of California 
Caltrans, which is a road working group, state of California Caltrans, they're all 
getting off work - they all have automatic garage door openers, and one of them 
happened to be at this, the right frequency... kaboom! So we get the firehouse that 
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I was in at this time… would've been the first due. Two-story firehouse, second 
story is the basement, sounds like, just like somebody hit a fire hydrant six blocks 
away. “Oh God, somebody hit that hydrant again. Let's go.” We're upstairs and 
we get dispatched out. We go around the corner. We got a vehicle sideways in the 
road that has no roof. A lady who's leaning outside of the car on the passenger 
side with her head up underneath, and parts and pieces in all 360°. I remember his 
head and left shoulder being connected… that's the only part of... his guts was on 
the chain-link fence… Just picture it… And I remember the guy looked just 
exactly like Willie Nelson. Bandanna, hair and everything else. We called it the 
Willie Nelson call.  ATF (Alcohol Tobacco & Firearms) had it for... FBI... some 
of the other guys came into the call and they took it over. We came back 4 days 
later when they opened the street back up again and washed the street down. Got 
the parts the street sweeper couldn't get. I sent one guy home on that shift and 
when he came back he said "Man, I know what we should've done different. We 
could've saved that son of a bitch’s life."  “OK, Danny, talk to me.” He gets up on 
the board. Draws perfect - he's been practicing - perfect streets, houses, addresses, 
fire hydrants, wind direction and everything else, body parts all over the 
place…and said "We should've gone to this house, stole the garden hose, take it 
down to this house hook it up to their garden hose, emptied all the water out of the 
garden hoses, put the garden hose in his mouth, through his lungs and around take 
the garden hose out and have another garden hose coming out of the butt." And 
then we could've done CPR on what was left…and we're just howling… and he 
was a funny guy. And you know he would go to extremes to break the ice. And it 
worked. And it worked. 
 
Another cultural element that is present in Carl’s war story is naming emergency calls 

after an aspect of the incident that stood out to the emergency responders.  Emergency or 911 

call is a common term for emergency incident.  In this case, the male who died because a garage 

door opener set off his explosives looked like the popular singer Willie Nelson to Carl and his 

crew.  Thus, they named it the Willie Nelson call.  Whenever that war story is told, it will always 

be referred to as the Willie Nelson call.  I once was on an emergency incident/call with my 

ambulance and fire crew where a man had fallen from his walker and could not get himself back 

up.  While my crew was helping him, I did a quick scan of the environment to ensure it was safe.  

Looking across the top of the bookshelf in the bedroom where we all were, I saw a Batman 

pullover mask on one of those Styrofoam fake heads that people usually keep their wigs on.  

Since my glance stopped there, some of my crewmembers noticed the inquisitive look on my 
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face and saw I was looking at the Batman mask.  After we completed service and returned to the 

station, my crew was laughing about the Batman mask and joking about its possible uses by its 

owner, and so that incident/call was named the Batman call. 

Cohesive/family-like bonding is another major element in the public safety-worker 

culture-sharing group that emerged from the data of the present study.  The intense nature of the 

work, facing and working dangerous situations together, promotes cohesion.  As Frank reflected, 

“The nature of our work inherently causes us to bond, and that's been my experience throughout 

all three levels of first responder employment: federal, state and local.” The cultural value of 

unity also generates and promotes this cohesion and family-like bonding.  Elements of unity 

include hugging, holding, patting shoulders, gentle head scratches, sitting or standing close 

together, sitting together at meals, crewmembers staying in close proximity during emergency 

incident operations, encouragement and support, intense protection of one another, and off duty 

emergency responders dropping by stations or calling and texting by phone to check in and 

socialize briefly with those on duty.  Mark commented: 

I think we get to know each other better than we know anyone else. Like the 
people we work with? And then we spend so much time, so much intimate 
behavior as far as understanding each other on a call. 
 

Terri gave an example of the intense protectiveness and the level of trust in the cohesive bonds 

that are formed: 

It's... it's when there's somebody out there that you know is going to have your 
back when... That you know you can go to war with... it's... you know… there's 
nothing like that. Just the brotherhood of that. The camaraderie. I know when the 
shit hits the fan this guy right here is going to have my back. He could possibly 
take a bullet for me. 
 

Carl’s comment on the bonding between public safety workers gives another example of unity 

and protectiveness: 
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Because you're on my crew, you're mine. I got your back. I got your front. I got 
your sides. I'll take anybody on who's got anything to do with that… 

 
Teamwork is another cultural element and value that promotes cohesiveness and family 

like bonding in the public safety culture. Carl explained, from a firefighter’s perspective: 

Firefighters do everything together. Their teamwork is expressed from the very 
early on…there's things that have to be done – in a team sense – right away. So I 
think that's the biggest cultural difference between police and fire – is the 
teamwork aspect. Yes. And the other thing is that we live together in the 
firehouse, 24... now 48 hours together – and as opposed to the general public, we 
take care of each other. We make up our own... The society or culture within the 
fire department is very traditional, at least in my experience. And, based on those 
traditions, kind of drives both formal and informal rules... who the formal and 
informal leaders are in the group. 

 
The cohesive/family-like bonding can be intense to the point that when it comes time to 

retire from public safety/emergency response work, one experiences a major loss.  John 

expressed, “It's like having a second family. I mean truly. When I retired, it was like getting a 

divorce.” Yet the bonds do last into retirement, as public safety workers will continue to get 

together and socialize, and include their family members.  The cultural elements of humor and 

stories continue to be present in the bonding, into retirement.  Frank commented: 

We go to lunch together. Two of my closest friends, one's retired and one's 
working on his second retirement. We meet monthly to go out and socialize… tell 
stories and laugh. And now we're even doing it… we're getting our wives 
involved. I had a dinner at my house where we would hang out together. So they 
understand what it is that we do…or did. 

 
Inclusion of immediate family in many social gatherings, especially special occasions and 

ceremonies, is an extension of the cohesive/family-like bonds.  Public safety workers care about 

and express concern for one another’s families, and will step in to help in times of need.  The 

intense protectiveness expands to include public safety workers’ immediate family members as 

well.  In the event of a line of duty death, public safety workers will rally to support the family 
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members of their fallen.  An excerpt from a war story told by Terri about the line of duty death 

of one of her law enforcement coworkers provides an example: 

We had this barbecue for his family… for his wife and his son, and what it was, 
was they were raffling off a gun. So you could buy a raffle ticket for like 10 or 15 
bucks or you could buy as many raffle tickets as you want and all the raffle tickets 
- all the money is going straight to his family. 

 
Inclusion or exclusion of persons outside the public safety-worker culture was another 

major element that emerged from the data.  Immediate family members, as described above, are 

often included in ceremonial events, social gatherings, and receiving support in times of need or 

loss.  However, there is a definite boundary between the public safety-worker culture and the 

larger culture.  Although family members of public safety workers have some social inclusion, 

there is still a separation or exclusion when it comes to discussing the nature of the work.  Public 

safety workers tend to avoid exposing their family members to the tragedy and gore of 

emergency incidents.  Many believe their family members do not want to hear it, either.  As Jake 

explained: 

I was compartmentalizing all the crap that I had to deal with on a daily basis, and 
trying to keep it separate from my family. I’d say, "Oh, dad's kind of grumpy" or 
"You know what? Dad had a bad day at work." I was sort of isolated from the rest 
of the family, because nobody really wanted to hear about what I did every day. 
Maybe if it was funny... But if it was something tragic, who wants to hear that? 

 
Public safety workers also avoid discussing their work with their spouses and families because 

they believe they will not understand, and it will traumatize them.  Mike commented: 

If I had a coroner case… we had a children's hospital in our county and I would 
take coroner cases for young kids all the time. Because we're deputy coroners as 
well we're deputy sheriff/coroners. You do all the death investigations.  So if I 
took a coroner case, for example, I took one with the same birthday as my son - a 
kid with the same birthday - and I went home didn't want to tell my wife about it. 
She's a teacher and stuff like that really gets to her. I don't want to expose her to 
stuff.  It's bothering me, I see myself as stronger than her, and I don't want to 
make her feel the way I'm feeling. 
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Public safety workers also hold the perspective that civilians don’t “get it,” meaning they do not 

understand them or the culture, including the language, mindset, and humor.  Frank commented 

on the misunderstanding civilians can have about the emotional distance emergency responders 

keep while dealing with incidents: 

I was on the scene of a DOA (Dead on Arrival) waiting for the CME 
(Coroner/Medical Examiner) to arrive.  I was watching TV, and a neighbor said I 
was “callous” toward the dead person because I was watching TV.  But other 
firefighters and cops would “get it"  
 

Additionally, a distrust of civilians can be developed within this cultural divide.  Some of the 

interview participants remarked that this distrust of civilians is especially present in law 

enforcement, from dealing with persons who commit crime and harm others.  This further 

deepens the separation felt between public safety workers and civilians.  Jake expressed: 

I remember having real problems with taking orders or even acknowledging 
individuals who, in my opinion, were not worthy by... by their actions of whatever 
- not going to combat or not being on the SWAT team or not being a part of 
hostage negotiation. So I remember really separating myself from those people 
and really sticking with a small group… 
 

The theme of cultural separation that emerged from the data additionally included an 

element from the nature of public safety work, which as previously discussed, includes 

more frequent exposure to dangerous and tragic situations at work than is experienced in 

the general work culture.  Mark commented: 

It's easy for someone that's not in public safety to admit that they've seen 
something horrible and that it bothers them. We see so much horrible 
stuff, and people expect us to see this horrible stuff and to be okay with it. 
Like you know when you say that something has bothered you, some 
people may say "Well that's what you signed up to do." No I didn't. I didn't 
sign up to have a guy point a gun at me. Didn't want that to happen. No. 
But there's an expectation, that we can put up with more shit. And deal 
with more stuff. And it's easy for someone in the general public to say 
"Yeah that bothered me." It's very hard for us to say "Yeah that bothered 
me." We just see so much more. We see so much more and we're exposed 
to things that can be brought on to us by nightmares. That they, the general 



124 

public just, who knows, somebody in the general public can just go 
through something so horrible that I could never go through as a police 
officer. They could definitely go through something far worse than what 
we do, but in general, just see so much more negative things. We have a 
higher number. 
 

Mark’s comments also reflect the cultural value of toughness.  Public safety workers are 

expected by their own culture and the larger civilian culture to be physically and mentally tough, 

and withstand extreme physical and emotional situations while operating in emergency incidents 

as well as in general.  Showing physical and mental toughness is considered to be showing 

courage, and therefore valued and praised.  Jake explained from a combat veteran/police 

officer’s perspective:  

It’s the intensity of being shot at frequently and shooting back. If that's what's 
going on, it's so remote anymore that it's long distance, and other stuff. But the 
guys who climb up into the front line are the manly of men, you know, and good 
for them. 

 
Experienced public safety workers tell rookies to let the tragic, gory, and dangerous 

experiences in the line of duty to roll off their backs or to suck it up.  Terry commented how she 

learned, “Just suck it up because you’re not supposed to show weakness.”  Public safety culture 

rejects showing weakness, and expressing emotional distress or vulnerability is considered 

weakness.  John remarked, “Oh no, you don't talk about it. It's... nobody... it's... it's like the black 

sheep.” Therefore, as Carl reflected, “You just tighten up your bootstraps and move on.”  Mike 

described emergency responders as, “a culture of suck it up.”  Frank, from his perspective as a 

mental health clinician and emergency responder, further described this cultural element as, “A 

code of silence. Alpha mentality. Suppression of emotion. Lack of appropriate affect.”  Mike 

explained that citizens expect physical and mental toughness from emergency responders as 

well: 



125 

If I was allowed... if I allowed myself to feel... then I would be weak. And I can't 
be weak and do my job. Nobody wants a crying police officer at the scene right? 
(Laughing) So…Talk about that, mixed emotions and when I'm bursting into tears 
and I can't control it and trying to do a job. No, they're like "Really? Why do you 
send me the crazy person?" 

 
For females the toughness expectation is higher.  Stereotypes about females being 

physically weaker and more emotional than males is a major factor, and so females experience 

greater pressure to prove themselves as tough enough to do the job.  Diana expressed: 

…because I'm a woman, I even more so can't cry or talk about my feelings, 
because then I'd just be this huge girl, and so it's like I had little man syndrome. I 
had to be more of a man than these men were because I'm not a sissy girl. 

 
Female public safety workers, in some cases, avoid expressing their femininity.  Terri 

explained: 

Like smallest of examples: I'm wearing pink socks - socks with pink on 
them. Before a couple years ago, I would never, ever wear anything with 
pink on it. No pink anything. I wouldn't do it. And I went out one night 
with my friend this other police officer, this chick. And we're at her house 
and we're going to a bar. And it got cold and I needed a jacket and I asked 
her for a jacket and I said, "Just give me anything." Because she had 
similar style to me so I was like "Cool, whatever she gives me, I'll 
wear.”  She gave me a black jacket with some pink highlights on it. And I 
said, "Give me a different jacket. I can't wear this jacket." And she was 
like "I don't have any other jackets. Just wear the fucking jacket." And I 
was like “Forget it. I won't even wear the jacket.” So I was cold that night 
because I didn't want to wear this jacket with pink highlights on it, and she 
was like "Are you serious? Wear the fucking jacket"! And I was like "No, 
it has pink on it. I'm not a sissy I'm not wearing the jacket." It's so stupid 
but I just had it set in my mind that I'm not a sissy, and I'm not going to be 
a girl, because that's weak…I just had it in my head that I can't, I can't be a 
girl, because the girl police officers are tough. And pink's not tough.  

 
Public safety workers are expected to be heroes. If a public safety worker expresses 

sadness, fear, or anxiety related to the work, cultural peers will advise him or her to suck it up.  

Terri, a retired police officer who is a daughter of a police officer, shared: 

With other groups of people, I think it's more OK to talk about your feelings and 
whatever. Like a lot of the issues I have - a lot of my triggers - my dad, we'll talk 
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about it, and he's like, "You can't talk about that shit. Because you're a police 
officer and it's a no-no." And I'm like "But this is how I feel and this is what I 
need to talk about." And he disagrees because... because I'm a police officer. And 
he has told me a few times "If you had any other job it would be OK to talk about 
your feelings. Because you're a police officer, you just keep that shit to yourself." 
So yeah, I think that's one of the differences. 

 
Repeated expression can result in losing opportunities for promotion, losing one’s position, and 

ultimately rejection or ostracism. Frank commented how this toughness/hero expectation is part 

of the public safety culture and hard to change: 

I think in a Wonder Woman and Superman environment as law-enforcement, or 
firefighter, medic... Having an open culture, which is super tough to correct, 
because if there's something wrong with you, you get bypassed for this, that and 
the other. Whether it's a promotion, special assignments or whatever. 

 
Expressing vulnerability or distress is therefore a cultural stigma, and as previously 

mentioned, public safety workers tend to avoid sharing distressing aspects of their work with 

family and friends.  Thus, they tend to keep their vulnerabilities and distress to themselves, and 

over time, this can lead to stress-related illnesses.   

The next category of themes and elements that emerged from the data of the preceding 

pilot study and the current study include the traumatizing elements of emergency incidents.  

These are presented below with brief descriptions followed by examples from the participants’ 

narratives (see Table 2). 

Table 2 

Traumatizing Elements of Emergency Incidents 

Sensory (Visual, Auditory, Kinesthetic)   
- seeing, smelling, tasting soot  
- seeing and smelling smoldering materials 
- feeling dirt or blood from an emergency incident on face and hands  
- seeing, smelling, handling burned, severely damaged, bloody, and/or destroyed 

personal items at emergency incidents 
- seeing, smelling, handling burned bodies/parts  
- hearing loud noises such as explosions or gunshots 
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- seeing piles of rubble and debris  
- seeing and smelling burned hulks of vehicles 
- seeing and hearing persons in extreme distress 

 
Repetitive exposure   

- watching and/or listening to constant news media reports about major emergency 
incidents or disasters  

- mobile, station, and apparatus communications radios on constantly   
- frequent incident traffic on communications radios 
- serving at major disaster sites for multiple days, weeks, or months 
- seeing, smelling, handling, burned bodies/parts for extended periods of several 

hours to days 
- accumulation of critical/emergency incidents experienced/worked over time 

 
Dangerous situations 

- nearly losing one’s life or experiencing an imminent threat of losing one’s life 
- lack of availability of safety equipment for operations and safety at major or 

mass casualty incidents 
- sense of intense responsibility for the safety of workers at emergency incident 

scenes  
- high possibility of structure collapse or large debris falling an causing death or 

injury 
- being the target of gunfire 
- experiencing fire explosions or catastrophes 

 
Identifying personally with aspects of an emergency incident 

- seeing ones self as the person on the incident who experienced tragedy, injury, or 
death 

- imagining the same circumstances or situations that happened at an emergency 
incident will happen to one’s self or to loved ones 

- the person in the emergency incident who experienced tragedy, injury, or death 
reminds one of a loved one 

 
Unable to intervene to change or prevent tragedy, serious injury, or death 

- arriving on the scene incident just short of having the time to able to prevent 
tragedy, serious injury, or death 

- being physically close, but just short of close enough to prevent tragedy, serious 
injury, or death 

- experiencing and/or feeling there is nothing one can do to change the situation of 
the person or persons in distress on an emergency incident 

- feeling helpless during emergency incidents 
 
Suicides 

- emergency incidents where a person has committed suicide 
- fellow public safety workers committing suicide 
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Death or serious injury of fellow public safety workers 
- death or serious injury of fellow public safety workers while working on the 

scene of an emergency incident 
- death or serious injury of fellow public safety workers while on duty (situations 

other than on emergency incidents)  
 
Pediatric emergencies involving death or serious injury  

- emergency incidents involving Sudden Infant Death Syndrome 
- emergency incidents involving abuse, serious illness, or injury to infants, 

children, and/or adolescents 
- emergency incidents involving the death of infants, children, and/or adolescents 

 
Cultural stigma/Double-bind 

-  perceived physical and/or mental weakness is devalued and rejected  
- showing vulnerability or expressing distress is considered weakness, thus public 

safety workers avoid doing so 
- public safety workers experiencing distress are caught between suffering in 

silence while avoiding expression of distress and seeking help, or being rejected 
by the culture if they do express distress and seek help 

 

Traumatizing Elements 

As previously discussed, the nature of public safety work includes exposure to extreme, 

intense environments and situations.  The pace is often fast, especially during emergency 

incidents, and includes shift work schedules that are subject to frequent change.  There is a 

sizeable amount of administrative and emergency incident paperwork to do, and also training and 

drills.  It can be very difficult to get all of this done and respond to emergency incidents on shift, 

and so there is the stress of getting behind in paperwork and administrative task. Over time, this 

can be stressful and overwhelming. Frank reflected: 

So I was so focused on every little thing that I was so stressed out and as a cop 
you have like an hour to maybe, your shift, possibly the next day, to get stuff 
done, where attorneys have months and years. So we had a time crunch. So it was 
like brain overload, to cover every base. It's like playing a baseball game in 30 
minutes - A nine-hour - 3... 9 inning, three hour game or four hour game, in 30 
minutes. It's just super fast. Your brain never really gets to like, pump the brakes. 
You know? It's like accelerating downhill... yeah…Just constantly on guard, a 
hundred miles an hour you know? 100 miles an hour with your hair on fire is 
probably the best way to explain it. 
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Additionally, public safety workers often feel like they have to be on guard all the time, and over 

time this can be stressful as well.  For example, public safety workers, especially law 

enforcement, must be able to see the doorways in and out of the room they are in, so that they 

will be able to see and take action if someone meaning to cause harm comes in.  This is 

especially true in public places. Mike commented: 

It's a lot of pressure to go to a restaurant and not feel that you can... Normal 
people go to a restaurant, they get seated in a booth, they sit down. People like me 
go to a restaurant, get taken to a place where we're going to sit down, but have to 
face the door. You can't have your back to the exit. You have to see who's coming 
toward you, who's walking in. You have to be on guard all the time. And it's 
exhausting. 
 

Mark, giving his perspective from a mental health clinician/emergency responder’s point of 

view, said, “You never wind down, and this causes medical problems.”   

As previously discussed in Chapter 2, critical incidents are emergency incidents that 

contain high intensity and extreme elements that can be traumatizing.  Both single critical 

incidents and the accumulation of critical incidents emerged from the data as major elements of 

stress and trauma.  The interview participants shared with me many war stories of critical 

incidents that were traumatizing for them.  The traumatizing elements that emerged from the data 

from their narratives were sensory and emotional, and so I categorized them accordingly.    

Sensory traumatizing elements included experiences involving the senses of sight, 

hearing, taste, smell, and touch.  Mark talked about how emergency responders see horrific 

things.  He remarked, “Paramedics and EMTs, when they go to accident scenes, they, I mean, 

what they're seeing, what they're visualizing is so horrific at times.”  Visual elements were also 

present in the war story of the “Willie Nelson” emergency incident presented earlier that was 
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told by Carl.  Below is an excerpt from that narrative that conveys what Carl and his crew saw 

when they arrived on the scene: 

We're upstairs and we get dispatched out. We go around the corner; we got a 
vehicle sideways in the road that has no roof. A lady who's leaning outside of the 
car on the passenger side with her head up underneath. And parts and pieces in all 
360°. I remember his head and left shoulder being connected that's the only part 
of... his guts was on the chain-link fence. Just picture it. 
 

Mike describes a critical incident with the visually traumatizing element of watching a man, who 

he could not reach in time to save, jump to commit suicide: 

Well, right before the shooting, a gentleman jumped from a three-story train 
platform. So, had I been 5 feet closer I could've grabbed him. I mean like 
seriously 10 minutes before the shooting…and staring into his face and he's like 
"Fuck, I need help, I don't know how to get out of this. I'm in major pain." Like 
you could see the adrenaline sort of like numbing him out… When he hit the 
ground I was looking at him, he's squirming and trying to get up and keep 
running. His body parts aren't supposed to bend certain ways and protrude from... 
it was just very weird… and then to go hear a loud pop and see somebody laying 
there who's been shot. I remember as a kid riding my bicycle, jumping a couple of 
baby pine trees that were planted way too close and catching a handlebar on one 
of them and hitting the ground from like 6 feet up because I was in the air when I 
hit the pine trees, and just laying there in pain, I can't think of the word that... the 
chemical that goes through your body...Adrenaline. Cover the pain. I know what 
it's like to lie there and feel helpless and you can't move because you're in so 
much pain. So I could see that in his eyes. 
 

Other participants talked about seeing dead bodies and body parts at emergency incidents as 

traumatizing as well.  Carl relayed: 

The gentleman who tried to commit suicide with the double-barreled shotgun 
beneath his chin…Turned his head, reached down and only half of his head was 
blown away. One eye was blown away, his mouth was blown away and he was 
leaning off to the side there and he's got blood pouring out of his mouth. Fuck! 
 

Carl told another war story of a critical incident, and the excerpt below has examples of visually 

traumatizing sensory elements of seeing dead bodies and gore at an auto accident: 

So I went out - they went ahead and got the last of it off, cut the glass off, pulled 
the roof straight up and walked it off to the side there, and in the backseat - what 
was the backseat - partially in the front seat, partially in the backseat, partially in 
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the trunk, were three bodies, all mangled up together, quite a bit of gore. Multiple 
fractures, you can tell that by angulation… 

 
Traumatizing elements of the olfactory sense can include smells of dead bodies, burned bodies, 

excrement and body odor of homeless persons, structure fires, auto fires, grass or forest fires, and 

firearms.  An excerpt from a war story narrative told by Diana has examples of both visual and 

olfactory traumatizing elements: 

In fact, that same night, they did a gunshot residue kit on my hands. Counted my 
bullets and then left me in an evidence locker. My department did this. They left 
me in an evidence locker that was probably 12' x 10'? Like an evidence room with 
lockers and, you know, a dry cabinet with a blood-soaked beach towel that had 
nothing to do with our case. But traumatic stuff in the room, the smell of just 
people’s items. A lot of the triggered smells and things like that, that were, you 
know, just homeless people's items and things...  things that sort of stick with you, 
sort of like when you go on a dead body call. And the stuff stays in your clothes. I 
sat with that, for a long time.  

 
While John was telling me the story of a critical incident, the smell of a gun that was aimed at 

him, plus the gun oil, stood out as an olfactory traumatizing element.  John experienced an 

olfactory recall/flashback as he relayed this part of the narrative: 

and here she comes around the corner and she's got her AR-15 (assault rifle) up 
like that, and she touched me right there (shows me the place on his head). And 
right now I'm smelling the barrel. I'm smelling the oil. 
 
Auditory elements of critical incidents that can be traumatizing include hearing screams, 

gunshots, explosions, smashing, glass shattering, and tires screeching.  Terri told a war story 

where she experienced distress as she was shot at while in her patrol car. This excerpt provides 

an example of an auditory traumatizing element, and also kinesthetic traumatizing elements. 

These elements include experiences related to the sense of touch that are distressing.  Examples 

of kinesthetic traumatizing elements include blood spatter, blood on one’s person and/or 

clothing, feeling a patient’s pulse fading, handling belongings of severely injured or dead 
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persons, handling dead bodies or body parts, and experiencing physical pain or discomfort while 

working on or dealing with an emergency incident. 

Somebody shot at my patrol vehicle while I was in it, and that sound of that rear 
window shattering was the loudest, most deafening sound I've ever heard in my 
life. It was the most deafening sound I've ever heard. I remember being in the car 
and not being able to do anything. Like I knew I needed to get out of...I knew...I 
needed to get out of the area. I could not. And my body was...it felt like, when 
your foot goes to sleep? That tingling was just...felt like somebody was standing 
over me with a pitcher of warm fall-asleep stuff, and just poured it. It was just…I 
could feel it moving down my whole body. I knew I needed to pick up the mic 
and say I was taking shots, but I could not physically move my body. For me, I 
call that the icing on the cake. That was my icing. I had a horrific few months 
leading up to that. But that moment, when that sound... I felt like that sound 
reflected what my brain did. 
 

The sound of the gunshot and the shattering glass on her patrol car were the auditory sensory 

elements of the incident that were traumatizing for her, and the freeze response she experienced 

was the kinesthetic element that was distressing.  As she described, her body became numb and 

she could not move.  Additionally, in her narrative, there is also an example of the effect of 

cumulative critical incidents, and she refers to this incident as “the icing on the cake” for her 

after the horrific months she experienced leading up this incident.  For her, this incident brought 

the onset of PTSD.   

 Another example of kinesthetic traumatizing elements can be found in this excerpt of a 

story told by Carl of a suicide call he worked as a paramedic.  The body structures that are 

normally present when intubating a patient were no longer there because of the gunshot wound: 

So I took a tube. And I tubed him right in his throat. Stuck my hand in inside what 
was the cavity of his upper mouth and throat and side or jaw and there was 
nothing - there was no way to tape it, so I just held onto it all the way to the 
trauma center. 
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Diana tells a war story of a serious gunshot injury that happened to one of her fellow officers, 

and this excerpt gives another example of kinesthetic traumatizing elements.  She feels distress 

as she is in the emergency room holding his bloodied gun belt: 

There was a police officer that got shot six times in the leg and another officer had 
to drive him to the hospital and take off his gun belt and they cut all his clothes 
off and I'm sitting there holding his bloody gun belt in the ER. And I remember 
thinking "This is life. Like that's it. It's just shit and then you fucking die. In a 
shitty way." 

 
 The next elements that emerged from the data include those experienced by the research 

participants as emotionally traumatizing. Many of the war stories told by the research 

participants provide clear examples of these elements.  The following is an excerpt from John’s 

narrative of his service at the Oklahoma City bombing: 

I was...we were there for eight days, and I was, I was a technical rescue specialist 
on the USAR team, and we were there by midnight the night it happened, and I'm 
a HAZMAT geek. So, I, there's two HAZMAT positions on the technical search 
team and I filled one of those spots, and so we had all the listening devices and 
telescopic probes, and all kinds of things like that. I thought there was…I always 
thought that this lady was still alive. There was no way in hell she was alive, still. 
But, I have flashbacks to her face and seeing her trapped under there. She was 
obviously dead, but in my mind, she was still alive. And it caused me to lock up. I 
just...like about freeze, flee, or fight. My story is I freeze. We'd been there a 
couple of days, and everything was just so overwhelming. There was a lot of 
politics being involved; we weren't wanted there by the Oklahoma City Fire 
Department…We knew very well we weren't welcomed, because they wanted to 
take care of their own, all it was – was a body recovery for them. But they, 
they...anything like that you're going to need outside help…and it was our first, 
well actually, our second big deployment of the USAR (Urban Search And 
Rescue) team. I was very frightened that the roof membrane – on the roof, was 
flapping in the wind. And it was knocking stuff down on the lower floors. On like 
the sixth and seventh floor, I forget exactly how tall the building was but I think it 
was seven floors. It was whipping around very hard, knocking stuff out of the 
building that's just torn away completely. The whole face of it is dropped down in 
a pile, and there is a couple of army guys, soldiers who were there, kind of 
assigned in the area we were searching, and the guy says, "What do I do if 
something falls?" and I said, "Run!" and he goes, "I'm not going to get shot! I 
can't run! That's desertion!” He was serious. I go, "Well then just duck down 
underneath one of these slabs here, and hope you don't get hit.” So, things were 
falling. They were yelling, "Heads up!" Later we went and we started working 12-
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hour shifts and I worked the night shift, and one of our first assignments was to 
cut that membrane down. We were out there on the end of safety lines and cutting 
the roofing membrane off, so it wouldn't flap in the wind anymore and cause 
further hazards. So, just out on the – I was the backup person on the line. They 
had the rescue... I was the search specialist and they had the rescue specialist on 
the ends of the line and I just... got overwhelmed and I froze up. The guy who is 
on the end of my line was yelling and screaming at me because I was just – I was 
not engaged. I was just tired. I was overwhelmed. I was tired of all the bullshit, 
politics that was going on. We'd be sent out to start an assignment and then they'd 
stop us. We'd start again and they'd stop. Go back and wait in the booth for a 
couple of hours, and just back-and-forth, back-and-forth, so...Yeah, and I just...I 
froze up, and it was just like...I could see him moving his lips and flailing his 
arms. I assume he was calling me some choice names. I couldn’t hear him. I was 
just like...I just went...I went blank. They got someone to replace me. 
 

There are several emotionally-traumatizing elements in John’s narrative.  He saw the body of a 

lady trapped in the rubble who was dead, but had a belief in his mind that she was alive even 

though he knew in reality she was dead, and still has memories of seeing her face there in the 

rubble where she was trapped.  He and his crew were working at the scene for several days, on 

long shifts, dealing with this stressful emergency incident.  This is an example of repetitive 

exposure.  John explains how, as a result, he becomes tired and overwhelmed, and experiences 

the freeze response.  The threat of danger is present and evident in his description of hanging and 

falling debris, the fear he felt, and the fear expressed by the soldier at the scene about the 

possibility of large pieces of debris falling on them.  John also felt stress over the fact that he and 

his crew were clearly not welcome by the Oklahoma Fire Department.  In my experiences in the 

fire/rescue service, different fire departments usually work together readily on major incidents 

and disasters.  So, it seems unusual that outside fire/rescue agencies were not welcome.  As a 

result of these elements that John identified as traumatizing, he experienced the freeze during 

operations.  As he described above, he could not hear or respond to his coworker, and was 

relieved so he could take a break.  In another story of his service at the Oklahoma City bombing, 
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John describes how he was emotionally traumatized by witnessing a civilian, who was on his 

team, becoming emotionally traumatized: 

One of the building inspectors, who was an engineer, he was on our team. He was 
a civilian, he wasn’t a First Responder, but he was assigned to the USAR (Urban 
Search and Rescue) team, and he was having a rough time with all the dead 
bodies…Well, we saw parts, not bodies. I told...I reported that to our Technical 
Search Manager and so he went up the chain and, anyways, they got it all set up 
for him – for this civilian to go to a de-briefing. It wasn’t what we would call a 
debriefing now. I mean, that was all before the Mitchell model, when they were 
very early on in a lot of things – at least, we never had that, and I think they didn’t 
have a good feel for it in Oklahoma City. But they set up this debriefing process, 
and when he came back from it, he was just a blubbering baby. He’s... “They have 
pictures of the dead babies in there.” and...that’s what he said they had. What they 
had was, pictures that kids in kindergarten, and first, second grade…young, young 
children drew, with crayons and color crayons, showing people falling out of 
buildings – it was kind of like art therapy for them. Well, they put them in the 
debriefing room. And when I... when I heard that, I went “Bing.” I went...I went 
down there. I didn’t go through my chain of command. I went down there, 
and...the next thing I know, I was being debriefed, after I stopped yelling and 
screaming. I was pulled off the team then. 

 
The emotionally-traumatizing elements for John in this narrative include seeing dead bodies and 

parts, and witnessing the civilian USAR team member becoming upset by seeing dead bodies 

and parts, and seeing the children’s drawings of the incident and becoming distressed and tearful.  

This angered John, who went to yell at the debriefers and found himself being debriefed and 

removed from his team and being placed in a logistical support role instead.   

Near loss of one’s life, or situations where one could have easily been killed was another 

emotionally-traumatizing element.  The following is an excerpt from the war story Mike told of 

an incident he was working when he heard a gunshot sound and thought for a moment that he 

might have been shot: 

I'm hearing loudness and what sounded like a firecracker shot. It actually sounded 
like a firecracker because my vision tunneled, my auditory went away and I 
remember taking a really big, deep breath and thinking "Am I shot? Did I get shot 
too?" Touching my chest, and trying to feel for wet, trying to feel for pain, trying 
to see if I breathe in real deep, am I hurting anywhere? Squeezing my legs, 
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flexing my body, trying to see if I'm hurt anywhere, like a self-check. Seriously, 
feeling that that scare of "I'm about to be a dad, I better not be dying tonight." and 
I worked my ass off to get shot and killed on duty, so I'd never see my child. 
Thankfully, I did see my child and I wasn't ultimately shot, but the fear of being 
shot was something that shows up every night. I shouldn't say every night but it 
did for a while and it shows up often. 

 
Mike felt scared, wondering if he had been shot, experienced fear, and thought how he would 

never see his unborn child.  He still remembers this fearful moment often at night.  The next 

excerpt is from a war story that Mark told of an incident where he and his partner were pursuing 

a suspect, and Mark realizes how he could have been killed if the suspect had been alive the 

moment he found him: 

My partner and I were going to serve a felony warrant on a suspect that had 
several felony warrants. Partner got information that the suspect was at a house 
that he was right down the street from. I was about...I was too far out, so he went 
without me. The suspect saw him, he tried to tase him but couldn't. Suspect got in 
his vehicle and tried to run over my partner.  Partner shot, we were told he missed 
and the suspect drove away…we started searching the area. So he's in a certain 
truck and I get to a house where the gate's broken. So I'm searching the area, 
looking for him, I come around the barn, the suspect's there, proned out with a 
rifle in his hands. I come around the corner I see him I back up I wait for cover, 
we come around and, luckily he's dead. My partner did shoot him. Yeah, got the 
shots off…but he could've killed me. I walked around the corner I saw the gun, 
and if he was alive, he had me. He was dead. He was sitting, slumped over…on 
the barn with the rifle in his hand. It was dusk. He luckily had just barely bled out 
by the time I got there. He had barely died…so it was like...I just remember 
feeling like "Oh shit that was lucky."  
 

Mark felt how close he came to being killed by the suspect had the suspect still been alive at the 

moment he came around the corner.   Brushes with death are not uncommon in the line of duty 

for public safety workers, especially for law enforcement officers, and can be traumatizing, and 

this is reflected in the data from this research.    

Another stressful and traumatizing emotional element that emerged from the data included 

emergency incidents involving suicide.  Some war stories that the participants told were about 

suicides they witnessed and were unable to prevent, and some stories were about showing up on 
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the scene of the incident once the person had already committed suicide.  Mike was telling a war 

story, which was previously presented above in the sensory traumatizing elements section, about 

the man who jumped three stories from a train platform to commit suicide.  At the same time, 

there was an emergency incident close by involving a shooting, where his fellow officers were in 

danger from the attack of the shooter.  Endangerment, serious injury, and death of one’s fellow 

emergency responders are also emotionally traumatizing elements present in Mike’s narrative:  

Well, right before the shooting, a gentleman jumped from a three-story train 
platform. So, had I been 5 feet closer I could've grabbed him, I mean, like 
seriously 10 minutes before the shooting. So, I went from watching a person jump 
off a three-story building to a shooting. I've had recurring nightmares of staring 
into the face of the person that got shot, and also the person that jumped and I 
can't help them. I'm not a doctor - there's not a damn thing I can do. I don't know 
how to treat them for a gunshot wound. I don't know how to treat somebody 
whose hip bones are shoved way up under their armpits because they hit the 
ground and dislodged, and we're talking about graphic stuff…yeah…compound 
fractures, and the person looked at me completely helpless - both of them. "Do 
something for me... do something for me." And I can't. They're having the 
incident with officers on the shooting five minutes before the jumper. There's 
about 15 minutes of complete cluster fuck and chaos. Officers in another station 
who are fighting with somebody there trying to take, they're almost getting the 
taser taken from them. Taken from them, and used against them almost. These are 
my brothers! Can't get to them. Can't help the guy I saw jump. Can't get there in 
time to stop the shooting. It's just a constant, exhausting run, and never getting 
there in time. It's like one of those bad movies where the victim can't get away 
from the bad guy… It's stupid, but that's the only way I can explain it. Shit. I'm in 
three wrong places at the wrong time and I can't get to where I need to be, and 
before all this I was en route to go help my partners. So I'm unable to help my 
partners, I'm unable to help this guy from killing himself, and staring into his face, 
and he's like, "Fuck, I need help. I don't know how to get out of this. I'm in major 
pain." Like you could see the adrenaline sort of like numbing him out…When he 
hit the ground I was looking at him, he's squirming and trying to get up and keep 
running. His body parts aren't supposed to bend certain ways and protrude 
from...it was just very weird, and then to go deal with something and hear a loud 
pop and see somebody laying there who's been shot, and I remember as a kid 
riding my bicycle, jumping a couple of baby pine trees that were planted way too 
close and catching a handlebar on one of them and hitting the ground from like 6 
feet up because I was in the air when I hit the pine trees… and just laying there in 
pain, I can't think of the word that... the chemical that goes through your 
body...adrenaline. I know what it's like to lie there, and feel helpless, and you 
can't move because you're in so much pain. So, I could see that in his eyes.  Like, 
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"I'm screwed, this is it. Help me." and I can't do anything for a double lung 
gunshot wound, just stupid sheer luck. Shot through the back, hit through the 
lung, exited the ground and entered the other lung, and lodged in the back, like a 
stupid one in a million shot. No chance of making it. Staring at me like "Help 
me..." What do you do? …and then not being able to get there in time for multiple 
calls, and they change. It's like... There are things I'm like... I never even went to a 
call like that, but your brain creates other preparatory scenarios and it's just a 
punishment I can't get away from, not being able to be a first responder and get 
there in time. Yeah… just kind of there to cleanup. I've never been in that role 
before… But I've gone to train wrecks and stuff before, it's just, I was so close, 
but just so late every time, but just a little bit. It made me wonder if I've done 
something wrong, because we take accountability. It's not anybody else's fault. 
We're the ones in charge of the town or the city where the...It's a responsibility 
thing.  

 
Mike was distressed and traumatized that he could not arrive in time to help his fellow officers 

on the shooting incident, or to save the lives of the jumper and the person who was fatally shot.  

He was also distressed that he could not do anything to help the jumper or the person who had 

been shot.  When seeing the jumper and how he was in pain, a memory was triggered at that 

moment about time in childhood where he had an accident on his bicycle and was in pain 

himself, but unable to move. Additionally, he expressed that he has had other critical incidents 

where he felt like he was just short of arriving in time to prevent injury or death, it felt like a 

punishment for him to be a first responder, but not being able to save those people. 

Diana told a war story of a critical incident she worked where a woman had committed 

suicide by jumping out of her apartment, which was in a high-rise building.   Examples of 

emotionally traumatizing elements related to the suicide, including the fact that this was a 

suicide, are present in her narrative of the incident: 

This 51–year-old Chinese woman jumped out of a high-rise in Chinatown and 
committed suicide, and I was one of the main officers that responded to the scene 
- there were three of us - and we all responded together, but I took the call, and I 
wrote the main report and I sat in her apartment. She jumped out of the high-rise 
on to the rooftop garden of the second story rooftop. So it was like, it was one of 
these condos that had the first story and the second-story were like the lobby and 
shopping area, and then the condos went around it and above… and so there was a 
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rooftop garden on the first two floors, and she jumped out of the 16th floor and 
landed on this rooftop garden… and so I really personalized this call, because I 
had to sit in her apartment, her condo for three hours by myself. While the 
coroner was collecting her body, and while her boyfriend was being questioned 
by another officer, and everyone was doing all these different things for whatever 
reason, I was the one stuck holding the crime scene, because at this point we 
weren't sure if she actually jumped, or if he pushed her out. So I had to hold the 
crime scene and I sat there in her condo by myself for three hours. Picturing her 
and imagining how this... how the night went, how it even led up to this and I got 
scared and I felt alone and I felt sad and like I was scared, and it was crazy 
because I've never been scared like that at work. But, I totally personalized this 
call, and then I thought about... and when I found that she did commit suicide and 
I read her note and she was this nurse, that saved 75 grand and she gave her mom 
25 and her sister 50 and she wrote it on her suicide note and she put them in 
CDs… and accounts at the bank and she said the CD is for my mom this is for my 
sister, and I thought, "Fuck, for this successful woman, to just feel this empty and 
commit suicide." Like, I personalized it and I thought, "How is this much 
different from my life? Because, this is what I'm going to grow up to be, which is 
so depressed and alone, but quote unquote successful with money in the bank and 
a career. But, no meaning to my life." And that's what it was like, that call, I really 
tied myself to and I didn't know this woman I never met her before in my life, and 
but I totally personalized it and that's what - like it held this impact on me for 
years…and I remember that day, I was in the locker room changing and I had 
tears in my eyes and I was scared, and I was scared to be alone in this locker room 
and I thought, "Why am I scared in this locker room?" and I left work that day 
and I didn't want to go home to my empty house by myself, and I called my dad 
and I asked him if I could come home and stay with him and my mom, and he's 
like, "Of course you can come home." and I said "Can I sleep there for a while?" 
and he's like, "Yeah of course. Why do you have to sleep here?" Because I don't 
want to be by myself at home… and I was like 21 or 22. (Crying) I don't know 
how I... like how I got to this point, started to just feel bad about things that 
weren't supposed to matter to me. I had watched - at that point I had seen so many 
drug dealers die that I was like, "I don't care if people die. It doesn't bother me." 
But they just didn't bother me when they died - but to see this - I don't know - this 
woman who did everything she was supposed to do in life and then kill herself, I 
didn't know how to deal with it, and I was so depressed at that point that I said, 
"Fuck! This is where I'm headed."  

 
Personally identifying with people, places, and things in an emergency incident is an emotionally 

traumatizing element.  Diana was distressed and feeling fear and sadness about how this woman 

was successful in her career and doing all the right things in life, and still felt depressed enough 

to kill herself.  She was distressed at being alone with the dead body of the woman in the 
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apartment.  She identified with the woman, feeling afraid that she is doing all the right things in 

life, is successful in her career, but will still end up being depressed and kill herself just like this 

woman.  Diana became tearful as she expressed all of this.  The impact of the emotionally-

traumatizing elements of this incident, as she said, stayed with her for years. 

Terri also told a war story of a suicide call that was emotionally traumatizing for her.  The 

traumatizing elements for her were that it was a suicide, and also that she was so close, but 

unable to prevent it: 

Suicide for me is a huge trigger, because after the baby calls, I went to a call 
where a guy was in a dog run and his wife was peering out the window, and he 
had left her a note saying, "Don't come out. Just call the police." And he's so, I 
mean, so close but so far from me and he just pulls the trigger… Yeah… I mean I 
saw his eyeball leave his head and just hit the ground in front of me, and there 
was nothing I could do. 

 
Being in close proximity but not in time to prevent a suicide was also a traumatizing emotional 

element for Mike in his story of the man who committed suicide, which was previously 

presented above.  A traumatizing element that is related is feeling helpless at during emergency 

incident.  Public safety workers desire to be active and helpful to their coworkers and to citizens 

in emergency situations, and become distressed when they cannot intervene or change something 

dangerous or tragic that is happening.  The following is another excerpt from Terri’s previous 

war story where a shooter had shot at her in her cruiser and shattered the window.  She had been 

injured, and a fellow officer took her over to the firefighter/EMTs on the scene for treatment.  

She wanted to go back into the incident to help her fellow officers who were in danger, but was 

not allowed to do so because of her injuries.  This provides an example of feeling helpless during 

an emergency incident: 

I was bleeding from my neck, and I remember the first guy on scene grabbing me 
and just dragging me up and out of the way, and then telling me - handing me 
over to the fire people – saying, "Keep her here." And I took my shirt off… I took 
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my uniform shirt off because it had glass that went down into the back of my shirt 
and was in my vest, and so it was cutting my back and aggravating me - my skin. 
So I ripped off my shirt, and I ripped off my vest, and I shook out my T-shirt, and 
I put my vest back on and I'm going back down there, and they wouldn't let me. 
So it was "I got to get down there! I got to help!" So I was helpless. I felt helpless 
- I'm not gonna let them fight my battle. Just the sound of everybody - it was like 
the whole world was coming. You know - to right there. 

 
Terri’s story also has another example of the cohesive, family-like bonds in public safety-worker 

culture.  She wanted to go where her fellow officers were and help them.  When she said the 

whole world was coming, she was referring to the massive response that occurs when a public 

safety worker is in serious danger.  Numerous emergency response units will come to the scene 

of the incident at full speed with lights and sirens going, as fast as they possibly can.  I have 

witnessed and experienced this as well.  I have responded to calls where an emergency responder 

is in distress and seen what looks like a sea of blue and red lights and heard the cacophony of 

numerous sirens on the road to those incidents.  The level of concern, anxiety, and adrenalin is 

high for us when we are on the way to an incident where a fellow emergency responder is in 

distress. 

As for the experience of feeling helpless, the incident that stands out most for me as an 

EMT as most distressing was at Ground Zero at The Pentagon during the 9/11 incident.  When 

my crew and I arrived on the scene, I remember one of the first places we went was the massive 

hole in the side of the Pentagon where the plane had gone in.  We all just stood there for a 

moment, silent and still.  I felt really small because this catastrophe was so huge and at that point 

there were no more people to save.  Operations had switched to body recovery by the time we 

were deployed.  I felt helpless because there was nothing I could do to change the terrible 

situation other than assist with the body recovery operations.   



142 

 Jake told a war story of a suicide attempt emergency incident where he could have easily 

lost his own life, and fully realized this afterward: 

It was a 17-year-old kid who had a breakup with his girlfriend, and he was a 
cutter… because I remember seeing the constant cuts and scars. Had his shirt off, 
Caucasian, 17-year-old, parked his vehicle by the base of the span bridge and he 
was out there… and so at that point I was a negotiator, so I went out and it was 
myself, a sergeant, and I can't remember the third guy. But anyway, we kinda got 
together and, "All right this is what we're going to do. OK, Jake, I want you to 
engage in negotiations. What I'm gonna do is..." Basically the idea was for me to 
talk to the guy and they were going to tase him and grab him off. So I did. But, 
the thing is I asked him I said "Look I just... can I talk? Can I talk to you? I'm not 
gonna fucking grab you, I'm not gonna do anything, I'm just gonna fucking talk to 
you. OK?" He cut his wrist, so he was bleeding profusely and no shirt. He was out 
on a little maintenance platform outside of the bridge, off on the side, and I 
jumped over the railing, not knowing what was over there and it was only about a 
2 1/2 wide little... little thing, and nothing. Nothing. It's all the way down to the 
water… and I didn't think about it until after I jumped over that, and I'm talking to 
him and I'm so focused on him, and we tased him, got him off. I hop back over 
and I remember the rest of the day, and I kept going back over the bridge and I 
would park and get out at that spot, and it really impacted me, because I thought, 
"Holy shit, what the fuck were you doing? Why the fuck would you jump over? If 
this kid wants to die, I mean, you can't save them." But it was me jumping over 
that ledge, and that was one of those pivotal points where I kept thinking about 
the situation afterwards. Most times I didn’t. I remember thinking about that and I 
really got a chill thinking that I could have that night, actually was in the morning, 
that morning, my kids could've lost their dad because I fell over… or what if that 
kid just grabbed me and said "Fuck it, we're both going." There was nothing.  
Literally if the wind blew, I could've fallen right over. That's what really scared 
the shit out of me. I said, "Jake, you know better." But I wasn't thinking, I was in 
react mode and I wanted to save this 17-year-old… 2 1/2 feet… it's the… It's just 
like a rim for the bridge. It's not meant for anything, it's just a rim… and another 
thing is that because it was early morning, there was a light fog, moisture in the 
air, and this is a brand-new bridge and so you know how they painted it right? It's 
impervious. It's like, slick, and all that shit came up and it was just like, "Oh my 
God!" But it was after the fact that I got...that chill… when I actually processed it.  

 
Jake was focused on saving the suicidal young man so much that he reacted without noticing 

how precarious that small rim of the bridge was, and how slick it was with the morning mist.  

When he realized the precariousness of it and how easily he could have fallen off the rim and lost 

his life, he was distressed, and returned several times to the scene to look at that rim.  Realizing 
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how close he came to losing his life on this incident, plus the youth nearly committing suicide, 

was traumatizing for him.   

Another emotionally-traumatizing element that emerged from the data includes the death of 

a fellow public safety worker, whether in the line of duty or by committing suicide.  Death in the 

line of duty can include losing one’s life while working at emergency incidents such as fires, 

accidents, assaults, and shootings.  This also includes losing one’s life while responding to the 

scene of an emergency incident in fire and ems apparatus, police cruises or motorcycles, and 

medevac helicopters.  John explains how it is emotionally painful and distressing when fellow 

public safety workers die in the line of duty. He also remarks that it hurts to watch citizens die 

and their family members get upset: 

But, when it comes to Public Safety work, whether you're a police officer or an 
EMT, a firefighter… you watch your coworkers die. You watch citizens, that you 
don't know, that are strangers, that you have nothing to do with, they have nothing 
to do with you, and you watch them die, or get hurt, or a family member be upset 
about a loved one that died, and it hurts! And yeah, I feel like Public Safety work 
is really painful sometimes. Like it's emotionally painful.  

 
John expressed how because of watching coworkers and citizens die, public safety work is 

painful sometimes.  I have experienced numerous emergency incidents as an EMT where citizens 

lose their lives and family members become upset.  I know for me and for my crewmembers, this 

is indeed painful.  For example, I have had at least two calls where a father had stopped 

breathing, we are preparing to start resuscitation, and the children are begging me to save their 

daddy.  Unfortunately, those fathers could not be saved despite best efforts.  I will never forget 

the faces and voices of those children. 

Jake shared about a fellow police officer that was a friend of his who committed suicide: 

…this one officer committed suicide, and he was a SWAT dude and a range 
instructor and he was just bad ass… and so fucking funny and so awesome, and 
he liked to drink, and we all drank with him and we all had fun and he loved to 
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drink. Well, he was an alcoholic and he committed suicide. He shot himself and 
he killed himself. 
 

Diana’s narrative also contains an example of alcohol consumption as a cultural element in 

public safety work.  Alcohol consumption that leads to alcohol abuse and addiction in public 

safety workers is also an element present in her narrative. Suicide of a public safety coworker 

was a present element at both of the EMS symposiums I attended.  Some of the workshops I 

attended had suicide in fire and EMS emergency responders as topics.  I was glad to see this 

issue starting to be addressed.  I lost a crewmember, who was a firefighter/paramedic and a 

friend, to suicide.  He took his life when he was supposed to be on duty with the rest of us.  He 

did not leave a note.  We debriefed together, informally, as a crew.  None of us saw any signs 

and he did not let on to any of us that he was in distress.  We felt sad and frustrated.  I remember 

standing at the gravesite, in formation, saluting and shivering in the cold autumn rain as his 

casket was carried past.  This was a terrible and distressing loss. 

 Diana told a story about four police officer coworkers, who were friends, were killed in 

the line of duty during an emergency incident.  She tearfully expresses how distressed she was at 

their line of duty deaths.  This is an example of how death of public safety coworkers in the line 

of duty is an emotionally traumatizing element: 

So, I was always religious, and then our four officers died and I remember calling 
my dad and saying, "Dad what do I do? How do I deal with this?" And he told me 
to go to church and pray, and I did… and I was raised Catholic and I was 
Catholic. I went to church, and I prayed, I prayed the rosary every day. (Crying). I 
was 21 and it was the summertime, so our officers died on March 21, 2009. So, 
that summer I was home every day and I was in this bad funk, and I prayed every 
day. There were times where I'd even pray and talk to these officers and tell them 
that I miss them, and that I'm sorry, and that, like, I hope they're happy and I hope 
they're OK and I just feel bad for their families… because they were all dads. One 
of them was not a dad, he was a great family guy. 
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Line of duty deaths in fire and EMS that emerged from the data included incidents where 

firefighters lost their lives while fighting fires and EMTs losing their lives because of vehicular 

accidents while responding to emergency incident scenes.  Emergency responders are aware that 

dying in the line of duty is a major possibility.  Many think about that daily.  Diana reflected: 

The things that impact me the most are personal, and those things are like, when I 
think about these officers that died for example, I think about my dad, and I think 
about my brother, and my mom, and my sister. I think about my family, and I 
think, "Fuck, how would they feel if this happened? Or how would I feel if this 
happened to one of them?" 

 
Frank also talked about the reality of the high possibility of losing his life in the line of duty and 

the impact that would have on his family.  It was a thought he had each time he prepared to go on 

duty: 

It was never knowing if I was going to come home at the end of my shift. I didn't 
know that day when I put my duty belt on, if that was the last time I was going to 
kiss my kids goodbye. You know, that was it. What other job do you have besides 
military going on deployment, that you... you can say you know there's a chance 
that I might not be back from work? 

 
 Emergency incidents involving serious injury or death of children and adolescents 

emerged from the data as another emotionally traumatizing element for public safety workers.  

One reason for this, which emerged from the data, is that experiencing these types of emergency 

incidents makes public safety workers worry and think about how the death and serious injury 

they witness on duty could happen to their own children, or the children in their families.  A 

frequent type of pediatric emergency incident that emergency responders face is Sudden Infant 

Death Syndrome (SIDS), where otherwise healthy infants die while sleeping in their cribs.  Frank 

discussed how he had 25 SIDS emergency incidents in his career, and how this was distressing 

for him.  The incident that stands out in his memory the most is one where the ambulance was 

incapacitated, so he continued assisting with CPR as the ambulance crew drove his cruiser.  
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Many police cruisers have a shotgun mounted in the center area between the driver and 

passenger seats in the front.  Frank was holding on to that to keep his balance as he assisted.  He 

was using dark humor when he referred to this incident, which stood out among the SIDS 

incidents, as his favorite: 

I counted over 25 of them in my career…SIDS babies. That's a lot. My favorite 
one? I mean you've got a range of them. They're all sad, they're all horrible, but 
my favorite one, because it's totally different, is I was sitting in the front seat of a 
police car hanging with one hand on the shotgun to keep my balance, holding the 
head right here (shows me with his hands) doing compressions to the hospital 
because the ambulance had had a flat tire.  

 
Terri also talked about how emergency incidents involving infants were distressing and 

traumatizing.  She also explains that how the cumulative effect of these incidents were part of 

her trauma, and refers to these as the cake layers: 

Like, if I hear about something involving a baby... because that was two of my 
leading up to my icing on my cake. It was the cake layers. I had a couple of 
traumatic baby calls, one involving a 3-year-old that died, and one was a 10-
month-old at a daycare center that I was performing CPR on and died.  
 

The death or suicide of adolescent is another emotionally traumatizing element for public safety 

workers. Carl expressed how he was distressed by an emergency incident where a female 

adolescent had committed suicide.  She had come home and told her mother she was pregnant, 

and her mother reacted in anger, and so the adolescent went into the master bedroom and shot 

herself to death with her father’s gun.  This incident stuck out for Carl.  He expressed how 

experienced sadness and anger: 

What she did is she went into the master bedroom to get her father's service 
revolver, because he was a cop…  and that just stuck in my craw. The trauma was 
sad... my anger came up. 
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John talked about distressing emergency incidents that involved the suicide of an adolescent and 

the death of an infant, and this provides another example how emergency incidents involving the 

death of children and adolescents is an emotionally traumatizing element: 

There’s two kid calls... three kid calls that stand out in my mind, that I can think 
of, and one of them I didn’t even remember until I came here. It just kind of came 
to light, about a 13-year-old kid who shot himself in the head. Uh, just... you 
know, worrying about the same thing happening to my kids, and not being able to 
protect them. The 18-month-old kid who drowned in the bathtub… Mother was 
hearing impaired, and she was on her TDY telephone. Trying to get her car 
fixed… 18 years... she was a kid herself, 18 or 19 years old. Deaf... couldn’t 
communicate to us really, what was happening. She put the baby... she started the 
bath water going for the baby... and the baby climbed up to the tub and fell in… 
and the mother was busy, trying... on the phone, trying to get her car fixed. 
 

Mike told a war story of a call where attempts to resuscitate and infant were tried, and 

unfortunately did not succeed.  The infant was pronounced dead at the hospital, and he had to 

take the infant’s body from the mother.  In the excerpt below, he describes the experience, and 

the distress he felt: 

I had to actually take the baby from the mother's arms, to give to the hospital to 
take to their... because they have their own coroner thing. Because the mom didn't 
want to let go of the baby, I had to actually physically take the baby from the 
mom. I felt like shit. Yeah… Felt horrible… I felt guilty for taking the baby from 
the mom. Like, you know I didn't want to do that, but I had to. I had another call I 
had to go on. I can't stay there. So… I can't let the baby leave my sight, and I just 
felt hopeless, because there's nothing you can do. 
 

Mike expressed how distressing it was that he had to take the deceased baby from the mother and 

there was nothing he could do to ease this tragedy.  This is also another example of how feeling 

hopeless and helpless in the face of tragic incidents are traumatizing elements for emergency 

responders.   

 One of the worst pediatric emergency incidents I worked with my crew involved the 

drowning of a male adolescent in a local lake that was a reservoir.  I was the lead EMT on that 

call.  I thought that I was going to get down to the water with my crew, see the boy at the water 
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surface, pull him out, and resuscitate him.  Unfortunately, when we arrived at the water, he was 

nowhere to be seen.  On the opposite bank, his two friends frantically pointed at the place in the 

water where he had gone under.  The water was at least 45 feet deep there, and visibility of the 

water was poor.  We entered the water and did our best to find him, but we could not.  Divers 

were needed, and by the time the police emergency divers arrived, it was too late.  Rescue 

operations became body recovery operations.  We waited on the bank for the divers to find and 

bring us the boy’s body.  Somehow, the boy’s father got through the police line and came down 

the bank, just as the divers surfaced with his son’s body.  His father saw them surface, saw the 

face of his deceased son, and bent over.  I will never forget this moment.  His father bent over, 

and no sound came out of him.  What I did hear was the sound of his big tears hitting the dirt, 

like the first large rain drops of a thunderstorm.  My crew and I felt very sad.  There was nothing 

we could do to change this tragic loss.    

 Other incidents involving children and adolescents that are distressing are those where 

children or teens are present at the death or serious injury of a loved one.  In situations like these, 

emergency responders witness children or teens screaming, crying, or staring.  Since emergency 

responders are particularly sensitive to children and teens, this can be a traumatizing element.  I 

have worked several emergency incidents where I have experienced distressed children and 

teens.  On one occasion, I arrived with my crew on the scene of a stoppage of breathing incident.  

When I opened the front door, I was met by a little girl in pink pajamas, holding her stuffed 

animal, and begging me to please save her daddy.  He had experienced a massive heart attack in 

his sleep, and despite best efforts, we were unable to save him.  On another occasion, my crew 

and I were doing CPR on an adult male who had a heart attack in his bathroom.  As we were 

carrying him out the door to the ambulance, his little son and daughter tugged my sleeve and 
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begged that we please save their daddy.  Unfortunately, we were not able to save him, either.  In 

both cases, I told the children we would do our very best.  I felt sad for a long time about the 

children in those two emergency incidents.  It is truly a helpless feeling when we as emergency 

responders make our best efforts but cannot save loved ones of children and teens. 

 Multi-casualty emergency incidents are high stress events such as disasters, multi-vehicle 

accidents, train wrecks, fires, and airplane crashes that include many injured, trapped, or 

deceased people.  These incidents can be emotionally traumatizing for public safety workers due 

to the large numbers of injured, distressed, and deceased people and the amount of gore.  John’s 

war story of his service at the Oklahoma City bombing, which was previously included at the 

beginning of this emotionally traumatizing elements section, is an example of a multi-casualty 

incident.  Mike gave examples of multi-casualty incidents that were traumatizing for him.  He 

had many roles as a law enforcement officer, and so responded to a variety of mass casualty 

incidents.  What was distressing for him was the number of people impacted by these incidents: 

I had BART trains - commuter trains - running on the side of tow trucks. I've had 
a shooting at the Alameda County Fairgrounds, there were 9,000 people who 
stampeded over a fence. I responded to other things like jumpers. You know, I 
was a crime scene investigator, hostage negotiator, crisis intervention officer, and 
tactical team officer. So, I had a lot of responsibilities and just being thorough was 
my main focus. Like, I responded to a train wreck that was pretty bad. 
 

The 9/11 terrorist attacks were mass-casualty incidents as well.  When I served with my crew at 

Pentagon Ground Zero, the sheer magnitude of the destruction and loss of life was appalling.  I 

remember when I first arrived on the scene with my crew.  It was the evening of September 12, 

2016.  We had been deployed to help with the body recovery operations.  My crew and I stood at 

the mouth of where the plane crashed into the side of the Pentagon.  The fires were out, but the 

impact area on the building was still smoldering.  We were silent as we stood there, beholding 

that hole in the Pentagon.  The feeling I experienced is difficult to describe.  It was so hard to 
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comprehend and process the amount of death and destruction as well as the degree of violence 

that went into it, and these elements were emotionally traumatizing. 

 Another emotionally-traumatizing element includes working on emergency incidents 

involving persons injured or deceased that are known to the public safety worker, such as 

relatives, friends, or coworkers. Public safety workers tend to be very protective of those they 

care about, and so witnessing the incidents and resulting injury or death of these persons can be 

traumatizing due to the emotional attachment and relationship connection.  A clear example can 

be found in this excerpt from a war story that Carl shared, where he recognized one of the 

deceased persons during operations at the scene of a multi-vehicle accident: 

In the backseat - what was the backseat - partially in the front seat, partially in the 
backseat, partially in the trunk, were three bodies, all mangled up together, and 
one of them was the son of the division chief.  The division chief is on a different 
shift so it wasn't like he was going to be there. He was a friend of mine… So, I 
cleaned it up, got the car opened up… The younger guys who did not really know 
much… finished the extrication and helped the coroner get the bodies out, and 
then the assistant chief showed up and he said, “Tell me tell me they made a 
mistake.” I said, “No sir. That's sad.” The boy’s father was really a good friend of 
mine, and we spent quite a bit of time together… on various other calls; in long-
term structurals, heavy rescues, and what not, and that night ended our 
friendship, because I made the statement to somebody in my second guessing… 
What if I had not stopped the extrication? What if? I pulled away the second set of 
jaws? What if that was the actions killed him? He heard it out of context, he heard 
it away, he heard it from somebody wasn't even at the firehouse when I said it. 
But the way that person told him, he took that as I did stop it too quick and I 
removed guys out of there that could've saved his son… and this is not the first 
time I've told the story, nor is it the first time I've been able to tell the story 
without falling apart. I'm upset but I'm not falling apart. 
 

Carl was distressed to discover that one of the deceased young persons in the vehicle was the son 

of the division fire chief, who was a friend of his.  In his distress, Carl second guessed his actions 

on the scene, even though he knew he and his crew did everything possible to save the young 

man’s life as well as those of the others who perished in the accident.  What was more 

distressing, because a coworker told that chief about Carl’s second guessing, the chief thinking 



151 

that Carl might have made a mistake and his son could have been saved, ended their friendship.  

Carl expressed how he used to “fall apart” while telling this war story, and although he does not 

fall apart anymore, he still feels upset while telling it.   

 A few years ago, I remember that an ambulance crew from one of the local fire/rescue 

stations where I volunteer responded to an auto accident with injuries and fatalities.  I knew the 

members of the crew, I have responded to emergency incidents with them several times.  

Unfortunately, in one of the vehicles involved in this accident were injured and deceased persons 

related to one of the EMTs.  All of the crewmembers knew these relatives of this EMT as well.  

Despite the emotional distress they felt, the crew was able to do their job of trying to save the 

family members in the vehicle.  Unfortunately, those deceased could not be resuscitated.  This 

was emotionally traumatizing for each crewmember, especially the one was related to those 

injured and deceased in that accident. 

 The most emotionally-traumatizing element that emerged from the data was a cultural 

double bind related to the value of toughness as well as the hero image.  Public safety workers 

are expected to be physically and mentally tough, and so any show of weakness is unacceptable.  

Showing emotional distress is considered weakness, and so rejected by cultural peers.  The 

resulting double bind includes feeling emotional distress, but not expressing it so as not to be 

rejected by one’s peers, and as distress builds and intensifies, not feeling able to bear the pain.  

As previously discussed in Chapter 2, and in the section of this chapter on the cultural value of 

toughness/hero perception, this dangerous cultural double bind is a contributing factor to suicide 

in the public safety-worker culture-sharing group.  Mark, who is a clinician as well as emergency 

responder commented: 

Fear of being taken off the street reinforces avoiding treatment for stress 
reactions, first responders can’t afford to admit they need help.  Constant 
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exposure to the negative and severe aspects of critical incidents exacerbate stress 
reactions, and bring on PTSD. 
 
Mike described his experience of struggling with distress and how his supervisor 

responded, and how he saw this as the police culture in general: 

I was struggling. I was starting to cry a lot, fearing just going to work. I forced 
myself to walk in the door and get dressed. I would talk to my sergeant and say, 
"I'm struggling. I need help." and, it’s just a culture of, "Suck it up!” They don't 
want to admit that there's a problem. 

 
Terri expressed her experience of this cultural stigma/double bind regarding expressing 

vulnerability or distress as not having permission to be human: 

I like to say that I've spent 20 years of my life not being allowed to be human. I 
look at it now, and it's been hell.  

 
Frank’s comments reflect his perspective as a therapist and emergency responder on the cultural 

perspective that admitting distress is looked upon as not being competent to do one’s job as a 

public safety worker: 

What it comes down to is you're traumatized by something, by an event or 
events, and you're human, and you're dealing with it, and you're dealing with 
yourself, and your fears, and your insecurities, or your pain. I would say I think a 
lot of people that have the things or a story that they don't want to talk about. But, 
I do think that with public safety workers it is more reinforced and taught that you 
don't open up. You don't talk about your feelings. You don't. It's your job, you're 
supposed to deal with it, and if you can't deal with it, then you're failing and you 
shouldn't do it anymore. 
 

Some public safety workers reach a point with their distress that they do seek a therapist.  

However, they keep the fact they’re in therapy hidden. John expressed that he did seek therapy 

for his distress, but kept it secret, and felt ashamed: 

I went to see a psychologist for a while. But I really never went out and disclosed 
it, because it was always this... this...sense of shame that I was weak... People 
want to paint an S on your chest, you know? They think you're Superman, when 
in fact, you're a human being and your fragile just like everybody else.  
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John also talks about the hero perspective and expectation, and how public safety workers are 

human beings, too.  His comments are a good example of the cultural stigma/double-bind 

regarding showing distress or vulnerability.   

 Jake commented on how he experienced the cultural stigma/double-bind, expressing how 

difficult it was to ask for and except help for his PTSD: 

So I guess that's been the most difficult thing was to just swallow my pride on 
different things, and accepting what things are, and also accepting help or asking 
for help... and I need help with a lot. But, I just… I'm not used to... It's like with 
work, you don't talk about your feelings because you'll be a pussy. And I didn't 
want to be a pussy. I wanted to man up. 

 
Jake’s comments reflect how public safety workers avoid expressing their feelings because doing 

so often results in disapproval and ultimately rejection from one’s peers.  All of the above 

examples show how salient the cultural stigma/double-bind regarding showing vulnerability and 

expressing distress is in the public safety culture, and the impact that it has on public safety 

workers.  The data in this research show that this is the top obstacle to public safety workers 

reaching out for help when in distress. 

Coping Strategies 

Public safety workers, individually and as a group, have a set of coping mechanisms 

(e.g., see Table 3) for dealing with stress and traumatizing incidents.   

 

 

 

 

Table 3 

Coping Strategies  



154 

Compartmentalization: 
- keeping traumatizing experiences suppressed within the consciousness in a way 

that allows one to avoid focusing on them and to keep this material separate from 
aspects of daily life and relationships outside of public safety work 

 
Dark humor/Gallows humor:   

- Dark/Gallows humor about aspects of calls that contain trauma, the grotesque, or 
tragedy 

 
Alcohol consumption:   

- Drinking alone after stressful shift or critical incident 
- Drinking with a group of peers after stressful shifts or critical incidents 

 
Spirituality:   

- praying to one’s divinity/higher power  
- thinking of how the deceased went to a happy and peaceful place  
- regular church or temple attendance  

 
Routines:   

- usual fire/rescue duty shifts  
- engaging in regular training activities  
- administrative tasks  
- equipment cleaning and maintenance tasks 

 

While working at the scenes of highly-stressful emergency incidents, public safety workers get 

into a type of zone or mental state where we feel like no matter what, we will be able to do our 

jobs to bring order to the chaos of emergencies and disasters, render aid, and protect the lives and 

property.  This mental state includes walling off emotions and staying intensely focused on what 

needs to be done, and getting the job done as quickly as possible.  Jake described this state of 

mind as an attack mode: 

I get scared, but I quickly get into a super defensive mode, like an attack 
mode. Because, we answer calls and we don't go, "Oh my gosh, I'm so scared. I 
don't know if I want to go to that call." That's not an option when you're a first 
responder. 
 
Compartmentalization emerged from the data as a major coping mechanism.  As 

previously discussed, mental and physical toughness are a major cultural value and expectation, 
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and expression of distress is thus devalued and rejected.  Veteran public safety workers advise 

rookies to let the tragic and gory emergency incidents roll off their backs, or as previously 

described, they are told to suck it up.  In order to cope with the distress of traumatizing incidents, 

public safety workers learn to suppress these into containers, or compartments, within their 

consciousness.  This coping mechanism allows public safety workers to avoid focusing on the 

tragedy and gore in their own mind as well as keep it separate from their personal lives and 

relationships. Mark, from his perspective as a clinician as well as emergency responder, 

explained: 

We compartmentalize things. When I first started, a sergeant once told me, "Do 
you wear your uniform into work every night when you leave your house?" And 
he's like, "Why do you do that?" "Well it saves me time. If I'm running a little 
late, I'm already dressed and ready to go to work." And he says "Okay. So, when 
you leave work, and you go home, you have your uniform on right? Aren't you 
bringing your work home with you?" He actually got me to the point where I 
would just leave my uniform in my locker. I'd wear civilian clothes to the station, 
so I was a civilian when I went to work, and when I left work at night, I was a 
civilian and I left my work in my locker. I was compartmentalizing all the crap 
that I had to deal with on a daily basis, and trying to keep it separate from my 
family. 
 

Compartmentalizing can be an effective coping mechanism (Regehr & Bober, 2005). However, 

over time, when the content in the compartments are not processed or emptied, public safety 

workers can experience an overflow of the suppressed traumatizing material and become 

overwhelmed.  Mike described how he used compartmentalization as a coping mechanism, and 

how over time he could no longer contain the traumatizing content. For Mark, as for many public 

safety workers, this was part of the onset of PTSD: 

As cops, or first responders: firefighters, medics, we put things in boxes. It's either 
a compound fracture or it's not. It's either a rollover or not. It's either, you know, a 
misdemeanor warrant or not. A felony warrant or not. We put things in boxes and 
I just couldn't find boxes for my things anymore… my stuff, my shit, was all 
over... I couldn't put it in a box. I didn't know how to deal with these new items of 
posttraumatic stress. I didn't have a box for them. I didn't even know if there was 
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a box for them or if it did go in a box at all. I couldn't compartmentalize where 
things went…   
 

As previously discussed in the Cultural Characteristics section of this chapter, humor is a 

considerable part of daily life for public safety workers and is a major coping mechanism.  Dark 

or gallows humor is used to diffuse the stress and distress from critical emergency incidents.  

Use of humor is often combined with off duty group alcohol consumption gatherings.  Alcohol 

consumption is another important coping mechanism in the public safety-worker culture.  After a 

shift with distressing emergency incidents, groups of public safety workers will meet, often at a 

restaurant, pub, or a designated spot, to drink, talk, and laugh as a type of informal debriefing.  

The law enforcement term for this is “choir practice.”  This diffusing and debriefing does not 

include expression of fear, horror, or grief reactions.  Rather, the group will tell the war stories in 

a matter of fact way, insert humor, laugh hysterically, and continue consuming alcohol for 

comfort.  Jake explained this well: 

I would get off of shift… my supervisor was the one that would set up choir 
practice across the street in a park, and he had a mobile home thing. You know, 
one of those camper shells. So, he'd have that parked over there. He'd already 
made a beer run, and that was what we did every single night. Every shift. Go 
over to the park after work. Usually from 7... 7 to 8 of us, and we would basically 
have a debriefing, with alcohol, about any shit that happened that day. But not a 
formal debriefing not like it was "Okay, let's be serious." It was shit talking 
basically.  But that's how we debrief - it was laughing at the horrible shit that 
happened to people that day. Making light or fun as a coping skill. That's exactly 
what I did. I was a very jovial, happy, funny guy about some really foul horrific 
shit, and that's how I dealt with it.  

 
Diana also commented on her experience of alcohol consumption in the public safety-worker 

culture.  She also refers to drinking as one of the biggest issues in the public safety culture: 

So, I think one of the biggest issues about Public Safety is drinking. And drinking 
is... really it's - it's hard because, there are so many events that are held by the 
union, or the other unions within the department, or the work Christmas parties, or 
the annual barbecue, just whatever, where it's like "Hey there's free alcohol. Hey 
you can drink. Hey we all had a bad incident let's all go to the bar. Hey it's Friday 
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night." Which is actually Monday morning for us, but it's our last shift of the 
week and we get off Monday at 8 AM, so we're going to drink... and it's just so 
encouraged… 

 
Diana was referring to alcohol as a major issue because, as she said, it is encouraged in the 

public safety workers culture as a coping mechanism.  The issue is that drinking becomes a way 

of self-medicating for distress, and public safety workers begin drinking at home or alone as well 

as with the group, and over time the amount of alcohol consumed increases.  Carl talked about 

how drinking became self-medicating for him, and when that happened: 

Looking back… I know that it happened not too long after my incident, because 
that's when I started drinking. It was, the... the incident was in January 2013, and I 
started drinking... I started drinking like a week later, really, and I wasn't really a 
drinker before that. But I, the feelings that I felt were just, I didn't know what to 
do with them, and I had no clue what to do with them, and I just needed 
somewhere to put them, I guess... so I started drinking. 
 

When drinking becomes self-medicating, and the amount of drinking increases, alcohol abuse 

and addiction are often the result. Alcohol and drug abuse and addiction emerged from the data 

as a pertinent issue related to PTSD as most of the participants often self-medicated with alcohol 

to attempt to numb the pain.  John commented on how drinking led to alcoholism for him.  He 

denied it at first, but then later realized he had a problem: 

I figured out that I do have an alcohol problem, and initially I was in denial about 
it. So, I did this thing where for a month, I tried to control my drinking, and I 
would only drink on special occasions and/or when I was in a good mood and/or 
with other people. Not alone. So the rules were you can't drink alone, you can't 
drink when you're sad. And you got to limit the drinks. So I did that for a month. 
And then it was Thanksgiving of 2013 and I thought, "I was in a great mood, I 
was with friends and family and I was having a good time." So I was like "I can 
drink now without a limit, because it's a family occasion, so it's OK." And so I 
drank as much as I could. I got fucked up, and it hurt and I was sick for a week 
after that. I threw up every day for a week after that. And that was the last time 
that I got drunk.  
 

From his perspective as a clinician and emergency responder, Frank explained how illegal drug 

use as well as alcohol consumption is part of the self-medicating problems in public safety 
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workers that lead to addiction.  He commented that abuse of prescription pain medications such 

as Oxycontin is a serious problem among public safety workers who self medicate for distress 

and PTSD: 

There is a high degree of self-medication with alcohol and illegal drug use…So, if 
you're self-medicating, and that self-medication or the continuing of the self-
medication leads into an addiction, you find yourself showing up to work and 
you're intoxicated, or you're under the influence of drugs. You know the biggest 
thing right now, in talking to command staff…it's the people that are coming in to 
work that are doubling up their doses of Oxycontin.  
 
Additional public safety worker coping mechanisms that emerged from the data included 

spiritual practices and focusing on regular work routines.  Spiritual coping mechanisms included 

praying to one’s higher power on duty and off duty, and regular attendance at church, temple, or 

spiritual community ceremonies, services, and gatherings.  Additionally, letting go of the things 

one cannot change, including tragic and gory incidents, and turning these over to one’s higher 

power can be very comforting and relieving.  Regular routines on a public safety work shift 

include administrative tasks such as paperwork related to emergency calls or equipment 

maintenance, updating manuals and log books, and ensuring adequacy and function of equipment 

on emergency response vehicles.  Other regular duty routines include training, which involves 

running scenarios of various possible emergency incidents and learning to use new equipment 

and techniques.  These regular routines are constant and familiar aspects of public safety work, 

and so can facilitate and support a sense of normalcy that is helpful for coping with the work 

related stressors.   

Presented below are the themes and elements (see Tables 4-6) related to experiencing the 

onset of PTSD and the somatic, emotional, and cognitive elements of PTSD that emerged from 

the data. They demonstrate the reactions public safety workers have as a result of exposure to 

traumatizing emergency incidents. 
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Table 4 

Somatic Elements of Posttraumatic Stress 

Difficulty sleeping or resting  
- feeling too anxious to sleep or rest   
- having operations communications radio 24 hours/7 days during operations, even 

while off duty, feeling compelled to stay current with operations constantly 
 
Visceral discomfort   

- loss or increase of appetite 
- guts feeling sick and tight  
- digestive system upset, including vomiting and/or diarrhea 
- feeling short of breath or unable to breathe  

 
Chronic pain  

- experiencing constant moderate pain daily from back or neck injuries sustained 
in the line of duty 

- taking prescription pain medications regularly 
 
Hypervigilance  

- constant monitoring of incident operations radio communications, television 
news updates 

- constant need to be ready to go at any minute for urgent needs or emergencies 
where equipment is needed  

- inability to relax, even when exhausted 
 
Heightened or exaggerated startle response 

- startling easily at sudden loud noises  
- feeling “jumpy” 

 
Fatigue  

- feeling constantly exhausted 
- having low energy 

 
Somatic triggers  

- seeing and/or smelling smoke  
- seeing and/or smelling burned bodies or something similar 
- seeing and/or smelling dead bodies or something similar 
- seeing and/or smelling blood or something similar 
- seeing piles of rubble and debris  
- seeing and smelling burned vehicles 
- seeing emergency response vehicles from one’s agency 
- smelling raw meat 
- smelling diesel smoke 
- smelling diesel smoke at the same time as tasting salt water 



160 

- hearing sudden loud noises  
- hearing fireworks 
- hearing screams 

 

 

Table 5 

Emotional and Cognitive Elements of Posttraumatic Stress 

Onset 
- not knowing or understanding what is happening  
- thinking and feeling one is going crazy 
- onset can happen while still active in public safety work or after retirement 

 
Sleep Disturbances 

- insomnia 
- night terrors 
- recurring nightmares about traumatizing emergency incidents 
- nightmares about themes related to traumatizing emergency incidents, such as 

having one’s life threatened or endangered 
 
Memory and cognition problems 

- forgetting where items and landmarks are located 
- forgetting to do tasks 
- forgetting the focus/goal of a task while doing the task 
- forgetting information easily that was previously easy to recall 
- difficulty focusing  
- difficulty concentrating 
- no longer able to compartmentalize 

 
Dissociative states  

- losing train of thought/focus during conversation or doing a task 
- zoning out 
- blank stare 
- state of being lost in familiar places, not remembering familiar surroundings 
- losing touch with reality 

 
Existential shattering   

- unable to fathom or comprehend magnitude of tragedy and gore 
- disruption or loss of perspectives on life, meaning, purpose 
- sense that world is ending  
- shock at how human beings can inflict major violence and atrocity 
- no longer able to find enjoyment in life  
- nothing matters anymore 
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Emotional reactions 
- anger 
- sadness 
- crying spells 
- guilt 
- fear  
- horror 
- sheer panic 
- anxiety  
- helplessness 
- disappointment 
- confusion 
- restlessness  
- irritation  
- agitation 
- frustration 
- numbness  
- apathy 

 
Grief and loss  

- being terminated or forced to resign from emergency response work due to 
PTSD symptoms interfering with functioning in the line of duty 

- co-workers resigning from public safety work due to PTSD 
- witnessing tragedy, death, and gore 
- loss of identity 

 
Cognitive and emotional triggers 

- stories of police officers being shot 
- telling or hearing war stories of tragic and/or gory emergency incidents 
- stories of children or adolescents being severely injured, ill, or dying 
- news/media stories of violence, tragedy, atrocities, severe injuries, and loss of 

life 
 

 

 

 

Table 6 

Posttraumatic Stress-Related Issues 

Impact on relationships 
- isolation 
- withdrawing from familial and social contact/connections 
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- substantial strain in relationships 
- outbursts of anger toward loved ones 
- high divorce rate 
- loss of relationships 

 
History of abuse and other traumatizing events during childhood and/or adolescence  

- physical, emotional, and/or sexual abuse during childhood and/or adolescence by 
parents, family, caregivers, or other authority figures 

- growing up in a household where parent or family member was an addict or 
alcoholic 

- experiencing a traumatizing event during childhood or adolescence 
 
Organizational betrayal 

- requests of support refused by chain of command/leadership when it is not 
convenient for the organization’s public image, especially in high profile 
emergency incidents and their aftermath 

- requests for assistance and support due to physical and/or emotional injury in the 
line of duty are ignored, dismissed, or refused 

- little or no contact comes from public safety co-workers at the organization, even 
those who were close friends, when the public safety worker is on administrative 
leave or retired because of physical and/or emotional injury in the line of duty 

 

For the onset of PTSD, some participants experienced these reactions while they were 

still employed or active operational as a public safety worker, and some experienced onset after 

retiring.  Participants described the experience of PTSD onset as thinking and feeling like they 

were losing their minds and going crazy.  Mike expressed what the onset of PTSD was like for 

him: 

I just could not stop crying. I wasn’t able to understand what was happening, 
thinking I was going crazy. This was just was not me. It was frustrating. I would 
go to the locker room, then get in my patrol car, go to my beat, and just sob. I 
would be crying because I was afraid of the next call.  It was sheer panic. 
 
Participants explained that they did not know or understand PTSD, this had not been 

included anywhere in their training, and some thought only combat veterans experienced PTSD.  

Some participants commented that they thought they were good people and wondered what they 

did wrong that caused them to experience PTSD.  For example, John expressed: 
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Before I knew… what I was feeling was called PTSD, I thought only soldiers, 
military people, suffered from PTSD. I worked with a lot of Vietnam War vets 
and watched guys "Nam out" in the firehouse… just over all kinds of different 
things. Guys were having nightmares, and I go, "Ok, he was a Marine in 
Vietnam.” “He was at Tan Son Nhut airbase when the rockets hit it.” One of my 
friends was there and he talks about it all the time. So it was always something 
that soldiers suffered. I didn't know that what I was feeling was considered PTSD, 
and that first responders could get it. 

 The most prominent somatic elements of experiencing PTSD that emerged from the data 

included digestive system problems, insomnia, and chronic pain due to back and/or neck injuries.  

Jake spoke about his experiences of digestive problems he experienced with PTSD.  He 

remarked about how he tried to hide his digestive problems from being discovered at work 

because he didn’t want to be viewed as weak, so this is also another example of the cultural 

stigma/double-bind discussed earlier: 

So, at its worst, I did a good job of hiding it, because I didn't want anybody to 
think that I was weak… vomiting in a garbage bag, tying it off, putting it back in 
my locker. Bringing a backpack to work so I can leave with that in my backpack, 
instead of leaving evidence in the garbage can that somebody was sick at work. 
Like, taking it all the way home to throw it away, being very, very covert… I 
would go sit in an office with my head down and try to keep from vomiting. But it 
just happened anyway. I was just… I got tremendous acid reflux from my throat 
burning from the acids for my stomach.  

 Mike’s remarks about his experience of the somatic aspects of PTSD provide another 

example of digestive issues, plus chronic pain from injuries and high blood pressure.  Public 

safety work line of duty injuries that result in chronic pain come from constant use and wearing 

of equipment, motor vehicle accidents, pursuits, and rescues: 

I have severe, severe acid reflux. I have horrible back pain and sciatic pain from 
where my gun rested for all those years.  Just aches and pains of carrying all that 
weight of your vest and your belt and you're seated in a car that's not meant for 
you to sit in with all that shit on… I've had surgeries and you know. I had my 
ACL replaced with a cadaver ACL and...I've been in a horrific car accident. It's 
just... my body is breaking down. High blood pressure also. I always forget about 
that one because I try to ignore it. I take enough meds.  
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More examples of chronic pain from injuries, plus being prescribed and taking pain medications, 

and insomnia can be found in Carl’s account of somatic aspects of experiencing PTSD. For Carl, 

the pain exacerbates the insomnia: 

I was taking a lot of meds… pain medication. Anti-inflammatories. Sleep 
aids. Yeah, I’ve had insomnia but also pain, because when I sleep on a certain 
side it pinches the nerve between my L4 and my L5, so that's why... I go to sleep 
great, but I'll be up in two hours… in pain, and it'll take a while for the pain to 
subside and then I'll go back to sleep. If I don't, I get completely, you know, 
doped out of my mind… Ambien and all that crap and Tylenol 4 or… Tramadol... 

 
John’s remarks provide another example of PTSD-related insomnia, pain, and also experiencing 

low energy levels.  His insomnia was severe to the point of triggering an episode of psychosis. 

Additionally, one of his traumatizing emergency incidents involved a stabbing, and for a long 

time, John felt like he himself was stabbed, and actually felt the physical sensation of having 

knife in his back: 

Physically, my energy has just been shitty. I just, you know, it's getting better, but 
for a while I just didn't feel like doing anything. Oh, my sleep was horrible… My 
sleep was very, very bad. I actually went, at one point, 5 days without sleeping, 
and got psychosis.  PTSD made me have intense physical pains in my body. One 
of my first incidents was a stabbing, and I felt like I had a knife in my back – for 
the longest time, I mean for years. 

 
Participants also expressed that experiencing hyperarousal and hypervigilant states, which 

included feeling restless, on edge, and jumpy, also exacerbated insomnia.  Additionally, 

participants remarked that these states make it generally difficult for them to relax or rest.  

Cognitive elements of experiencing PTSD factored into difficulty resting and insomnia, 

including racing thoughts, repetitive memories of traumatizing incidents, and nightmares.  Jake 

described what the experience of insomnia with racing thoughts and replay of traumatizing 

incidents was like for him: 
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Couldn't go to sleep. My mind would not stop. I'd lay down and it would just spin 
and spin and spin and spin, kept playing the incident over and over and over. It 
was, like, nonstop.  
 

Cognitive elements also included night terrors and nightmares, which also contributed to 

difficulty resting and sleeping.  Terri commented about night terrors she has experienced with 

PTSD, waking up suddenly in a state of hyperarousal, with cold sweat: 

Night terrors… you don't remember, but you wake up and the sheets are swamped 
with sweat, and you're cold or you… you've got spiders crawling all over you, but 
it's really not spiders, it's the beads of sweat that are rolling down your body.  
 

Nightmares include recurring intense dreams of traumatizing emergency incidents and/or related 

themes of danger and potential loss of life.  Mike talked about his recurring nightmares of 

traumatizing emergency incidents that occur one right after the other on the same shift.  One 

incident involved a person was committing suicide by jumping, and the other was a shooting.  

The theme of being unable to help both people is what he finds distressing in the recurring 

nightmare: 

I've had recurring nightmares of staring into the face of the person that was shot 
and also the person that jumped, and I can't help them. I'm not a doctor - there's 
not a damn thing I can do. 
 

Some recurring nightmares do not include material from critical incidents, but related themes, 

such as one’s life being in danger.  For example, John’s recurring nightmares had the theme of 

having his life threatened by someone who is trying to kill him: 

After I retired… I had recurring nightmares of the same thing, someone always 
trying to kill me or throw me off a building. Weren’t really... weren’t really 
nightmares or recalling of incidents. But it was always somebody was trying to 
kill me. 

 
Jake described his experiences with nightmares, which included what he described as blackout 

spells, of getting up from bed during the nightmare while still dreaming it, and running through 

the house chasing suspects in the dream: 
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I've had blackout spells where I woke up in the middle of the night completely 
flailing, kicking, screaming, sweaty, running through the house like I'm chasing a 
suspect… and when you're laying flat and your blood is level, and you rise, that 
blood drops and goes gravity-wise to your feet, so you get lightheaded, you get 
dizzy. I fight with my breath held. You know what I mean? I hold my breath. You 
punch. You hold your breath. That’s just how I do it. But, you get lightheaded 
because you're not breathing, and the blood's dropping to your feet. I’ve passed 
out, smacked my mouth and chipped teeth, woke up in a pool of blood. 
 
Recurring intrusive thoughts and memories also emerged from the data as a cognitive 

PTSD element.  Themes included memories of traumatizing critical incidents.  In some cases, the 

intrusive thoughts and memories had the same content as nightmares.  Jake experienced this, and 

the content included an incident involving a shooter that he and a partner were pursuing.  The 

shooter was around the corner of a building and had died when they discovered him, but he was 

in the physical position with his gun of being ready to open fire on them.  If he had not died from 

his injuries before they discovered him, he would have shot Jake: 

I wake up with dreams that he's still alive and I get shot. And I still have, I still get 
images in my mind of him with a gun, just walking around the corner, and still, 
intrusive thoughts of walking around the corner, seeing that gun… and I just, I 
didn't know he had a gun. It was like what, two years ago… Sleep went downhill. 

 
Mark spoke about his experience of intrusive memories, how he wished he could forget what he 

knows of traumatizing emergency incidents (which he refers to below as “calls”), and how the 

related intrusive memories intrude upon daily life: 

You get to a point where you know certain things…. would be nice to not to know 
them. I don't know... once you see something, it's hard to unsee it. Once you know 
something, it's hard to unknow it. You might forget, but you could be sitting 
somewhere with your family eating food, and you get lost in your thoughts of 
your calls. 

 
Some of the research participants reported that they would become lost in the cycling thoughts 

and recurring intrusive memories about their traumatizing emergency incidents.  They 

experienced these repetitive thoughts and memories as taking over and dominating their minds, 



167 

in some cases to the point of entering confused or delusional states.  For example, John 

explained: 

There are a lot of horrific memories, but, I mean, there are a couple that stand out 
in my mind that were really, "What the fuck?" My mind just kept playing 
scenarios on over and over in my head: what if this would've happened what if 
that would've happen? It just took over my mind completely. There was nothing 
else that I could think about. I was confused. I was just so confused. I don't even 
remember the last two days of it. I got to a point where I couldn't talk in a full 
sentence, and then I got to where I was delusional. 

 
 Concentration problems, memory loss, and becoming unable to compartmentalize also 

emerged from the data as cognitive elements of how public safety workers experience PTSD.  

Some participants experienced becoming lost in very familiar areas.  Confusion was also 

experienced as losing one’s train of thought in a conversation or one’s focus while doing a task.  

Frank experienced loss of his train of thought momentarily, mid-sentence, while telling a war 

story during our research interview.  He described it as having a brain fade.  I have heard this 

also described as a "brain fart."  I experience these fairly often myself, along with difficulty 

concentrating and memory problems.  This started for me immediately after my service as an 

EMT at Pentagon ground zero during 9/11.  In the first few years following 9/11, concentration 

and memory problems happened daily.  Now these usually happen when I’m tired or stressed.  I 

can forget to do small things like check the fuel gage on my car and make sure I have enough 

gas, sometimes to the point of nearly running out completely.  Research participants also 

described similar experiences.  These concentration and memory problems are similar to those 

experienced as part of aging. However, the reason in this case is related to the loss of 

neuroplasticity that can come from trauma (van der Kolk, 2002b). Terri expressed how 

frustrating confusion and memory loss has been for her: 

Memory loss, forgetting… forgetting where you're going, or when you get 
somewhere, "What am I supposed to do? What am I getting? Why did I come to 
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the grocery store?” Like, forgetting the sprinkler fuses for my sprinkler 
system… drove all the way over there, and never got what I was there for and had 
to go home, and I had to walk back in the garage and stand where I was before I 
left and… Aha, the blown fuse… and I actually had to take the fuse and take it 
with me. It's kind of like tying a string around your finger to remember 
something, like on Sesame Street, that Ernie used to do.  Like, am I really 
reverting? Am I a child again? I don't understand. Very frustrating! I used to be 
able to handle so much and do so many things, but like I'm off my game, I don't 
know. It's not as bad as it used to be, but it's still pretty annoying, and frequent. 
But I use tools: write something down, make a list…  that's something my 80-
year-old grandfather does, actually, to be able to remember. 
 

Carl also gave an example of experiencing memory and concentration problems, and how 

frustrating this is: 

I used to be able to remember... you could give me an address or a phone number, 
and you could ask me a week later, "What was that address?" Or "What was that 
phone number?" …and I could tell you. I can't remember shit anymore. If I don't 
write it down, it doesn't exist, and that's so frustrating. 

 
Research participants also described their experience of no longer being able to cope with 

traumatizing incidents by compartmentalizing.  The amount and intensity of the trauma material 

overwhelms this containment method and cannot be stuffed back into it again.  One no longer 

knows where to put or what to do with the physical, cognitive, and emotional reactions.  Mike’s 

description of no longer being able to compartmentalize was given previously in the section of 

this chapter on coping mechanisms: 

I just couldn't find boxes for my things anymore… my stuff, my shit, was all 
over... I couldn't put it in a box. I didn't know how to deal with these new items of 
posttraumatic stress. I didn't have a box for them. I didn't even know if there was 
a box for them or if it did go in a box at all. I couldn't compartmentalize where 
things went… 
    

Jake’s experience provides an additional example, and he uses the metaphor of emptying the 

dishwasher and not knowing where kitchen items go in the cabinets and drawers: 

It was kind of like helping someone empty their dishwasher at their house, and 
open the cupboard where the cups go, but you have to try to figure it out. You're 
not sure which is the silverware drawer or... or the door for the plates or the pasta 
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strainer… you're not familiar with where their cupboard space is versus the 
familiarity of your own kitchen. Your life changes…  Before, you knew where 
everything went. I don't know if that makes sense, what I'm saying? Somebody 
moved my kitchen around and I couldn't figure out what cabinets were what 
anymore. So, I didn't know where to put my... stuff from my dishwasher anymore. 
It changed. It wasn't the same. So… I think that's the best way to explain PTSD is 
it changed all the different cabinets where my cups and plates and bowls and 
silverware go. So what was habit is gone, and now I have new habits to learn and 
it's extremely difficult. 
 

 Another cognitive element of how public safety workers experience PTSD that emerged 

from the data included dissociative states.  For some participants, dissociative states of confusion 

and disorientation led to psychotic episodes, as described previously by John above when he was 

describing how recurring intrusive memories of traumatizing emergency incidents dominating 

his thinking to the point where he lost touch with reality and became delusional.  For other 

participants, dissociative states included zoning out and staring.  Zoning out was described as 

going into an empty space mentally, losing touch with what is happening in the present moment.  

When one zones out, one also has a blank stare, which participants referred to as a “thousand-

yard stare,” “hollow stare,” or the “PTSD stare.”  As Carl remarked: 

I think we all have this PTSD stare. It's... it's weird… we see it in the eyes. It's 
like a hollow stare, and in the daytime you can just zone out, the lights are on but 
nobody's home, and stare at something for long periods of time. Sometimes I 
wonder why, when I catch myself staring off. I don't know why, and when I catch 
myself doing it, I stop, and I still don't know why. But that happens a lot.  
 

Diana described how she experienced zoning out and staring.  She started experiencing this 

while she was on duty: 

I remember sitting in the passenger seat of the patrol vehicle, and every time the 
radio would go off, I would break my thousand-yard stare out of the windshield 
and ask my partner, "Was that us? Was that for us?" I mean I was like, numb, 
scared, I'm checking the mirrors, being afraid of getting hurt, of having someone 
come bang on the window… I was just out of it. 
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Losing focus and zoning out also occurs during daily activities such as being at a class or 

watching television.  Mike spoke about how he experiences this.  The excerpt below additionally 

has some cultural terms such as “over” and “copy.”  “Over” means end of transmission and 

“copy” means both that the transmission was heard, or also is an inquiry as to whether the 

transmission was heard: 

There's been times - thank goodness for DVR where I've watched a show and I'm 
not watching the show anymore, I'm totally somewhere else. Damn, when did I 
stop watching the show? Or, you just sit and watch ESPN, or whatever, it's like a 
15 minute loop, but you've been watching it for an hour and a half? (Laughs). You 
kind of go, "What the hell's happening? What? What just happened? Why am I...? 
What the fuck, over? What the fuck just happened? Copy... Hello, are you there?” 

 
Zoning out states can also happen during other daily activities such as driving.  Terri spoke about 

her experiences of zoning out while driving.  She gave an example of a time that she zoned out 

while driving, missed her turn, and wondered how she had gotten as far from it as she was when 

she regained awareness.  She had paid a bridge toll along the way while she was zoned out and 

did not realize or remember it afterward: 

I would drive places, and I was so engulfed or wrapped up in things, that I'd drive 
places and I would go, "Why am I here? What the hell am I doing here - how did I 
get here"? We're talking like 30 minutes out-of-the-way. Yeah, and like, full-
blown paying a bridge toll. I'm like, "Why the hell am I, what am I... Shit! I'm 
supposed to be way back over there, and I'm late to pick this person up." 
 

  A major cognitive and emotional element of how public safety workers experience PTSD 

that emerged from the data includes existential shattering.  Experiencing single- or cumulative-

traumatizing emergency incidents involving tragedy and gore can break or obliterate one’s 

perspectives and belief about, life, self, others, spirituality, and the world.  Terri experienced this 

when she lost four police officer coworkers who were working an emergency incident.  This loss 

was shocking and emotionally painful for her.  She describes how this shattered her idealistic 

view of how it would be to have a career as a police officer: 
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One of the things I remember is… we lost four police officers in one day. It was 
really, really painful… and that's when it came to me that this is real. This 
idealistic world I was living in before, where I thought I was playing cops and 
robbers and running around and having fun, became very real that day. You're 
dealing with peoples’ lives and your own life… I was told that in the academy... I 
thought I understood.  I really didn't understand it until it happened. It was a bad 
reality check. 

 
Existential shattering, for traumatized public safety workers, often includes losing faith in one’s 

higher power and losing one’s religion and/or spirituality.  Diana was on duty when a police of 

coworker who was a friend of hers was seriously wounded in a shooting.  She remembers her 

reactions, and the loss of her spiritual faith: 

This is life… It's just shit and then you fucking die in a shitty way. That's just how 
it is. I can't pray to someone and ask for anything to fix it, it's just, it is what it is. 
You just accept it… and that's when I stopped believing in God and spirituality 
and stuff like that… and, I don't know I just lost faith, and... I know that there's a 
lot of people that say you can be spiritual and it doesn't have to be God or 
religion, but I just don't feel - I don't feel whatever it is. 

 
Mike also spoke about the loss of his faith and spirituality in his experience of having PTSD 

brought on by cumulative traumatizing emergency incidents: 

I don't feel spiritual, ever. I don't believe in God. I don't believe in religion. I think 
after you die, you just die and that's it. You don't exist anymore… and I didn't 
always think that. I used to believe in God. I used to be... to be religious, I used to 
be spiritual and I remember feeling it and genuinely believing in like... I don't 
know… there was more to life and more to people… and now I don't believe in 
anything… So, I don't know, maybe I could say, the experience of having PTSD, 
maybe it's killed my spirituality. I don't even feel like I need to find it again. Will 
it change one day? Maybe. 
 

Existential shattering also includes loss of meaning and purpose in life.  When John experienced 

this at the onset of PTSD, he did not lose his faith, although he did question God.  He became 

depressed and felt like his life had no meaning anymore: 

It’s kind of like, “Why me, God? What is wrong with me?” Even up to the time I 
retired, I was very depressed for 14 months after my retirement... I had no 
meaning in life anymore. 
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 Mark, as an emergency responder who is also a mental health clinician, remarked that 

questioning of one’s spirituality and faith, which frequently is also part of experiencing of 

existential shattering, is a major element of how public safety workers experience PTSD.  

Emotions of anger and sadness are often experienced as part of questioning one’s faith.  Mike 

experienced frustration and anger as he questioned his spirituality when he developed PTSD, and 

he also felt the cultural stigma that comes from the value of toughness and the hero expectation 

of being a helper, but not someone who needs or accepts help: 

I am very spiritual, but I was so pissed off when I didn't know what I did to 
deserve this. I thought, "Why me? I've been good at taking care of people my 
whole life, and now I can't even take of my damn self." and I certainly wasn't 
going to let anybody else take care of me, so I'd rather curl up in the fetal position 
and curse and cry than allow somebody to help me. 

 
Carl explained how in his PTSD experience, he questioned his spirituality of Christianity.  

He has difficulty understanding how the terrible things he has witnessed on emergency incidents 

can happen in a world where there is a loving God, and he expressed anger and bitterness: 

Having PTSD made me angry, challenging, questioning... I believe in my Lord 
Jesus Christ. I'm a baptized Christian. I haven't gone to church as a regular person 
in a long time.  I do go when I know there's a work party, or a function, and they 
need help doing something like that. I have a difficult time. I get bitter. I get 
angry. There is no… There is no reason why… some of the shit that happens... It 
goes beyond the sex cases. It goes beyond the innocent being shot because they 
were in the wrong place at the wrong time.  It goes beyond natural disasters and 
people being squished and burned and blown away and whatever... But it's the 
innocence… the pain and the misery and the traumas... for what purpose? A 
lesson so they can reach out? Why is such a loving God so demanding? And why 
is... there's just too many whys. There's so many whys I can't think of them all 
but... I'm bitter. 

  
Emotional elements of how public safety workers experience PTSD that emerged from 

the data included anger, grief, depression, isolation, apathy, and guilt.  The most prominent of 

these elements is anger, which ranged from irritability to rage.  In some instances, as described 

above, anger is part of loss or questioning of one’s faith and spirituality.  Anger is also an 
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emotional element of PTSD for public safety workers in their everyday life situations.  Diana 

described physical and emotional aspects of how she experiences her anger, and this provides a 

good example of PTSD-related anger and rage experienced by public safety workers: 

When I get angry, there are some times when I'm angry, that I feel this rage, and I 
can feel it physically. I get hot… and I can feel my heart beating in my head, and 
then... like, physically in my head, and shallow breaths, and I can feel the rage 
come on, and sometimes I tear up, sometimes I choke up… and then emotionally, 
I get angry first. Like, there are times when I let the other emotion come out first, 
but most of the time I let the anger come out first, and I yell, or curse, or both… I 
try not to throw shit, because I feel like if you start physically doing things, like 
throwing and breaking shit, it could lead to violence with people, and I don't agree 
with violence on people. So, I really try not to destroy things. But, like I broke my 
cell phone a few months ago. I was mad, and I did everything - I felt the rage, I 
was screaming, I was yelling, I was crying, I could feel my heart pounding…and I 
got my cell phone and I felt it, held it in my hand and I knew, “I'll regret this.  I 
should not throw it.” But I let the anger and rage take over, and I threw my phone 
against the wall as hard as I could, and at that instant, it felt so fucking good to 
throw that phone and to hear it and watch it break and to watch the pieces fucking 
ricochet off the wall and hit everything else. Then, I took a breath and I went, 
"Oh, fuck! Fuck! Why did I break my own phone? Why am I acting like this… 
like this rage monster child and throwing a temper tantrum?" Like, I'm throwing a 
fit, and then I took a deep breath and I calmed down and… it's crazy because I 
knew that it wasn't the right thing to do, but I still felt better after breaking my 
own phone.  

 
For public safety workers with PTSD, anger and rage can be triggered by small things that would 

previously not provoke an angry reaction, such as a messy kitchen, an item being out of place, a 

malfunctioning appliance, or interruptions in plans or regular routines.  Jake described how he 

experiences anger, and how small annoyances can provoke rage: 

I have a short temper. I thought I was going crazy. I mean, everything pissed me 
off. A spot on the stainless steel sink pissed me off. A fork left in the sink, or just 
stupid shit that never used to... that I couldn't care less about before… would just 
send me into a rage. 
 

Terri’s description of her PTSD-related anger also provides another example of how anger and 

rage can be triggered suddenly, by small things: 
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It’s being angry or crying, or there's times where I'm happy and then I just feel 
like I'm crazy… like I'm all over the place. There's times when I'm happy… then I 
get ticked off by something small and then I’m pissed off, and then I'm this crazy, 
raging lunatic. 

 
 Grief and sadness are emotional elements of PTSD for public safety workers, both as part 

of existential shattering as previously discussed, and as part of everyday life.  Examples include 

depressed mood and crying spells between emergency incidents on duty and also off duty life 

activities and experiences.  Mike’s description of his crying spells, which is also included in a 

previous section on experiencing the onset of PTSD, gives a clear example of crying spells 

occurring on duty: 

I just could not stop crying. I wasn’t able to understand what was happening, 
thinking I was going crazy. This was just was not me. It was frustrating. I would 
go to the locker room, then get in my patrol car, go to my beat, and just sob. 
 

John described how all of his sadness and grief surfaced when he realized he could no longer do 

fire/rescue work because of all the traumatizing emergency incidents he experienced over his 

emergency responder career.  He felt sadness knowing he had reached his limit and realizing he 

has PTSD.  He uses the metaphor of not being able to continue on the hike to communicate not 

being able to continue doing fire/rescue work: 

I finally just broke down and started crying. I couldn't take it anymore. I just 
couldn't... could not continue on the hike anymore. I had… just had to stop. I was 
just too tired and in too much pain.  

 
PTSD-related grief and sadness frequently can also be associated with cumulative traumatizing 

incidents, suicides and line of duty deaths of fellow public safety workers, loss of ability to 

continue public safety work, and witnessing tragedy, death, and gore.  For loss of ability to do 

public safety work, whether in the career or volunteer capacity, includes grief for fellow public 

safety workers having to resign as well as grief for one’s self having to resign due to injury or 

PTSD.  Large groups of public safety workers tend to resign on disability due to PTSD following 
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major incidents and disasters.  For instance, many volunteer and career emergency responders 

resigned due to PTSD after serving during the 9/11 terrorist attacks.  The duty crewmembers 

who remain experience a sense of loss for those who were once part of the crew, especially 

during duty shifts.  Also, those who resign feel grief for no longer being a part of their crews and 

their departments, and this contributes to a sense of loss for the family-like cohesive bonds 

public safety workers have with their coworkers.  Additionally, the loss of the ability to do public 

safety work and subsequent resignation often also includes loss of identity.  Public safety 

workers are so attached to and passionate about public safety work that this becomes a major 

way in which one defines one’s self.  Thus, having to resign from public safety work means 

losing a major part of one’s sense of self.  Terri described what this experience was like for her: 

For a long time I let work be my identity, and I kind of lost my personal life, the 
person I was before I was a police officer. It’s the feeling of having lost basically 
who and what I was, and that I will never be what I was again. 
 

 Another emotional element of PTSD for public safety workers is guilt, which is often 

experienced as survivor’s guilt, feeling guilty for being unable to prevent a tragedy despite best 

efforts, or feeling like one has not done anything special and has just been doing one’s job.  This 

can be exacerbated when citizens thank public safety workers for their service.  Diana explained 

how she experienced guilt, and her description provides a strong example of how public safety 

workers with PTSD experience this:  

Through all of this bad negative shit, the citizens, these random people… they 
would stop us on the street and give us a hug, or send us cookies… and as good as 
it felt at times, that made me feel even worse, because… I felt guilty, and I felt 
like, "I don't even deserve for them to thank me." And so it was, I think one of the 
things I learned just in therapy, that there is a survivor guilt. I mean these officers 
died, I didn't die, I don't know why these citizens are thanking me... I felt bad.  I 
felt like a con artist: "Yeah, I don't know what you're thanking me for. I didn't do 
anything for you. I'm just wearing this uniform. I didn't fucking do anything." 
Because… I guess I didn't think about the shit I really do for people because I 
look at it like that's our job. We're supposed to do that. So, it's not like I went out 
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of my way to help you, I was doing my job when I made that arrest, or did this or 
that. So, yeah, part of the guilt is survivor guilt and also just guilt of... I felt like 
"I'm not doing anything special, I'm doing my job." 
 
The experience of PTSD for public safety workers, as evidenced by the data from this 

research, includes sensory, cognitive, and emotional triggers.  Sensory triggers mostly included 

those that were visual, olfactory, and auditory.  For example, John had a traumatizing childhood 

experience of his home burning down, his sister and niece dying in the fire, and his mother and 

siblings suffering burn injuries. Because of that, seeing and/or smelling burned persons, alive or 

deceased, or something similar, is a visual and olfactory trigger for him.  This trigger brings back 

the memories and emotions associated with that house fire and his burned family members, and 

also emergency incidents on which he worked as a firefighter that involved burned persons.  

Another trigger for John was telling the war story where he and his crew were working an 

emergency incident involving a shooting, and there was still danger of the shooter being in the 

area.  One of the police officers working on the incident came around a corner quickly and was 

startled to come face to face with John, and his crew behind him.  She aimed her assault rifle at 

him, and the tip of the barrel touched his chest.  He remembers smelling the gun barrel and the 

oil.  While he was telling this part of the story, he experienced an olfactory flashback.  He 

commented that most times he tells this story, he has this olfactory flashback: 

Here she come around the corner, and she's got her AR-15 up like that, and she 
touched me right there… and right now I'm smelling the barrel. I'm smelling the 
oil. 
 

 Some public safety workers with PTSD are triggered by hearing stories of emergency 

incidents similar to the emergency incidents that have been traumatizing for them.  Activation 

includes vivid memories and/or flashbacks of traumatizing incidents and emotional upset.  Terri 
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spoke about how hearing about emergency incidents involving sick, injured, or deceased babies 

are triggers for her:   

It’s triggering, like if I hear something involving a baby, because that was two of 
my critical incidents leading up to my icing on my cake.  It was the cake layers. I 
had a couple of traumatic baby calls, one involving a three-year-old that died and 
one was a 10-month-old at a daycare center that I was performing CPR on and 
died. Those are definite triggers. 
 

Diana also finds hearing about traumatizing emergency incidents triggering.  For her, these 

include emergency incidents where police officers are shot. Additionally, she is triggered when 

people ask about her work as a police officer, since she is no longer because of her PTSD.  This 

brings a sense of failure at being a police officer: 

I don't know if you heard about the San Jose - the police officer in San Jose that 
just got shot for the ambush? Stuff like that… stuff like that triggers me. Police 
officers getting shot. That's the major trigger for me. People asking me about 
work is a trigger. Yeah, even asking me if I'm still, "Oh are you still a deputy?" 
kind of triggers back thoughts of...It's just that, it's not that I go back to the 
incident, I just think "I'm not a cop anymore because of this." It sucks. Like I 
failed at it. 
 
Jake explained how being near a window when it is dark outside, and hearing noises at 

night, are visual and auditory triggers for him.  He feels unsafe because the dark makes it so one 

cannot see persons outside, but they can see in when the house has lights on.  Also, noises inside 

or outside the house at night wake him from sleep and he feels on guard.  He attributes this to his 

years of being a police officer, and always monitoring his environment, especially at night, to be 

alert and ready in case there is danger: 

Sitting in front of the window, I can't see outside of it because the light's a backlit 
situation. I usually have to turn the blinds so I can see out but people can't see in, 
or I just fully close them.  Like, when it gets dark at night… I shut all the blinds 
and shut all the drapes. I pace the house at night when hearing any noises - any 
noises or whatever – thinking it’s something outside…  
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Mike’s triggers included being near or in the areas or environment where he had worked 

on emergency incidents that were traumatizing for him.  Also, he comments that there was a 

period where seeing the patrol cars from his police agency were triggers.  His remarks give an 

example of how being in or near an area or environment where, as a public safety worker, one 

was working on a traumatizing emergency incident, or how seeing response vehicles from one’s 

agency can often be visual triggers that bring back memories and emotions: 

The area where the incidents happened was a trigger, but I won't go there. I stay 
away from that part of… I have no reason to go in that area of our county so I 
don't go that way. For a while the patrol cars were triggers - just seeing one of our 
patrol cars. 
 
Smells of death or blood, or a smell that is similar, can be an olfactory trigger for public 

safety workers.  These smells can bring on flashbacks or vivid recall of traumatizing emergency 

incidents that included severe injury and death.  For Frank, the smell of raw meat was triggering.  

In his remarks, Frank uses the public safety cultural term “crispy critters,” which refers to burned 

dead bodies: 

The smell of raw meat… if it's on the barbecue, it's OK… but, the smell of raw 
meat…you know, I've seen a lot. I've been involved with a lot of crispy critters.  
 
For some public safety workers, the smell of diesel fuel or smoke can be olfactory 

triggers.  Emergency response vehicles and apparatus usually run on diesel fuel, so the smell of it 

is fairly constant around the station or while operating the vehicles.  This trigger can bring on 

memories of responding to traumatizing emergency incidents.  For Carl, the smell of diesel fuel 

mixed with the taste of salt water triggered memories of water rescue emergency incidents, some 

of which were traumatizing for him, during his time as a search and rescue medic in the U.S. 

Coast Guard: 

The odor of diesel smoke…and the taste of salt water at the same time. That 
comes from my swimming days in the Coast Guard… 
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The activation he experiences in reaction to his more intense triggers includes somatic aspects 

such as feeling flushed in his face, throat, and chest, and having an increase in heart rate.  The 

data revealed that these are common reactions to triggers for public safety workers, and Carl’s 

experiences provide an example: 

I feel… I feel it's if it's real bad trigger, I can feel flushness in my face. I can feel 
it in my throat. I can feel it in my chest. Sometimes I get galvanic skin response, I 
can feel it in my palms. 
 

 John’s triggers include construction site noises, such as those that jackhammers and 

wrecking balls make.  The data showed that loud and/or sudden noises are often auditory triggers 

for public safety workers with PTSD.  For John, these auditory triggers bring flashbacks of when 

he worked as an emergency responder at the site of the Oklahoma City bombings.  He felt 

triggered even as he relayed the story to me during his interview, but had only a mild activation.  

The activation he experienced at the time of hearing the construction noise was more intense, and 

included visual and olfactory flashbacks and feeling nauseous: 

At the time, I was working as an administrative captain in our hazardous materials 
division, so I worked eight to five, and I was at lunchtime, walking down our – 
what we called the K Street Mall. It’s the place where everybody goes and eats – 
all the office workers – and they were renovating our city convention center, 
and... I’m... I’m being triggered right now, thinking about the jackhammers going 
off... the big sledge – wrecking ball swinging from the crane. Because, in 
Oklahoma City, we had all those things… and I just... I just stopped, and I just felt 
numb, all over... and I went – my mind went right back – to the rock pile at 
Oklahoma City. The dead body smells came back. I was...  got physically sick to 
my stomach.  I was just, like, really nauseous. 

 
Auditory triggers can include sudden loud noises that sound like gunshots.  Jake spoke 

about being triggered by the sound of a palate dropping to the floor at a grocery store, and also 

the sound of a kid slapping a stop sign.  For him, these noises sounded like gunshots.  He 

comments that he used to become angry when this happened, but has since been able to regulate 
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his response to the noise of pallets hitting the floor and so no longer experiences anger.  The 

more recent sudden loud noise of kids slapping a stop sign triggered him and he felt immediately 

on guard and concerned that something dangerous was happening: 

Like I was in a grocery store one time, and one of the guys was unloading just like 
a plastic pallet off the forklift and so - it's not his fault at all. He grabs the plastic 
pallet off the forklift and throws it on the ground, and I didn't know what it was, 
and I literally thought it was a gunshot… So, I thought I was shot. It's not his 
fault. it's just what it is…. I used to get really mad and want to confront them and 
ask them, "What the hell are you doing?" They don't know what they're doing. So 
that's kind of nice in a way, because…okay… I got some compassion. I had some 
kids walking past me a couple weeks ago when I was fixing sprinklers in my yard. 
I'm in my yard. I'm at home. Kids walking by the stop sign thought it would be 
funny to jump up and slap it…. They were just slapping a stop sign... But that 
'bing' - I was like, "What was that noise? What the hell was that?" 

 
For Diana, an auditory trigger is loud rap music.  She explained that this triggers her 

because it brings flashbacks of dangerous emergency incidents she worked on, including riots, in 

rough locales where she was a police officer.  The activation she experiences includes feeling 

anxious, tense, and unsafe.  She described a time when this happened when she and her 

boyfriend were in his vehicle, stopped at a traffic light at an intersection: 

We were at an intersection… and this car pulled up next to us with rap music, and 
it was really loud, and it was loud and annoying to the point where you could feel 
the vibration of the bass… dum dum dum… and reactively - I didn't think about it 
- I just locked the doors of the car and then looked in the mirrors, looked outside, 
looked at the car next to us and then tensed up… and we're at this light for a 
while, and then the light turns green, and we drive and he says, "You know, you 
just locked the doors when you heard that rap music and then you tensed up and 
you looked around and got kind of agitated." And I looked at him and I was like, 
"Yup." Because I felt the stress, and I felt my body tensing up, and for him to say 
it… I was just caught in that moment thinking like "Fuck, that's what this is, I was 
triggered by that, by that music and that bass." It brought me back to where I 
worked. That's what I heard and felt: "Oh no! We're chasing all these cars are 
they're fucking busting donuts in the street and there's hundreds or thousands of 
people, and there's fucking like 10 cops. Are we going to start shooting people? 
Are we going to get shot at? Are we going to get in a full on brawl?"  
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For Mike, screaming is an auditory trigger.  He explained that a scream can even be a 

happy and excited type of scream from children playing, and still be triggering for him.  When 

activated by this trigger, memories and flashbacks to traumatizing emergency incidents that 

involved persons screaming in distress come to mind, and he experiences somatic reactions such 

as jaw tension, ears ringing, chest pain, and chills, and feels anxious to the point he covers his 

ears and rocks himself.  He expressed feelings of shame about this because it is behavior he has 

seen in patients in mental hospitals, and he struggles and does not know at times how to bring 

himself out of this activation state.  His description gives a good example from the data of 

auditory triggers and activation that many public safety workers with PTSD experience: 

The biggest thing for me is screaming… and kids, they like to scream and play 
and just be kids, and it creates a tension in my jaw muscles and my eyeballs get 
tight - like my eyes - I get headaches. My ears start ringing, my chest hurts, I get 
the chills that run up the back of my neck. I've even caught myself few times 
covering my ears and sort of just rocking, comforting myself. Not in a full-blown 
fetal position, it's kind of like... you know. Which is hard to deal with because 
when I've seen people like full-blown off their rocker in a mental facility doing 
the same thing, it really, really hurts my ability to cope. I can't figure out what's 
wrong with me. I get into the spiral - I don't know how to explain it - I don't know 
why I feel this way. I've been physically fit and active and mentally sharp. And 
that's a scouting thing: mentally awake, morally straight, physically strong. Those 
are things that I live by… and when I can't handle my kids screaming, because it 
brings me back to a critical incident, and I don't know how to get out of it, It's... 
it's devastating. I catch myself sometimes if something happens I grip my chair - 
the arm of the chair, you know, and I'm just squeezing the couch.  
 
Another example of auditory triggering happened while I was at the WCPR facility doing 

this research.  I was observing meeting of the team of clinicians and the peer team.  In the middle 

of the meeting, a breeze blew through the open windows into the room, and caused one of the 

doors to suddenly slam loudly.  Everybody was triggered, including me, as loud noises often 

trigger me as well.  The activation appeared to be mild for each of us, nobody experienced a 

flashback or dove to the floor or anything similar to that, just felt startled and went into high alert 



182 

mode.  Most of us jumped to our feet, standing on guard, some facing the direction of the 

slammed door, and some looking for means of exiting the room quickly.  I remember my own 

adrenalin rushing through my body and the instant sharp alertness and ready for action stance I 

took.  Later, during one of the research interviews, Mark described what this was experience was 

like from his perspective, including why some faced the direction of the sound and some looked 

for a where the exits from the room were located.  His view of this is also interesting because it 

suggests some differences in how some emergency responders react to certain types of sounds: 

About the door slamming yesterday… I was about a half of an inch off the chair, 
and both of my hands were somewhere else, and I wasn't looking for the sound, I 
was looking how to get out, and all the cops were looking toward the sound and 
all the fire guys are looking how to get out because it wasn't a fire sound.  If it had 
been the other way around all the firemen would've been going that way, and the 
cops would've been going that way if it was a fire sound. Really, that was pretty 
interesting. 
 

Other auditory triggers evidenced by the data included noises such as the sound of and 

emergency response vehicle siren and fireworks, such as those on the 4th of July.  Reactions are 

similar to those described above by the research participants, mostly including an exaggerated 

startle response, increase in heart rate, and going instantly into high alert mode, agitation, or state 

of hypervigilance.   

My own experiences with triggers as an emergency responder include seeing airplanes in 

flight, hearing sudden loud noises that sound like gunshots or explosions, and the smell of jet 

fuel, burnt structural materials, and burnt flesh.  These became triggers for me after my service 

during 9/11 as an EMT at Ground Z ero at the Pentagon.  My reactions are mild now, but were at 

one time more intense.  Now these triggers bring just momentary distant images and memories, 

which pass quickly.  Before that, when I saw airplanes in the sky, especially if they were flying 

low or near any buildings, I would feel very anxious and remember the explosions shown 
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repeatedly by the news media of the impact of the planes flying into the World Trade Towers 

and the Pentagon.  I would feel afraid that the plane I was looking at was going to explode in the 

air, crash into a building, or crash into the ground.  Additionally, I would remember seeing the 

burnt remains of the plane, personal items, and bodies at Pentagon.  When I smelled jet fuel, 

burnt structure materials such as those of houses and buildings, or burnt flesh the experience of 

my EMT work at ground zero would come back to me vividly, just as if I had traveled back in 

time and was there. 

The data for this research revealed that PTSD has a major impact on public safety 

workers’ relationships with spouses, significant others, children, extended family, and friends.  

Isolation and withdrawal from relationship connections emerged from the data as salient 

elements of PTSD that impact relationships.  The research participants spoke about how they and 

other public safety workers did not want to share the tragic and traumatizing experiences from 

their emergency response work with their spouses, significant others, families, and friends who 

were outside of the public safety-worker culture.  John explains how he tried to keep the stress of 

his emergency response work separate from his personal life and relationships, but experienced it 

following him home anyway, and he avoided sharing it with his wife.  He felt this experience 

was true for many public safety workers he knows as well: 

You carry all the shit home with you that you see into your personal life. You try 
to think, "I thought I left it at work,” but, I brought all that shit home with me. So, 
you see all this nasty stuff and you come home and you think you can turn it off 
but it's still in the back of your head, and then it starts affecting other parts of your 
life. For me, I came home and I wouldn't share anything that I saw with my wife. 
 

Mike’s explanation of why he did not share with his wife about traumatizing incidents from his 

public safety work provides an example of how public safety workers avoid sharing about tragic 

or gory incidents with their spouses and loved ones because they do not want to traumatize them: 
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I would take coroner cases for young kids all the time. Because we're deputy 
coroners as well deputy sheriffs, we do all the death investigations. I took one 
with the same birthday as my son - a kid with the same birthday - and I went 
home didn't want to tell my wife about it. She's a teacher and stuff like that really 
gets to her. I don't want to expose her to stuff that’s bothering me. I see myself as 
stronger than her, and I don't want to make her feel the way I'm feeling. 
 
The participants discussed how public safety workers therefore tend to draw closer to 

fellow public safety workers than to family and friends outside the culture, leaning on the family-

like cohesive bonds, because they felt that only fellow public safety workers can truly understand 

them.  Jake explained his experience of pushing his family away and projecting blame on them 

for his stress, because they do not understand public safety work.  Drinking also factored in:   

I feel like I kind of abandoned them a couple years ago… Like I pushed them 
away, I was mean to them, or I just stopped opening up to them... and then I 
blamed them for a lot of things. Like, we'd be at family events and I would be 
drinking and I would get irritated and pick fights, and I would be like, "You don't 
fucking get it." I would instantly just blame them. Somehow it was my siblings’ 
fault or my mom and dad's fault for whatever I was upset about. 

 
In some cases, spouses and loved ones did have difficulty understanding public safety work and 

culture, and this also contributed to strain in these relationships.  Mike explained his experience 

of this, and how he wanted to express this to his wife.  He remarked that he was perhaps 

practicing during his interview how he can express this to her: 

I've been married a long time to the same partner. This relationship, with being 
married to a first responder… my wife… I'm learning to express it now. The first 
time I thought about it when I came here (to residential treatment at WCPR) and I 
was so excited, and my wife doesn't understand why I come here. She... it's like... 
she feels like, why can't she fix me?  It’s because she doesn't understand, and I 
think being able to express that now. I'll probably struggle to say it to her, so I'm 
practicing on you maybe. 

 
This divide in public safety workers’ relationships can lend to or exacerbate self- 

medication for stress with alcohol and illegal drugs, and also self-medication with extramarital 

affairs.  Frank, who is a clinician as well as emergency responder, explained how this, along with 
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other aspects of public safety work, impacts marital and committed relationships between 

couples: 

It’s no mystery why there is a high divorce rate.  The psychosocial stressors that 
impact marriages and couples include unusual work demands and situations, and 
long work hours.  There is a huge opportunity to stray from marital and family 
relationships.  This type of impulsive behavior - having affairs - is a type of self- 
medication for the stress of the job. I have seen these trends evolve from the 60s 
to what it is today.   
 
For the most of the research participants, this divide between relationships inside versus 

outside the public safety-worker culture later progressed into isolation and withdrawal when they 

developed PTSD.  Contributing factors to isolation and withdrawal also include feeling so 

depressed, anxious, and/or angry that one does not feel like connecting with others, feels more 

comfortable being alone in one’s misery, and does not want to expose loved ones to their 

negativity.  Substantial strain in relationships is often the result, and can lead to losing 

relationships with family and friends.   Jake described how he isolated himself, felt like he did 

not want to be near anyone, and how it felt good, but made his situation worse.  He also 

remarked that isolation, for him, was the worst aspect of his PTSD experience.  When he says he 

works “graves,” he means overnight or “grave yard” shifts, and “swings” means swing shifts: 

The worst I would probably say was the isolation, because it felt good, but it 
made it worse. It felt good almost like alcohol, but it makes it worse, and that's 
exactly what it was like. In the moment it felt really good just to be away from - I 
don't want to be around fucking anybody - it's nice just to have your couch and 
your TV and because I work graves, I work swings a lot of times - many, many 
years, so it was almost a pattern - a routine of everyone was asleep, so when I'd 
come home, I definitely wouldn't wake my wife up, but I would go in and kiss my 
kids, and then I would go down and have a drink. Almost guaranteed to have a 
drink, and sit and watch TV until I felt tired, sleepy, and then just got up and go to 
bed. 
 

Carl described how his PTSD, related isolation and withdrawal, how he self-medicated his 

distress with an extramarital affair, and the impact this had on his marriage and family: 



186 

It interferes with the relationship of your family… it's extremely stressful on a 
marriage. I've been married for 42 years, and because of the treatment that I've 
been getting the last couple of years, it's getting back to being healthy. For a long 
time it was a very unstable… dark period in my life.  There was physical 
distance… emotional distance. It became a business to survive. It became a 
mechanical routine, day after day after day. Existing but not living.  She 
withdrew... my wife withdrew.  She does love me.  But after a while... after a 
while she just totally separated herself and by doing so there's no physical 
contact… and because of that, I reached out… you know... and that was wrong. 
She knows about it now. But that was wrong, and it has destroyed the trust that 
we had worked on for so many years. That hurts because you never heal from 
that. You never forgive from that… You're never forgiven for that and it's always 
going to be a question. We're working on it. We really are. I truly believe that our 
union was meant to be… and in all aspects, she's a great wife. She's a good 
person. We both have made mistakes. We're both human. 

 
 For public safety workers, PTSD-related anger and substance abuse also have a serious 

impact on spouses, significant others, family, and loved ones.  They are often witness to or 

recipients of the irritability and the outbursts of anger and rage.  Additionally, they worry for the 

safety of their public safety worker due to the danger of the work.  All of this is often 

traumatizing to family and loved ones.  Carl told the story of his onset of PTSD that happened 

while he was in his garage, and how his wife witnessed it.  Carl described the experience as 

having a meltdown, and losing control of this thoughts and emotions because he could not find 

his car keys.  The loss of the car keys and not being able to find them triggered this reaction.  He 

expressed how he did not know or understand what was happening with him, and neither did his 

wife:   

My wife came out and she looked at me… and she asked me what was wrong, 
because this is the first time she's ever seen me meltdown. It's not the first time I 
melted down. It was the first time I could not control, and I melted down front of 
her. After she finally got it out of me what I was struggling over, she said okay, 
and she walked away, and she came back out with a wet rag and handed me my 
car keys. I just looked - I looked at those fucking car keys and I just… I got 
pissed, and then I got upset. I didn't throw things. I didn't break things. I was just 
so angry… I got so pissed off about it, and this is all over a stupid car key ring… 
and I got so… I almost had seizure like symptoms. But it wasn't a seizure… She 
just left me alone, because she had no clue. She knew that I was off - not the guy - 
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not the same person I've been. But it probably took me two hours to finally get my 
shit together. 
 

Mike talked about how his alcohol abuse frightened his wife and children.  His wife had been 

worried about his PTSD and drinking, and was afraid that he might drink himself to death.  He 

had been abusing alcohol, often to the point of passing out.  He described one of those episodes 

below, and this gives a good example of how PTSD and drinking impacts spouses and family of 

public safety workers: 

One of the times that I passed out and came to, and she's yelling at me: "Don't you 
die on me, you bastard. Don't die on me." She doesn't know what's going on. She's 
screaming, trying to get me to come back and I've blacked out. She's waking my 
kids up. It's not her fault. It's just PTSD. But she doesn't know what's going on 
and now the whole household's up… the kids are crying. 

  
 Diana spoke about how her anger impacted her family, and how she had been in denial 

that it was coming from posttraumatic stress from her public safety work: 

I cursed a lot in my family home and I'd go visit my parents or my siblings and 
I’d just be fucking mad. I would yell at my nieces and nephews and I would just 
be this asshole, and my mom said "You know, you act just like your dad when 
your dad was a police officer.” And I said - I was defensive in my response - I 
was like, "No it's not the police officer thing, it's just that he and I are realists and 
everyone else is just fucking slow and full of shit and pussified and everyone 
babies each other." I was just really negative. 

 
John expressed sadness and remorse over the impact his public safety work as a firefighter had 

on his marriage and family.  He spoke about keeping his wife at a distance from his work, and 

did not talk with her about it.  He commented how she had to be in charge of running the 

household, because he was consumed by his emergency response work and the related stress.  He 

felt that all of this was abusive and damaging for her and their children.  His experience of how 

his family has been impacted provides an example of how public safety work as well as related 

stress and PTSD can place major stress on spouses and family members.  This also provides an 
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example of the sadness and guilt public safety workers often experience when they see their 

stress and PTSD impacts their loved ones: 

I've nearly destroyed my own family by masking, by not involving them, by not 
being more involved as a dad. The damage that I've done to my wife. I can't deal 
with the things that I've done… to her. The firefighter mask coming home, the 
being different, all that shit… It's been psychologically dumping on and abusing 
her... putting her fully in control of everything 24 hours a day seven days a week 
for 30 years. 

 
 Another element of public safety work related stress and posttraumatic stress that 

emerged from the data that has an impact on relationships is that public safety workers often 

need to keep entrances and exits in their view.  Whether in a house, restaurant, or other type of 

building/structure, they feel very anxious and unsafe if they cannot see the doorways.  They want 

to be able to keep an eye on whoever comes in, to make sure no dangerous persons come in 

without their notice, so they can take action immediately. It can be anxiety provoking for the 

public safety worker if family and/or friends take all the seats in view of the door and then have 

to be asked to move, because it is too uncomfortable for the public safety worker to sit in a seat 

without view of the door.  Jake gives an example of this from his experiences: 

Normal people go to a restaurant, they get seated in a booth, and they sit down. 
People like me go to a restaurant, get to a place where we're going to sit down, but 
have to face the door. You can't have your back to the exit. You have to see who's 
coming toward you, who’s walking in. You have to be on guard all the time and 
it's exhausting… or meeting a group of friends, at a restaurant, and they beat you 
there… the panic that you feel when you walk in, and you see that they're sitting 
facing the door, and you're going to have to ask them to move.   
 

 Another important element that emerged from the data is that many public safety workers 

with PTSD have a history of experiencing physical, emotional, and/or sexual abuse during 

childhood and adolescence, being an adult child of alcoholics or addicts, and/or experiencing 

traumatizing events during childhood or adolescence.  This PTSD-related element was present in 

the data from the research interviews and also field notes.  For example, the workshops I 
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attended at the 2014 and 2015 Virginia Office of Emergency Services Annual Symposium that 

focused on stress and behavioral issues in emergency responders, including PTSD, identified 

growing up in a household with an abusive and/or alcoholic or addict parent or caregiver as a 

common factor.  Mike told a story about the severe abuse from his father that he experienced 

during childhood, and at times he was in fear of his life. His story provides an example of 

childhood physical and emotional abuse as a common factor in public safety workers with 

PTSD: 

There was child abuse for me growing up, and one particular incident where I 
could have probably could have died...When I was about six years old, my dad, 
well I'll just tell you, my father was a raging alcoholic, abusive to my mother and 
to me. He took me out to the country - he was drunk - he was going to teach me 
how to run faster. So what he did was he tied a rope around my waist, tied it to the 
bumper of his truck and drove off, and when he got to the second gear, I couldn't 
keep up. He dragged me behind his truck for several yards until I was all scabbed 
up. He was going to teach me how to run faster and toughen me up. Yeah, there 
were several other times when he'd slap me around… hit me. It's just sad. I think 
of my son, and how could a father do that? It just makes me sad because I can't 
even spank my son! How could you do that to your son?  
 

Diana, who has episodes of anger and rage as part of her PTSD, experienced emotional abuse 

from her father, who also was a public safety worker and had anger and rage outbursts.  She 

thought this was normal until she experienced other households of family and friends where this 

did not happen.  Her comments provide an example of emotional abuse that many public safety 

workers with PTSD experienced in childhood and adolescence: 

So he yelled all the time, he cursed us out all the time and that was just life. I was 
used to it and I thought, "This is normal. This is what people are like." Then, I 
would go to my friends' houses or see other family members and they weren't 
getting yelled at, they weren't getting cussed out. At my house, if we did 
something wrong like if you made a mistake… I spilled a lot of shit, so I'd spill 
milk, I'd spill water, and my dad would scream, and he would yell and cuss me 
out: "What the fuck is wrong with you?" He would just… he was relentless. He’d 
tell me, “You fucked up. Don’t fuck up anymore.” So… it just felt like, “Fuck, I 
fucked up I got to fix it and this is what I get for fucking up.” So it was normal to 
me… and then I remember being at my neighbor's house and I dropped pizza on 
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their rug and they had just cleaned the rug, and I said, "I'm so sorry!" I'm 
scrubbing it out, I'm apologizing and apologizing, and her mom said, “It's okay, 
it's just pizza, it's just the rug. It's okay." I felt like I made the biggest mistake at 
their house and I was shaking and I was upset and I felt bad because I fucking 
dropped it on their rug, on the clean rug. She was really nice about it. Then my 
friends were like, "Yeah, my mom doesn't care, it's not a big deal. It's okay, don't 
feel bad… we spill shit all the time and she doesn't care."  And it was just 
amazing to me.  
 

 John grew up in a household where both parents were alcoholics, and his mother abused 

him sexually.  He remarked that he never spoke of it until he came to the West Coast Post-

Trauma Retreat (WCPR).  Also, he experienced a traumatizing event, which was his family’s 

home burned down.  He lost an 8-year-old sister and an infant niece, and his mother and brothers 

suffered burns.  He expressed that he felt emotionally burned though he was away when the fire 

happened so was not physically burned.  He felt drawn to firefighting as for him it was a way to 

turn the traumatizing tragic experience into something positive.  His story provides an example 

of sexual abuse and traumatizing events during childhood and adolescence in public safety 

workers with PTSD, and how some public safety workers are drawn to the profession to make 

something positive out of past traumatizing events and abuse:   

I have an abusive past in my childhood. Both my parents were alcoholics. My 
mother abused me sexually. Umm... I never talked about that until I came here… I 
thought, who else’s mother would abuse them? I wouldn’t say it’s common… but 
I’m not the only one! When I was 13-years-old, our house burned down. I was 
gone with the Boy Scouts, camping… my eight-year-old sister died. My oldest 
sister had a baby… the baby’s dead… in the fire… and my two brothers were 
burned and my mother was burned…. and then all the emotional... the emotional 
burn. I wasn’t burned physically, but I felt that I was burned emotionally… that’s 
when the abuse started... afterwards.  So... I think that that fire really affected 
me... But then I felt, like this calling to be a firefighter… try to make something 
positive out of it, and I actually worked for the department that responded to our 
house fire was the department that I started at as a volunteer. 
 

 The data also indicated that feeling betrayed by one’s agency or organization is another 

prevalent aspect of how public safety workers experience PTSD.  Public safety workers, as 
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previously discussed in the Cultural Elements section of this chapter, have love and dedication 

for their work and tend to form cohesive, family-like bonds with one another.  Thus, they tend to 

be dedicated to serving the career or volunteer organization for which they work.  When they 

feel mistreated by their organization, public safety workers experience this on a very personal 

level and find it highly stressful, painful, and often traumatizing.  For the research participants, 

experiencing betrayal by their organization is among their traumatizing experiences, and is also a 

trigger for their PTSD.   

 Examples of experiencing organizational betrayal include situations where public safety 

workers go to their leadership/chain of command to ask for support for difficult situations and 

experience invalidation, minimization, dismissiveness.  Mark, from his perspective as an 

emergency responder and mental health clinician, gave his description of organizational betrayal: 

Organizational betrayal is a feeling that something that is done by… I'll try to 
give the neutral view of it… Where the person, like the rank-and-file people, or 
the line personnel, or the street cop is put off like on admin leave, for example, 
that’s what I’m experienced with, where the guys, they’re abandoned by their 
buddies. They don’t talk to them. They’re told, “I send you home for admin leave 
until I can schedule you for a fact-finding interview two weeks from now, when 
your union rep is all ready.” You’re getting paid, but you stay home and you 
phone in every morning and say you’re available to work… and guys know who’s 
on admin leave. It’s like wildfire spreads out through the department so fast and 
so even their best friends are reluctant to call them… So they feel abandoned, that 
all this bullshit about the family, the extended family, the firefighting brotherhood 
is going to take care of you. It just all goes out the window. So, that’s kind of 
what my definition of administrative betrayal is. It’s usually a chief officer doing 
it, to the poor line person. 
 

In his description and definition of organizational betrayal, Mark explained that much of the 

betrayal feeling comes from the public safety worker being placed on administrative leave for 

physical and/or emotional injury and being told not to talk to anyone in their organization, and 

their fellow public safety workers are told not to reach out and talk to them either.  Public safety 

workers on administrative leave thus experience feelings of abandonment and betrayal, because 
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the cohesive, family-like bonds disappear.  Additionally, there are situations where public safety 

workers experience organizational betrayal when their organizations make mistakes and/or when 

there are organizational political issues involved in the handling of emergency incidents, and 

requests for support get little or no response, or are simply refused.  Mike described an 

experience where he had worked an intense, dangerous, high media profile emergency incident 

and asked for support in the form of backing up his actions on the incident, helping him deal 

with the stressful aspects of it, and giving him and his family some protection from any possible 

harm from retaliation.  He remarked that his organization had made some mistakes, due to 

inexperience with that type of emergency situation, especially in the leadership aspects of how 

the emergency incident was handled on scene and in the aftermath.  Mike expressed anger at 

how he was treated: 

Because they were unprepared and didn't know what they were doing, because 
they didn't do their job, they put it on me, and the responsibility of the leadership 
failed, and that's because they were unprepared. So that really pissed me off… so, 
organizational betrayal, they just don't care. They just do what's best for them and 
they're really worried about covering their own ass, doing what's best for them.  I 
feel like if they had appropriately dealt with our situation, the how we know what 
we know, our department would’ve actually been saying, "Hey, we made a 
mistake" and just been forthright instead of letting the public create the reason. I 
had unfamiliar to me lieutenants call, and tell me that the FBI had validated death 
threats against us because of the high profile nature of this thing, and ask me, "Do 
you know how to protect yourself?" and I said, "Yeah, I'm a cop, of course I know 
how to protect myself." and so that made me feel like I was in a complete island 
and I had only trust in myself. 
 

 Mark recalled how he felt when he went to ask his organization for some help dealing 

with the operational and emotional aftermath of an emergency incident.  His organization 

minimized his situation and was dismissive of his requests for help.  He explained that this is 

how he found out that the cohesive, family-like bonding is often inconsistent or does not exist at 

the administrative levels.  He expressed the anger and disappointment he felt: 
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I just thought, "Screw you, that brotherhood is not really coming through right 
now and I need a little help. I'm asking you." and I just got, like, the screw you 
attitude from them, and that really pissed me off, because that brotherhood they 
told you in the academy doesn't always exist... and I kind of got it at its worst 
when I needed it the most. 
 

Some public safety workers have experienced organizational betrayal when asking for support 

and assistance for issues resulting from major physical and/or emotional injuries in the line of 

duty.  Jake explained how he experienced betrayal by his organization when he suffered a 

fractured spine in the line of duty while working as a police officer on an emergency incident.  

He followed all the required steps for documenting the incident and getting medical treatment, 

but the leaders in his organization would not give support or honor his request for a modified 

work position while he was recovering from his injury.  Additionally, he explained that they 

violated the disability act because they did not give him a modified position although he was 

going to be able to return to regular duty work once he healed, and he was willing to do so.  Jake 

expressed he felt very hurt at how his organization treated him this way after he gave and 

sacrificed, and put his life at risk daily in the line of duty.  He also commented that when he 

hears of other public safety workers experiencing administrative betrayal, it is a PTSD trigger for 

him.  Jake’s experience provides a clear and descriptive example of how public safety workers 

can experience organizational betrayal resulting from situations where they sustain major injuries 

in the line of duty, and how organizational betrayal can be traumatizing: 

I got injured in the line of duty. I had a fractured spine… from wrestling with the 
parolee who was on crack cocaine - I didn't know he was on crack cocaine at the 
time - he was trying to kill his sister... and so anyway, I ended up getting disabled 
and after I was injured.  The department, they did not want to give me - they 
didn't want to give me any modified duty, they didn't offer me anything, and I 
remember complaining about that and… I remember getting pissed, because I 
shouldn't have to ask twice over something like this. It's documented, I went to 
the hospital, it was on duty, the sergeant was there, the reports have been written, 
there's no issues here… why are you screwing with me on having a modified duty 
position until I can heal?  They violated my... the disability act… it clearly states 
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if someone is injured in the line of duty, you know, you have to offer them a 
modified position, and… you have to retire them if they can't go back to 
work... and they just weren't giving me anything… and it really stuck with me, 
and it really hurt because betrayal hurts no matter what. There is, I feel for me 
there's a difference between somebody betraying me in a relationship, where one 
parts and go separate ways, that's fine. There's a difference between something 
like that, to me, and risking my life every day, and sometimes being in a situation 
where I could have easily been killed and not have gone home to see my wife or 
my children, and so I feel that when you betray someone who has given that 
much, towards the career or the agency or whatnot, you know… you just don't 
screw with them like that. You don't do that… and so, when I hear the stories of 
some of these folks, that's a trigger for me, when I hear their departments bend 
them over and completely went haywire on their shit. It makes me... that really 
starts to stir me up. 
 

 Public safety workers with the injury of PTSD, as evidenced by the data, have also 

experienced organization betrayal when their capacity to continue to work is lost due to their 

PTSD reaching crippling and disabling levels.  For example, when Diana had to retire on 

disability for PTSD as a police officer, though many people in her organization gave support, the 

police chief tried to fire her.  It is evident in her story below that the police chief did not even 

consider PTSD to be an injury and expected her to come back to work, and her worker’s 

compensation claim for her posttraumatic stress was denied.  She contacted the police officer’s 

union and got them involved in order to help her with this situation.  She also got an attorney 

involved.  Some of her supervisors and coworkers were supportive of her and fought to help her 

get her claim approved and avoid being fired.  One of her coworker friends, who was at a 

supervisor level, also interceded for her with the chief as well.  Finally, her claim was approved 

and the chief did not fire her, but through this ordeal, as evidenced in her narrative below, Diana 

experienced additional traumatization.  Diana’s description of this experience gives a clear and 

thorough example of organizational betrayal and the related inconsistency and/or breakdown of 

cohesive family-like bonds when it comes to expressing distress and needing support or 

assistance because of stress reactions and PTSD.  This also reflects the cultural disapproval and 
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rejection of public safety workers who express distress and/or ask for help because of stress 

reactions to traumatizing emergency incident work.  Diana remarks that is a “catch 22” in that 

when she asked for help and took time off, the chief rejected and tried to fire her, but if she 

would have committed suicide, the chief and organization would have felt that it was unfortunate 

she did not ask for help: 

As far as the agency as a whole... It's been bittersweet, because there are a few 
people that have gone out of their way to help, and there are other people that did 
not help. So, for example, one day, supervisor calls and says "Hey, Diana, calling 
you as your friend, not as one of your supervisors." and he said, "Chief wants to 
separate you from the police department and he wants to fire you." and this was 
when I was like, I don't know maybe eight months off of work due to stress, and 
I'm like, "For what?" and he says, "It's because your claim hasn't been accepted 
yet. It's been denied." So in our work, your claim's always denied, and then you 
fight for it to get accepted. So, rarely do they just accept it right off the bat. I think 
the only time they accept it right off the bat is if you've been shot… So he says 
what the chief said: "Because Diana’s claim has been denied, she needs to be at 
work because she's not injured, so why isn't she here?" So the union argued with 
the chief, and they're like, "You can't do that to her because she's still getting 
doctor's notes, and she's still keeping in contact with everyone and she's still doing 
what she's supposed to do. So, if you don't want to give her any more time, then 
don't pay her. But you can't terminate her right now." and so one of the union 
guys called me and said, "Look, we know that this is going on, so we just want to 
give you a heads up that you could possibly be terminated, and if you are, it's 
illegal and we'll fight for you. But we just want you to know so that if it happens 
it doesn't come as a shock.” So then I started freaking out, and I was like, "I will 
just come back to work." and they went, "No, don't just go back." and I went, "I 
have to." and I was fucking crying, and I was stressed the fuck out even more, and 
I'm like, "Fuck, now I'm in trouble and I've been told it's okay to head off on 
stress because you're asking for help. I was told that you won't get in trouble, and 
now I'm in trouble, and I'm going to get fired." and so, one of the union guys, and 
one of the supervisors, they were both like, "No. Don't let this chief bully you into 
quitting, and don't let him bully you into coming back. Just trust us, and you'll be 
fine." So I called our lawyer and I explained everything to him, and the lawyer 
calls me the next day and he says, "You're right, the chief is trying to fire you. I 
can't fucking believe it." But he was like, "I will and we're all going to fight for 
you." So then I was like, "Alright." So one of the deputy chiefs heard about it, and 
this deputy chief was all about if officers need help, you're given the help. So he 
had a talk with the chief and he said, "Hey, I understand what your feeling is 
about Diana, and how her claim has been denied. But we told these officers if you 
need help, ask for the help. She asked for the help, we can't just cut her." and so 
the chief is like "Alright. I'll give it a little bit more time and see how things work 
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out." Luckily, my claim was approved, and then it was fine. But it really, really 
pissed me off and upset me… that for a moment the chief was going to try to fire 
me. So, I was happy to have all the support from all these other people that were 
like, "We have your back and this is not how it should be." But I guess it was 
hard, and the chief's one person, but he's the chief! He's the big boss… and I 
thought "Fuck, if I come back to work, he's just going to fucking hate me - and 
find reasons to find a way to terminate me when I come back,” and it's like just 
that, department betrayal… It really hurt… and I felt like "Fuck if I would've 
killed myself, I bet you they would've been like, oh, that's too bad she didn't ask 
for help!" and it's like this huge Catch-22. 
 

 As previously discussed, in many cases when public safety workers are off work on 

worker’s compensation or retired on disability for PTSD, they receive little or no contact.  From 

the data, this appears to be a combination of organizational betrayal where coworkers are often 

told not to have contact with public safety workers on administrative leave and cultural rejection 

for perceived weakness because of having PTSD.  When John was off work on worker’s 

compensation for stress, he received no more contact from his coworkers or leaders in his 

organization after he was referred for treatment and his doctor diagnosed him with PTSD.  

John’s experience provides another example of organizational betrayal and cultural rejection due 

to PTSD, and the additional trauma of losing the cohesive, family-like bonds: 

They didn’t do shit. They never called me, acted like I had a plague. My buddy 
told the department, and that was that. I never heard a word from them after 
that. They told me, “Go see the doctor.” The doctor told me “Don’t go back to 
work. You have PTSD. We’re going to get you in treatment.” I started treatment. I 
never heard a word from them… Never heard anything, no “How you doing? This 
stuff happens sometimes.” Nothing! 
 
The experiences of the participants above reflect those who are career public safety 

workers employed by paying organizations.  In the case of volunteer public safety workers who 

work within membership in volunteer organizations, there are some differences that I have 

observed as a volunteer EMT and also the field notes from this research.  Examples of volunteer 

organizations include volunteer fire and rescue departments and membership in police auxiliary, 
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which is usually a volunteer branch within a police department.  A volunteer public safety 

worker with a stress reaction can take a leave of absence or simply resign from their 

organization.  There is no loss of career since it is volunteer work, so that particular stressful 

aspect is not present.  However, the element of organizational betrayal where the volunteer 

public safety worker is rejected by his or her peers and the organizational leadership for 

expressing distress and seeking help for stress reactions is still prevalent.  All or most of his or 

her volunteer coworkers will discontinue contact and relationships with them. Frank, from his 

perspective as a mental health clinician and emergency responder, explained some major factors 

that contribute to organizational betrayal and general mishandling and/or mistreatment of public 

safety workers with stress reactions and PTSD includes a lack of education about stress, stress 

reactions, and PTSD.  Additionally, Frank remarked that another major factor is that public 

safety organizations are concerned with liability, funding, and their public image: 

When you think about departments, they're big organizations, and I think there's 
this reluctance to look at posttraumatic stress injury and see it for what it is. I just 
think departments sometimes... They're so concerned about their liability and how 
they appear in the papers that they forget about the actual members - what the 
members go through on a daily basis. Administrative constraints, including legal 
risks, equality of treatment, and such concerns also stifle the provision of services 
to address stress and PTS within public safety organizations. 
 
In the past decade, I have witnessed some change within the public safety culture where 

expressing distress and seeking help and support for stress reactions related to emergency 

incident work is more accepted in the public safety culture, including at the organizational level.  

This trend is also evident in the data for this research.  Public safety organizations have been 

taking some steps to address stress reactions and posttraumatic stress prevention.  However, 

effectiveness varies because of lack of or low quality education and training related to public 

safety worker emotional health and stress injuries, the cultural stigma associated with expressing 
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distress and seeking help for stress reactions, and public safety workers’ distrust of their 

organizations because of organizational betrayal.  Critical incident stress debriefings (CISD), as 

discussed in Chapter 2, is one of the steps public safety organizations have taken to address 

stress reactions, PTS, and PTSD, and CISD is considered a preventative measure.  According to 

the data for this research, not all public safety organizations provide CISD, and when they do, 

the quality if often low. Additionally, many public safety workers do not trust the CISD, 

especially because it is provided within the organizational setting, and therefore take part in 

debriefings reluctantly or find a way to avoid it altogether.  Carl commented on the earlier days 

of his time as a firefighter/paramedic, when there was no provision of CISD and stress reactions 

to emergency incident work and expressions of distress were minimized and/or complete 

discouraged.  He spoke of a time he felt frustrated about this, having just come from an intense 

emergency incident that involved death and gore: 

There was no CISD, no critical debriefing shit. There was none of that shit. It was 
just, “Go wash your hands with soap and water. Get the blood off of your 
face”…because there was blood splatter. I did have some on my face… I had it on 
my hands. 
 

 When his organization later started to provide CISD, Carl expressed that he did not trust 

in the debriefings, because in his experiences, they were not well facilitated, and the debriefers 

were not emergency responders, and so he and his coworkers felt the debriefers could not really 

understand what critical emergency incidents, such as mass casualty, are like.  Carl spoke of the 

frustration he experienced and how he walked out of several debriefings:   

We had the critical incidents stress debriefers. They had no clue what it was 
like… They had no clue what it was like. I'm tired of some... I got really... I 
walked out of several of them... I can't say they know what they're doing. I can 
see their heart is in a good location - they just don't know how to deal with mass 
casualty. 
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John described how in the beginning, he and his coworkers did not go to CISD debriefings 

unless it was necessary, meaning they had actually worked directly on the critical emergency 

incidents (which he refers to below using the cultural term “call”) rather than just being present 

on the scene. John tells of the first CISD debriefing held at his fire department following a 

critical emergency incident where a man murdered his wife. He and his coworkers were not 

directly involved on the incident, so they went home rather than to the debriefing.  However, the 

engine captain who actually was directly involved on the scene did not go to the debriefing 

either.  When John asked him about it, the captain told him he was not comfortable with going, it 

would not be helpful for him, and that he wanted to go home to his family instead.  

Our first debriefing, I wasn’t at the call. I was the truck captain, but the engine 
captain was there and the engine went on the call. The truck guys didn't. I sent the 
crew home. We got off.  It was terrible… a guy killed his pregnant wife. It was a 
terrible call for those guys, but we weren't there. I told the chief, "We weren't 
there. We're not staying. See you later.” and we left. The engine captain left also. 
He said, "I just want to go home and be with my kids right now, and don't tell me 
about this new debriefing thing." He was kind of a weird guy, but anyways, that 
happened in 1988, and so that was my first experience with debriefing.   
 
In addition to CISD, many public safety organizations offer EAP (Employee Assistance 

Programs).  As discussed in Chapter 2, EAP agencies are contracted by organizations as a benefit 

to employees so they can access brief counseling services free of charge.  However, the data 

from this research suggests that effectiveness of EAP for public safety workers varies.  Some 

public safety workers are reluctant to access these services because of mistrust in confidentiality, 

avoiding asking for help with emotional issues because of cultural stigma, and thinking that 

because the EAP counselor is not a public safety worker, he or she will not understand public 

safety work related issues.  In the case of mistrust of confidentiality, public safety workers 

perceive that because the EAP is outsourced by their public safety organization, there is a 

connection that might lead to the EAP sharing information about them and their counseling 
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treatment with their organization, and negative consequences and impact on their careers will 

result.  In the case of the cultural stigma associated with expressing distress and seeking help, 

public safety workers are afraid that their fellow public safety workers will find out, and then 

they will be perceived as weak and be rejected.  Additionally, as evidenced by the data, public 

safety organizations avoid addressing stress issues, and so do not adequately inform employees 

of available EAP services and how to access them.  For example, Mike commented that when he 

decided he met his limit with emergency incident related stress on his own and asked for help, he 

had to make a concerted effort to see what services were available to him.  Once he did, he found 

out about the EAP and how to access services.  He was surprised his organization had not 

informed every one of the EAP.  Some of the participants who accessed and utilized EAP 

counseling did not find it helpful, and then they felt even more wary of reaching out.  Jake spoke 

about his experience with EAP services.  Jake expressed that he experienced nothing helpful 

from seeing the EAP counselor, and also thought it was unrealistic that the counselor could help 

resolve his stress issues in three visits.  He added that all he got from the three sessions is an 

affirmation from the counselor that his organization was problematic: 

Yeah, went to an EAP therapist, and that person said "I can't help you in three 
visits." Three visits, when I told him I was struggling! I went to those three 
visits…and nothing other than, he said, "Your organization is screwed up.” 
 

 Some of the research participants did have positive and helpful experiences when they 

accessed EAP services, and the data from my field notes showed that public safety organizations 

are starting to ensure workers are informed of EAP and encouraged to access EAP services as 

needed.  Additionally, the data from participant comments and the field notes suggest that more 

public safety organizations have CISD in place, and there has been some improvement in the 
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quality of debriefings.  This is discussed further in the next section of this chapter, which focuses 

on aspects of how public safety workers experience recovery from PTSD. 

Healing and Recovery 

Presented below are the categories, themes and elements that emerged from the data 

regarding how public safety workers experience healing and recovery from PTSD.   

Table 7 

Healing and Recovery 

Psychotherapy and medication 
- importance of clinician/practitioner competence with public safety culture 
- medication therapy experiences 
- individual outpatient psychotherapy experiences 
- substance abuse/addiction treatment 
- whole person (body, mind, and spirit) healing approaches 

 
Residential treatment programs specifically for public safety workers  

- WCPR (West Coast Post – trauma Retreat) 
- entire staff as well as clients are public safety workers and/or combat veterans 
- integrated treatment model 

 
Peer support 

- sharing war stories of emergency incidents 
- discovering that one’s peers also have emotional reactions, such as anger, grief, 

or fear, after critical/traumatizing emergency incidents 
- remembering and sharing of humorous and/or positive moments during 

emergency incident operations 
- peer-support groups  
- spending time with peers who are close friends  
- talking with peers over meals or drinks  

 
Spiritual healing 

- reconnecting with and building faith in one’s spiritual beliefs 
- practicing one’s spiritual beliefs (prayer, meditation, rituals, ceremonies)  
- regular attendance at church, temple, or spiritual community worship and social 

gatherings 
- talking with clergy or spiritual ministers   

 
Developing new life/world perspectives and sense of purpose   

- developing a new perceptions and beliefs regarding life and the world 
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- utilizing one's PTSD experiences to help other public safety workers that are 
struggling with posttraumatic stress reactions 

- developing renewed sense of purpose and meaning in life  
- developing renewed sense of identity  

 
Public safety organization roles in stress injury prevention, healing, and recovery 

- shifting/changing the cultural stigma/double bind regarding stress injuries 
- provision of high quality CISD/CISM 
- provision and ensuring employee awareness of EAP services 
- provision of whole person health education (including mental and emotional 

health as well as physical health) 
- having a mental health clinician on staff who is competent with public safety-

worker culture 
 

Wisdom gained from experiencing PTSD and the healing process 
- it’s okay to be human 
- it’s okay to talk about distress and ask for help 
- recognizing and regulating triggers/activation 
- healing and recovering from stress injuries is possible 
- learning from stress wounds 
- importance of self care 

 

The most important themes that are interwoven throughout the data regarding treatment 

approaches and modalities included clinician competence and congruence with public safety-

worker culture.  As previously discussed, a salient factor in public safety worker avoidance of 

accessing support or treatment for stress reactions is the perception that the practitioner or 

clinician will not understand public safety work related trauma because of being outside the 

culture.  According to the data for this research, when public safety workers do reach out for help 

and are treated by clinicians who are not familiar or competent with the culture, then problems 

with establishing therapeutic relationship occur, which results in negative treatment experiences.  

Terri expressed that when she first sought individual psychotherapy treatment, the clinician she 

saw seemed to have many accountants and corporate business type people for clients.  She felt 

the clinician did not understand her or public safety work.  She remarked that she felt it is 
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important for public safety workers to have clinicians who specialize in treating public safety 

workers:   

I tried seeing a therapist that has accountants for clients, and they don't relate. 
They cannot relate, so they'll never get it… we need more specialized 
doctors…doctors that specialize with first responders. Our symptoms are 
different. Our night terrors are different. We need more specialized people. 

 
Terri also commented that public safety workers have a different experience of posttraumatic 

stress symptoms, such as nightmares, in that the content is different because it is made up of 

traumatizing emergency incident related material.   John also spoke of feeling like clinicians he 

saw that were outside the public safety culture did not understand him, or what public safety 

work meant to him.  He felt that especially when one of the counselors told him he should quit 

his job.  Public safety workers, as previously discussed, have love, enthusiasm, and dedication to 

their work.  Thus, when seeking help, they are looking for ways of dealing with stress reactions 

or stress injuries in a healthy, positive way so that they can maximize their chances of continuing 

to work: 

Well, some of the different counselors I saw before... one guy told me "Well, quit 
your job then.” Oh, bullshit! So, some counseling was very ineffective. 
That's...they didn't understand. They'd never had any first responder trauma that I 
was aware of, and it showed. 
 
Frank, who is a clinician as well as emergency responder and combat veteran, spoke 

about how he felt misunderstood and frustrated when he first sought psychotherapy for 

posttraumatic stress.  For him, the experience of feeling a lack of joining or connection from the 

clinicians he saw led to the realization of how important it is for clinicians to have an 

understanding of combat veteran and emergency responder work and stress.  This influenced him 

to become a clinician that specializes in treating emergency responders, especially for stress 

injuries and PTSD: 
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When I would try to relate my story, you would've thought I was on Mars! They 
had no clue what I was going through. This, being a first responder, unless you 
walk in our shoes, what we go through on a daily basis, and you know how 
quickly we have to make decisions, you're not gonna be helpful. I think that was 
my biggest motivator from going from being police and prior military to 
becoming a psychologist. 

 
Mark, who is a clinician and emergency responder, spoke about the importance of establishing 

the therapeutic alliance between clinician and emergency responder client.  He remarked that 

building rapport and cultural sensitivity are essential: 

To me, a big part of it is rapport. There's another facet that is culture. I think 
culture is really huge, because the one thing that we don't want to... We want to be 
culturally sensitive.  What we don't want to do is get a client into a room and be 
insensitive to their cultural heritage, and then start off therapy in the rear. 
 

Frank also emphasized the importance of building rapport as a major part of building the 

therapeutic alliance.  He further remarked that establishing the therapeutic reliance is of such 

significance that it is the factor that truly matters in effective psychotherapy, regardless of 

therapeutic modalities and techniques used for treatment: 

What’s important is really building that therapeutic alliance, and then to make the 
client feel very comfortable and very safe… and so does it matter what particular 
type of therapy? No. I think it all starts with building that rapport, because we 
might start looking at doing some CBT techniques, but then we may end up doing 
talk therapy for eight sessions, nine sessions. So again, to me, a big part of it is 
rapport. 

 
Clinicians who are public safety workers can readily utilize their own cultural 

experiences in order to build the therapeutic relationship/alliance with public safety-worker 

clients.  Mark described how he lets public safety workers clients know that he is from their 

culture, and has had very similar experiences: 

When I talk to them, I talk to them about the number of years I have in law 
enforcement. The types of jobs that I... I've had in law-enforcement, my exposure 
to critical incidents… I don't go into detail, but I let them know that I've been 
involved in, you know, officer involved shootings, and it's not done to one up 
them.  It's just so that they understand that I've been where they're sitting. 
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Frank also spoke about how he utilizes his own cultural experiences to build rapport and 

therapeutic alliance with his public safety-worker clients by letting them know he has had very 

similar public safety work experiences.  He also remarked that, in his experience, he has noticed 

that clinicians who are also public safety workers tend to utilize more self disclosure with public 

safety-worker clients.  He noted that the WCPR residential program was a good example as the 

public safety worker clinicians tend to self-disclose with the clients there more than they do in 

other therapeutic settings.  He expressed that it is necessary and productive for the therapeutic 

relationship for the clinician to share some information about himself or herself with public 

safety-worker client: 

We're trained, you know, not too much disclosure, but when you're dealing with 
the public safety employee, and depending on what your office looks like… or the 
setting, where you're doing your therapy, for them to know that you are culturally 
competent, that you know about what might be going on with them, is to let them 
know little bit about yourself. That's often why here at WCPR, clinicians actually 
disclose more here than they do anywhere else.  I've talked about this with other 
colleagues, what that tells me is, is that for public safety clients it would... it 
serves them better when they know a little bit more about you and about your 
background, that you really do understand what it is that they're going through. 
Because cops will tell you, the reason why they don't go to therapy is, "Oh, my 
shrink doesn't know what I go through. He has no clue what I go through." 
 
In my own experiences as a clinician who is an emergency responder, I have also noticed 

that I utilize more self-disclosure with public safety and combat veteran clients.  In the beginning 

of the course of therapy, after the initial paperwork is completed, my clients and I have 

conversations about our public safety work experiences.  This includes some sharing of war 

stories and also moments of humor.  Public safety workers generally tend to bond in this way 

when meeting and establishing relationships with one another.  Since this is natural to the 

culture, it is relatively easy to use this way of bonding as part of forming the therapeutic 

relationship/alliance.  I have noticed that I can build the therapeutic relationships/alliances with 
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public safety and combat veteran clients much faster than with civilian clients.  I believe that the 

cultural element of cohesive bonding also factors in, because there is an automatically assumed 

foundational bond, even between public safety workers and combat veterans who do not know 

one another personally.  An additional element of how I facilitate the establishment of 

therapeutic relationships with public safety clients is the inclusion of public safety workers and 

military cultural artifacts in my office.  As previously discussed in the Cultural Elements and 

Characteristics section, in various locations around my room, there are model emergency 

response vehicles, including fire and EMS apparatus, medevac helicopters, and police patrol 

cars.  I have emergency responder and military posters and an emergency responder wall 

calendar, and I have that place on my office wall with the various public safety and military 

uniform patches.  Having these cultural artifacts in my office gives clients a sense of being in a 

place and person familiar with their culture.  Thus, for me, the combination of sharing who I am 

as a member of the public safety-worker, culture-sharing group, engaging in the basic cultural-

bonding customs of sharing war stories and humor, and having an office environment with 

familiar elements and artifacts are the major factors in how I build therapeutic 

relationships/alliances with public safety worker and military combat-veteran clients. 

Clinicians who are civilians with no public safety or military background can also 

effectively establish therapeutic relationships/alliance with public safety clients, provided they 

are competent with public safety-worker culture, and this is evident from the data for this 

research.  Participants remarked that when they went to see clinicians who were experienced 

with public safety-worker culture, they had positive and productive treatment experiences.  Some 

of the clinicians had familiarity with the culture because they have family members who are 

public safety workers.  Other clinicians gained familiarity with the culture because they have 
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experience treating public safety clients.  For example, John had a positive treatment experience 

with a civilian clinician who had gained familiarity with the culture because of relationships with 

family members who are public safety workers: 

I saw a clinical psychologist who had worked with first responders, who also did 
some work with 9/11 and other things like that. She's the wife of law-enforcement 
and the mother of law-enforcement, so she gets it…  is somebody I trusted 
because she was close to the culture.  
 

Mike had a positive experience with a civilian clinician who had familiarized herself with the 

public safety-worker culture by working with emergency responders and combat veterans in 

various capacities, including with the Urban Search and Rescue (USAR) team that was 

dispatched to the locales hit by Hurricane Katrina: 

She went to Katrina… She went with our USAR team to Katrina, and she was 
doing the debriefings and stuff like that, so she's traveled in the culture, and she 
works with the military veterans.  
 

Terri is having positive experiences in psychotherapy with a civilian clinician who is familiar 

with public safety culture.  She commented she can relate to her clinician, and attributes that to 

him having a good amount of experience treating clients who are police officers.  She remarked 

that she did not even need to explain things in detail because he understood her right from the 

start: 

I can relate to him. He has worked with cops for so long that I don't have to 
explain to him the culture. I don't have to explain to him anything, he understands. 
I walked in his door and he said "You probably feel this and this and this and this 
and this and this.” and I said, “Yeah.” I didn't have to say anything. It was just, he 
got me from the beginning. 
 
For all of the research participants, once each found either a public safety worker or 

culturally-competent clinician and therapeutic relationships/alliances were established, 

psychotherapy helped facilitate healing and recovery.  Jake spoke about his productive 

experience in psychotherapy, and how his clinician helped him identify and develop a new focus 
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and purpose.  As a result, Jake went back to school to become a clinician specializing in treating 

emergency responders and combat veterans: 

In my mind, I'm really fucked up. I need help… and after a while he said, "I think 
you need to be able to point at something.  I think that's what it is." We started 
talking, and he said, "You might want to take some classes on psychology." 
because I told him I was a hostage negotiator. I did a lot of sidewalk psychology... 
and he said, "Well, did you ever think about going back to school, and maybe 
getting into that?" and that's where the spark… and I was like, "Hmm!" and I 
remember I left his office thinking: "What was that all about? Is he kooky or is he 
brilliant?" and he turned out to be brilliant. 
 

Diana expressed that her psychotherapy experience has been helpful to her healing.  She relayed 

how it was a major relief for her when her clinician diagnosed her with PTSD, and encouraged 

her to stop referring to herself as “batshit crazy.”  Most of the participants mentioned that being 

diagnosed with PTSD and having it explained to them by a clinician whom they trusted was a 

major relief.  They either did not know what PTSD was or thought PTSD only happened to 

combat veterans had thought they were losing their minds or going insane, and realizing what 

they were experiencing is a condition that has a name and is treatable was a powerful initial step 

in their healing processes.  Diane further commented that she has learned a great deal about her 

PTSD and -related triggers as well as how to manage them effectively.  She valued discovering 

through psychotherapy as well as treatment at WCPR how and why her traumatizing emergency 

incidents affected her, and she remarked that she felt like she would not have realized it on her 

own: 

That's what I love about therapy… I would have never known how much that call 
would have an effect on me, if I didn't talk about my healing. So now I know it's 
not about that woman, that call, it's about how I... how I latched onto it. When I 
was here (at WCPR) and they said, “Hey what - what critical incident do you 
want to talk about?” and I thought about all these different incidents I wanted to 
talk about, I thought about my family, the officers that died that one day. I thought 
about two other officers that committed suicide. I thought about all these different 
things, but for whatever reason when it came to my turn to speak, I spit out this 
call about this woman jumping out of the building, and I was like "Fuck! I didn't 
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even know that bothered me." I hadn't thought about that in a couple years, but 
that's what I wanted to talk about that day, and I didn't even think that call 
bothered me. 
 

 Medication is another noteworthy element that emerged from the data regarding healing 

and recovery from PTSD.  The data was mixed regarding whether public safety workers 

experience treatment with medication as positive or detrimental to their recovery from PTSD.  

Some of the research participants found medication therapy helpful in that their PTSD symptoms 

were less intense, and they felt more emotionally and energetically balanced rather than having 

intense highs and lows.  Some participants who had PTSD-related substance abuse or addiction 

issues felt that medication therapy helped them establish sobriety.  For example, when Diana 

decided to stop abusing alcohol, she realized how she had been self-medicating with it, and so 

thought medication therapy could be more helpful to easing her PTSD symptoms than alcohol.  

She began medication therapy, and is having some relief, and is continuing with her psychiatrist 

on trying different medications to further reduce her PTSD-related depression.  She expressed 

that even though she and her psychiatrist are still working on finding the best medication for her, 

she remains open to continued medication therapy because she feels this is helping her maintain 

sobriety: 

I had relapsed, and thought, “So like if I feel like I need to drink, then I obviously 
need something, so I'll try the meds." and so, it was cool, I saw a psychiatrist and 
started Lexapro… and I'm going to switch, because it's helped, it's worked for me, 
but there is still... I don't think it's fully working out. So, I talked to that 
psychiatrist… and, I guess, because I am a lot more open to, "Yeah, I'm on 
medication and it helps." and will I be on it forever? Maybe, maybe not, I don't 
know. But right now it's what I need, and especially if... if I feel like I need to 
drink and I'm still thinking about that, then yeah I'm not ready to stop taking meds 
because the drinking is a whole self-medicating thing. 
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Carl also found medication  helped him establish sobriety, and now helps him maintain it.  When 

he and his psychiatrist found a medication that worked well for him, his PTSD-related 

depression was greatly reduced, and so he no longer felt he needed to self-medicate with alcohol: 

The medication yeah, it's like, when I got on the right antidepressant I stopped 
drinking. I felt like I used alcohol because I was depressed. And when I was no 
longer depressed I didn't feel the need to drink alcohol anymore. (Laughs.) 
 

Some participants did not find medication helpful for healing and recovering from PTSD.  Terri 

expressed that her medication treatment experience felt horrible, and she felt that psychiatrists 

just prescribe a lot of medication to their clients and get them out the door quickly: 

I started seeing a psychiatrist last year. Yeah… that wasn't any kind of treatment. 
Just pump you full of meds and get you out.  It was horrible! 
 

Mike also had negative experiences with medication.  He experienced many intense side effects, 

such as vivid nightmares, and found the process of switching medications distressing.  He 

expressed this was devastating for him: 

Tried a cocktail of medicines throughout trying to deal with this. I don't remember 
all the names of them, but some of them give you nightmares where it enhances 
things, so you have to taper off of that one to try a new one… which is just really, 
really devastating. 
 
Another important element of healing and recovery from PTSD for public safety workers 

included residential treatment programs that are specifically for public safety workers and 

combat veterans.  Not many of these residential treatment programs for public safety workers yet 

exist.  WCPR is among the few, and as previously mentioned in the Research Settings section of 

Chapter 3 in this dissertation, I did most of my research interviews at WCPR, and observed the 

6-day retreat program.  At WCPR, each staff member, from the clinicians to the peer team to 

kitchen cook, are all current or former public safety workers and/or combat veterans.  The 

WCPR staff also includes chaplains who are either public safety workers and/or combat veterans, 
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or are culturally experienced and competent with the public safety-worker, culture-sharing 

group, and this created a small, tight healing community.  To me, it had a strong tribal feel and 

quality because this was healing the tribal members within the tribe.  For example, most of the 

time, the clients were literally surrounded by the peer team, clinicians, the chaplain, and other 

facility staff members.  Every clinician, peer, and staff member is either in recovery from PTSD 

or an emotional stress injury related to public safety work and/or combat.  Some clinicians, 

peers, clients, and facility staff were combat veterans as well as emergency responders.  Peers are 

emergency responders, many of whom are also combat veterans, who are recovering from PTSD, 

and have each gone through the WCPR program as a client.  Peers get to return to WCPR cost 

free (except for travel) and participate in the retreat by helping and supporting the clients’ 

healing and recovery process.  Additionally, they help support each other as peers in their own 

continued recovery. 

In the main room of the WCPR lodge, there are round tables and also a sitting area with 

comfortable chairs and couches.  At the round tables, all the clients are seated at one designated 

table that is just for them, and then the clinicians and peers sit together at the other tables 

surrounding them.  All morning check-ins, group educational sections, and meals are taken 

together as a community in that space.  This is very congruent with public safety-worker culture.  

For instance, emergency responders take meals together on duty and when coming off duty as 

well.  In fire/rescue stations, firefighter/EMTs sit together in the dining areas and enjoy their 

meals together, and this has a family-like feel.  If the fire/rescue crew takes a meal outside the 

station, everyone sits together at a big table in the restaurant.  Police officers usually do not take 

meals together at their station in a big group.  The way shifts are staffed and emergency call 

response is not conducive to that.  However, police officers on the same shift that are patrolling 
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areas close to one another will meet in pairs or small groups at restaurants to have a snack or 

meal.  Having meals together at WCPR, to me, felt just like having meals together with my crew 

at the fire/rescue station.  I could see that the clients felt a sense of familiar comfort by this, and I 

heard many of the staff members comment on this familiar feel of public safety worker 

community meals as well.   

Another culturally-familiar element I experienced and observed included the sleeping 

quarters.  There were two to four beds to a room.  There were rooms that were for clients only, 

and then the rest were for peers and clinicians.  The rooms were also either all males or all 

females.  This is just like bunk rooms in many fire/rescue stations.  I loved it.  The peers I 

roomed with and I engaged in the familiar behavior of telling each other life stories and also 

sharing humor while falling asleep.  There were also humorous and funny remarks upon waking 

up in the mornings.  I shared with the peers and clinicians how this felt for me, and they 

expressed they felt the same.  This familiar station bunkroom type element was comforting and 

fun.   

I also noticed that very early in the mornings, around 5am or 6am, I could smell fresh 

coffee and breakfast cooking in the kitchen downstairs.  The very first morning I that I was there, 

the smell woke me up in my bunk.  Again I felt that familiar sense of being at a fire/rescue 

station.  There are always some morning risers on each crew, and they make pots of fresh coffee 

for themselves and the crewmembers for when they wake up.  On the weekends, the early risers 

on my crew would make breakfast for the crew, too.  I felt so excited and happy when I smelled 

this familiar early morning fire/rescue station smell, that I went on down to the kitchen in my 

pajamas and slippers.  I saw that the kitchen looked very similar to many fire/rescue stations 

were I have been, complete with high quality gas stoves and ovens.  That’s when I met the cook, 
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who is a retired, salty police officer who is also recovering from PTSD.  He was making bacon 

and sausage, and was preparing to make French toast and scrambled eggs.  He was not at all 

surprised when I happily appeared in my pajamas and slippers.  Many emergency responders like 

to hang around with whichever crewmember is cooking in the station kitchen.  At many 

fire/rescue stations where I was an EMT, I always had a lively, interested group of crewmembers 

hanging out when I baked homemade pies, brownies, or cookies.  Hanging out there in the 

kitchen with the cook felt wonderfully familiar and fun, and he gave me some of the breakfast he 

was making to nibble on.  Soon, other peers and clinicians appeared in the kitchen, too.  When I 

shared with them how I smelled the coffee and breakfast cooking and came down from my bunk 

because it felt like my fire/rescue station, they expressed that they felt this, too.   

Yet, another culturally-familiar element I observed is cohesive family-like bonding.  I felt 

immediately accepted in the group, even as a visiting clinician and researcher, which is a bit of a 

removed position within that community.  I was pulled right in and embraced nonetheless, 

because I am an experienced emergency responder.  Throughout the week, I saw and felt these 

bonds in action.  For instance, I experienced and also saw lots of hugging.  I would see the peers 

talking with each other, sharing feelings, and then giving each other a big hug while crying 

positive tears.  I noticed another saying that happened at the end of most embraces, which was, “I 

would go to war with you anytime.”  This meant the person would fight the war against PTSD 

beside the other for continued healing, and to live, be present, and enjoy life.  It is another 

example of a familiar, public-safety cultural element, cohesive family-like bonding.  In the case 

of healing from PTSD and stress injuries, this cohesive family-like bonding becomes peer 

support.  Public safety workers helping each other heal, the tribe healing the tribe.  Mike 

commented his experience of the hugging and the saying, “I would go to war with you anytime.” 
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He also mentions how peers stay in contact with one another.  For him, it is what peer support is 

all about, and he experiences this as a blessing: 

You saw the hugs we were giving each other… There's a “going to war” you do 
when you try to recover.  Just like going through the police academy… in the 
academy it's like going into combat or to a call, and it brings tears to my eyes that 
I have that, because it's such a blessing. Because I have people call me out of the 
blue and say, "What are you doing? I was just thinking of you."  
 
The elements mentioned above are a few examples of the cultural congruence in how the 

retreat lodge and program is set up overall.  I observed, over the course of the week, how much 

positive impact this had for the clients for their treatment experience and healing throughout the 

retreat.  Additionally, I observed the culturally familiar aspects of the retreat were conducive to 

the continued healing and well being of the staff members as well.   

Many of the treatment elements of the retreat program were not of the public safety 

culture, but did have elements of the public safety cultural elements as firm, supporting 

foundation.  For example, as previously discussed in the Cultural Elements section of this 

chapter, teamwork is an important value.  Public safety workers respond to and work on 

emergency incidents, trainings, and tasks as a team, and engage in meals and other activities on 

duty as a group.  Teamwork is a major part of the difference between life and death for public 

safety workers and the citizens they serve.  I observed a great deal of teamwork while I was at 

the WCPR retreat.  For example, each morning after breakfast, everyone, including clients and 

all retreat staff, participated in morning check in.  At morning check in, each person basically 

expresses how she or she did or did not sleep, and how he or she is feeling emotionally and 

physically.  I participated as well.  I noticed that if anyone was having a difficult time expressing 

their emotional pain or trying to hold it in, everyone else began encouraging and supporting them 

while also strongly nudging them to open up and share what they were experiencing.  I noticed 
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there was a saying each time this happened, a peer or a clinician would say, “Come on, spit up 

that poison apple and let us all take a bite.” This is an example of an unfamiliar and actually 

counterculture element that was couched within the context of a culturally-congruent element.  

Expressing one’s distress and emotional pain is stigmatized and rejected within the public safety-

worker culture.  Yet, at WCPR, it is strongly encouraged, and is in fact an expectation.  This 

expectation and push to open up and share distress and pain is couched within the cultural 

elements of teamwork and support, and cohesive family-like bonding. 

The WCPR treatment program integrates the major components of group 

psychoeducation on emotional stress injuries, substance abuse, addiction, and PTSD, individual 

therapy sessions incorporating Eye Movement Desentization and Reprocessing (EMDR), group 

therapy for healing stress injuries from specific traumatizing/critical emergency incidents, and 

use of healing rituals.  The program also has a spiritual component in that chaplains are on staff 

at all of the retreats to make spiritual counseling and support available.  The group educational 

sessions took place in the great room of the lodge with round tables, and included discussion.  

This is similar to the way trainings are given at fire/rescue stations, police departments, and other 

public safety work agencies, where everyone learns the material as a group and then discusses it.  

The use of humor was also present in the group pscyhoeducational sessions as it is in the usual 

public safety worker trainings.  The covered material provided basic education on stress in 

general, stress reactions to traumatizing/critical emergency incidents, PTSD, and self-medicating 

with substances or unhealthy habits.  Additionally, these sessions included education on pre-

disposing factors for PTSD, including having experienced physical, emotional, and/or sexual 

abuse during childhood or adolescence.  The research participants who were WCPR peers 

commented that these educational sessions were very helpful to them for understanding what 
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they were going through in their experiences of PTSD and recovery.  Many commented that just 

being able to understand all of this is a major step in their healing and recovery. 

Individual therapy sessions, including EMDR, were provided for each client.  I was able 

to observe one of these sessions.  The client chose one of his traumatizing/critical emergency 

incidents for the focus of the session, and the clinician provided the EMDR by moving a wand 

back and forth on a horizontal plane while having the client follow the wand with his eyes.  As 

this was happening, the client told the story of the traumatizing incident several times, and 

reported less distress each time.  The client expressed to the clinician that the session was very 

helpful in easing a good amount of the distress related to that incident.   

Some of the research participants mentioned in their interviews that their EMDR sessions 

had been helpful as well.  After first receiving EMDR during an individual therapy session when 

he was a WCPR client, John found it helpful and followed up with more EMDR treatment 

incorporated into individual psychotherapy.  He expressed that EMDR treatment has been very 

helpful to him for healing and recovery: 

I can talk about it now, I would never talk about it before coming to the retreat, or 
being in therapy... The lady I was telling you about… so, she comes up (to 
WCPR) and does the EMDR and what's cool is, she does the EMDR with the 
clients, she also works with the peers.  She’s my therapist, as a result of that. And 
so, I’ve done a lot of EMDR with her, about my mom, my dad, burnt bodies... 
stuff like that. So I’m a big... I don’t understand how or why, but I know EMDR 
works. That’s all that matters to me. 
 

Another component of the WCPR program involved clinicians, peers, and clients heading to one 

of the treatment rooms as a group where one client at a time would choose and process one of 

their traumatizing/critical emergency incidents.  I did not have the opportunity to observe this 

component, however, the peers and clinicians explained it to me.  The room where this takes 

place is nicknamed “the rubber room” and this has a humorous intent, as it references rubber 



217 

rooms in mental health hospitals where the patient is put in a straight jacket and placed in a room 

with all rubber surfaces for safety.  In a rubber room session at WCPR, the client can fully 

release trauma content and emotions within a safe place.  However, instead of being surrounded 

with rubber, he or she is surrounded by clinicians, the team of peers, and fellow clients, all 

encouraging the release and the process while giving strong support.  As the client processes his 

or her traumatizing/critical emergency incident, the clinicians and peers ask questions and make 

comments that help him or her reprocess the experience.  Thus, this approach employs a 

cognitive behavioral therapy component since it includes reframing, thought challenging, 

thought replacement, and so on.  This process brings the client’s experience of the 

traumatizing/critical emergency incident into a more balanced perspective, ensuring awareness 

of positive as well as negative aspects of the scenario and experience, and letting go of any 

related inappropriate guilt or overly critical internal dialogue.  The rubber room is another 

example of peer support and teamwork as public safety cultural elements that facilitate healing 

and recovery from PTSD.  Jake commented on his experience of the rubber room and peer 

support.  He worked through an incident with an active shooter, where he was questioning and 

feeling guilty about his actions.  The clinicians and peers in the rubber room helped him shift his 

perspective and release himself from inappropriate guilt, which was part of the traumatizing 

aspect of that incident for him: 

A lot of it's the brotherhood, knowing that there's people out there like me. I felt I 
was alone when I came here (to WCPR). The rubber room was, you debrief on 
your critical incident, and then they kind of like analyze it and go over it with 
you… Help you work through it. Because, part of my thing was I didn't engage 
when I saw the suspect. I didn't shoot. I went for cover, and I feel guilty about 
that, like "Why didn't I shoot?" and when I came around the barn and I saw him… 
and they kind of helped me work through that… that I did the right thing. That I 
got cover, and assessed, and then there was no longer a threat to shoot at. 
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 The self-medicating/substance abuse/addiction component of treatment included both 

psychoeducational group sessions and also having an FSRN (First Responder Support Network) 

meeting on the fourth night of the retreat.  As previously mentioned, FSRN is the nonprofit 

organization of which WCPR is a major component.  FSRN is made up of clinicians, peers, 

chaplains, and other related professionals who are or have been emergency responders and/or 

combat veterans, and provides education and treatment for first responders, their significant 

others, and their families in order to facilitate healing and recovery from stress injuries and 

PTSD.  FSRN meetings were instituted so that first responders would have ongoing support in 

their recovery from posttraumatic stress injuries.  Frank explained what an FSRN meeting is like: 

Peer-support meetings, first responder meetings… we use JFU. Do you know that 
term yet? “Just fucked up.” You’ll hear it at the AA/FRSRN meeting… and I 
want to start one in my county. It’s done like an AA meeting, but you don't have 
to be an alcoholic to attend. It's a closed meeting, for first responders. So, it's a 
place that first responders can come and talk about their bad incidents…  
 
Every one of us at the retreat attended the FSRN meeting, so I had the chance to 

experience as well as observe this as well.  Other clinicians and peers came out to the retreat to 

help introduce FSRN meetings to the clients, run the meeting, and be available for questions and 

comments afterward.  I found that FSRN meetings, as Frank explained, are basically structured 

and run just like Alcoholics Anonymous (AA) meetings, and are specifically for persons who are 

emergency responders with stress reactions, posttraumatic stress injuries, and PTSD.  This 

additionally includes emergency responders in recovery from substance abuse and addiction as 

well as for those who have a desire for recovery, but have not yet entered sobriety.     

We were all seated in a circle, and the facilitators lead the meeting.  When a person was 

ready to share, just like at AA meetings, he or she would introduce himself or herself either as an 

alcoholic or JFU, which stands for “Just Fucked Up,” as Frank explained to me during our 
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interview.  For example, one would either say, “Hi, my name is John and I’m an alcoholic” or 

“Hi, my name is John, and I’m just fucked up.”  Then everyone responds, “Hi, John,” and then 

he begins sharing.  Sharing includes the telling of ones’ stories related to traumatizing/critical 

emergency incidents, posttraumatic stress injuries, and his or her healing and recovery process.  

This also includes sharing about one’s experiences with substance abuse, addiction, and -related 

recovery processes.  Support, constructive feedback, and caring confrontation are given in a very 

honest, but respectful and compassionate manor.  I witnessed how public-safety-worker cultural 

elements, including cohesive bonding/peer support, teamwork mentality, and sharing of war 

stories, helped provide the foundation for the FSRN meeting, and how this makes FSRN 

meetings effective for promoting healing, recovery, and growth.   Many of those who attended 

the meeting, including me, were moved, encouraged, and inspired by the stories shared.  There 

was a palpable sense of unity of all present having been through intensely adverse and tragic 

experiences, survived, and gained growth and wisdom.  For the clients, this let them know they 

are not alone in their experiences, and that healing and recovery are possible.   

Another element of the FSRN meeting that was similar to AA, but also familiar to public 

safety-worker culture, is the presentation of coins.  The AA cultural term for coin is “chip.”  At 

an AA meeting, one is given a chip for 24 hours of sobriety up through multiple years.  Most 

public-safety-worker agencies have coins as well as patches that identify their agency, 

department, or station.  Like patches, coins are given as a sign of friendship and connection.  At 

the end of the FSRN meeting, FSRN coins were given to all who attended who did not already 

have one.  I received an FSRN coin as well.  Then, I witnessed and experienced an informal coin 

ritual.  I describe it as informal because it was not an official part of an FSRN meeting.  The 

peers took the coins that were newly presented to those of us who had experienced an FSRN 
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meeting for the first time, and one by one, each peer would rub each coin between their hands, 

then open their hands and breathe on it.  It was very much a tribal blessing ritual.  I watched my 

own coin go from peer to peer, and be blessed in this manner, and each peer would smile warmly 

at me.  When the last peer had blessed my coin, it was given back to me.  This was very moving, 

and a clear expression of cohesive family-like bonding.  I saw the faces of the clients as their 

coins were also blessed and presented back to them by the peers, and could tell through their 

smiles and tears that this was positive and healing for them.   

FSRN meetings are held in various locales on the west coast, and again, are structured 

and run very much like AA meetings.  They are available to any emergency responder seeking 

support, and they help provide ongoing peer support for healing and recovery.  Ongoing peer 

support is also provided by WCPR.  At the end of the retreat, peers are assigned clients with 

whom they will follow up at various time increments after the retreat, and also be available to the 

clients as needed.  Each person at the retreat receives a list of all clients, peers, and staff who 

were present at the retreat.  I was given one as well.  This enables ongoing peer support and the 

growth of new connections and friendships.  I have some new friendships from WCPR, too, and 

it is a blessing.  Another important aspect of peer support is that this provides healing for the loss 

of one’s bonds with coworkers once one retires from or resigns from their organization due to 

PTSD.  This loss was previously discussed in the PTSD section of this chapter.  Public safety 

workers who attend WCPR get to have new cohesive family-like bonds via peer-support and -

related friendships.  Instead of working together in the street on emergency incidents, these 

public safety workers now work together to promote healing, recovery, and growth from 

posttraumatic stress injuries and PTSD. 
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Another noteworthy component of the WCPR program involves a ritual and ceremony 

with rocks and a backpack.  Each client, at the beginning of the retreat, is presented with two 

smooth, round rocks.  The size of the rocks is slightly bigger than a human hand.  On each rock, 

the client writes key words about a traumatizing/critical incident that has caused the most pain in 

his or her PTSD.  Then, a peer or clinician collects all of the clients’ rocks and keeps them in a 

backpack.  On the last day of the retreat, the program concludes with a ceremony where the 

backpack is unloaded and each client is given his or her two rocks symbolizing the traumatizing 

incidents.  All persons present at the retreat then walk with the clients out to a large rock pile on 

the grounds of the retreat lodge.  Words of healing and support are spoken by the clinicians and 

the peers, and then each client can place his or her rocks in the pile as a symbol of letting go of 

these traumatizing incidents as part of the healing journey.  I found this very moving to behold.  

Healing tears were shed by several present, and there were many long embraces.  Some of the 

clients kept at least one of their rocks, because they did not yet feel ready to let go of the 

traumatizing incident which the rock symbolized.  The peers told me this is common, and then 

the client has a choice of taking the rock with them, or placing it back in the backpack to be kept 

at WCPR.  The rock is then placed in the pile at a future time when the client feels ready. 

Each of the participants that I interviewed at WCPR found the retreat to be the most 

helpful of all the treatments they had received or had observed for helping public safety workers 

heal and recover from posttraumatic stress injuries and PTSD.  Frank, from his perspective as a 

clinician and emergency responder/combat veteran, expressed that he observed the peer-support 

aspect of WCPR and FSRN most helpful: 

What I found is the best, is the actual peer support. It’s being able to sit down and 
be with individuals that have all experienced the same thing. I think we know that 
in mental health, when people have a mental health issue, all of a sudden it 
becomes stigmatized... So when you understand that somebody else may have the 
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same or suffer from the same symptoms as you do, then you know that you're not 
alone, that you're not an isolated case, you're not crazy… You were injured, and 
you're going to heal. 
 

Mike spoke about the peer support and the new bonds he has formed through WCPR and FSRN, 

not just locally but in different states, and how these relationships have supported his healing and 

recovery: 

Having the support structure of the First Responder Support Network… not all 
my peers are police officers. Some of my best friends are firefighters and medics, 
and it doesn't matter if you're at the front of the canoe, or the rear of the canoe, or 
if you're steering it or rowing it, you're in the canoe. (Laughs.) You're part of the 
canoe, you're ok, and every person has their... their role. That's what's so cool 
here… You can find a friend who's a peer, or a clinician or even just a new person 
really, and if it fits... there's just so many different.... there's like a buffet of people 
that have gone through similar incidents, from all over the world. That's what's 
cool about it. So, you can talk to someone confidentially who's actually not in 
your same arena or same department or same state. Like I have friends that work 
in Los Angeles, California, some are in Oregon, some are back east in Boston and 
New York. Texas, Arizona, Oklahoma, it just goes on and on and on.  
 

As previously discussed, part of Jake’s healing and recovery from PTSD after he retired from 

law enforcement was discovering the new purpose, which was becoming a clinician that 

specializes in treating public safety workers for PTSD.  Coming to WCPR was a major 

contributing factor in discovering and following his new purpose: 

When I found out about WCPR, I was like, "Man, I was in law-enforcement for 
14 years and I never even knew about this shit. I could have really used this." and 
so I got together with Joel and he said, "Hey, maybe you'd like to come take a 
look at what we do..." I said "Yeah, absolutely." and so that was basically it, and 
once I found out this was here, it just fit like a key in a lock. This was what I was 
meant to do after my law-enforcement career… working with first responders. It's 
the group. First responders, military, those are the people I feel the most 
comfortable dealing with when it comes to traumatic situations, PTSD. 
 

Jake also spoke about the element of the WCPR experience that he found were are most helpful 

for promoting healing and recovery.  He mentioned the public-safety-worker village/tribal 
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aspects of the program, including peer support and teamwork.  He told a story about training for 

Afghanistan to give an example: 

These types of places, I think, they're new… I know this one's been very 
successful. I think it shows the power of using this collaborative effort to help 
people. I said earlier it takes a village… it takes a tribe. When I was in training, 
you can't get through training by yourself. It takes more than one person.  Then 
when you have that group effort, it helps you build that confidence. I tell a story: 
one time we were training to go to Afghanistan. We were doing a lot of work in 
the hills and being around a cold environment and altitude… and so I remember 
we were doing this winter warfare training, and we were on snowshoes, and we 
were going up this mountain, and it was steep, and you're carrying gear. Not only 
am I carrying my personal gear, I'm carrying medical gear on top of it. We're 
tracking up this hill and finally they say, "Hey, take a break." And I remember 
leaning over my knees, putting my elbow on my knees, trying to take a break and 
trying to relieve some of the pressure of my pack, and I looked at my buddy, and I 
go, "Man I'm too old for this shit." and he looked at me and he goes, "You? I've 
been busting my ass on this whole hike just to try to keep up with your old ass." 
and again that was the finest example of people helping one another, because the 
lead's just pulling and the tail's pushing, but we're all working to get to one place. 
And it's this place. Everybody is working to get a client going in the right 
direction. They're pulling, they're pushing, they're supporting them, they're 
offering encouragement and that's the advantage to places like this. It's everybody 
helping everybody. 
 

 All of the research participants I interviewed at WCPR expressed that FRSN meetings are 

helpful, they attend those meetings as much as they can, and it is the peer-support element that 

they find is the most important factor for healing and recovery from posttraumatic stress injuries, 

PTSD, and -related addictions.  Additionally, all of the research participants said that peer 

support in general, whether association with FSRN, WCPR, or outside of that, is the element that 

has been the most healing and helpful.  Some participants said that they were not feeling open to 

the idea of attending FSRN meetings at first, but once they began attending, they felt the benefit 

of the peer support right away and then began attending regularly.  Diana was one of the 

participants who was skeptical and felt closed at first, but then, when the clinician she was seeing 

for psychotherapy made it homework for her to go to FRSN meetings, she experienced how 
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powerfully helpful this was for healing and recovery.  The cohesive bonds with her peer-support 

network of fellow emergency responders helped her access treatment at WCPR and also 

maintain sobriety.  She described her FRSN peer support as “home”: 

They referred me to the first responder meetings. I said, "I don't want to go. I 
don't want to go." Then finally one of them was like, "Hey, this is your 
homework. Go to a first responder meeting before you come back to see me, and 
the next time you see me you better have went to one." I did that, and then they 
said, "Hey, I want you to go for two months consecutively, and if you don't like it 
after that, then you cannot go, but to just go one or two times and say you don't 
like it isn't fair." So, I went for two months and after that, now it's been like a year 
and a half and I can't stop feeling like that's home, right? So that's another part of 
therapy that's helped...It's my peers, these other cops, these other firefighters that 
that are going through it, that have gone through it, so we talk about whatever. I 
came to WCPR, and I think every bit of treatment all along the way, the one thing 
set up for the next thing, set up for the next thing… the first responder meetings… 
they've helped me. I went to four weddings last year, and each wedding, I wanted 
to drink… but each wedding I thought of my first responder guys and how they've 
been sober, and I would think, "If their crazy assses could stay sober for three 
fucking years, going to things like this, then I know I can." I would tell these guys 
at the meetings, "I am going to a wedding." and they’d say, "Cool, if you feel 
weak, call me, text me." and then the day of the wedding, one would text me "Hey 
buddy, if you need me I'm here." and sometimes - and I thought about it at these 
weddings – I’d picture these guys at the meetings and I'm like, "I'm good. I've got 
my support group." They helped me get to that point. WCPR, they're the ones that 
encouraged me to come here, and that told me about it, and then therapy. They're 
the ones that have been supportive about, "You got to keep going to therapy.” and 
so, I'd say just having that's different from just having a doctor or a therapist tell 
you this that or whatever… But to have somebody tell you that is a police officer 
or a firefighter that's going through the shit tell you this, that, or whatever… it 
weighs a little more… and also being accepted by them. So, having my buddies, it 
means so much! 
 
Each participant expressed that FSRN meetings and peer support is what helps them 

continue their healing, recovery, and sobriety.  Some participants even commented that coming 

to WCPR, attending FRSN meetings, and then having peer support in general has saved them 

from committing suicide.  I heard many peers say that during different times throughout the 

retreat.  Mike expressed this during our interview: 



225 

I came here after a year and a half of just thinking I was going crazy… I finally 
got a diagnosis of PTSD and then came here. I came here… last year.  This 
program saved my life…the program and my support system.  
 

Terri expressed her perspective on how peer support, in her view, is the element needed most for 

healing and recovery from PTSD.  Like the other participants, she described that public-safety-

worker peers have a direct understanding of what it is like to be a public safety worker, such as a 

firefighter/EMT or law enforcement officer, and experience work-related stress reactions, 

posttraumatic stress injuries, and PTSD.  She talked about Alcoholics Anonymous as an 

example, because it is a group of people who all understand what it is like to be an alcoholic, and 

also the struggles one encounters in sobriety and recovery.  Terri goes on to express that this is 

the case with any culture or group of people that are very similar, or that have struggled through 

the same type of wounding or adversity.  When they come together as a group, they can talk 

about it, connect, and help one another.  She expressed that this is why emergency responders 

with PTSD need one another for effective healing and recovery: 

I'd say the thing that we need is each other. So your peers - like us, the peers - 
people who've gone through what you've gone through. It's like with alcoholics 
anonymous, they make a joke about how do you fix an alcoholic? You put them 
in another room with a bunch of alcoholics and they talk about it, and they help 
each other out, and so it's the same with first responders. How do you deal with 
PTSD in your calls and shit? Well, you put cops and firefighters and EMTs and 
nurses or whatever you put all these people together to talk about all their shit. So, 
I guess it's the same with - I mean any other culture or group of people... I'd say if 
you have a bunch of rape victims, you put them with other rape victims to talk 
about abuse and their struggles, and so I guess with us, it's the same and different. 
It's like one: put first responders together into - it's not even - it doesn't have to be 
a cop with a cop or a firefighter with a firefighter. It's... say you all respond to the 
same call but you do different things… and together they were able to have some 
closure with the same incident but in different ways, just by talking about it. What 
I want to say is, just, we just need each other. 
 

Each participant who I interviewed at WCPR expressed that the ritual and ceremony of the rocks 

and the rock pile was a very helpful and meaningful part of healing.  As previously mentioned, I 
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witnessed the rock ritual and rock pile ceremony, and could see and feel the healing power of the 

experience for those participating and those bearing witness, including myself.  Carl spoke about 

his two rocks that he placed in the pile when he was a client and how the tools for recovery that 

he gained at the WCPR retreat program and at FSRN meetings helped him to heal the wounds of 

those two traumatizing critical emergency incidents, with which he had charged those rocks: 

The two rocks that I had in my backpack, I call them “Pink” and “Matthew,” and 
they're out in the pile, and this is not the first time I've told the story, nor is it the 
first time I've been able to tell the story without falling apart… It's because the 
tools this place has taught me and the first responder support system networking 
taught me. The gentleman who is my host on the night when I go to the first 
responder network meeting has taken both calls over the last year and a half and 
he’s made me re-go through those calls, so that he understands it, and he gave me 
an assignment. He said, "Okay, I'm sorry about Pink. Now I want you to tell me 
what good came out of Pink, and I want you to tell me what good came out of 
Matthew.” He reminded me to think outside the box, he reminded me to think 
outside of the disaster and just look at it from a distance. 
 
Another component that each participant expressed was very helpful for the process of 

healing and recovery was The Program for Significant Others and Spouses (SOS).  I have not 

had the opportunity to observe a SOS retreat, but the research participants and WCPR staff 

talked with me about it.  This retreat program, like WCPR, is a program of FSRN.  The SOS 

retreat is very similar to WCPR.  The SOS retreat staff includes mental health clinicians, the 

peers, who in this case are significant others or spouses of emergency responders, and chaplains.  

The retreat program lasts six days, and includes individual therapy sessions, group debriefing 

session, and a 90-day plan for follow-up treatment and continuing self-care. There are a total of 

six clients at each retreat, and they can return to future retreats as peers, as is the case with the 

WCPR retreat clients.  Peer support, both during the SOS retreat and afterward, is also a major 

component of the program.  This is a community of significant others and spouses of public 

safety workers with PTSD, helping one another heal and recover from the stress 
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wounding/injuries they have experienced as a result of their loved ones’ PTSD.  Mike spoke 

about how helpful the SOS retreat was for his spouse and family.  The tools that his spouse 

gained from SOS has helped with her healing process, the family’s healing process, and has 

supported his own recovery as well.  He explains that one way the SOS program has helped is 

that he and his wife are on the same page with understanding PTSD, triggers, and activation, and 

ways of being able to recognize and deal effectively with triggers as well as reduce and calm 

activation: 

What's cool, too, is there is this significant others and spouses retreat, for the 
significant others and spouses of first responders. So for husbands and wives of 
firefighters, medics, cops, or whatever… the household can have a same language 
approach to sort of help with repairing things… to move on or forward.  It doesn't 
matter if you're working still as a first responder or not. There's this kind of like 
understanding the same language. It's huge… and so my wife came through it, so 
there's times she can see I'm getting ramped up, and my kids are screaming or 
they're running around, they're constantly just being kids, and it triggers me and 
it's not their fault at all. It's my triggers, not theirs, and my wife will look at me 
and she'll say, "Maybe we should go outside for minute. Why don't you go get a 
fresh... breath of fresh air?" when I'm kind of getting kind of wrapped around the 
axle. 
 
Research participants also commented that having the support of their significant others, 

spouses, and families has been and continues to be very helpful for healing and recovering from 

PTSD.  Diana spoke about how her boyfriend has been supportive of her.  He recognizes when 

she is triggered, points the triggering out to her, and they work on it together.  This has helped 

Diana to be able to recognize her triggers and regulate reactions: 

My boyfriend, he's helped me a lot this last year and a half. He's not a police 
officer, he has nothing to do with work, and so it's cool, because I met him during 
my recovery. He's… very kind, very considerate, very calm, and doesn't yell, 
doesn't curse, never drank in his life. Like, he is the opposite of me, when it 
comes to that stuff, and he's a really good person. He knows when I'm triggered 
and he'll point it out. Like, I can tell when I'm being mean to him, and I'm mad 
and I'm short. He'll point it out and he'll say, "This is what triggered you and you 
kind of just went and shut down from there." and when he points it out, it makes it 
real matter-of-fact and it makes me really look at what he's saying, and then we 
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can try and work on it together and figure out what the emotion is that I'm feeling, 
like the real emotion… and so what I'm able to do now, is figure out when I'm 
triggered, and then how to deal with it.  

 
Jake expressed how grateful he felt that his family stayed with him and continued to be present 

and supportive while he was struggling with his PTSD.  This provides another example of family 

support as an element of healing and recovery for public safety workers with PTSD: 

I was so grateful that they were still there and they didn't write me off… and they 
could have, because I was so shitty to them. But, they didn't and they were still 
there, and like things that I had said or done to them, they didn't hold it against 
me.  They didn't throw it in my face. They were just happy to have me back and 
so I guess, it's just knowing that I have them, I have them to come back to... and I 
still have them now. 
 
For Mike, his young children and the love he has received and continues to receive from 

them have been the greatest helpful impact on his healing and recovery process.  His children 

also give him a sense of purpose and meaning as he wants to keep healing and recovering for 

them.  This is another example, from the data, of how support from family and loved ones is one 

of the most important healing elements for public safety workers with PTSD.  He was moved to 

tears as he spoke about how his children and their love helped bring him through PTSD and into 

recovery: 

My babies, they are resilient and just they just continue to give love and make me 
want to get better, and get better every day, for them. No doubt. Going to make 
me cry here... It's definitely pulled me through all this. One look at them and it's 
just... they're worth everything.  

 
Another important element of healing and recovery from PTSD that emerged from the 

data was spirituality.  Most of the participants expressed that this was the next most important 

aspect of that facilitated their healing and recovery besides their peer-support network.  As 

previously discussed, public safety workers often experience a disconnection or loss of their 

spirituality and faith as a result of experiencing traumatizing events and PTSD.  According to the 
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data from this research, approaches and activities that help reconnect or renew one’s faith and 

spirituality are thus vital for the healing and recovery process.  At the WCPR retreat, I observed 

that the chaplain was present throughout the retreat, and joined in all activities.  Every morning 

during breakfast, she would hold a spiritual gathering in the building next door.  If those at the 

retreat so desired, they could take their breakfast over there to attend the gathering.  Otherwise, 

people had breakfast in the main room where all the tables were located.  I attended some of 

those morning spiritual gatherings, and found them positive and uplifting.  There was a great 

deal of interacting and sharing, led by the chaplain, about faith, prayer, and healing.  Some 

shared their struggles and other responded with encouragement and support, all centered in a 

spiritual context of faith in a loving and healing Higher Power.  I could see and sense by the look 

on their faces, the sound of their voices, and the content they shared, that this was helpful, 

comforting, and positive for those who attended.  The chaplain was available for talks and prayer 

throughout the retreat, and I noticed peers and clients would connect with her and receive 

spiritual support. 

Attending spiritual gatherings at church, temple, or spiritual community meeting places 

as well as prayer were the elements that were present the most in the data regarding spirituality 

and faith in the process of healing from PTSD.  Frank, who is a clinician and emergency 

responder, spoke about how his faith has been part of his life as a police officer, and how his 

spiritual practices have been helping his recovery from PTSD.  Frank’s PTSD is recovered to the 

point that he is still working as a police officer (as well as a mental health clinician).  He 

mentions his faith as his spiritual “back up.”  The police term “back up” refers to when other 

police officers come to the scene of where another police officer is handling an incident in order 

to assist, or back that officer up.  The police term “foot beat” refers to the area that a police 
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officer routinely patrols on foot.  Frank prays each morning on his way to work, and often stops 

into a local Catholic church on his beat to pray while taking a break: 

You know, I was raised Catholic.  When I had an event 2 1/2 years ago that sort 
of triggered my PTSD again which caused me to go back into therapy. Every 
morning on my way into work, I would actually say a rosary, and I still do it 
every day… and it's actually to me it's meditating, it's giving thanks, it’s reaching 
out to my faith, and it's sort of that spiritual helper that you know is kind of 
always over your shoulder. It's kind of that spiritual back up. Even when I'm 
working now, my foot beat, there's a local parish… on my beat, and on occasion, 
I'll go in there, and it's usually during the day and it's open. It's quiet, and I can go 
in there for about 10 minutes, and sort of reflect, and again, it’s sort of a form of 
meditation, grounding myself, and it helps me get through the day. 
 

 Mike spoke about his struggles with his spiritual practice related to traumatizing 

emergency incidents and PTSD.  He remarked that he has been able to work on restoring his 

spirituality as well as helping others do the same, and he shared that his struggles had been 

feeling unsafe in church and feeling angry with God because he could not see what he was 

supposed to learn or find any positive aspects of the traumatizing, critical-emergency incidents.  

He spoke about how he can now seek the positive, and recalls a scripture from the Bible that 

resonates: 

Now that I'm able to work on my stuff, I'm able to help others who are also 
struggling. So, I had stopped going to church for four years, because I just got 
tired of having what was a safe place not be a safe place anymore. I was really 
angry. I was mad. But, I was never really angry at God, because I trust him. I just 
was angry because I couldn't see the lesson in it, or the positive, you know, like 
people talk about the longest night, you know, the sun will shine 
eventually.  There's a scripture… but even though it be the darkest night, the sun, 
too, shall rise again. 
 

Some of the participants commented that when they returned to church, temple, or spiritual 

community gatherings and their spiritual practices, they had the sense that there are things that 

happen here on earth and in peoples’ lives for a reason, and so the traumatizing incidents, 

adversity, and the resulting PTSD they experienced happened for a reason, too.  John commented 
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that reconnecting with his spirituality and to church as well as believing there was a higher plan 

and purpose for why things happen has helped him in his healing from PTSD: 

I actually became more involved in church. I felt that if... I felt because of my 
incident, that my life was spared, and maybe it was God's plan. You know so I've 
actually become more involved in church, and that's actually helped me. It's 
helped me a great deal. I felt closer… and I just, as I was growing up, my 
grandmother was very religious, you know, she knew what had happened to me, 
and she just said, "Things happen for a reason." and I just stuck to that and it's 
helped me pull through. 
 

 Additional elements that arose from the data on recovery for public safety workers with 

PTSD included substance abuse/addictions treatment, physical activity, meditation, grounding 

skills, and whole person approaches to therapy.  For public safety workers who are experiencing 

addiction as well as PTSD, inpatient and intensive outpatient addiction treatment programs, 

followed by continued individual psychotherapy, regular attendance at recovery support group 

meeting such as Alcoholics Anonymous, Narcotics Anonymous, and First Responder Support 

Network are helpful for establishing and maintaining sobriety.  For example, when he first 

stopped working as a firefighter because of his PTSD, John attended an eight week intensive 

outpatient addictions treatment program, and found this very helpful for establishing sobriety and 

for his overall healing process.  He remarked how sobriety restored clarity, made other treatment 

he was receiving more effective, gave him a focus and purpose for his early days in recovery, 

and reconnecting to his thoughts and sense of self: 

I went to an eight week outpatient program with Kaiser where two hours a day, 
five days a week, for eight weeks, and you can't miss more than three days, and I 
graduated that, and it was... that helped tremendously. Because I was off work, I 
had nothing to do, and so that was my only responsibility to go to that two hours a 
day. But that was a lot. Basically that was my day. I woke up just to get ready and 
go to that, and then there were days… a lot of days where I'd just come home and 
sleep. But it gave me something to be accountable for and it helped me to sober 
up. It also helped because then it made therapy easier, whereas if I was going to 
therapy and drinking, I don't think I would have my mind clear for everything that 
I was dealing with. The biggest thing being sober is, like, this clarity. Like, there 
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are times where I miss drinking, or I miss whatever it was that it did for me, this 
feeling… this false feeling of being relaxed or whatever. But, having this clarity, 
it's amazing. These thoughts that I didn't have before… this positivity that I didn't 
have... or that the last time I felt this was when I was a kid. 
 

The data for this research suggest that physical activity, including regular exercise, can be 

helpful for regulating mood, increasing energy levels, and improving sleep.  For example, 

running, surfing, and martial arts can help release physical and emotional tension, which 

supports effective regulation of anger responses.  Frank and Mark both recommend regular 

exercise as well as meditation, relaxation breathing, and adequate sleep to their public-safety-

worker clients to support healing and recovery from PTSD.  Frank explained: 

Because when you do feel stress and you exert the body, you're allowing all that - 
whatever anxiety, whatever frustration, whatever stress - you're getting it out of 
the body. Also, because after hard exercise your endorphins are maxing, if you are 
depressed or mildly depressed, you're going to feel the self-satisfaction, the sense 
of accomplishment, the completed task. So it’s important to work on increasing 
physical exercise, getting enough sleep, and then of course breathing and 
meditation. 
 

 Frank and Mark, from their perspectives as clinicians and emergency responders, 

expressed that integrated multi-modal approaches to trauma treatment that are inclusive of the 

whole person are very effective for helping public safety workers with PTSD heal and recover.  

These would include inpatient or outpatient intensive addiction treatment with ongoing recovery 

support group attendance to address substance abuse or addiction, medication evaluation as 

needed/appropriate, individual and family psychotherapy, attending residential programs that 

specifically treat public safety workers for posttraumatic stress injuries (such as WCPR), 

attending public-safety-worker support groups (such as FSRN), residential treatment and support 

groups for significant others, spouses, and family members of public safety workers with PTSD, 

and pastoral or spiritual counseling.  Additionally, it is important to choose and utilize techniques 

that are the most beneficial for each client.  Frank commented that although he is mainly trained 
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in the cognitive-behavioral therapy approach, he remains open minded to other approaches, and 

utilizes other modalities, too, in service of what is most beneficial to his clients.  Additionally, he 

commented that treatment modalities need to include somatic as well as cognitive aspects, and 

that is missing in treatment approaches to posttraumatic stress: 

When we look at a person... what's bothering a person, or what might be affecting 
a person behaviorally… if we look at its totality, it's going to benefit the client 
that much more. Another thing is to be open-minded… and again, I'm CBT 
trained, but I will use another modality if I think it's going to work. If I think it's 
going to help the client… also, treatment modalities need to include somatic 
aspects, not just mainly cognitive aspects. This is a major piece missing in the 
practice of helping people heal from PTS. 
 

As Mark was sharing his views on integrated treatment approaches for public safety workers 

with posttraumatic stress injuries, he spoke about his desire to become a therapist who treats 

public safety workers, and what it was like for him when he started school for this purpose.  He 

felt like he did not fit in the academic environment at first.  He made a humorous remark about 

that experience, saying, “I’m just a knuckle draggin’ cop!  What am I doing here?”  Mark’s main 

approach includes Ericksonian therapy and hypnotherapy.  He expressed that he also utilizes a 

great deal of cognitive behavioral and spiritual counseling techniques in addition to Ericksonian 

techniques with his public-safety-worker clients.  Mark expressed that all psychotherapeutic 

techniques clinicians use with public safety workers need to be adapted toward public safety-

worker culture: 

Treatments used with civilians need to be customed or tweaked to fit public safety 
workers.  Therapy has to have the feel of matching to one’s (the client’s) own 
experiences culturally.  So, CBT, EMDR, mindfulness approaches, and grounding 
techniques would be different from how these are used with civilians. An example 
is, using CBT with first responders, you have to help them understand there’s not 
a bad guy behind every closed door.  For cops it’s the bad guy behind the closed 
door, for firefighters, it’s the flashover or backdraft behind it.  Clinical approaches 
have to understand these perspectives. 
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In the vein of integrated whole person multimodal treatment approaches, I had an 

experience at WCPR that suggested expressive arts therapies (Halprin, 2002; Heller, 2012; 

Hoffman, 2014; Marlock, Weiss, Young, & Soth, 2015; Serlin, 2007) are helpful for public 

safety workers healing from PTSD.  Expressive arts approaches were not mentioned during the 

research interviews.  However, the subject of poetry came up during an informal group 

discussion after lunch one day.  This was in the middle of the retreat week, so I had been fully 

received within the bond of the peer team.  I was relaxing and hanging out in the large living 

room area with the peers, and received an email on my iPhone that my 9/11 poetry had been 

published.  In my excitement, I shared the news with the peers.  They were happy for me, as well 

as curious and interested that I had written 9/11 poetry, and wanted to see my poems.  I was able 

to pull the poems up from the email attachments via my iPhone, and share them with the peers.  

Then, some of the peers shared that they, too, had written poetry about traumatizing experiences 

as public safety workers and combat veterans.  Some went to their rooms and got their poems, 

and brought them into the living room and so also shared.  During this sharing and discussion, 

some peers also remarked that they played musical instruments, mostly guitar.  I shared that I am 

a ballerina, and shared pictures from my iPhone of the most recent performance I had where I 

choreographed my own dance about caterpillar struggling out of the cocoon and emerging as a 

butterfly.  I was subsequently given the nickname, “Butterfly” by the peers.  This is congruent 

with public safety culture.  If there is something unique about a person that makes him or her 

stand out, he or she is given a nickname that reflects it.   

We all commented on our experiences of how creative writing and poetry, music, and 

dance were and still are part of our healing and recovery.  It was fascinating and exciting to 

discover all the creativity in this group, because in my many years of experience as a member of 
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the public safety culture, public safety workers are usually not associated with expressive and 

creative arts.  Two of the peers asked me if their poetry would be helpful for my research and my 

work with public safety workers and combat veterans, and offered me their poems.  I thanked 

them and accepted their poems with deep appreciation.  Later, I obtained written permission 

from them to publish their poems in this dissertation.  For confidentiality reasons, however, the 

authors’ names are not included.  Both of the authors are emergency responders, and one is a 

U.S. Coast Guard veteran, and the other is a combat veteran.  The poem by the first author, who 

is a retired firefighter/paramedic captain with 36 years of service as well as a USCG veteran, is 

about the experience of being a first responder with PTSD.  The poem contains sensory, 

cognitive, and emotional elements of how public safety workers experience trauma and PTSD, -

related alcohol addiction and suicidal ideation, and impact on family members.  At the end of his 

poem, the author offers an expression hope for healing through his own experiences to those 

reading the poem who may be emergency responders suffering from posttraumatic stress: 

DO YOU REMEMBER? 

Do you remember? 
Every damn day, maybe every damn hour, it was something or maybe nothing. Triggers. 
Time passing was just a void, numbness of aloneness remained, uncertainty and fear. 
  
Do you remember? 
Images: video style maybe? Frame by frame in vivid color with deafening sound. 
You feel it, smell it, see it, taste it, and hear the screams. 
Just happens. Again and again it is always there. 
  
Do you remember? 
Being overwhelmed, got to get away, being so full yet empty. 
Night terrors, a pounding heart, soaked sweaty sheets, now wide awake. 
Ever wonder why? Did you even sleep? Rest is rare, tired and worn, so used up. 
  
Do you remember? 
Invisible darkness stranded, alone, the pain, the frustration. 
Feeling and thinking the only way to end it, was to end it. 
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You thought it, planned it, you just don't care. 
  
Well first responder? Do you? 
Do you remember? They do, your family does. 
Your Spouse, 
Your Children, 
            Siblings, Parents, Aunts and Uncles, Cousins all them who knew, the real you 
  
They feel your anger 
            They smell your booze 
                        They see your mask 
                                    They hear your screams 
                                                They watch in fear and are afraid 

They remember. Your family is in this too. Just like hundreds of first responders 
and families before you, you are not alone. 

 
That above was me, and I am remembering it all.  Now I have tools to fight back and now 
I choose to live. Getting help saved my life and my marriage. There is more work to do.  
But things are getting better. 

 
The second author is both a former medic and combat veteran.  Because his poem is 

about combat-related experiences, it seemed most fitting to include it in the final section of this 

chapter, which presents the data on similarities and differences between public safety worker and 

military combat-veteran cultures in the nature of their work, and their experiences of PTSD and 

the recovery process.  

Another area of focus in the research interviews and the field notes was the role of public 

safety organizations in addressing stress reactions and posttraumatic stress injuries, including 

PTSD.  An important theme that emerged is the need for a cultural shift so that it would no 

longer be a cultural stigma to express distress related to critical emergency incidents and reach 

out for support.  Public safety organizations would encourage expression of distress and seeking 

appropriate help as positive, healthy, and essentially a new cultural value.  The leadership or 

chain of command within public safety organizations would openly address the issue of stress 

reactions, posttraumatic stress, and -related issues by offering education on mental health self-
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care, understanding aspects of public safety work that can be traumatizing, and understanding 

stress reactions, posttraumatic stress, and PTSD.  Additionally, addressing stress reactions and 

posttraumatic stress would include provision of support services, including appropriate and 

effective CISM/CISD, EAP, in-house wellness programs that include mental health, and 

provision of counseling services from clinicians that would be hired as part of the staff of each 

public safety organization, and in-house, peer-support teams. 

Carl commented on what he thinks needs to happen for organizations to help create the 

cultural shift toward dealing with stress reactions related to emergency incident work.  He 

remarks that it is difficult to change the public safety culture’s hero mentality because of career 

repercussions of expressing distress and asking for support, but public safety organizations can 

do this by encouraging public safety workers to talk about their stress related to running intense 

critical emergency incidents, including informally debriefing with one another afterward: 

What’s needed is to get it out. Get it exposed. Make it so that guys know that they 
are not the only one. It's okay to talk about it. It's okay to come back from a call 
and talk about that call and spill your guts. The three of you guys or the four of 
you guys can deal with it and talk it out. 
 

Jake spoke about how PTSD has been inadequately addressed by public safety organizations, and 

how the leadership of these organizations can create the shift away from stigmatizing stress 

reactions and injuries is to change the way they view PTSD.  He described how the older 

generation of public safety workers view PTSD as weakness, and how the change in perspective 

needs to come from the leadership in public safety organizations, and be passed down to the 

workers.  He remarked that education of organizational leadership as well as training provided at 

the training academy level would be important for shifting perspectives on and reducing PTSD.  

Additionally, organizational provision of timely and quality CISD would help reduce 

posttraumatic stress injuries. 
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I would say, for upper management understanding of PTSD, I don't think...I don't 
think a lot of old-timers understood that, or what it was. You were just being a 
pussy and that was it. I think the culture of... the law-enforcement culture needs to 
change from the top down. It can't change from the bottom up. Peer support is 
wonderful, but the administration sets the tempo for the environmental vibe, and 
if upper management sees that as bad juju, then it trickles down and everybody 
sees it as bad juju, so I think it needs to start at the top. There needs to be 
education of those individuals to get them up to speed on what's going on. I also 
think that there needs to be, or what could really help, is applying what we know 
about PTSD reduction through the CISD, to get it to these folks faster. Train 
them… get this training in the Academy. I mean, I don't think I remember having 
one day in the police academy where PTSD was the topic. Not one day. So, it 
needs to be in the academies, and needs to be taught to the upper management, 
and I personally think there needs to be a big push...with identifying the financial 
fall out from having a single officer completely disintegrate because of PTSD, 
because it doesn't just affect him or her. It affects their partners, it affects their 
team, because everyone in the department is going to know about it and talk about 
it. So, I guess those are the main things I can think of where I see gaps in the 
system. 
 

Frank, who is a clinician as well as emergency responder, gave his perspectives on gaps in public 

safety organizational systems regarding posttraumatic stress and how public safety organizations 

can effective address PTSD.  He spoke about how public safety organizations lack education 

about PTSD and how training and education can help them address PTSD and shift perspectives 

on how it is viewed.  Education would include looking at current posttraumatic stress research 

and changing the perspectives on disability related to posttraumatic stress injuries: 

Some departments are just uneducated about the complexities of Post Traumatic 
Stress injury.  This is why it's been really a great idea to change how it's labeled. 
It's an injury, not necessarily a disability. If I'm on the job, and I'm chasing 
somebody, and I fall and I break a bone, I go off on disability but I'm going off on 
disability to treat an injury. I think with a lot of the education we've had about 
Post Traumatic Stress injury now... I don't know if you could really say that it's a 
long-term disability, something that's where you're debilitated for life. Certainly if 
you have PTS... or Post Traumatic Stress injury, certainly going back into police 
work is not a great idea because you may only exacerbate the problem, but 
certainly it's something that's treatable. Anyway, so, it's education, education, 
education… and to look at current research… to be forward thinkers. 
 



239 

Terri expressed that public safety organizations could help reduce and prevent PTSD by 

providing cost-free, individual counseling sessions as a workplace benefit, and on-site peer 

support.  Talking about distressing aspects of emergency incidents would need to be normalized 

and encouraged rather than stigmatized.  She remarks that getting the distress out in the open and 

processed among peers helps release it, and this can reduce the cumulative effects of running 

several traumatizing emergency incidents. 

Give them one counseling session a week, or a month. Even provide them with a 
place… a group setting that wasn't going to be this, "You're fucking weak" 
setting. You provide them a real setting to sit around and discuss this shit that we 
shouldn't have to see, that actually bothers normal human beings, and get it out. 
Once you talk about it, then I think you release it. But, not being able to talk about 
it, and leaving one dead baby call and going to the next rape, and leaving that rape 
and going to the next homicide, leaving that homicide and going to a burglary, 
you are not given the opportunity to digest what you just experienced. 
 

Mike also expressed that public safety organizations could reduce and prevent PTSD by 

providing counseling sessions, and making them part of a public safety worker’s expected 

routine duties.  He gave the example of equating mandatory occasional counseling sessions with 

mandatory occasional shooting range practice for police officers so that going to counseling can 

be perceived as part of the normal routine rather than something negative: 

Give the money, the resources for your people to seek out somebody to talk to, 
and allow them appropriate amount of visits. I mean, you make me go to the 
range every three months. Okay, have me go talk to a counselor every three 
months. Let's start small. If you don't want to do it every month, then let's do it 
every time we have to go to the range. 
 

Diana also spoke about provision of counseling by public safety organizations, in this case, 

through EAP, as helpful for addressing PTSD.  Additionally, because of the cultural stigma 

associated with seeking help and support, she stressed the importance of public safety 

organizations as well as the EAP preserving confidentiality for those who are seeking help.  She 
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commented that because she could trust that her confidentiality would be protected, she was able 

to seek help through her public safety organization’s EAP:   

Letting someone, with anonymity, call and get what they need so that the 
department may have no clue they were ever here. They can just sort of get what 
they need and be private about it so that it doesn't affect their career, because a 
whole career can be tarnished by reputation. That's part of what I experienced. 
Our EAP was anonymous, nobody knew anything, it was very HIPAA protected, 
so I was willing to take the help because no one would know about it. It could be 
my issue, not a public issue. 

 
When Mark gave his perspective as a clinician and emergency responder on how public 

safety organizations could address the issue of PTSD, he expressed that public safety 

organizations should have in-house clinicians for the purpose of providing counseling services 

for stress reactions for public safety workers and their family members as well:   

There are associations that are privately funded that are there to help, who provide 
counseling, debriefing, etc.  But there are no services like these from within first 
responder organizations. Sometimes two clinicians or so are on the payroll, but 
that’s just for hiring purposes or fitness for duty evaluations. It would be helpful 
to have one or two in-house clinicians for emotional issues and stress 
reactions.  In house programs for spouses and significant others of first responders 
with stress reactions or PTS would also be helpful.  
 
The data also suggest another way that public safety organizations can address the issues 

of PTSD is to work with organizations whose purpose it is to treat and prevent posttraumatic 

stress injuries and -related issues.  For example, public safety organizations can develop positive, 

collaborative relationships with emergency responder residential treatment and peer-support 

organizations like WCPR and FRSN.  When public safety workers present with stress reactions 

or posttraumatic stress injuries, the leadership within their organizations could refer them to 

WCPR for culturally-competent and -congruent treatment, and then work together to plan the 

next step that will be most beneficial regarding ongoing care and returning to work.  Public 

safety organizations can also encourage their workers to attend local FSRN support groups so 
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that they have a group setting within the public safety culture where they can express distress 

openly and safely, and receive support among their peers.  FSRN also provides education to 

public safety organizations about critical incident stress, posttraumatic stress injuries, and also 

peer-support training.  Peer-support training can help public safety organizations establish in-

house, peer-support teams, which can be effective so that immediate good quality support is 

available for public safety workers while they are on duty.  Frank spoke about how his law 

enforcement agency is familiar with WCPR, and refers police officers for treatment of 

posttraumatic stress injuries.  He also gives his perspective on the current state of progress in 

public safety organizations addressing stress reactions and PTSD: 

I think departments now are getting better, but I still don't think they're there yet. I 
know, at least it's my belief that with the job market being the way it is, they'd just 
as soon replace you, than try to fix you. However, I think there are some people 
that are forward thinking, and they're a bit more responsive, they're taking more 
responsibility because of the research that's coming out, now they realize that first 
responders or military, the type of work they do every day, you can't sustain that 
for extended periods of time without there being some sort of change in your 
behavior.  They may refer you, they may make it available for you to get 
counseling. If people go their agencies and say, "Hey I've got Post Traumatic 
Stress," then with my PD, they will actually recommend a treatment facility like 
WCPR. We send our officers here.  

 
At the conclusion of the interviews with each research participant, I asked what he or she 

gained from experiences of having and healing from the posttraumatic stress injury of PTSD.  

The most meaningful themes that emerged was that one could learn from one’s wounds, learning 

and accepting that one is human rather than only a warrior or superhuman, it is okay to express 

vulnerability, distress, fear, and grief, and it is okay to ask for help.  Additional wisdom and 

growth themes that emerged were developing compassion, accepting that bad things happen, 

being okay with making mistakes, establishing and maintaining sobriety is possible, and 
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recovery from PTSD is possible.  Participants also commented that they learned strategies to 

help themselves recognize triggers and regulate responses. 

Terri spoke about her experience of learning from one’s wounds as a public safety worker 

healing from PTSD, and this includes many of the themes stated above: 

When you go from a person with injury to a survivor, you learn from your 
wounds and it gives you wisdom. I think those are healthy effects of being 
wounded. Looking into the situation and trying to figure out what you learn from 
it… where does the knowledge come from? What did you learn? I learned that 
bad shit happens to good people. It doesn't mean you're not a good person, it's just 
bad shit. It's not a punishment. It's just bad shit. Learning to love myself again 
except that mistakes happen and that I don't have to be perfect I just have to be 
my best… it's okay to make a mistake. 
 

Jake spoke about his experience of realizing and accepting his humanity, and that he was not 

indestructible. He also spoke about how he developed compassion for others suffering from 

posttraumatic stress: 

I'm frail, and I didn't know it. I am only human.  I am not the cock of the walk or 
all that I thought I was. I learned compassion. That's a big one for me because I 
did not have compassion for individuals with PTSD or PTSD like symptomology. 
I drank that Kool-Aid along with everyone else, because that's the vibe or the air 
of the department, and it was like - you know – a shark tank sometimes. It was 
brutal, some of the people that I saw over my career that became alcoholics that I 
worked with and they get arrested and now they're no longer working, but no one 
is talking about them anymore… I thought, "That's fucked up. That is so fucked 
up. It's like, well, they could easily do that to me." That's when my eyes opened a 
little wider and… I didn't want to be a part of that. So maybe that was part of my 
wisdom was that... as much as I thought I was indestructible... Yet, here I sit with 
my back. (Laughs) I'm indestructible, alright. 
 

Mike remarked that he realized that he is a human being, and that is okay to be human and have 

feelings.  He realized he does not have to be tough and does not have to listen to old internalized 

voices that shame him for being human: 

Just realizing I'm human and that I have feelings and that things are going to 
bother me. That part is just so huge for me. I don't have to be quote unquote 
tough, and that I don't have to listen to that voice in the back of my head, that's 
my dad saying, "You're a pussy." 
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John expressed that he learned to be more patient and loving toward himself, and that it takes 

working on a little bit of everything, including physical, emotional, spiritual, and mental health 

to heal and recover: 

I learned to be patient with myself. I learned to love myself more, and about 
having a balance in life. The physical, the spiritual...The emotional and mental 
health, you got to work on all four of them… there's no magic pill...that I'm going 
to find. There's not one certain therapist who's going to fix me. It's a little bit of 
everything, and I try progress not perfection. 
 

Diana spoke about how she came to realize that becoming and staying sober was possible for 

her. Before, she did not think she could establish and maintain sobriety.  She expressed how 

good it feels to go to events where there is alcohol, and make it clear that she does not drink: 

So the drinking, I didn't think before that I could... not drink. I guess that I didn't 
think I could ever quit drinking. I found out I could quit drinking, and I didn't 
think before that I could ever hit six months or year… and now to go to things and 
go, "No, I'm good, I don't drink." It feels good to say it and to do it.  
 

Mike explained how he is making progress in recognizing when he is triggered and activated, 

and with the strategies he has learned, how he is helping himself to re-center: 

When I get triggered, and it's like a full-blown trigger, everything gets tight. I'm 
ready to go. Stuff starts playing back… and then as soon as I, as soon as I get 
triggered now, my mind just goes immediately to thinking, "You're not there." I 
just try to talk myself down. To bring myself back to reality… I'm not there. I'm 
here. 
 

Terri made a statement that felt powerful and inclusive about what the healing process is like for 

public safety workers experiencing PTSD.  It felt to me like this statement really encompassed 

the participants’ experience of recovering from PTSD, and so it seemed appropriate to conclude 

this section on wisdom and growth.  As Terri expressed, “We are just this big body of bones… 

trying to relearn our skin.” 
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Public Safety and Military Combat-Veteran Cultures: Similarities and Differences 

 Because I have observed and experienced that public safety worker and military combat-

veteran cultures are closely related and there are many public safety workers that are combat 

veterans as well, I felt it was important to add this area of focus to this research.  Having an 

overview of the similarities and differences of these closely related cultures seems valuable in 

order to gain a better understanding of how both groups experience and recover from 

posttraumatic stress injuries, including PTSD, and so this section could serve as a small pilot 

study toward future research.  As previously stated in Chapter 3, two of the research participants 

who I interviewed are combat veterans as well as emergency responders (Frank and Jake).  

Jake’s combat tours included Desert Storm and the subsequent wars in the Middle East.  Frank’s 

combat tours included the war in Vietnam.  Frank is also a clinician that treats both combat 

veterans and public safety workers for posttraumatic stress injuries, including PTSD.  Thus, the 

majority of the data on similarities and differences between public safety worker and military 

combat-veteran cultures came from their interviews.   

Similarities that emerged from the data regarding the nature of the work in public safety 

and military combat-veteran cultures included rank structure within the organization, daily 

routines, use of protective gear, wearing of duty uniforms, and facing unusual and dangerous 

situations that civilians do not normally experience. Frank, who is a combat veteran and 

emergency responder as well as a clinician, described these similarities from his perspective: 

Well as law-enforcement is a paramilitary organization, from my perspective, I 
see rank structure as being similar to military: Captains, Lieutenants, Colonels... 
things like that. In both, you have a certain structure to the organization. You have 
certain expectations that are not required... of civilian employees that would be 
required of first responders and military… Dealing with situations that are not 
common or normal for a human being to deal with - both entities have to deal 
with that, soldiers and first responders... We deal with some of the worst 
traumatic incidences and we do it on a daily basis, like the military. We go to 
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briefings in the morning, you know we put on our gear, we put on our vest we put 
our gun belt. We make sure that our weapon is functioning. We grab a radio, we 
get in the car and we begin our patrol. The military is very similar, because before 
an operation you sit down, you get a warning order, you discuss all the 
contingencies, you go back to your space, you gear up, you put on your body 
armor, you put on your load-bearing vest or your H harness or your chest harness 
- whatever you're wearing. You put on your Kevlar or your Mitch helmet and you 
either go out on foot, or you go out in a Humvee, you walk out to the... walk out 
to the airstrip and you either load up in a helicopter or you know, you load up in 
the back of a fixed-wing aircraft, because you're going to go jump in. 
 

Mike spoke about the dangerous situations faced by public safety workers in their daily work and 

military troops deployed and sent into combat.  This provides another example of the similarities 

between the two cultures in the nature of the work: 

Never knowing if I was going to come home at the end of my shift… I didn't know 
that day when I put my duty belt on, if that was the last time I was going to kiss my 
kids goodbye. You know, that was it. What other job do you have besides military 
going on deployment, that you... you can say you know there's a chance that I might 
not be back from work? 
 

Jake also spoke about the dangerous nature of public safety work and military combat, and how 

facing hazardous situations in the line of duty is similar in both cultures.  He gave several 

examples from his perspective and his experiences in combat and as a police officer.  He 

remarked that the situations can be different between combat and emergency response work in 

the types of situations with respect to location, people involved, and the mission objectives, but 

the traumatizing nature of these situations is the same: 

When I say I don't see much of a difference, it's that a bullet hole is a bullet hole. 
Whether you get that bullet in south-central Los Angeles or you get it in 
Ramadi...being run over by a vehicle is the same. Now granted, being blown 
up, that normally doesn't happen, but then again in law-enforcement, I've been on 
many bomb calls. So, you think about the Atlanta bombing. That was meant for 
first responders. The secondary explosion in the dumpster was meant for the 
firefighters and police. So it does happen here in the States. So, when I see it, the 
situation's different but the trauma is the same. The people, places, the mission is 
different but the trauma's the same… Stolen vehicle or dead body is the same no 
matter where you go.  
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Carl, who is an emergency responder who also served in the United States Coast Guard (USCG) 

and is a member of the American Legion, also commented on similarities between combat and 

responding to emergency incidents: 

I've been to bombings. I've been to gunshot wounds. I've seen the gunshot wounds 
happen. The trauma of everyday life, whether it's in downtown anywhere USA, 
versus World War II, Korea, Vietnam or what's going on now. I totally admire the 
combat veteran.  
 
Cohesive family-like bonding is another element that is similar in both cultures.  Frank 

explains that public safety workers and troops go to training and socialize together, forming 

close relationships.  He uses public safety academy and boot camp as examples of training 

together as well as the close bonds that form among Navy Seals: 

We go to the academy together. We developed a friendship in the police academy. 
In the military you go to Boot Camp, or you go to any kind of advanced training, 
and you go through it together. The SEAL community is a perfect example. There 
isn't a single SEAL that I know, that doesn't know his class by number, his 
instructors, and the people that graduated in his class. That's how close they are. 
Law-enforcement is the same way. They know the guys that are in their training 
class. Each recruit class has a class number and you know your class number… 
and the way we socialize, we socialize together. 
 

Jake also spoke about the similarity between public safety and combat veteran cultures regarding 

cohesive family-like bonds.  He remarked the bonding forms in both cultures because both 

public safety workers and combat veterans deal with frequent and intense traumatizing 

situations: 

When you deal with traumatic situations, sometimes on a daily basis, the bonding 
is a really big one, especially with military combat veterans, because I was 
extremely tight with the guys that I went over there with… my unit… and actually 
any brother or sister that was a combat vet at that point that had been over there. 
 

Carl commented on how the cohesive family-like bonding exists among military combat 

veterans, and refers to the military cultural term, “band of brothers,” which is a descriptive 

metaphor that reflects the intensity of these bonds.  Drawing from his perspective as a USCG 
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veteran and an American Legion member who has spoken with many combat veterans, he also 

remarks that there is a difference between the intensity of military combat and responding to 

emergency incidents in that the intensity is more intense for a shorter period of time, which is 

deployment, whereas the public safety worker’s job of responding to emergency calls is less 

intense, but occurs over a longer period of time: 

It’s the actual hand-to-hand combat, the Band of Brothers thing, the brotherhood 
of those guys who were in the trenches, facing what they faced, the horrors of 
what they faced, you know. It's extremely intense for a rather short period of 
time. Whereas in my job it was intense frequently but over a greater period of 
time… and I am a member of the American Legion. So therefore I talk to a lot of 
veterans. 
 

Frank also spoke about the differences of time and intensity between public safety work and 

combat based on his experiences and observations: 

Doing a combat tour...there's a beginning and an end, and in Vietnam, at least for 
Navy, it was a 6-month tour, the Marines it was a 12 month tour, the Army I've 
seen some maybe do 18 months. But there was a beginning and there was an 
end.  In law-enforcement you start day one recruit training and you're hoping to 
make it 20 or 30 years to retirement, and unless you manage to find some job that 
puts you inside, you deal with the streets every single day. So our beginning and 
our end, it seems more infinite. 
 

Mark also gave his perspective as a clinician and emergency responder on some differences 

between combat and public safety work, including combat veterans were trained to be killing 

machines and have had to fire their weapons more frequently, kill more frequently, the rate of 

exposure to extreme, dangerous, and traumatizing incidents is more frequent. A similarity that he 

notes, however, is that public safety workers and combat veterans are both exposed to the worst 

of situations: 

As a combat veteran, you’re at the point of the spear, facing the enemy.  You have 
to be a killing machine. Over time, the executive functioning gets hijacked by the 
need to survive.  That’s an extreme situation that can be repeated over time and 
multiple tours of duty vs. first responders.  You might be a cop, but never have to 
pull your duty weapon.  Both first responders and combat veterans are exposed to 
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the worst of situations, but for first responders there is a slower rate of exposure 
and it is less dramatic than for combat veterans.  For first responders extreme 
situations are happening in your own back yard.  For combat veterans 
it’s happening in a foreign country.  
 

Terri, from her perspective as a police officer, also commented that a difference between combat 

veterans and public safety workers is that combat veterans have been trained by the military to be 

killing machines, and part of that process includes dehumanizing the people they kill by just 

seeing them as enemies, whereas people are not dehumanized this way in police work: 

I think our military does a really, really good job with these young folks teaching 
them to be killing machines. Then they go and take all the emotion out of it as 
they're taught they're not killing humans, they're killing the enemy… that mindset, 
you know, that their threat level is different than, say, my threat level as someone 
who's never been in the military… You can't, you don't humanize anything that 
you kill. But when it comes to police work, they're humanized, so it's a different 
reaction. 
  
Jake told a story about coming back from combat deployment during Desert Storm, and 

his narrative provides another example of the cohesive family-like bonding element similar to 

both public safety worker and combat veteran cultures.  His story also contains the elements of 

humor and drinking alcohol, and reflects that like public safety workers, combat veterans 

frequently use humor and drink alcohol as coping mechanisms for stress.  Jake had stayed back 

for a year to prepare his unit’s equipment to return from the Middle East, and there was no 

alcohol available to him during that year because of where he was located.  The troop who had 

been his roommate had promised to have a case of beer waiting for Jake upon his return that they 

would enjoy together.  However, he had consumed all but two of the beers, and was passed out 

on the floor when Jake walked in the door.  Jake refers to him as “brother,” which is common 

among military troops and public safety workers, and consistent with the “Band of Brothers” 

cultural term.  Jake laughed several times and used humor as he told the story: 
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When I came back from Desert Storm... I was there for 12 months, and my unit 
was only there for... seven or eight. But, I ended up… I volunteered to stay to load 
up because we had to break down the aircraft because of course there's so much 
equipment over in the Middle East. All the stuff had to get either palletized and 
trucks and tanks and armored carriers and all that stuff - equipment, whatever, and 
so the aircraft, my aircraft and our unit's aircraft had to be broken down and 
bubble-wrapped, cleaned - all that stuff - because you couldn't bring back sand 
and all that crap. So I stayed back I was there for a little over 12 months, and 
when I got back to Germany, basically most of my unit had already gone back to 
Germany. And when I came back… they got the bus ride with the Polizei and the 
base. When I came back, I was on a bus with five people, a tour bus… with five 
people, and it just creeped into base camp, pulled up in front of my unit and my 
partner, who was my roommate at that time, he had gone back with the company 
earlier, and we had this promise like "All right man, you better make sure that 
you're waiting for me with a case of beer or something.” (Laughing) 12 months! 
No alcohol or anything. So, I showed up, and he was passed out in my room with 
just his underwear, face down. Empty bottles everywhere. (Laughing) I'm like, 
"What the fuck, man?" and he was hung over drunk, and I'm like, "Man, are you 
fucking kidding me?" And he was like "Oh brother, I'm so glad you're back." and 
I'm like, "Oh, you asshole!" and he's like, "I think there's still two beers in the 
fridge." Great. That was my homecoming: sitting there, he's passed out, I'm sitting 
in the room drinking. I think they were Michelob too... I hate that shit. Give me a 
break! So...(Laughing) that was coming home. Yeah, really, "Sorry, brother! I 
think there's two in the fridge."  
 

Frank spoke about how drinking alcohol is a cultural element among combat veterans, and how 

he experienced that during his time in the military.  He remarked that he took part in the drinking 

because he wanted to be part of the ongoing camaraderie, and this is another example of 

cohesive bonding in military combat culture: 

I had a military career. We would drink. That was part of the culture. No one told 
me I had to drink. No one forced me…. I wanted to be a part of the ongoing 
camaraderie. 
 
The value of physical and mental toughness, the hero image, and the resulting cultural 

stigma and double bind associated with expressing distress and seeking support is another 

cultural element present in the military combat-veteran culture as it is in the public safety-worker 

culture.  Like public safety workers, combat veterans tend to avoid expressing distress and 
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reaching out for help because of the risk of rejection, ostracism, and loss of career. Frank 

described how this element is present in both cultures: 

When we take on this job, police, fire, medics, and military, we... we try to 
develop this tough guy persona that we can handle it. We can take it, no matter 
what. Again, I had PTSD before they even knew that there was PTSD. And so I 
had to be a tough guy. I couldn't show weakness. Because to show weakness, 
showed I lacked the ability to deal with the job, to deal with the stresses of the 
job. So we played these mind games with ourselves and it's it wasn't until later on 
how much I found it to be a detriment ...not opening up. But if you were to early 
on in my career say "You need to go see somebody to deal with your anxiety or 
your depression" I probably would've stopped talking to them, because to me, 
they were telling me that, "Well, you're weak." There was a stigma attached to it, 
and it's the same kind of mentality you find in the military - why military doesn't 
seek out clinicians. Because, they're worried about being stigmatized and labeled, 
and worried about not being allowed to continue to do their jobs, and so there is 
resistance to reaching out for support or treatment because of the automatic 
mental health stigma. If a public safety worker asks for help, they can be labeled 
not fit for duty and lose their medical qualifications, then they cannot work and 
can lose their jobs. 

 
Another cultural element that reflects the similarities between public safety worker and 

military combat-veteran cultures is the telling of war stories.  Both cultures also specifically refer 

to these stories as “war stories.”  Carl expressed that it has been his experience that combat 

veterans tell war stories just as he does as a public safety worker, and often tell many of them at 

a time, including stories within war stories as described by his metaphor of the huge peak with 

peaks in the middle: 

You ask a combat veteran… and if they choose to respond, they could tell you a 
story as well as I can. Their stories are going to happen bang, bang, bang… like a 
huge peak with a whole bunch of peaks in the middle of that peak. 

 
Additionally, both cultures frequently use humor in the telling of war stories.  Not all war stories 

are about actual combat action, or in the case of public safety workers emergency incident 

action, in the field.  Some stories are about the challenging situations and environmental 

conditions military combat troops experience in between combat action while they are on 
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deployment.  Jake told a story about the some of the challenging environmental conditions he 

and his fellow troops faced in the Middle East during Desert Storm: 

When we first got there, there were no showers. There was no infrastructure. I 
spent the first month on the ground of... it was the king Khalil - it was Riyadh - it 
was an airport that they had just started to make and build, and so they had 
basically the four tier parking. But it was just bare, nothing had been done, it was 
just bare bones, and that's where they had - the 101st airborne there, my unit from 
Germany, seventh group special forces - they were down in the tunnels below the 
airport. That's where they had all their shit and equipment and stuff. Yes, so we 
spent two months there. Basically, we just had a bottle of water and a bucket. 
That's how you washed. Do a little Kinshee spot squat and you splash the 
undercarriage and the crazy thing is just, you go to wash your underwear and 
you've been wearing it for so long… two or three days, and you wash it in the 
bucket and the problem is that you hang it up... Well, guess what what's going to 
stick to that underwear? What's blowing in the desert? Dust. Sand. So, now you 
have sandy groin. Sandy anus. You got it all! The wonderful laundry! (Laughs.) 
And it's interesting though, because - not interesting, it was bizarre - but you get 
to realize what you would truly smell like if there were no  
civilization. (Laughing.) You'd be like you were out in, like, bear country, 
surviving on your own. That's what it would smell like. But it's funny, everyone 
got so rank that after a while, it just didn't matter because you smell so funky that 
you couldn't tell how funky he was.  
 

 Additional similarities between the public safety worker and combat veteran cultures that 

emerged from the data included the experience of traumatizing elements and posttraumatic stress 

injuries in the line of duty.  Frank remarked that the experience of PTSD is the same for public 

safety workers and combat veterans, partly because of exposure to stressful incidents: 

You know, I think it's pretty much the same. I mean I had PTSD or Post 
Traumatic Stress injury before I became a policeman. And then during the course 
of my career, I never really thought about much, and maybe sort of normalized 
my behavior? But continued to be exposed to stressful incidences.   
 

Jake told war stories during his interview that provided examples of traumatizing experiences 

military combat veterans face.  In the following war story, Jake described a helicopter crash that 

he was in.  It was a test flight.  Something went wrong with the controls and the helicopter went 

down.  He recalled that he and the helicopter crew were unhurt, but were stranded for a long 
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period of time in a place where they could be vulnerable to attack.  When he described the 

helicopter crew, he referred to the first lieutenant as a “butter bar,” which is a military cultural 

term describing the butter colored bar pins that go on the epaulets of a military uniform that 

indicate the rank of first lieutenant.  Vehicle crashes and life threatening circumstances are also 

stressful experiences that public safety workers face in the line of duty.  When I attend the 

Virginia EMS Symposium each year, on one of the evenings we have a memorial for all 

Emergency Medical Technicians who have died in the line of duty in the past year.  I have 

observed that many have died in emergency response vehicle crashes, and most of those are 

medevac helicopters.   

 Jake’s narrative below also includes a brief war story of another Black Hawk helicopter 

crash that happened in combat.  He was not in that incident, but he lost two comrades in it, and 

he was sent out on the recovery crew.  Traumatizing elements that Jake experienced from this 

was the loss of those two comrades and also seeing some skin and hair that was on the broken 

windshield where the helicopter co-pilot struck his head in the crash.  Public safety workers also 

lose friends that are fellow public safety workers in the line of duty, including medevac 

helicopter crashes as mentioned.  Also, seeing body parts resulting from vehicular crashes is a 

traumatizing element for public safety workers as well.  Jake’s narrative provides a strong 

example of these similarities: 

So yeah, let's see... helicopter crash. I was (laughing)… I was actually in that. 
That's crazy. It was an '08 Kiowa. I had volunteered because - that wasn't my bird, 
I was a Black Hawk crew chief - I remember it was a Sunday, we were in 
probably about 50 miles north... northwest of...King Khalid military center. I just 
volunteered for the flight. Because I was a crew chief, you can do that… and it 
was a test flight. There was a first lieutenant, she was a butter bar, and then there 
was a salty - I don't remember, he had growth, you could tell because his beard 
was starting to grow, kind of come in and there was a 5 o'clock shadow and it was 
coming in salt-and-pepper. I could tell it was the salt-and-pepper and he was an 
older Chief Warrant Officer, and we were just basically following a train. You're 
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only about anywhere from 100 to...80 to 100 feet off the ground as you're going, 
and we had gone up - I don't even know what was going on, because I had my 
headphones on, but it was a test flight so I didn't care. So, I was just looking at the 
train, and then all of a sudden… I remember… We have what's called a master 
caution panel, and when this thing goes off, every mic in the helicopter hears it 
because it goes through all the mics, and the lights were just like, "Clang, clang, 
clang," and I remember feeling the helicopter have this awkward shake, almost as 
if you're riding a bicycle and one tire has a lop balanced weight, and I was like, 
"Oh shit." and I remember the butter bar, those two, the Warrant Officer was 
yelling at the butter bar - I don't know, I think he was talking about pulling up the 
collective or something of that nature, but anyway she auto rotated it down, and 
when she pulled the collective and we came down, she slammed us into the... 
basically into the sand into the ground. And so, you know, I mean no one got hurt 
or anything, but man it just totaled the aircraft and we had to... we had to wait out 
in in fucking nowhere. We had to wait out in nowhere for a flatbed to come pick 
up the aircraft, and we are way out in nowhere, and I had no idea… are we going 
to get rushed on? Did any of the locals see us go down? You know, things of that 
nature. So myself and the second lieutenant were perimeter security, the Chief 
Warrant Officer, he was going through and clearing the aircraft, taking out all the 
sensitive item stuff as far as, like, the communication system and GPS system and 
that kind of stuff - stuff that you don't want enemy forces to get a hold of because 
then they could listen to the radio traffic, things of that nature. So he was doing 
that. We were watching. We are probably out there for about an hour and a half. 
Another helicopter crash, two crew chiefs that I knew died in that one. And I 
actually went out on the recovery of that Black Hawk, and I still remember, the 
front windshield of the – not the pilot, but the copilot, which is on the right-hand 
side, I could still see there was skin and hair from that person’s forehead when it... 
and it spider-webbed the front windshield, and I remember sitting there looking at 
the hair and the skin and, and thinking… “Jesus Christ.”  
 

 Jake then spoke about how he experienced the onset of PTSD.  For him, the PTSD came 

from an accumulation of combat-related experiences.  His narrative conveys how he began to 

experience existential shattering, with disturbances in his spirituality upon witnessing the poverty 

during his combat tour in the Middle East beyond any that he had seen before or could imagine.  

Jake’s narrative includes sensory and emotionally traumatizing elements of seeing the poverty, 

children wearing little or no clothing, children playing with a dead goat that was decomposing, 

and also witnessing violence and torture.  Public safety workers witness poverty in the line of 

duty as well, though from Jake’s war stories below, it seems what he saw on his combat tour was 
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beyond any poverty he had seen in the United States or in Tijuana, Mexico.  Public safety 

workers also witness torture or violence, but most often, in my experiences, we public safety 

workers usually see the result of that, whereas from what Jake described, combat veterans also 

witness the torture happening.  He strongly emphasized near the end of the narrative how he was 

not part of the torturing and that was not the mission of him and his unit.  An additional 

similarity found in Jake’s war story is the experience of traumatizing events replaying in one’s 

mind, as evidenced by him referring to the “little reels” that replay in his mind regard to his 

witnessing of torture.  This recall of traumatizing events element is also present in the 

experiences of public safety workers with posttraumatic stress injuries:  

I would say after my - during my second tour of combat, yeah, I believe that was 
about the time where I started cursing God. I would make light of it, and I would 
curse Jesus, talking trash like, "I can't wait to see Him and His dad - talking about 
Jesus and God - can't wait to see Him and His dad because I've got some shit I 
need to tell Him, because they've been absent down here on earth. Because the 
shit I'm seeing, there is no... no... no... no heavenly intervention going on." I 
would say that was just more of a collective, it wasn't a single incident.  It was 
simply a collection of my experiences in the Middle East, and seeing the level of 
poverty - which I had never seen that before. I'd never seen what less than zero 
looked like. I didn't even know that existed, you know? When I was growing up, 
we'd laugh about Tijuana, and Tijuana is like New York City compared to some 
of the places that I've been, and I had never seen less than zero like that. I'd never 
seen children that lived in actual dirt huts. Like literally, like... dirt… with 
water… dirt made mud (slaps his hands together) pressed against... like, plywood, 
scrap plywood, and I remember driving convoys through Pipeline Road, and this 
was from Kuwait going up into Iraq.  I can't even remember how far...we had 
gone, but I remember kids playing on the side of the road - three or four of them - 
some had clothes, some didn't... the dirt huts, I remember the dead goats, the old 
tires, because used cars and things like tires and stuff, they just discard them on 
the side of the road. There's no sanitation or anything like that. So, to see these 
kids actually playing with a goat that had been dead... well, it had to have been 
dead for about a week, if not more, maybe a week and a half - I mean this thing 
was halfway decomposed and these kids are playing with it. It's like... Those little 
reels that I see...I witnessed torture, and you know, because there are two - what I 
call natives, but they were Middle Eastern so it wasn't... I didn't see it as... I didn't 
put it together like a Western type thing. If that person was Caucasian maybe that 
would be different. But because they're speaking a different language, and the 
interrogator - there were three - one person that was talking, one person that was 
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standing behind the person that had the... it was a cuff system but it didn't go all 
the way. It actually came out to about right here. (Shows location on his body.) 
There was a chain that went down to the shackle so the person could walk and 
hobble. So as they were being moved, smacked, punched, you know, just choked 
so they couldn't breathe... that kind of thing, that kind of stuff. But in combat, I 
didn't really process that until afterwards, and then I was like, "Wow! Damn! 
People up there are fucking torturing people." It was because it was in that 
country, and it was... they were doing it to their own people kind of thing, I guess. 
That wasn't my mission. I'm a part of a unit. We're doing something else. That 
was not my mission. So, what happens is because there were a lot of deserters 
when Desert Storm happened, and I mean deserters within the Iraqi army, and 
things of that nature, and so the government does what they do. A lot of foreign 
Middle Eastern countries, you can say something, and you disappear. The special 
police come, and psssshht! No more. You are nowhere anymore. 
 

 Existential shattering, with loss of purpose, identity, and spiritual faith, is another 

similarity that emerged from the data for combat veterans and public safety workers 

experiencing PTSD.  In his narrative above, Jake had begun to describe disturbances he had 

experienced in his faith and spirituality during his combat tour in the Middle East.  In the 

following narrative, Jake described in further detail how he lost his faith and religion: 

I grew up going to church with... my grandmother used to take me to church… 
and it was through my combat, I was like "Oh no, no, no. You were not present." 
Then I hear people say like, "The Lord is great!" and I think, "What are you, 
fucking crazy? Ha! Ha! Where have you been?" So yeah, those kind of outbursts 
used to come out… People were like - after they would find out (that he returned 
from combat) they would ask, "How are you doing?" "I'm not feeling too good." 
"Hey, why don't you come down to the church with me?" and it was like a record, 
someone just pulls the needle: errrrrrt! We're done. That was caused from the 
combat. That's when I started generating that anti-religious...I started getting… I 
remember being out in the sand even at that crash thing and just like... you 
know... and then the torture, you know, it's like, "No, Jesus doesn't know what the 
fuck's going on down here."  
 

After Jake returned home from combat, he became a police officer until his PTSD reached a 

point where he could no longer do the job.  Between his PTSD and his back injuries from combat 

and police work, he retired on disability.  He described how he lost his sense of purpose and 

identity and his drinking increased.  The similarity of this experience of loss of purpose and 
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identify between public safety workers and combat veterans who retire from their careers due to 

PTSD is highlighted by the fact that Jake has been both.  He had both titles, and he expressed the 

loss of both in his narrative below: 

Actually after my retirement from law-enforcement, that's when things were 
getting progressively worse…  Administrative betrayal… and then I started 
drinking more. Just feeling depressed because... my... I was all these things: I was 
a hostage negotiator, I was a hazmat technician, I was doing this, I was doing that, 
I was an instructor… tactical teams… and now, I was Jake, disabled veteran… 
disabled police officer.  When you lose that title… When you lose what you've 
built to think that's who you are… I was so wrapped up in my titles that that 
identified me.  It was one of those light bulb moments for me, because I was at 
that... kind of at that point, floundering, thinking, "What am I going to do? I have 
no title. I have no mission anymore.  I have no directive. I have..." The 
organization that was in my life, the routine that I had, was completely gone. It 
was up in the air - day is night, night is day - kind of thing. 
 

 Frank spoke about similarities and differences between public safety workers and combat 

veterans regarding the process of healing from PTSD.  He expressed that the process of healing 

is the same.  However, the availability or opportunity for obtaining treatment is different.  Public 

safety workers can choose their physician, but active duty military combat veterans must go the 

VA or whatever clinic they are assigned, and this involves a process to get into the VA or the 

clinic.  He commented that this is part of the reason for the high suicide rate among combat 

veterans: 

The similarities, I would say, is the process… The process of healing PTSD 
would be the same. The difference is the opportunity for healing wouldn't be the 
same - and as a first responder, you would have the opportunity to go out to your 
own doctor. You could take a week off of work if you want to just go to a 
residential therapy facility. In the military, you cannot, you know, there is a 
process in the military… and that's why so many of my brothers and sisters I 
think, what, are we 18 a day now, killing each other and themselves? Exactly, and 
it's because of the lack of that opportunities I just described.  
 

Jake also remarked that the process and availability in obtaining treatment for PTSD is different 

for combat veterans than it is for public safety workers, because treatment must be sought and 
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obtained within the military system, and then it is often not provided. When public safety 

workers decide to seek treatment, they have more options and can make their own choices: 

Military is a closed-end, self-contained institution, where help and assistance 
comes from within, if it does come, most times it doesn't. Whereas a soldier is not 
allowed to go outside chain of command to seek therapeutic remedies. Civilian 
law enforcement or first responders have many options - whether it's EAP or 
outside - they have the option of self-care at their discretion, whereas military 
service members do not. 
 
Clinician cultural competence emerged from the data as an important element of healing 

for combat veterans as it did for public safety workers.  Frank spoke about how as a clinician he 

connects with combat veteran and public safety-worker clients alike by disclosing that he is also 

a combat veteran and a police officer, and shares some of his related experiences: 

When I talk to them, I talk to them about the number of years I have in law-
enforcement. The types of jobs that I... I've had in law-enforcement. My exposure 
to critical incidences I don't go into detail. But I let them know that I've been 
involved in, you know, officer involved shootings, and it's not done to one up 
them. It's just so that they understand that I've been where they're sitting. I also let 
them know about my military background and the type of people that I served 
with and the particular theaters that I served. There was a peer here (at WCPR) 
who once said that when he had his incident, he went to a number of clinicians 
and he never felt good with any of them until one day he goes into this clinician's 
office and he looks on the wall, and he sees a couple plaques, and one is a 
commissioning plaque where the clinician was commissioned into the Navy and 
then it had another one, in the Navy where you cross the equator, there's this 
whole ceremony, and that was on the wall, and I think he had a couple of medals 
on the wall. So, he would say he thought this person was real. You know, they're 
coming to us, but they want to know that we're real. 
 

Jake, from his perspective as a combat veteran and police officer with PTSD, described his 

experiences related to seeking treatment.  He tried the Veterans Administration first, but did not 

feel a connection with the female civilian therapist to whom he was assigned.  He saw her for 

four sessions, and stopped because he did not feel she understood his experiences.  Because he 

was at this point a retired police officer, he tried seeking treatment outside of the VA.  Again, he 

felt lack of connection and understanding from the psychiatrist and the psychologist he saw 
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there.  Jake’s narrative reflects clinician cultural competence as a similar element important for 

healing and recovering from PTSD for both public safety workers and combat veterans. 

I did four sessions at VA, and I... the woman that I saw… she wasn't a veteran.  
She didn't have any background, and I didn't really feel like what I was saying 
really was resonating. So, I set up an appointment with Kaiser, and I think I had 
maybe two sessions with Kaiser. They were really weird about it. They were like 
"You're...  there's basically nothing wrong with you. You went through a lot of 
shit, you're depressed, but you don't need 20 sessions or something like that.” So I 
do remember the last… I saw two different people, a psychiatrist and a 
psychologist... The second guy was the psychologist, and I remember him sitting 
back in his chair and I'm sitting there and talking to him, and after I had gone 
about 25 minutes telling him about what's going on, he actually looked at me and 
said, "You know it sounds like you have really been through a lot.” But he also 
said, "It kind of sounds like you're looking possibly for something to pinpoint 
something, 'Yes I have this.' with PTSD. I don't even think you have it at all." I 
remember sitting there thinking, "I thought I was here for therapy." 
 

 Peer support emerged from the data as another similar element of healing and recovery 

for combat veterans as well as public safety workers with PTSD.  The research participants in 

this study who are combat veterans, Frank and Jake, commented that attending the WCPR 

program and FSRN meetings, both of which are comprised of only public safety workers and 

public safety workers who are also combat veterans, was very helpful for healing and recovery 

because of the peer support.  For public safety workers who are combat veterans, some 

additional sources of peer support include organizations like the American Legion and Veterans 

of Foreign Wars.  As previously mentioned, Carl is a member of the American Legion because 

of his U.S. Coast Guard service.  Carl is a chaplain and member of the honor guard at his local 

post, and expressed that the peer support he has there from the members is helpful to him, and he 

experiences this as a place where veterans can connect with each other: 

I am a member of the American Legion/VFW honor guard. I hold the position of 
chaplain. I also work within the post - American Legion outlay. When I get pissed 
off, they all know it, and they just remind me that, "Hey you know what? Just let 
it go." You know… the American Legion is a great place for veterans to get 
together and talk and share and be. 
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Providing quality debriefings emerged from the data as a similar element for addressing 

PTSD in military organizations and well as public safety organizations.  However, the nature of 

the debriefing would be different because it would be over an extended period of days, rather 

than within one group session lasting two-to-three hours as debriefings do in public safety 

organizations.  Jake gave his perspective on this, and asserted it would be best to keep the unit 

intact during the debriefing period, and have this debriefing period before returning home.  This 

would help because the cohesive family-like bonds between the combat veterans in the unit 

would then provide the foundation for peer debriefing.  This peer-support aspect of debriefings is 

also an important foundational element for public safety workers.  Jake felt this would help 

reduce and prevent PTSD and readjustment stress for combat veterans: 

I think the combat guys should have real debriefing sessions when they get home, 
before they go home, not just put them on the base and tell them to hang out and 
adjust to the climate for 30 days before you go home. Put 'em in a fucking PTSD 
treatment environment. I could care less if they're smoking and chewing, or 
farting in their pants. You come in as a unit you're gonna leave as a unit. Put the 
peer pressure on each other work through the shit there, and stop going home and 
listening to the voices in their heads. They should've left them on the base…. I 
think the government is just trying to dump them off and get them out so they can 
make more room to send somebody else back over.  
 
To conclude this section on similarities and differences, of how public safety workers and 

combat veterans experience PTSD and the process of healing and recovery, I present the poem 

that was authored by the peer at WCPR who is a former medic as well as combat veteran.  His 

poem expressed his experiences of having PTSD and of losing comrades in battle and having to 

keep one’s grief silent because of the cultural expectation of physical and mental toughness, and 

the related cultural stigmatization associated with the expression of grief, distress, and 

vulnerability.  This toughness value and cultural stigma associated with expressing distress is 

also present in the public safety-worker culture, thus his poem is another reflection of this 
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similarity between the two cultures.  His poem is an example of how expressive arts approaches, 

including poetry, can be an element of healing from PTSD for both public safety workers and 

military combat veterans.  For me, this poem as well as the one previously presented by the 

author who is a retired Firefighter/Medic as well as USCG veteran, truly expresses the heart of a 

warrior. 

O’ We the Quiet Ones 

O’ we the quiet ones 
Who willingly march off to war 
We will not shirk our duties 
When the wolves are at the door 
 
As we follow our orders 
That takes us to valleys of death 
As comrades and convoys roll on 
We quietly pray for God to protect 
 
At roll call we stand at attention 
And quietly weep in despair 
As we stand before a rifle and boots 
And listen to words from ones who were not there 
 
The medals don’t comfort us 
They’re merely to remind 
Of what we have endured 
And those that were left behind 
 
O’ we the quiet ones 
We perform our duty without regret 
And keep words in our hearts 
Of Flanders Fields and Lest We Forget 
 
On Memorial Days 
And at VFW halls 
We quietly drink and reminisce 
About those final roll calls 
 
At night when the demons come 
We weigh in the cost 
Of what we have learned 
And what we have lost 
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But God knows our souls 
As Peacemakers we are His Sons 
And forever a place in Heaven 
For we, the quiet ones 
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CHAPTER 5: DISCUSSION AND CONCLUSION 

The purpose of the present study was to investigate cultural aspects of how public safety 

workers experience PTSD and effective, culturally-congruent approaches for healing and 

recovery.  This included identifying aspects of the public-safety-worker population that define it 

as a culture, discovering how public safety workers experience and react to critical/traumatizing 

emergency incidents, and identifying elements of healing and recovery that are effective and 

culturally congruent for the public-safety-worker, culture-sharing group. The research question 

was, “What are the cultural aspects of how public safety workers experience Posttraumatic Stress 

Disorder, and what are effective, culturally-congruent treatment approaches?” The collected data 

consisted of: (a) transcripts from the eight interviews; (b) field notes from observations at WCPR 

program, local emergency responder stations, and the Virginia Office of EMS Symposium; (c) 

notes from literature, documents, media, aesthetics, and artifacts; (d) findings from the previous 

two pilot studies; and (e) my personal and professional experiences relevant to the research 

question.  

The research design for this qualitative study included ethnographic and 

autoethnographic methods.  These methods helped to answer the research question because they 

facilitated gathering of thick and descriptive data for this study through interviews, observations, 

and field notes, which provided a basic comprehensive overview of the public safety culture-

sharing group and how they experience trauma and PTSD.  Additionally, through the use of 

ethnography and autoethnography, the data of this study yielded findings that helped to answer 

the research question by identifying treatment approaches that are most culturally congruent, and 

providing a basic foundation for further research to increase the understanding of what it means 

to be a public safety worker experiencing and recovering from PTSD.  
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The data analysis process in this study consisted of open coding followed by 

focused/thematic coding. The research findings from analysis of the collected data were 

presented utilizing quotes, narratives, poetry, pictures, and categories with lists of themes. The 

categories, themes, and elements that emerged from this process yielded an overview of the 

public-safety-worker, culture-sharing group, traumatizing elements, coping mechanisms, 

experiencing PTSD, elements of healing/recovery, similarities and differences between the pubic 

safety worker and military combat-veteran cultures, and the roles and current status of public 

safety organizations in addressing the issue of posttraumatic stress injuries. 

Cultural Characteristics and Elements 

This research revealed several characteristics and elements that define the public-safety-

worker population as a culture.  In process of collecting and analyzing the data, I was fascinated 

how the artifacts, environments, language, perspectives, practices, ceremonies, and rituals 

brought the public safety culture into view.  The number of defining artifacts was remarkable and 

easy to find in public safety environments, apparatus, emergency response vehicles, and on 

public safety workers themselves.  My private practice office, as previously mentioned, is full of 

public safety and military artifacts as well because I am a member of the public safety culture, 

and I want to help my clients who are public safety workers and combat veterans feel they are in 

a familiar and friendly place. The data in this study were also rich for language, terms, and 

metaphors utilized in the public safety culture.  These were present in the research interviews and 

also field observations.  The terms and metaphors are also a part of my own everyday language 

as a member of the culture, and a clinician who treats members of the culture.   My public-

safety-worker clients and I speak to one another in sessions in the language of the culture 

regularly.  As for the existing literature on public safety workers, I did not see artifacts and 
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language addressed and discussed. I did see artifacts and hear the language in the documentaries 

discussed in Chapter 2, however, these are not identified directly (Crank & Crank, 2014; Garcia, 

2005; Woody, 2005).  The present study thus provides a rudimentary foundation pertaining to 

language and artifacts in the public safety-worker culture. 

The findings of this research were also important for culturally defining ceremonies and 

rituals.  The ceremony of the public safety-worker culture that stood out the most in the data was 

line of duty death funerals and memorial services.  I included my own experiences of this type of 

ceremony as well.  As a member of the culture, I know the other ceremonies, such as parades, 

promotions, and weddings, are common as well, but these did not show up in this research as 

much as line-of-duty death funerals and memorials.  An educated guess is that perhaps because 

this research focused on posttraumatic stress, which included line-of-duty losses, the line-of-duty 

death ceremony was most present in the minds of the participants.  As far as the existing 

literature, public-safety-worker ceremonies are present, yet most of these are not identified 

directly as ceremonies and rituals of the public-safety-worker, culture-sharing group.  The one 

ritual I found identified and discussed in my review of the existing literature was that of the 

public-safety-worker rite of initiation, which consists of going through training as rookies or 

probies in the public safety academy (Broome, 2011; Garbus & Buscemi, 2015; Rudofossi, 2007, 

2009).  Some of the participants in the present study mentioned briefly what they learned training 

at the academy, remarking that they learned about and developed cohesive family-like bonds as 

part of that experience.  They did not talk about their academy experiences in a way that 

provided enough data to support this as a rite of initiation, but I think that is due to the fact that 

my interview questions did not really include rites of initiation as an area of focus.  Overall, the 
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findings of the present study suggest that the public-safety-worker culture is rich with tradition in 

its ceremonies and rituals, and so this area is also worthy of further ethnographical research. 

Love and enthusiasm for public safety work is another culturally-defining element that 

was most present in the data.  The existing literature on public-safety-worker culture also 

identified enthusiasm for the job as a culturally defining element.  The literature basically states 

that public safety workers are enthusiastic for the work (Garbus & Buscemi, 2015; Regeher & 

Bober, 2005; Yehuda, 2002).  However, the current existing literature lacks depth of description 

of these cultural elements.  For example, I did not find the element of fascination with public 

safety work since childhood, including themes in childhood play, in the existing literature, yet 

this was present in my findings.  I know from my own experience, too, that love and enthusiasm 

for the work is a major cultural element.  As I mentioned in the previous chapter, my sister and I 

played a childhood game with public safety work themes, and we called it “firehouse.”  

Additionally, the findings of this research suggest that public safety work is a major part of the 

public safety worker’s personal identity. My own experiences, both as a clinician and a member 

of the public safety worker-culture affirm this.  I know that my friends and clients from the 

culture as well as myself feel that being a public safety worker is a big part of who we are as 

human beings.  This personal identity element was also not addressed in the existing literature.  

The findings of this research also convey that the nature of public safety work includes a 

great deal of exposure to dangerous and hazardous situations as well as extreme environments. 

This was apparent in the narratives of the research participants and also in field observations.  

My own experiences as a clinician and member of the culture affirm this as well.  Additionally, I 

have been in many dangerous situations and extreme conditions as an EMT and I hear about 

these each day from my public-safety-worker clients.  The findings from this research on the 
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dangerous and extreme nature of public safety work is consistent with the existing research, and 

so helps to expand the current literature in this area (Broome, 2011; Fay, Kamena, Benner, & 

Buscho, 2006; Garbus & Buscemi, 2015; Kronenburg et al., 2008; Pulley, 2005; Rudofossi, 

2007, 2009). 

The use of humor, including gallows humor, was one of the most substantial public safety 

cultural elements in the findings of this study.  The data from the research interviews and field 

observations was rich with examples of general humor and gallows or dark humor, especially as 

a coping strategy for general stress as well as stress from traumatizing/critical incidents in the 

line of duty.  These findings on humor in the public-safety-worker culture were consistent with 

the current research as presented in the literature review (Alvarado, 2013; Fullerton et al., 1992, 

Haslam & Mallon, 2003; Lindsey & Benjamin, 1981; Rudofossi, 2009, 2012; Woody, 2005), and 

so this study further contributes to the existing knowledge base regarding the use of humor in the 

public-safety-worker culture.  Each research interview included a great deal of general and 

gallows humor, and many examples are presented in the previous chapter.  I observed and 

experienced the use of humor when attending the EMS Symposiums that were part of the field 

observations for this research.  Instructors interspersed humorous slides in their visual teaching 

aides and humorous remarks in between concepts being taught.  This seems to help keep those of 

us attending class engaged and focused, and also adds an element of fun to learning experiences.  

In my own experiences, the use of humor and gallows humor is one of the most important 

defining elements of the culture.  I use it regularly as does my crew when we are on rescue duty.  

Additionally, humor is present in every therapy session with my public-safety-worker clients.  I 

find that it helps bring moments of levity and offers balance to the heavy and intense aspects of 
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healing processes.  Further research in the use of humor in therapy sessions with public safety 

clients would be a worthy pursuit in the area of clinician cultural competency. 

Another culturally-defining element in this research was the telling of war stories.  My 

findings were consistent with the small amount of existing research presented in the literature 

review on public-safety-worker narratives.  Most of the literature describing war stories 

pertained to military combat-veteran culture, and there was a dearth of research on that topic as 

well (Fay, 2000; Dill, 2013; Stewart, 2012).  The findings of the present study suggest that war 

stories are an important part of interaction within the public-safety-worker, culture-sharing 

group. War stories were present in the interview and field data.  In fact, the interview data was 

fairly saturated with them.  Use of general and gallows humor was part of almost every war story 

in this study.  My own experiences as well as the findings in this study convey that the telling of 

war stories and the use of humor go basically hand-in-hand.  The research participants told war 

stories, most including elements of humor, for nearly each point they made in their response to 

the interview questions.  The EMS Symposium workshops and presentations I attended as part of 

the field observations in this research also included instructors and attendees telling war stories.  

In this case, the war stories were included to facilitate learning of the presented material.  In my 

clinical practice, it has been my experience that sharing war stories is part of developing rapport 

and forming the therapeutic relationship with my public-safety-worker clients.  In my 

experience, this exchange of war stories also happens in the course of developing friendships.  

Thus, the sharing of war stories is an important element of building and maintaining 

relationships between public safety workers.  War stories in public-safety-worker culture would 

be a topic worthy of future research to further knowledge of public-safety-worker culture and for 

clinician cultural familiarity and competence.   
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Cohesive family-like bonds and the related values of unity, teamwork, service, courage, 

and patriotism were also important culturally-defining elements present in the findings of this 

research. The research participants gave several examples and descriptions, especially of the 

family aspect of bonding in the culture.  These elements were also present in the field data as 

well.  Like the research participants in this study, I refer to my fellow public safety workers as 

brothers and sisters.  My crewmembers and the members of my local fire/rescue companies are 

just like family to me.  We spend time with one another on and off duty, and are there for each 

other during times of struggle.  I have experienced these relationships as highly loyal and 

dependable.  For my clinical work, this is helpful because there is an existing initial connection 

from the time a new public-safety-worker client walks into my office.  This definitely facilitates 

quick and effective development of rapport and therapeutic alliance.  The existing literature 

identified the cultural elements of cohesiveness and solidarity between public safety workers.  

The family-like aspect of cohesive bonds is mentioned as well (Alvarado, 2013; Fay, 2000; 

Garbus & Buscemi, 2015; Kronenburg et al., 2008; McMahon, 2010; Regehr & Bober, 2005; 

Woody, 2005). The findings of the present study add more depth and description to the public 

safety culture elements of cohesiveness and unity.   

The most prevalent cultural element that emerged in the findings of this research is the 

value of physical and mental toughness, the related cultural stigma and double bind associated 

with expressing and/or seeking help for distress, and the hero expectation.  The findings that 

were consistent with the existing literature on public-safety-worker culture included the rule that 

public safety workers are to endure hazardous and extreme conditions and tragic situations 

including death, violence, and gore, all as expected aspects of the job.  If a public safety worker 

expresses distress or seeks help for stress reactions, he or she risks rejection and ostracism from 
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the public-safety-worker, culture-sharing group.  The hero expectation is also identified and 

briefly described in the existing literature, as civilians tend to view public safety workers as 

heroes (Broome, 2011; Fay, Kamena, Benner, & Buscho, 2006; Garbus & Buscemi, 2015; 

Kronenburg et al., 2008; Rudofossi, 2007, 2009).  Also, as discussed in Chapter 2, the current 

existing research identifies a cultural double bind that public safety workers can experience 

because of the toughness and hero expectation.  If a public safety worker is having a stress 

reaction and experiencing distress and expresses this and seeks support, he or she risks cultural 

rejection and ostracism.  On the other hand, if he or she refrains from expressing distress, the 

distress will build over time and coping with it will become very difficult.  This double bind can 

be a contributing factor to the high suicide rate in the public-safety-worker population (Bateson, 

1972; Broome, 2011; Fay, Kamena, Benner, & Buscho, 2006). The findings from the present 

study expanded upon those of the existing research.  For example, the female participants 

expressed how they experienced even more cultural pressure to be physically and mentally tough 

because they are females.  Thus, the experiences of females in the public-safety-worker culture is 

a topic worthy of further research, and how females experience the cultural expectation of 

physical and mental toughness and the related stigma could be researched as a topic in and of 

itself.   

Another example is the cultural stigma related to the physical and mental toughness value  

and hero expectation.  As previously discussed, the current literature conveys that civilians view 

public safety workers as heroes.  The literature also states that public safety workers do not view 

themselves as heroes.  They perceive their deeds, including saving lives, as an expected part of 

their work (Broome, 2011; Fay, Kamena, Benner, & Buscho, 2006; Garbus & Buscemi, 2015; 

Kronenburg et al., 2008; Rudofossi, 2007, 2009).  The data from the present study, including 
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narratives from the interviews, affirm the civilian expectation and perception of public safety 

workers as heroes.  However, I found that though the participants in the present study did not see 

their deeds as heroic, many of them did expect themselves to live up to that hero expectation and 

perception, and for them, this exacerbated their struggles the cultural stigma and double bind 

associated with expressing distress.  To me, based on the data of the present study, part of the 

reason for this seems to be the tendency for public safety workers to define their identities with 

their roles and their work.  The hero expectation often becomes part of their identity. When the 

research participants of the present study developed PTSD, many of them expressed that they felt 

shame and anger that they could not live up to the toughness and hero expectations.   

For the female participants, the toughness value/hero expectation was even more intense.  

From what they expressed in their narratives, they had even less permission to show 

vulnerability than male public safety workers, and felt they had to work much harder to prove 

themselves.  The female participants expressed they were even worried about appearing to be too 

female, and did what they could to appear and behave in a masculine way so as not to be rejected 

by their peers.  This finding suggests that the stress of living up to the toughness/hero 

expectation is higher for female public safety workers than for males.  I did not find any 

literature that addresses how females experience the toughness/hero expectations of public safety 

culture, or how female public safety workers experience PTSD as compared with male public 

safety workers.  The findings of the present study suggest there are some important aspects of 

how female public safety workers experience the cultural expectations and PTSD, and perhaps 

female public safety workers could comprise another subculture within the public safety-worker 

culture.  Thus, further research in this area would be a needed and worthy pursuit. 
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For male and female participants alike, the toughness/hero expectation seemed to add to 

the pain of their PTSD, and the narrative data presented in Chapter 4 reflects this.  To me, the 

experience of this cultural stigma and double bind is a major aspect that helps define how public 

safety workers experience PTSD as a culture-sharing group.  The data from the present study and 

also my clinical experiences treating public safety workers for PTSD strongly suggest that the 

cultural stigma and double bind is traumatizing in and of itself.  Thus, from an epidemiological 

standpoint, this factor appears to be a major contributor to the development of PTSD in public 

safety workers as well as the occurrence of suicide in the public-safety-worker population. 

Another point related to the toughness value and hero expectation reflected in the 

findings of the present study is that public safety workers view themselves as helpers, and they 

are not supposed to need any help themselves.  This identity perspective of being a helper, 

combined with the cultural stigma and double bind related to expressing distress and seeking 

support, presents a major obstacle to public safety workers seeking any support or treatment for 

distress and stress reactions.  Because of the impact and implications that the cultural value of 

toughness, the hero expectation, and the related cultural stigma and double bind has on the well 

being of public safety workers, including contributing greatly to stress illnesses such as PTSD, 

this is an area worthy of further research. 

The cultural divide between the public safety culture and the civilian culture also 

contributes to this obstacle. As discussed in Chapter 2, public safety workers tend to avoid 

discussing their work with anyone outside of the public safety culture, including their spouses 

and families, because of the perception that civilians cannot understand public safety work and 

public safety workers do not want to share gory or tragic material from their work that might be 

traumatizing for their spouses, significant others, or family members (Paoline, 2003; Paoline et 
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al., 2000; Skolnick et al., 2005; Rudofossi, 2007; Woody, 2005).  The findings from the present 

study affirm and expand upon this cultural divide.  The data from the participant narratives and 

field observations indicate that public safety workers feel that civilians would not be able to 

understand the nature of their work, or their ways of coping with it, such as gallows humor, 

especially when it comes to extreme, tragic, and gory conditions and situations.  Research 

participants expressed that they did not want to upset their loved ones by talking to them about 

their work experiences.  As a member of the culture myself, I can affirm this with my own 

experiences personally and as a clinician.  There are some things we do in the public safety-

worker culture that can be different and uncomfortable for civilians.  For example, in my 

experiences, we tend to discuss recent emergency incidents during our meals.  On one occasion, I 

was at lunch with a group of colleagues who are civilian therapists, and I felt so comfortable and 

closely connected with them that I forgot for a moment that they were not public safety workers.  

I began telling them about a recent emergency incident that I had worked as an EMT.  Soon I 

began to notice that everyone stopped eating and was looking at me with perplexed expressions.  

I quickly stopped and apologized, explaining that I had forgotten for that moment that they were 

not firefighter/EMTs, and we changed the subject and continued the meal.  Talking about one’s 

emergency incident work as an EMT during lunch is just not at all congruent with the mental-

health-clinician culture, or the larger civilian culture, unless of course, the clinicians are public 

safety workers, too.  Having expressed this reflection just now, I realize that mental health 

clinicians who are also public safety workers comprise a subculture, albeit a small one, within 

both the public-safety-worker or and mental-health-clinician cultures.  This would make for a 

very interesting ethnography, and so is worthy of research.  Additionally, I have not found any 

existing research on that area of focus, and so it would also be a worthy dissertation topic.   
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The findings from the present study also highlight another point related to the cultural 

divide between public safety workers and civilians when it comes to seeking therapy.  As 

previously stated, public safety workers tend to avoid seeking help when distressed.  Some of 

them, however, do reach a point in their distress where they go ahead and seek help.  Most of the 

research participants who sought therapy relayed experiences where they did not feel understood 

by the therapist, and did not feel a connection.  However, the participants who saw clinicians 

from the public safety-worker culture, or clinicians competent with public safety culture, 

reported that therapy was very helpful.  They felt understood and experienced a good bond with 

their clinicians. 

In my observations from this research and my experiences as a clinician/public safety 

worker, clinicians who are public safety workers bond and establish therapeutic alliances with 

public safety-worker clients quickly.  An obvious reason for this is that clinician and client are 

from the same culture.  However, there is another element I have experienced from the 

perspective of a clinician from the culture, which is the tendency in public safety-worker culture 

to build cohesive bonds, and this factors into the bonding process between public-safety-worker 

clinician and client.  Public-safety-worker clients tend to trust me quickly because I have many 

artifacts from the culture in my office, I speak the language, and can engage in the exchange of 

war stories that goes on when public safety workers are getting to know one another.  

Additionally, I observed public-safety-worker clients trusting and bonding with the clinicians 

quickly during the retreat program at WCPR where I did most of the research interviews for the 

present study.  As previously stated, all staff members at WCPR have been or still are active 

public safety workers.  On the first day of the retreat, I saw how quickly and readily the clients 

bonded with the clinicians and peers and observed that strong therapeutic alliances were present 
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by the end of the first day.  Taken altogether, these findings highlight the cultural divide between 

public safety workers and civilians in the context of therapy and treatment as well as in general.  

Clinicians who are civilians thus face some challenges that clinicians who are public safety 

workers do not when it comes to forming therapeutic alliances with and treating public safety-

worker clients because of the public-safety-worker cultural tendency to build strong cohesive 

bonds within the culture and refrain from talking about their work outside the culture.  However, 

as previously stated, some of the participants had positive bonding and treatment experiences 

with civilian clinicians that were familiar with the public safety-worker culture.  These findings 

suggest that cultural competency with public safety workers is an important area of professional 

development for mental health clinicians, and further research in the about the cultural divide 

between public safety workers and civilians and how this affects formation of therapeutic 

relationships is a needed and worthy pursuit. 

Additional challenges to forming the clinician and public safety-worker, client-

therapeutic alliance and the process of treatment, based on the findings of current study, include 

the cultural stigma and double bind associated with expressing distress due to the toughness 

value/hero expectation.  This challenge exists whether the clinician is from the public safety 

culture or not.  Once the public safety-worker client comes through the door of the office or 

place of treatment, it can still be very difficult for him or her to open up to the clinician because 

he or she may feel intense shame because of the toughness value/hero expectation and cultural 

stigma regarding expression of distress.  At WCPR, on the first day, I observed the clients were 

very quiet and avoided eye contact with everyone.  Their faces were sullen and body posture 

compressed and constricted.  There was a sense of heaviness in the air around the table where 

they sat.  With a great deal of encouragement and reassurance from the clinicians and peers, by 
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the end of that first day they made eye contact, relaxed their postures more, and gradually began 

to open up and share how they were feeling.  The clinicians and peers normalized the clients’ 

guardedness and resistance to opening up, saying that they have been where the clients are, and 

that this (WCPR) was a safe and helpful place to drop their guard, express themselves, and begin 

the healing process.   

As a clinician and public safety worker, I have also had experiences where public safety-

worker clients make their initial appointment with me, but are very guarded and hesitant, even 

though they know I am from the culture.  On one of those occasions, I had a client who was a 

police chief.  It was his first appointment, and I did not see him in the waiting room.  Then I 

received a text from him that he was in the hallway.  I opened the door to the hallway and invited 

him in, and he commented that the hallway leading to my office was “the walk of shame.”  I 

escorted him to my office, where he was greeted by Sadie, my canine co-therapist.  His face and 

posture loosened and he enjoyed interacting with her for a moment.  Then he looked up at me, 

went rigid again, and folded his arms.  I normalized his feelings, acknowledging the cultural 

toughness value/hero expectation, and he was able to express more about the shame he was 

feeling for coming to therapy.  With continued support and normalization, and some war story 

sharing, he uncrossed his arms, relaxed, and began to express the stressful experiences he was 

having that brought him to seek therapy.   

Although I could build rapport easily with him as a member of the culture despite the 

challenge of the shame he felt expressing distress because of the associated cultural stigma, I 

believe that a civilian clinician could accomplish the same with this police chief client if 

competent and familiar with the public safety culture.   This has some support from the findings 

in the present study where some of the research participants expressed they had good experiences 



276 

with civilian clinicians familiar with the public safety-worker culture.  This also affirms that the 

findings of the present study suggest that cultural competency with public safety workers is an 

important area of professional development for clinicians, and expands the knowledge base 

provided by the current literature that asserts the importance of clinician cultural competence 

with public safety workers (Broome, 2011; Fay, Kamena, Benner, Buscho, & Nagle, 2006; 

Garbus & Buscemi, 2015; Rudofossi, 2007, 2009).  Further research on the toughness value/hero 

expectation, the related cultural stigma related to expressing distress, and implications for 

clinician cultural competency and forming therapeutic alliances is needed. 

Traumatizing Elements/Stressors 

Crucial findings for traumatizing elements experienced by public safety workers in the 

line of duty include the cultural stigma and double bind associated with the toughness/hero 

expectation, somatic/sensorimotor experiences, death or suicide of civilians or public safety 

workers, serious illness, pediatric injury, nearly losing one’s life, identifying personally with an 

aspect of an emergency incident, and inability to prevent or change tragic situations.  Other 

findings that were less notable yet worthy of consideration include stressors, such as feeling 

always on or on guard, repetitive exposure to traumatizing elements, and fellow public safety 

workers in danger. 

The most traumatizing elements include the cultural stigma associated with the 

toughness/hero expectation. As previously discussed, the cultural stigma associated with 

showing vulnerability, expressing distress, and seeking help is a public safety worker cultural 

element and also a major traumatizing element for public safety workers.  Research participants 

expressed they were afraid to tell their peers or supervisors they were feeling distressed, and 

were also feeling ashamed that they were experiencing the distress in the first place.  They did 
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not want to lose their positions, opportunities for promotion, or to be rejected and ostracized.  

The data strongly suggest that this creates a cultural double bind between remaining silent and 

suffering or reaching out for support and being rejected and ostracized. Some research 

participants experienced negative reactions, rejection, and ostracism from the leadership/chain of 

command in their organizations when they expressed distress and asked for help, time off work, 

or applied for workman’s compensation.  Thus, the current study suggests that all of these 

elements related to the cultural toughness/hero expectation and the associated stigma of showing 

vulnerability and/or expressing distress are traumatizing, and can contribute to the development 

of stress-related disorders, including PTSD.  Although there is some existing literature, as 

mentioned previously, on the cultural toughness/hero expectation and associated stigma, there is 

very little that directly addresses how this is a traumatizing element for public safety workers 

that contributes to the development of stress-related disorders and PTSD.  Therefore, more 

research that focuses on this issue is needed. 

The findings of this study identify sensorimotor traumatizing elements a major aspect of 

how public safety workers experience and develop stress reactions and -related disorders 

including PTSD.  The sensorimotor elements included visual, auditory, olfactory, and kinesthetic 

experiences.  The war stories told by the research participants during their interviews as well as 

the field data provided examples and rich descriptions of these sensorimotor elements.  These 

findings are consistent with and expand upon the scant amount of existing research on somatic 

stressors that public safety workers experience in the course of their work, especially on the 

scenes of critical/traumatizing incidents (Fay, Kamena, Benner, & Bruscho, 2006; Rudofossi, 

2007, 2009).  In my experience as an emergency responder and as a clinician, sensory aspects are 

a major aspect of experiences working on traumatizing emergency incidents.  For example, if I 
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am caring for a critical patient, like any other emergency responder who is an emergency 

medicine provider, my senses of sight, hearing, smell, and touch are involved in assessment, 

treatment, and ongoing monitoring of patient condition.  I have often lost patients despite best 

efforts of myself and my crew.  If injury or illness is too advanced, there is nothing to be done 

other than one’s very best provision of treatment and care.  As a patient dies, I see their skin 

color change to pallor, I see and hear their breathing slow and stop, I see and hear their heart rate 

deteriorate on the screen of the heart monitor, I feel their skin grow cold, I begin to smell the 

physiological chemical change of death.  I literally see, hear, smell, and feel the life leaving the 

patient’s body.  I feel my adrenalin rise as I work with my crew and do everything possible to 

keep the patient alive.  When the patient dies anyway, my crew and I feel sad and frustrated, and 

the memory of the sensory aspects of the experience sticks in our minds. 

My clients have often talked about sensory elements of their traumatization in the line of 

duty.  Their stories are much like those of the research participants as well as my own, including 

visual, auditory, olfactory, and kinesthetic experiences.  Taste was present in the data as an 

outlier.  As an emergency responder, I have not had taste as a sensory experience of any 

emergency incidents.  As a clinician I rarely hear taste mentioned as a sensory experience in the 

line of duty.  I am not sure of why this is the case.  Perhaps the sensory stimuli affect the other 

four senses much more, so any taste, such as that of soot or inhaled smoke from a major fire, 

pales in comparison.   

All of the sensory elements discussed are part of somatic experiencing of 

critical/traumatizing emergency incidents for public safety workers.  I feel that somatic 

experiencing is a major aspect of trauma for all people as well as public safety workers, and that 

its importance is underemphasized as compared to elements of cognitive experiencing in existing 
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trauma research and in mental health clinician education and training.  Therefore, more research 

on somatic stressors for public safety workers, including sensorimotor traumatizing elements, is 

very needed.  I discuss implications of somatic experiencing for treating public safety workers 

for PTSD in the Healing and Recovery section of this chapter. 

The following findings include elements that were emotionally traumatizing. Death and 

suicide were among the most traumatizing elements for public safety workers, as evidenced by 

the findings from the interview and field data.  Research participants offered several war stories 

highlighting their experiences of death and suicide, and elements included witnessing suicide and 

death as these occurred and also arriving on scenes of incidents where the death or suicide 

occurred prior to arrival.  Death in the line of duty or the suicide of one’s fellow public safety 

workers is also a major traumatizing element.  If the deceased is known to the public safety 

worker as a relative, friend, acquaintance or fellow public safety worker, this is additionally 

traumatizing. These findings are consistent with the existing literature on stressors for public 

safety workers, which identify death or suicide of civilians or fellow public safety workers as 

among the most prevalent stressors (Fay, 2000; Fay, Kamena, Benner, Buscho, & Nagle, 2006; 

Melerski, 2006; Mitchell & Everly, 2001; Paulson & Krippner, 2007; Regehr & Bober, 2005; 

Rudofossi, 2007, 2009; Yehuda, 2002).  Most of these findings identify these stressors, but do 

not provide much depth as to aspects of how public safety workers experience these as stressors 

or traumatizing elements, and what makes these traumatizing.  The present study does provide 

depth that reveals how public safety workers experience death and suicide as stressful and 

traumatizing, especially in the narratives from the interviews with the research participants. 

For example, a traumatizing element associated with experiencing emergency incidents 

that included death or suicide was being unable to prevent or save the person from death or 
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suicide despite best efforts.  In one of the narratives presented in Chapter 4, the emergency 

responder did not arrive on the scene in time to stop a person from killing himself by jumping 

from a height.  He saw the person jump as he arrived on scene, and saw the gory result.  In 

another narrative presented in Chapter 4, the emergency responder, despite her best efforts, could 

not arrive in time to stop a man from committing suicide by shooting himself, and as she 

approached the man, witnessed the suicide and gory result as well.  Both emergency responders 

expressed that a major aspect of these experiences that was traumatizing for them was the fact 

that they were not able to arrive in time to prevent the suicides.  I did not find this traumatizing 

element in the existing literature on stressors for public safety workers. 

From my own experiences as an EMT and as a clinician treating public safety workers, 

another aspect of experiencing emergency incidents with death and suicide includes witnessing 

the reactions and distress of spouses, significant others, children, and other loved ones on the 

scene.  Seeing and hearing their screams, wails, crying, and pleading with us that we save the life 

of their loved one can be very traumatizing.  Examples of this can be found in the data presented 

in Chapter 4.  I did not find this in the existing literature on stressors for public safety workers. 

Pediatric emergency incidents that involve serious injury, illness, or death of infants, 

children, or adolescents comprised another substantial traumatizing element for public safety 

workers according to the findings of the present study.  This was strongly present both in the 

interview and field data.  Research participants provided several narratives that yielded 

descriptive accounts on how these pediatric incidents are traumatizing.  Most of these involved 

the death of infants.  The field data provided examples of children and adolescent incidences of 

serious illness, injury, or death.  My own experiences as an EMT as well as my clinical 

experiences with public safety-worker clients concur as many pediatric emergency incidences I 
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have experienced and my clients have experienced in the line of duty have been among the most 

traumatizing.  This finding on pediatric emergencies as a traumatizing element was congruent 

with and expanded the existing base of literature on the major stressors for public safety workers 

(Kitaeff, 2011; Haslam & Mallon, 2003; McMahon, 2010; Pulley, 2005; Rudofossi, 2009).  

Another traumatizing element that was important in the findings, related to death or 

suicide of civilians, included public safety workers identifying personally with an aspect or 

aspects of the emergency incident in which the death or suicide occurred.  This included 

pediatric death or suicide emergency incidents as well.   Descriptive examples can be found in 

the narratives presented in Chapter 4 from the interview data.  For example, one of the 

participants described how she identified personally with a woman who had committed suicide 

while she was on the scene at the woman’s apartment with the body.  Other research participants 

described in their narratives of pediatric emergency incidents how they identified personally by 

thinking of their own children and imagining how horrible it would be if a similar incident 

happened to them.  As an EMT, I have had experiences of personally identifying with an aspect 

or aspects of an emergency incident, and so have my crewmembers.  Sometimes the people we 

are helping remind us in some way of our loved ones because they look, sound, or act like them.  

Sometimes some aspect of an incident resonates with people or things that are meaningful to us.  

For example, emergency incidents where my patient dies and their spouse is present on scene or 

at the hospital affect me because I think of how terrible it would be for me to lose my spouse.  

Personal identification with aspects of an emergency incident also comes up frequently in my 

public safety-worker clients’ traumatizing experience as well.  Thus, this traumatizing element 

appears to be a major aspect of how public safety workers experience trauma.  I found very little 

existing literature on public-safety-worker personal identification with aspects of emergency 
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incidents as a stressor.  The small amount that I found was in the literature on the subject matter 

of critical incidents (Mitchell & Bray, 1990; Mitchell & Everly, 2000; Pulley, 2005). 

Another key finding for traumatizing elements in the present study, which is related to 

the cultural element of the dangerous nature of public safety work, was experiencing life 

threatening situations or conditions on emergency incidents, especially nearly losing one’s life.  

The interview data provided two strong examples, including one of the research participants 

nearly losing his life on a bridge while rescuing a youth from jumping off of it to commit 

suicide, and another participant on an incident where there was an active shooter hearing gunfire 

and thinking for a moment that he had been shot, was going to die, and never see his spouse and 

children again.  Both were traumatized by their experiences of nearly dying in the line of duty.  

Many of the research participants commented in their interviews that when they went on duty, 

they were always aware of the possibility they might not come home to their loved ones at the 

end of the shift, and experienced this as stressful.  The current literature does identify the 

dangerous nature of public safety work as a stressor, but very little identifying nearly losing 

one’s life in the line of duty as traumatizing (Fay, Kamena, Benner, Buscho, & Nagle, 2006; 

Mitchell & Bray, 1990; Mitchell & Everly, 2000; Pulley, 2005, Rudofossi 2007, 2009). 

Multi-casualty incidents also emerged in the findings as a major element of trauma both 

in the interview and field data.  The Oklahoma City bombing was among the multi-casualty 

incidents described in the research participants’ narratives as well as incidents, such as shootings 

and vehicular accidents where there were multiple injuries and deaths.  My experiences as an 

EMT at Ground Zero at the Pentagon during the 9/11 incident is another example.  There was an 

immense amount of death and serious injury, sounds, sights, and smells, and debris.  Many of my 

public safety-worker clients were traumatized by line-of-duty experiences at both at World Trade 
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Center and The Pentagon during 9/11 as well.  This finding expands upon the existing literature 

on stressors for public safety workers, most of which comes from the research on critical 

incidents (Mitchell & Bray, 1990; Mitchell & Everly, 2000; Pulley, 2005, Regeher & Bober, 

2005; Rudofossi 2007, 2009). 

The elements of feeling always on or on guard, repetitive exposure to traumatizing 

elements, and fellow public safety workers in danger were not as notable in my findings, yet 

these are worthy of consideration because these have been present in my personal and cultural 

experiences as an emergency responder and in the experiences of my public safety-worker 

clients.  An example of always feeling on guard is the need to always have the entrance and exit 

doors in view when in public places.  Some of the research participants talked about needing to 

have sit with the door in view when they go to restaurants, and many of my public-safety-worker 

friends and associates often express this need to have the door in view while inside buildings as 

well.   

I noticed a great deal of repetitive exposure while serving during the 9/11 incident.  

While we were waiting in the fire station for deployment to the Pentagon, every television in the 

station was on the news channel, which showed the impact and resulting destruction at Pentagon 

and the World Trade Towers. This continued overnight as we were all sleeping in the station 

living room, with the big screen TV, before we were sent up to Ground Zero the next day.  Also, 

the length of time we spent at Ground Zero included repetitive exposure to sensory elements, 

death, and destruction.   

Some of the research participants described incidents where fellow public safety workers 

were in danger as stressful.  I have had similar experiences as well.  For example, I was working 

an incident where a drunk driver rolled his car and then fled into the woods.  He did return when 
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he saw our emergency vehicles, and the police officer on the scene and I took him into the back 

of my ambulance for assessment.  Both of us made the mistake of turning the volume down on 

our mobile radios, so we did not hear dispatch inquiring of our status.  Within moments, a sea of 

police vehicles, with lights and sirens going, came flooding in from both ends of the road, 

because dispatch had indicated we were not responding.  Realistically, only a few police officers 

would be needed, but because of how distressing it is if public safety workers are in distress, 

there were at least 20 vehicles coming in swiftly.   

As previously stated, there is little existing literature on traumatizing elements public 

safety workers experience in the line of duty, and the present study expanded and broadened the 

current knowledge base.  More research on this is needed, because knowing and understanding 

what is traumatizing for public safety workers is important for healing and prevention processes 

for practitioners, organizations, and social relationships.  For practitioners, awareness of these 

elements of trauma is another aspect of cultural familiarity, competence, and forming therapeutic 

alliances with public safety-worker clients.  Public safety organizations can provide education on 

these elements as stressors that their workers will face in the line of duty to help them and their 

family members anticipate these experiences and develop healthy self-care and nourishment 

practices in order to reduce stress and prevent stress-related illnesses, including PTSD.   

Coping Strategies 

 The findings of the present study identified compartmentalization, use of dark/gallows 

humor, alcohol consumption, spiritual attitudes and practices, and routines as coping strategies 

public safety workers utilize to deal with stress and traumatizing elements.  As described in the 

interviews and field data, compartmentalization is a way to contain traumatizing experiences 

from emergency incidents.  This seems related to the cultural stigma associated with showing 
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vulnerability and expressing distress.  Public safety workers learn to suppress and numb their 

thoughts and feelings related to traumatizing experiences since they do not want to risk 

disapproval or rejection for expressing them.  In the short-term, compartmentalization works, but 

over time, as traumatizing experiences accumulate, compartmentalization contributes to the 

development of stress reactions and illnesses, including PTSD.  I have noticed in my clinical 

experience that many public safety-worker clients with PTSD have trouble accessing their 

emotions, especially those related to their traumatizing experiences.   They have expressed that 

they believe because they have numbed themselves to their thoughts and feelings about these 

experiences that they lost the ability to connect with and express them.  I have thought that 

compartmentalizing traumatizing experiences over time could possibly be connected with 

difficulty accessing memories, thoughts, and feelings related to trauma material.   

 As previously discussed, humor, including dark/gallows humor is a characteristic of the 

public safety-worker culture.  Dark/gallows humor helps public safety workers diffuse and create 

distance from stressful and/or traumatizing elements of emergency incidents.  This is also a way 

of talking about these incidents that is acceptable within the public safety culture because it does 

not interfere with the toughness/hero expectation.  Thus, dark/gallows humor is also a major 

coping strategy as well as a characteristic in the public safety-worker culture. 

 Consumption of alcohol was a major finding in the present study as another coping 

strategy public safety workers use to deal with stressful and traumatizing experiences.  Research 

participants often referred to this as self-medicating for the pain of their trauma-related thoughts 

and feelings.  Consuming alcohol for relief is done individually and in groups.  Many examples 

were present in the data present in Chapter 4 where emergency responders gather after shifts and 

at other off duty times and drink considerable amounts of alcohol.  Humor is also a major 
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element in public-safety-worker drinking-gatherings as well.  In my experiences, drinking 

alcohol has been a major part of public safety workers socializing off duty.  Drinking also 

happens at celebrations and conventions as well as sad occasions such as funerals or for dealing 

with stress.  However, the findings of the present study indicate that coping with stress and 

traumatizing experiences by drinking over time can often lead to alcohol abuse and addiction. 

Drug abuse and addiction was less salient than alcohol in the data of this study, but still 

noteworthy as prescription pain medication abuse and addiction, especially involving Oxycontin, 

was indicated by some participants as a problematic coping mechanism. Substance abuse and 

addiction arising from self-medicating for stress over time was evident in the interview and field 

data, and consistent with my experiences in the public safety culture as an emergency responder 

and a clinician.   

 Spiritual attitudes and routines as coping mechanisms were not as prominent in the 

findings as compartmentalization, dark/gallows humor, and alcohol consumption.  Yet, these 

were present enough of the time to be worthy of consideration.  Spiritual practices and gatherings 

such as prayer, meditation, and church or temple attendance helps provide a sense of reassurance 

and comfort for the stress and traumatizing experiences public safety workers face.  Daily 

routines, such as putting on one’s uniform, preparing emergency gear and apparatus, exercising, 

and training provide a sense of consistency and normalcy that help balance out the extreme 

situations and stressors of emergency incidents.   

The existing literature on the coping mechanisms public safety workers utilize to deal 

with stress and traumatizing experiences is limited.  Most of the existing research identifies the 

use of humor and alcohol consumption as coping mechanisms, and addresses alcohol abuse and 

addiction as among the prevalent issues in the public safety-worker population, both at the social 
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and organizational levels (Fay, Kamena, Benner, Buscho, & Nagle, 2006; Haslam & Mallon, 

2003; Kitaeff, 2001; Lindsey & Benjamin, 1981; McMahon, 2010; Regeher & Bober, 2005; 

Rudofossi, 2007, 2009).  My findings were consistent with and expanded upon the coping 

mechanisms of alcohol, use of humor, spirituality, and routines, the issue of alcohol abuse and 

addiction that can arise from using alcohol to cope with stress and trauma over time, and 

provided new knowledge on the coping mechanism of compartmentalization.  Further research is 

needed and recommended because understanding the coping strategies public safety workers use 

to deal with stress and traumatizing experiences in the line of duty is important for practitioners, 

public safety organizations, and public safety worker self-care.  The pitfalls of utilizing 

compartmentalizing and alcohol consumption for coping over time, which include dissociation 

and emotional numbing for both and substance abuse and addiction problems for alcohol, are 

important considerations for clinicians who treat public safety workers.  For public safety 

organizations, these are important considerations for providing education and services for their 

workers in order to help reduce and prevent stress-related illnesses, PTSD, substance abuse, and 

addiction.  This is also important because of the considerable impact that dissociative symptoms 

and alcohol abuse and has on the loved ones of public safety workers, and thus is a consideration 

for couples and family education and therapy. The coping strategies of humor, spirituality, and 

routines are important resources that practitioners can help draw upon and build in the course of 

therapy and public safety organizations can support.  For example, as I mentioned previously, 

humor. especially dark/gallows humor, was present in nearly every session I have with public 

safety-worker clients, and this seems to help balance out moments of intense grief and emotional 

pain during sessions.  Understanding the coping strategies public safety workers utilize is also 

helpful for clinician familiarity and competence with the public safety-worker culture. 
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Posttraumatic Stress Disorder 

 The findings on aspects of how public safety workers experience PTSD included onset, 

somatic, cognitive and emotional elements, triggers, and PTSD-related issues.  What emerged as 

most prevalent in experiencing the onset of PTSD consisted of intense anxiety, crying spells, 

feeling like one is going crazy/losing one’s mind, and never having received education or 

training about stress or PTSD.  The narrative excerpts from the research participants’ interviews 

presented in Chapter 4 provided clear examples.  Regarding the aspect of not having received 

education or training on stress and PTSD, some of the participants commented that they thought 

PTSD was something only military combat veterans experienced.  Because of the cultural stigma 

associated with expressing distress, the research participants described how they endeavored to 

hide these experiences until they decompensated and could no longer continue to function in 

their work or withstand the pain they were experiencing.  These findings provide new 

knowledge, as I did not find any literature describing aspects of how public safety workers 

experience the onset of PTSD.   I feel the main implication of this finding is for public safety 

organizations and leadership in the chains of command to provide education and training on 

stress, stress reactions, and PTSD, so that signs and symptoms can be recognized early.  

Additionally, public safety organizations and the leadership therein need to promote a cultural 

shift toward eliminating the cultural stigma associated with expressing distress and accessing 

services. 

 Major findings for somatic experiences of PTSD included hyperarousal, digestive issues, 

chronic pain, and low energy.  Insomnia and marked difficulty resting/relaxing were the main 

symptoms of hyperarousal experienced by the research participants, and these symptoms were 

present in the field data as well.  It has been my experience as a clinician that nearly every public 
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safety-worker client with PTSD has experienced insomnia and difficulty relaxing.  Digestive 

issues described by the research participants included acid reflux and vomiting.  Many of my 

public safety-worker clients experience this, and also irritable bowel syndrome.  Chronic pain 

was an element present in the interview and field data, and was mostly the result of neck and 

back injuries related to wearing heavy equipment, Kevlar vests, utility belts, and repetitive 

motion such as lifting.  Back injuries have been the most common source of chronic pain for my 

public safety-worker clients.  My findings on chronic pain also point to a link between the 

chronic pain and PTSD-related depression, in that each exacerbates the other.  This is consistent 

with the current literature on PTSD and chronic pain (Courtios & Ford, 2009; Fay, Kamena, 

Benner, & Bruscho, 2006; Herman, 1992; van der Kolk & van der Hart, 1991; van der Kolk, 

1994).   

I was surprised that cardiovascular issues did not show up in the data as a somatic aspect 

of PTSD for public safety workers.  There was only brief mention of this in the interview and 

field data.  The current literature does identify cardiovascular disease as a major stress-related 

illness and a leading cause of death among emergency responders (Kitaeff, 2011; Regeher & 

Bober, 2005).  In my experiences as a clinician, at least half of the emergency responders I have 

treated for PTSD have cardiovascular health issues, such as high blood pressure and high 

cholesterol.  I am not sure why this did not show up more in the data of the present study.  

Perhaps the discomfort of insomnia, digestive problems, and low energy is more noticeable and 

so more reported by the research participants.  Perhaps it would have been helpful to have more 

specific interview questions related to somatic issues related to posttraumatic stress injuries.   

   The findings of the present study on the somatic aspects of how public safety workers 

experience PTSD, including hyperarousal, digestive issues, chronic pain, and low energy is 
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consistent with the current existing literature with respect to how all people with PTSD may 

experience these (Courtios & Ford, 2009; Herman, 1992; van der Kolk et al., 2005).   However, 

there is not much literature on the somatic aspects of how public safety workers experience 

PTSD.  The literature on this that does exist identifies hyperarousal, digestive issues, chronic 

pain, and low energy as physical symptoms of stress-related illness (Fay, Kamena, Benner, & 

Bruscho, 2006).  My experiences as a clinician are also consistent with this, as over half of the 

public safety-worker clients I have treated for stress reactions and posttraumatic stress have 

experienced these, with insomnia, digestive issues, and chronic pain being the most reported.  

Additionally, the somatic aspects of PTSD have been a major focus for my clients in sessions.  I 

have noticed a strong link between how their bodies are feeling and mood, energy, and cognitive 

functioning, and how physical pain and/or discomfort is triggering of trauma material and 

exacerbates insomnia, anxiety, and depression for them.  For my clients with chronic pain, 

especially related to line of duty injuries, the healing process has seemed more challenging as a 

result.  Thus, more research is needed on somatic aspects of how emergency responders 

experience PTSD, including the relationship between PTSD and chronic pain.  Implications for 

clinicians are discussed in the Healing and Recovery section of this chapter. 

 For the cognitive and emotional aspects of how public safety workers experience PTSD, 

the findings of the present study identify that night terrors, nightmares, intrusive memories, 

flashbacks, dissociation, marked difficulty concentrating, memory problems, loss of ability to 

compartmentalize, existential shattering, anger, grief, isolation, apathy, shame, and guilt were 

salient themes.  All of these are identified in the literature as aspects of how PTSD is experienced 

in general (American Psychiatric Association, 2013; Courtois & Ford, 2009; Ford, 1999; 

Friedman et al., 2011; George et al., 2013; Greening, 1997; Howell, 2008; Janoff-Bulman, 1992; 
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Kendall-Tackett, 2007; Kluft, 1990; Paulson & Krippner, 2007; van der Kolk et al., 2005).  

These aspects were also identified in the small amount of existing literature on public safety 

workers and PTSD (DaVae & Garfield, 2007; Fay, 2000; Merleski, 2006; Regehr & Bober, 

2005; Rudofossi, 2007, 2009; Slottje et al., 2008; Yehuda, 2002).  Looking at PTSD from a 

cultural standpoint, what stands out to me as an aspect how public safety workers experience 

nightmares, intrusive memories, and flashbacks is that most of the material/content is directly 

related to their traumatizing/critical emergency incidents.  Some of the nightmares are indirectly 

related, containing danger themes.  Some participants reported that flashbacks developed into 

psychotic states where they re-experienced their critical/traumatizing incidents repeatedly and 

completely lost touch with reality.  My own experiences with vivid recall or intrusive memories 

have been related to my service as an EMT at ground zero during 9/11, and my nightmares have 

also been either about aspects of what I experienced during 9/11, or related themes, such as large 

passenger jets crashing and burning.  I have noticed that the nightmares, intrusive memories, and 

flashbacks my clients have are also related to their critical/traumatizing emergency incidents.  It 

seems to me, from the findings of this research and my own experiences, that nightmares, 

memories, and flashbacks are part of each human being’s narratives individually and also 

cultural group narratives.  Thus, awareness that the trauma material/content that public safety 

workers with PTSD experience nightmares, intrusive memories, and flashbacks is related to their 

critical/traumatizing emergency incident experiences can facilitate familiarity with the public 

safety-worker culture.   

 Concentration and memory problems as well dissociative experiences were among the 

most notable findings related to how public safety workers experience PTSD.  Many examples 

can be found in Chapter 4 in the narratives of the research participants, including episodes of 



292 

marked difficulty maintaining focus in daily tasks and activities, frequent misplacing of items, 

forgetting what one was doing at the moment, forgetting why one went to the store, and zoning 

out while watching television and not being aware of what one was watching.  Participants also 

talked a great deal about experiencing zoning out and staring off into space, which in my 

experience of public safety-worker culture is most often termed as “The Thousand Yard Stare.”  

That term also showed up in both the interview and field data.  Additionally, short moments of 

zoning out occur, and which in my experience is often termed as having a “brain fart.”  I have 

heard that term used in the civilian culture as well, so it is not unique to the public safety-worker 

culture.  Brain fart experiences showed up in my data, and even occurred at times for some of the 

research participants during the interviews.  My experiences with my emergency responder 

clients and my personal experiences are congruent with all of these findings on concentration and 

memory problems.  Research participants expressed frustration with concentration and memory 

problems, and so have my clients.  For me, concentration and memory problems started after I 

served at Pentagon Ground Zero during 9/11, and still remain a challenge often during my daily 

life.  A coping skill that I have noticed is that as emergency responders with posttraumatic stress, 

we recognize the cognitive and memory problems in each other and then use humor and 

sympathetic comments to support one another.  This helps with the frustration and 

embarrassment.  When some of my research participants experienced brain farts, we would laugh 

and make jokes together, and I would express that I know how it is and give examples of brain 

farts I have.  Using humor and sympathetic comments seems to take the venom out.  Thus, I 

believe this coping skill would be a useful resource to tap for clinicians who work with 

emergency responders with PTSD in groups. 
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 One element in my findings on cognitive problems related to PTSD that I did not find in 

the existing literature was loss of the ability to compartmentalize.  Some research participants 

commented that once they developed PTSD, they could not compartmentalize trauma material or 

stressful issues anymore.  Many of my public safety-worker clients have also expressed that they 

can no longer compartmentalize their trauma and stressful material, but most tell me they can 

still compartmentalize some, however, not nearly as much as they were once able.  As for me, 

the latter is true.  In the past decade, I have noticed that I can compartmentalize my own trauma 

or stress material, but not nearly to the extent I once could.  However, I believe some of the 

reason for that is due to my healing process.  Once I became more connected to the whole 

experience of my body, consciousness, and emotions, I could not undo the transformation and go 

back to the level of compartmentalization I had before.  Loss and reduction of the ability to 

compartmentalize would be an area worthy of further research to investigate this phenomenon in 

public safety workers with PTSD to see how much of it is related to PTSD and how much of it is 

related to the healing process, and the implications this has for understanding and effectively 

treating public-safety-worker PTSD.  

 Existential shattering was another important element in the findings of this study, and the 

findings were consistent with existing literature on existential shattering as part of PTSD for the 

general culture and for military combat veterans (Decker; 2007; Greening, 1997; Janoff-Bulman, 

1992; Krippner, Pitchford, & Davies, 2012; Paulson & Krippner, 2007).  However, there is very 

little literature that addresses existential shattering in public safety workers (Pulley 2005; 

Rudofossi, 2007, 2009).  My research findings indicate that public safety workers experience 

existential shattering when they realize their beliefs about public safety work, such as being able 

to save most everyone from death and tragedy is not accurate, and in fact, the opposite happens 
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more often despite best efforts. Then as time goes on, and they witness more death and tragedy 

on critical/traumatizing incidents, they question their higher power, and many lose their faith and 

spirituality.  Nearly all of my clients who are public safety workers with PTSD have experienced 

disturbances in their spirituality.  I experienced existential shattering as an emergency responder 

when my crew and I first arrived at Pentagon Ground Zero and stood before the smoldering hole 

in the side of the Pentagon.  We all stood there in silence for a few moments.  To me, it felt like 

time stopped, and everything froze.  I felt like something was literally shattering inside my body 

and my spirit.  I was beyond shocked at the hatred and violence that created this tragic event.  I 

could feel it hanging in the air, along with the terror the dead must have felt leading up to and 

including the moment of impact.  The magnitude of the tragedy was so big, and I felt very tiny 

standing there holding my medical equipment bag, and everything I believed about the world, 

human beings, and my spirituality felt literally blown away, like an explosion.  After a few 

moments, we all moved on to help with the body recovery operations, but that image was burned 

into my consciousness. I felt like my spirituality received the biggest wound from this 

experience, and healing that wound was and continues to be a vital part of my own recovery.  

Healing spiritual wounding related to PTSD has been an important part of therapy with my 

clients as well.  Existential shattering was salient in my findings and so expands the current 

knowledge base in the scholarly literature on existential shattering in public safety workers 

experiencing posttraumatic stress.  Because of this and the implications for treatment, I 

recommend further research on existential shattering and loss of spirituality in public safety 

workers.  Furthermore, PTSD approaches that include healing of spiritual disturbances or loss 

should be considered and included for treating traumatized public safety workers.  This is 

addressed further in the section on treatment approaches in this chapter. 
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 The findings in the present study that were the most salient among the emotional 

elements of how public safety workers experience PTSD included anger, grief, and guilt.  Anger 

was the most notable of these elements, and was markedly present in the data from both the 

interviews and the field notes.  Research participants gave many clear, descriptive examples of 

their experiences with PTSD-related anger, which ranged from irritability to rage.  An element 

that stood out in the interview data was that rage could be triggered by small issues or irritations, 

such as dirty dishes left in a sink.  Many of my clients have expressed the same.  I have also had 

anger issues related to posttraumatic stress from my 9/11 service, and more often than not, my 

anger can be triggered by little things such as a stack of books falling over, or items falling off of 

a shelf in the bathroom, messy rooms, or scheduled events suddenly being cancelled or 

rescheduled (with the exception of client appointments as I seem to have lots of tolerance and 

expectation for that).  My perspective about these anger triggers, at least for myself, is that things 

getting in disarray or out of line in some way remind me of 9/11 and other critical/traumatizing 

incidents where there was a great deal of destruction and chaos.  In essence, incidents that were a 

chaotic mess with much disarray that was dangerous and in need of expedient stabilization in 

order to prevent further danger or tragedy.  I have also wondered, based on my experiences as a 

clinician and an emergency responder, if public safety workers with PTSD experience PTSD-

related anger more than other populations with PTSD, and this question is reinforced for me by 

my research findings.  This would be another possible area to investigate with further research.  

As with my findings for this study, anger is the most substantial posttraumatic stress-related 

emotional aspect for my clients.  Thus, based on my findings in the present study and my 

experiences, the implications for treatment of public safety workers with PTSD include the 

importance of anger regulation approaches. 
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 Grief and guilt were the next most frequently-mentioned emotional elements of how 

public safety workers experience PTSD.  Many descriptive examples of grief experiences were 

given by the research participants, and can be found in Chapter 4.  Elements of grief included 

loss of the ability to be an emergency responder due to PTSD, loss of cohesive family-like bonds 

due to cultural rejection related to developing PTSD, cumulative tragic critical/traumatizing 

emergency incidents, the impact PTSD has on loved ones, and loss of identity.  Descriptive 

examples of guilt can also be found in Chapter 4.   

Elements of guilt included survivor’s guilt, inability to prevent or stop tragic outcomes 

for citizens on emergency incidents, and being praised and thanked by civilians.  Survivor’s guilt 

included feeling guilty that one survived while one’s fellow public safety worker died in the line 

of duty at an emergency incident.  According to my findings in this study, public safety workers 

see their life and property saving duties as part of their job and not warranting recognition or 

praise, and so feel guilty when receiving praise from civilians for simply doing their jobs.  With 

my public safety-worker clients, grief and guilt are also major aspects of their posttraumatic 

stress experiences.  They describe similar grief and guilt elements to those above that came from 

the research participants.  I have also experienced a considerable amount of grief, mostly related 

to all the terrible tragic outcomes that I was unable to change on emergency incidents despite 

best efforts, and the sheer magnitude of death and destruction I witnessed during my EMT work 

at ground zero at Pentagon during 9/11.  This grief is deep, and for me there is no word that can 

really describe and express the depth of it.   

My findings in the present study on anger, grief, and guilt expand upon the small amount 

of existing literature on how public safety workers experience PTSD, and also the nature of the 

data from the interviews adds depth of description of these emotional experiential elements.  
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Because grief and guilt, based on my research findings, and clinical and personal experiences, 

are such prevalent aspects of how public safety workers experience PTSD, it would be beneficial 

for treatment approaches to include modalities to address these.   

According to my findings for the present study, the most important PTSD triggers for 

public safety workers are sensory, specifically visual, auditory, and olfactory.  Several examples 

were provided in the narratives and descriptions the research participants gave about their PTSD-

related triggering and activation experiences, and these can be found in Chapter 4.  The triggers 

were all related to the most distressing aspects of their critical/traumatizing incidents, and 

activation would include vivid recall and/or flashbacks to the critical/traumatizing incidents with 

which these were associated.  For auditory triggers, in addition to sounds related to those 

experienced on critical/traumatizing incidents, hearing war stories similar to one’s 

critical/traumatizing incidents was also prevalent.  My experiences with my clients are congruent 

with these findings.  Most triggering and activation experiences reported by my clients include 

visual, auditory, and olfactory triggers that are associated with their critical/traumatizing 

incidents.  However, my clients occasionally report kinesthetic triggers and flashbacks, such as 

having blood on one’s hands triggering flashbacks or recall of critical incidents where they got a 

great deal of blood on their hands while trying to save a person.  Kinesthetic triggers do not seem 

as common as visual, auditory, and olfactory triggers for my clients.  My own triggers are mostly 

visual and olfactory.  For instance, the smell of a burning building triggers memories of the 

smoldering hole in the side of the Pentagon on 9/11.  A visual trigger, I sometimes experience is 

if food looks at all like bodily tissues.  If I see that, I instantly remember a critical/traumatizing 

incident where I saw and worked with similar body tissues, and then I completely lose my 

appetite.  My findings for the present research expand and give more depth to the small amount 
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of current literature regarding PTSD-related triggering and activation experiences of public 

safety workers.   

Another key finding of the present study is organizational betrayal.  According to my 

findings, organizational betrayal is a major traumatizing element and aspect of how public safety 

workers experience PTSD.  There are very few published articles that address organizational 

betrayal as a traumatizing element for public safety workers (Fay, 2000; Fay, Kamena, Benner, 

& Buscho, 2006; Fay, Kamena, Benner, Buscho, & Nagle, 2006).  Most of the data in the present 

study on organizational betrayal came from the interview data, very little came from the field 

notes.  A possible explanation as to why organizational betrayal was not a salient theme to 

emerge from the field notes is because interview data focused on emergency responders with 

PTSD and included their PTSD-related experiences with their organizations, whereas the data 

from the field notes focused on daily happenings in emergency responder settings.  Descriptive 

examples are present in the narratives of the research participants in Chapter 4.  The cultural 

stigma associated with expressing distress and seeking help and support is clearly present here.  

Many of the research participants did express to their supervisors that they were feeling 

distressed, and were discouraged from doing so further and advised to “suck it up” or else.  Most 

research participants who reported to their organizations that they developed PTSD were rejected 

and punished, including with efforts to terminate their employment.  The leadership of their 

organizations advised the research participants’ peers not to contact them.  Because of this, 

research participants experienced the loss of their cohesive family-like bonds, which further 

exacerbated their traumatization and development of PTSD.  Many of my public safety-worker 

clients have had similar experiences as well.  
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My findings in the present study support and expand the knowledge base on the 

organizational components of organizational betrayal, CISD, and EAP, and are important 

because of the implications for public safety organizations in how they handle situations where 

their workers are experiencing critical/traumatizing incident stress reactions and provide support 

services.  If public safety organizations wish to reduce stress-related illnesses in their workers, 

then clearly they must lead the way in reducing the cultural stigma associated with expressing 

distress and seeking help and support.  Rejecting and punishing of distressed public safety 

workers is entirely antithetical to this goal.  Because of the importance and impact of this issue, I 

highly recommend further research regarding the traumatizing element of organizational 

betrayal.  

Another critical aspect of how public safety workers experience PTSD was its impact on 

public safety workers’ families and loved ones.  Several examples are provided in Chapter 4 in 

the research participants’ narratives, including isolating because one does not want to traumatize 

ones’ loved ones, and isolating because of believing that ones’ loved ones will not understand 

their experiences if they did tell them, episodes of anger and rage scaring and upsetting loved 

ones, episodes of alcohol intoxication scaring and upsetting loved ones, and high occurrence 

rates of extramarital affairs and divorces.  Some research participants expressed how the impact 

their PTSD has had on their loved ones exacerbates feelings of shame and grief.  My experiences 

with my public safety-worker clients with PTSD are congruent with these findings.  Many of 

them report the same impact elements of withdrawal and isolation, anger and rage, and alcohol 

intoxication and abuse on their loved ones, and express grief, shame, and self loathing over these 

behaviors.  I have experienced times when I have isolated within myself, not wanting to share 

what I gone through with my own posttraumatic stress with the civilians in my family, mostly 
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because I do not want to traumatize them.  I have been willing to open up to my family members 

who have been or still are emergency responders and combat veterans, because I felt they would 

readily understand as they have been through similar experiences.  In the past couple of years, I 

have found ways of opening up more to my husband and to my best friend who are civilians.  

There are bridges of communication that can be built where one does not necessarily have to tell 

the traumatizing stories.  For example, I can just share how I am feeling instead, without 

describing the trauma material more than in a very general sense.  There is very little existing 

literature on how PTSD impacts families and loved ones of affected public safety workers (Fay, 

2000; Fay, Kamena, Benner, Buscho, & Nagle, 2006).  My findings from the present study 

expand the existing knowledge base and help provide a foundation for further research.  My 

findings on how public safety worker PTSD impacts on loved ones is important because of 

implication for treatment and for organizational roles in reducing and preventing posttraumatic 

stress injuries.  Treatment and organizational approaches should therefore include components to 

address the impact of public-safety-worker PTSD on family members and loved ones, and 

provide means of preventive education, healing, and recovery for them as well. 

Another important element in public safety worker PTSD in the findings of the present 

study included experiencing prior physical, emotional, and/or sexual abuse during childhood.  

Most of the research participants, plus the peers and clinicians at WCPR, reported a history of 

abuse during childhood.  Examples of this can be found in Chapter 4 in the research participants’ 

narratives.  I have noticed that many of my public safety-worker clients with PTSD have a 

history of childhood abuse, and many are adult children of alcoholics.  Thus, clinical and 

personal experiences are congruent with my findings in this research.  There is a good amount of 

existing literature on complex trauma in the general culture/population that identifies the history 
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of childhood abuse as a predisposing factor for developing PTSD (Cloitre et al., 2011; Courtois, 

2004; Courtois & Ford, 2009; Herman, 1992; van der Kolk et al., 2005).  However, there is very 

little current literature on early childhood abuse as a presdisposing factor for the development of 

PTSD in public safety workers.  Because prior childhood abuse is a key finding in this study and 

supported by my clinical and personal experiences, further research on childhood abuse as a 

predisposing factor for the development of PTSD in public safety workers is needed.  

Furthermore, it would be beneficial for clinicians to assess for history of childhood abuse and 

include treatment approaches to address in order to increase the effectiveness of the healing 

process for public safety workers with PTSD.    

Healing and Recovery  

Cultural competence with public safety workers was the most salient theme in the 

findings of the present study for how public safety workers with PTSD experienced 

psychotherapy.  As previously discussed in the section in this chapter on cultural characteristics, 

research participants reported positive experiences with clinicians who are also public safety 

workers, and civilian clinicians who had gained familiarity with the culture and had experience 

with treating public safety-worker clients or their family members.  Research participants also 

expressed that psychotherapy was helpful because of receiving the PTSD diagnosis and 

education about PTSD from their clinicians.  This allowed them to realize they were not losing 

their minds/going crazy, and there was a name for what they have been experiencing. 

For the small amount of data from the present study on treatment approaches and 

modalities for public safety workers with PTSD, my findings indicated that CBT, EMDR, and 

Ericksonian approaches are helpful for healing and recovery.  Most of these data came from the 

interviews with the two research participants who are clinicians who are public safety workers, 
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and CBT, EMDR, and Ericksonian therapy are the approaches they have utilized and found 

effective with their public safety-worker clients.  In my own clinical practice, I have utilized 

Ericksonian hypnosis and therapy approaches, animal-assisted therapy, spiritual healing 

approaches, and in the past two years, I have started including expressive arts and somatic 

approaches.  I have found combining and integrating these approaches very helpful in facilitating 

healing and recovery in my public safety-worker clients with stress reactions and PTSD. 

Spiritual reconnection was identified in my findings as helpful for healing in the 

experiences of many of the research participants, but this seemed accomplished through them 

individually returning to their churches, temples, or spiritual communities.  It was not 

specifically mentioned as part of therapy.  Reflecting on this, I could have added more interview 

questions that would have captured what was specifically helpful for the spiritual aspects of their 

healing.  Speaking from my experiences as a clinician, I have noticed that spiritual wounding, 

presenting as a questioning, conflict, or loss of one’s faith, is part the PTSD experience for 

nearly every one of the public safety-worker clients I have treated for stress reactions and PTSD.  

Thus, I include a spiritual healing component in the healing and recovery process, and have 

observed that this is extremely helpful for my public safety-worker clients.  Spiritual healing, in 

my work, is about helping people to connect with who or what the higher power in the universe 

is for them.  This may or may not include organized religion.  What is important is the unique 

spiritual connection and experience as it makes sense and resonates with each human being.  

From my own experience of PTSD related to my service as a Lead EMT at Pentagon Ground 

Zero during 9/11, my spirituality has been among the most important aspects of my own healing.  

My connection with God and with the Divinity all around me in His creation and sustained me 

through many shadow walks.  In fact, the experiences of all the tragic emergency incidents as 
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well as PTSD helped me grow in my spirituality a great deal.  I also believe that there are events 

that happen and people whose paths we cross in life for a reason and purpose.  I believe we each 

have a mission, a special journey here on earth to bring or help bring wisdom and blessings.  

Human beings have free will, so both positive and negative choices can be made, and these 

choices have various impacts on others.  Adversity offers an invitation for growth and for 

gaining wisdom.  Wounds can be powerful teachers.  I have so much more to offer as a scholar, 

healer, artist, and human being because of the adversity that I have survived.  I have helped 

others heal and recover from their wounding, and I would not trade my abilities and wisdom as a 

healer for any of the adversities I experienced.  This has all been part of my reason and purpose 

in my life journey here.  I would not be who I am and where I am today without having passed 

through those shadows.  Thus, based on my findings for this study and my clinical practice and 

personal experiences, further research on the spiritual aspects of PTSD and recovery for public 

safety workers would therefore be a worthy pursuit. 

Animal-assisted therapy did not come up in the data of this research, so I can only speak 

to that from my own clinical experiences. As previously mentioned, my dog, Sadie, works full 

time with me as a therapy assistant at my private practice. When I go to the waiting room and 

open the door, Sadie walks out with her tail wagging, greets the client, escorts the client to my 

office, gives them some nudges or kisses on the hands when they sit down, and then she settles 

next to them on the floor or the couch.  If the client cries or becomes upset during the session, 

Sadie gives them comfort by gently offering herself to be pet or hugged, and gently kisses their 

hands.  Some of my public safety-worker clients with PTSD have commented how helpful and 

comforting it is to receive attention, affection, and support from Sadie, and how this has helped 

them feel safer physically and emotionally in our therapy sessions.  Also, some have reported 
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that interacting with Sadie has helped them receive love and affection from their significant 

others, spouses, and loved ones again.  Additionally, because of Sadie, some of my public safety-

worker clients with PTSD have either obtained dogs as pets or as trained PTSD-service dogs.  As 

previously mentioned, Sadie goes with me on CISD debriefings at public safety organizations 

and at local hospitals.  I have noticed that the people I am debriefing on those sites, whether 

individually or in groups, respond receptively and positively to Sadie, and many have 

commented that they felt safer and comforted because of her presence and interaction.  What 

amazes me is how Sadie can provide such powerful therapy, and she holds no academic degree 

of any sort beyond basic obedience and service dog training.  There is no existing literature on 

the use and efficacy of Animal-Assisted Therapy for CISD debriefings or specifically with 

public safety workers with PTSD.  Based on my clinical experiences, I highly recommend 

research on Animal-Assisted Therapy for CISD and for as part of therapy for public safety 

workers with PTSD. 

Expressive arts therapy approaches for healing and recovery were not addressed in the 

research interview questions and did not come up in the interviews.  The data for this came from 

the experience I had at WCPR, as described in Chapter 4, that brought the topic of public safety 

workers writing poetry to light.  The peers and I enjoyed sharing our PTSD-related poetry with 

each other, and felt a deeper connection and level of understanding in our bonds.  Some of the 

peers then mentioned they played musical instruments, and we commented that it would be good 

to add a group therapy activity with music, writing, and poetry to the WCPR treatment program.  

By the time I had personally and professionally experienced and learned about the powerful 

healing of poetry, movement, and attending to the body in healing trauma, my research design 
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and data collection were already done and approved.  Otherwise, I would have included a 

component focusing on poetry as a method for healing trauma in public safety workers.   

My experiences with expressive arts therapies as a public safety worker recovering from PTSD, 

which I present here as an authethnographic piece, includes writing poetry about my 9/11 service 

at Pentagon Ground Zero, and dialogical poetry with my colleague and fellow Saybrook 

University doctoral student, Larry Graber. Some of my 9/11 poetry has been published.  Two of 

those poems are presented below.  The first poem is about the experience of Ground Zero.  The 

second poem is about experiencing the anniversary of 9/11 on September 11, 2014 (Rosemond, 

2015b, 2015c): 

Hell's Gate 

(As an EMT arriving at Pentagon Ground Zero 9/11) 

Gates of Hell yawning wide 
Exhaling breath of smoke, burnt debris, fiery death 
Jagged teeth protrude all around 
Melted windows, twisted guts of structure 
Where solid, strong walls and halls once stood. 
  
I stand before the black, smoldering mammoth 
Small…oh, so small am I 
With my two little hands curled in defiant fists at my sides.  
What am I against Hell's Gate? 
What can I do against such Evil? 
The world as I knew it is utterly shattered as is my soul,  
Memories smolder on the ground 
  
Phantom screams rip through the air… 
Voices of the burning, voices of the dying yet hang in the smoke 
I can hear them… 
I can hear them… 
I sense the ominous vibration in the air 
Terrible roaring of crashing engine, rock, steel, pipe, metal, bone 
Guttural rumblings of trembling earth 
I can feel it… 
I can feel it… 
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Broken bones, splinters of building, plane, and life 
Mangled memories and dreams 
Flow out with the river of ashen water 
As blood from deep wounds 
Across the ground, across my boots 
Where I stand, with my crew at my sides 
Rooted to the spot, gaping at stark Evil 
  
Yet small as I am, I'm a child of the Light 
Though my heart is broken and my soul cries within  
In union with the suffering hearts and souls around me 
I draw the breath of Life 
Small as I am, I am one 
A tiny, yet visible light amidst this bleak Darkness 
With the heart lights from my crew beside me, 
And my people all around in this deathly, tragic place 
Giving their all, body and soul, to help. 
The Shadow will not take me; not today! 
Evil will not prevail.  
Take heart and have hope. 
Through Hell's Gate, our light will shine forth! 

 
Bitter Watch 

(9/11 Anniversary Poem) 

The night falls hard  
In this bitter dark watch 
I keep in the gathering silence. 

It is here 
It has arrived 
In my heart 
In my guts 
In my bones 
The dawn of the dark day 
Imminent 
                                   
So heavy is the shadow  
Of the memory of violent death       
Dealt so senselessly  
to the poor souls 

Even to the innocent babies 
Snuffing out their new pure light 
They were bringing 
From the heavens to the Earth 
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Their burned deformed bottles 
Lay on the ground 
Amongst charred pieces 
Of the lives of all the lost 
Pieces of bags 
Burnt edged fragments 
All cordoned 
In a circle    
In the green grass     
Black and Grey    
Stripped of purpose 
While the horrified eyes 
Of motionless sitting 
Search and Rescue dogs 
Stare over them 
into the smoldering wound  
In Pentagon's side 
 
The structure bleeds 
A constant stream 
Of grey water 
Fraught with pieces of debris 
Mixed with charred flesh 

Groans emanate 
From the deepest recesses 
Of my body and soul 
As if groaning in the twists 
And distortions 
Of melted windows 
Jagged hribar 
Hanging debris 

Smoke weaving tentacles around me 
and up into the air 
Cinging my nostrils 
The smell…unspeakable 
 
Dark are the hallways 
Filled knee high with water 
Offices now tombs 
Watery graves 
With marks of the number of dead 
On broken doorways 
Awaiting recovery 
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And their journeys 
To their bereaved 

I pass each with my crew 
In solemn reverent silence 
As we watch over their caregivers 
Who will retrieve them 
Carry them far 
From this forsaken corner of darkness 

Perhaps a piece of my soul 
Died there that day 
Forever with the dead 

The wine in my hand now 
Feels like my blood 
That ran out of my broken heart 
I try to drink it back in 

Courage is the medicine 
My trembling fingers grasp. 
My tiny candle 
Here in the dark 
Longing to release 
A long stifled scream. 

 The next is a poem I wrote (Rosemond, 2015a) as a response to a 9/11 anniversary poem 

written and sent to me by one of my public safety-worker clients with PTSD.  The client served 

at the World Trade Center Ground Zero for several weeks during the 9/11 incident, and 

developed PTSD soon afterward.  For confidentiality reasons, I have not included that client’s 

poem.  

Flame Eternal 
(For brother and sister 9/11 firefighters and EMTs) 

 
We are never too old and it is never too late to truly live... 
Not while our eyes are open and we still draw breath. 
Hope is a flame eternal 
Faith is the sturdy stone pathway 
Love is the greatest power in all the universe 
Not even death can break or overcome it 
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Brothers and sisters of the firecross, lifestar, and shield 
Keepers of the terrible little known tragic life-truths 
Though the deepest dark surround us 
Though death should snap with sharp cold jaws 
Nothing can break our bonds 
We are never alone 
 
Take up the flame eternal 
Keep your feet on the path of sure stone 
Keep open the doors of your heart to the greatest power 
Beat the dark walls that would hold and snuff you 
Until they break utterly 
And you are free and alive once more. 

 The next poem (Rosemond, 2016, pp. 149-152) I wrote was part of an ongoing poetic 

dialogue that continued as part of an independent study poetry project by Graber (2015).   This 

poetic dialogue utilized archetypal figures that emerged during a guided imagery shamanic 

journey experience I had in a seminar with Dr. Stanley Krippner at Saybrook University, which 

was for discovering spiritual resources including power animals. In that journey, I envisioned 

myself as a Zebra Goddess, riding on a zebra, and Larry as the Shaman King of my ancient 

sacred island.  For Larry’s independent study (Graber, 2015), our poetic dialogue included the 

exchange of several call and response poems using embodied writing with the Zebra and Shaman 

King archetypes.  Our poetic dialogue was a healing experience for me, for my PTSD related to 

9/11 and critical incidents from public safety work as well as trauma from earlier in my life.  The 

fragmented pieces of my traumatizing experiences finally found a voice and means of 

expression, and I felt deeply joined and understood by Larry’s response poems.  Also, I 

experienced his poems as offering me powerful invitations that moved me into healing each 

time.  I felt that movement intensely, and that helped me not to perseverate or otherwise become 

mired in the traumatizing material I was expressing.  The two poems below are excerpts from 

our poetic dialogue, the first is mine and then Larry’s poem follows: 
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Perpetual Motion 
 
The grim shadows of dreamscape 
Took hold with sharp claws 
Shook and cut her  
To her core 
 
Every dark specter 
That had wounded her heart 
From her beginnings 
Those remembered 
Those forgotten 
Rose up before her 
From out of the deep abyss 
From amnestic depths 
Of underground ruined chambers 
Looming 
Groaning 
Choking her throat 
 
Troubled soul 
She woke in the grass 
With the storm howling 
Deep within 
A searing menacing voice 
Growled low 
Told her she was alone 
Abandoned 
Doomed 
 
Her body 
felt so heavy 
So burdened 
scarred 
Belly pierced and torn 
Her heart 
Cold painful lead 
Can it bear another beat? 
Can she draw another breath? 
 
She is trapped 
In the shadowy dungeons 
Corners of horror 
Deep in her guts 
So many wounds 
So much fear and despair 
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Her guts shout of the violence 
In their pain  
The spew of their stew 
 
But yet there is fire 
In her spirit 
Though it feels like 
A dim ember 
She stands on her legs 
Feet penetrating 
Imprinting the mud 
Her primal signature 
 
She cries aloud 
To the Heavens above 
To the white banners 
Flying against the deep blue 
To the Spirit above 
In the Kingdom of Light 
 
Far to the West 
She looks to the mountain 
In the distance she sees him 
Her golden Angel 
He is far away 
Yet she can feel his light 
Hear his voice 
Reminding her... 
 
She breathes 
A long deep breath 
Hearing his wisdom 
Her body resonates 
Shadows are teachers 
Shadows are gifts 
Do not be afraid 
To face the abyss 
You are never alone 
Open up your being 
And discover the wisdom 
 
And then there is silence 
Emptiness 
The canvas awaits  
The first brush stroke 
A star alights 



312 

In her heart 
And it's glow 
Gives warmth  
And freedom 
 
And then she feels it 
The rhythm 
The pulse of her heart 
The waves of her breath 
The wings of the wind 
The dance of the trees 
And the grasses 
The flight of the crows 
And the vultures 
Mother Earth's hearbeat 
Sun and Moon's orbits 
 
The Spirit speaks 
And she knows 
For the first time 
She is not trapped 
She is no captive 
She is no victim 
There is no stuck 
There is always movement 
No matter how small 
 
She knows now 
She feels now 
She is always in movement 
With each pulse 
With each breath 
With each step 
 
Her legs find their strength 
The mud on her feet is sublime 
She is not afraid 
She is not alone 
Her wings now spread wide 
Her belly is moving 
Through pain and through healing 
She will know the abyss 
As well as the light 
And her spiral 
Is timeless 
In perpetual motion. 



313 

 
Zebra is Movement 

(Larry Graber © June 23, 2015) 
 

Zebra travels  
into the nether regions  
 
the steam is thick  
she can feel  
the breath of her nostrils  
upon her flesh  
both warm and drying 
 
shivers  
 
so many stories  
of human suffering 
hers are marked out there too 
 
her stew is thick  
the mud on her hooves caking  
from the long journey  
years in the making  
 
her sweat pools spirals 
snowflake's reflection  
mirrors back at her  
from the abyss   
which she is now also a part   
 
this powerful void  
both shadow and light  
in the stillness   
 
her uniqueness   
multilayered  
translucent  
opaque  
sharpened   
diffuse  
moving  
 
amodal gathering  
a chrysalis of possibilities 
a weathered diamond   
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in this temple   
guttural offerings   
concealed revealed   
 
gemstones spewed  
the weathered sharp edges   
how to shape them?  
 
Zebra goddess shakes  
her powerful legs 
the strength of her torso  
is growing within little zebra   
her breath now moving   
 
cells nourishing new layers  
alive like never before  
 
so much life  
 
spreading   
deepening   
connections   
 
and presence   
 
screams of the innocent  
now upon her   
 
her body speaks   
it's story  pure 
for her ears   
no one else 
gets to tell it 
 
some, she will share  
of her choosing  
 
the words are her eyes   
verbal syllables unneeded 
where she's been  
audible to those able  
to listen with their hearts  
 
a resonance as old as time 
before time  
as fresh today as the first pulse 



315 

 
Zebra whole bodied   
rooted and grounded within  
she can see rhythm now  
bass pulse  
synchrony of the senses  
the eternal spiral  
 
Zebra goddess  
from the ocean's primordial waters 
she reminds her:   
this wave gathers and subsides   
can she ride the waters   
it's flow is for her salvation   
it's momentum her strength  
 
Zebra goddess brings lessons  
of the unbridled   
culled into assurance  
 
The cycle reveals   
one drum beat  
many ripples  
 
in the depths  
a child holds 
the universe  
tells her she  
is of its soul  
it's soil   
she is with the timing  
of the ancients  
 
her guides are many   
her pain  
her stories  
finding their unique flow   
 
waves upon the shoreline   
zebra is movement. 

 
In the past year, from my experiences in this healing poetic dialogue, with Larry’s 

support, I choreographed Dance of the Zebra Warrior, and performed it onstage at the Ballet 
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Academy of Warrenton Spring Concert on June 12, 2016.  Below in Figure 3 are pictures from 

my dance, and a poem from Larry and response poem from me that followed: 

 

  

Figure 3: Dance of the Zebra Warrior. 
 
 

Live on Zebra Bliss 
(Larry Graber © June 12, 2016) 

 
Zebra - beautiful blessing  
onto the world  
  
which is her home now  
she can rediscover its soils   
its ferns  
subtle breezes 
 
the footsteps of the ancients   
hold fawn’s tiny imprint  
 
the spiders weave  
their nets  
no longer too complicated   
nor entrapments  
 
the small still voice   
has roared  
 
a blade of grass   
bleeds  
beneath the wind   
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a sticky substance   
feels like rivers  
 
in the waves  
of her fingerprints    
 
life’s gel  
 
fresh from the cocoon  
there is no other world now  
 
then and there  
is here  
and now   
 
sweet  
earthy   
fleshy   
raw  
complete  
and not yet formed   
the future unimportant  
yet strangely certain   
in front of her  
 
a pond  
without ripples  
 
Zebra can touch  
the untouched   
and breathe  
its syrup  
 
florid  
speech  
 
this world  
unconcealed  
now on the pulse  
undeterred  
home. 

 
New Dream 

(Katherine Rosemond, June 12, 2016) 
 

My stripes  
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Wet 
Cocoon syrup  
Amniotic  
Pulsation  
Breath 
 
Today I arose  
Reclaiming  
My blood  
Flesh  
Viscera  
Bone 
 
Vital 
My feet 
Drumming 
Upon Earth Mother 
My song of Rebirth Heralding 
My homecoming 
Blessed  
Guided  
Witnessed 
By wisdom  
And love 
 
And now 
The moon  
And soft grass  
Beckon 
Father sky  
Sings his lullaby 
While Mother Earth  
Holds me close 
To dream 
A new dream. 

Reflecting on the psychotherapy I had many years ago for 9/11-related PTSD, I believe 

the focus of that therapy helped my process of recovery from a cognitive standpoint, yet the deep 

roots of the trauma that were still in my body were not reached, because that material was 

fragmented and pre-verbal. Larry’s project focused on what he refers to as embodied writing, and 

body poetry, which emphasizes sensorial experiencing within the poetic writing and dialogue as 
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a means of attending to the body and embodied experiencing in trauma psychotherapy (Graber, 

2015).  Our poetic dialogue as well as choreographing, rehearsing, and performing the zebra 

warrior dance was a very body-focused ongoing therapeutic experience that helped me form a 

strong connection with my body.  Additionally, during this process of poetic dialogue and the 

zebra warrior dance, I obtained consultation on somatic psychotherapy for trauma, and that 

added to the depth of processing for me at an embodied level.  This also facilitated integration of 

my trauma story and experiences contributing to my healing and recovery.  I could reach, 

express, and heal the embodied experiences of my trauma in ways I could not in previous 

psychotherapy.  For the first time in my life, I formed a deeper relationship with my body.  I 

learned to attend and listen to my body, feel the cycles of my energy, and move into a lifestyle of 

greater care, nourishment, and vitality for the whole of my being.  Based on these experiences 

and the major findings of the present study regarding somatic elements of trauma and PTSD 

experienced by public safety workers, I highly recommend research on somatic and expressive 

arts approaches for trauma psychotherapy with public safety workers.  

I learned from my consultations and my experiences in poetic dialogue with Larry as well 

as my zebra warrior dance that talk therapy alone is not sufficient for treating trauma, and whole 

person approaches that include somatic psychotherapies and expressive arts therapies, such as 

poetry, dance, and music are needed for healing trauma and PTSD.  Thus, Larry and I have been 

collaborating to develop a culturally-congruent, whole person approach for healing trauma in 

public safety workers and combat veterans, and we have given presentations at several 

professional conferences (Graber & Rosemond, 2014, 2015b, 2016a, 2016b).  At a recent 

workshop at the 2016 International Society for the Study of Trauma and Dissociation conference 

(Graber & Rosemond, 2016b), I presented a section in the workshop where I described how 
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focusing on the experiences of my own body has impacted not only my healing from 

posttraumatic stress, but the way I form therapeutic relationships and work with my clients.  I 

discussed how I place more emphasis on a common factors perspective and the importance of 

connecting deeply with clients in the process of building therapeutic alliances.  I am more 

present and attuned to my clients in each session, and attend more deeply to their emotions and 

somatic experiencing in the moment. For example, in my own somatic experiencing during 

sessions with clients, I notice their skin tone and color, level of muscular tightness, and rhythms 

of breath and speech, and help them to sense these sensations and experiences in their bodies for 

themselves.  When a client is in a state of activation, I notice and sense the accelerated energies 

and rhythms, but remain centered and calm in my own body.  Then, I help the client slow down 

and move toward a more centered state.  This has helped many of my clients with PTSD to 

recognize and shift from states of trauma-related dysregulation and restores regulation in the 

whole of their being (Dalenberg, 2014; Geller & Greenberg, 2012; Heller, 2012; Marlock et al., 

2015).   

I have been continuing to study, receive consultation, and integrate basic expressive arts 

and somatic approaches for healing trauma into therapy with public safety worker and combat 

veteran clients with PTSD (Halprin, 2002; Heller, 2012; Hoffman, 2014; Marlock et al., 2015; 

Serlin, 2007). Many of my clients have written and shared trauma-related poetry as part of their 

therapy with me, and I have shared my 9/11 poetry with them in response.  These poetry 

exchanges have been productive, by my observation as a clinician and my clients’ self-reports, 

for facilitating healing and recovery from PTSD.  My clients have expressed how they feel a 

powerful sense of release and also feel deeply understood when we share our poems about 

traumatizing experiences in public safety work.  I have not yet had ongoing poetic dialogues with 
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clients as part of therapy.  I am working toward including poetic dialogue more as clients 

experience this as helpful.  I am also continuing to include more somatic aspects of healing 

trauma in my work with clients. 

There is no existing literature that directly addresses the cultural congruence of specific 

psychotherapy approaches for public safety workers with trauma-related disorders, including 

PTSD. My findings in the present study and my clinical experiences did not convey any major 

differences in how the psychotherapy approaches, modalities, or techniques of CBT, EMDR, 

Ericksonian, Animal Assisted Therapy, or expressive arts therapies would be utilized or 

experienced by public safety workers any differently than other populations.  What stands out in 

my findings is the importance of clinician cultural competence and building rapport and 

therapeutic alliances with public safety-worker clients and comprehensive-integrated approaches 

to treating trauma.   

The findings of the present study on public safety workers’ experience of medication  

were mixed.  Some research participants experienced prescribed psychotropic medications as 

helpful, and some found medication treatment as not helpful and even detrimental.  In my 

experiences as a clinician treating public safety workers with PTSD, the anti-depressant and anti-

anxiety medications prescribed by their physicians have seemed helpful, but needed only 

temporarily.  These clients had severe PTSD symptoms that were seriously disrupting their daily 

functioning and sleep.  In the course of individual therapy, their PTSD symptoms decreased, 

sleep and mood improved, and they were able to come off the medications.  Most of the public 

safety-worker clients with PTSD that I have treated have not been on medication treatment, and 

their healing and recovery process has been productive.  I did not find any research on the 

effectiveness of medication specifically for public safety workers with PTSD.  My findings offer 
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a small initial contribution to the current literature.  I highly recommend further research to 

investigate the appropriateness and effectiveness of medication, including combination of 

medication with other therapies, for public safety workers with PTSD. 

The findings from the present study on how public safety workers with PTSD experience 

healing and recovery identified culturally-congruent residential treatment, which specifically 

focused on the WCPR program, as extremely helpful and effective.  As previously discussed, 

WCPR is culturally congruent because every clinician, staff member, and peer counselor is an 

active or retired public safety worker, the environment and group setting for treatment, activities, 

meals, and sleeping arrangements.  These elements reflect the public safety worker cultural 

values of teamwork and cohesive family-like bonding.   The cultural congruence of WCPR was 

the most important element in the program’s effectiveness.   

Another important element of the WCPR program in my findings regarding effectiveness 

in helping public safety workers with PTSD recover was the peer support.  As previously 

mentioned, the retreat always has a group of peers who are public safety workers recovering 

from PTSD who were previous clients at the retreat present to help support and encourage the 

clients.  An FSRN meeting, which is described in Chapter 4, is held during the retreat to 

introduce clients to an ongoing support network of FSRN groups that meet regularly.  Once 

clients complete the retreat, they have the option of joining the WCPR peer team.  For the 

research participants, this provided a new purpose that helped heal the loss of purpose 

experienced with PTSD-related existential shattering.  Peer support also extends beyond the 

retreat as every attendee is a list of contact information for all staff, peers, and clients who were 

present.  New family-like cohesive bonds are formed, all stay in touch, and peers can always 

come back to WCPR and help with each new set of clients coming through the program.  I have 
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new friends from the staff and peer team that stay in touch with me, too.  On the West coast, 

peers and clients who have graduated the WCRP retreat program can attend FSRN meetings 

regularly.  Peer support like this, according to my findings of this research, helps public safety 

workers with PTSD heal from the loss of the cohesive family-like bonds of their workplaces. 

The treatment elements of the WCPR program that stood out in my findings as most 

helpful included the EMDR sessions, the group debriefing sessions of clients’ 

critical/traumatizing incidents, and the ritual of the two rocks that get placed in the backpack at 

the beginning of the retreat that later get placed in the rock pile at the conclusion.  Also, 

according to my findings in this study, the WCPR program for significant others and spouses 

(SOS) retreat was effective for helping the significant others and spouses of public safety 

workers with PTSD heal and recover from the stressful impact they have experienced.   

The findings of the present study are congruent with the small amount of research on 

culturally-congruent inpatient treatment programs for public safety workers, which contends that 

these programs show promising outcomes for effective recovery (Cantrell, 2010; Dunnigan, 

2012; Fay, Kamena, Benner, & Buscho, 2006; Heglund, 2009).  My findings further expand the 

current knowledge base on the effectiveness of culturally-congruent residential treatment 

programs for public safety workers with PTSD.  Since my experience at WCPR as a researcher-

participant, I have been referring my public safety workers with PTSD to the program, and each 

time this has been extremely helpful for my clients’ healing and recovery according to my 

observations as their clinician, plus their self-reports.  I highly recommend further research on 

the efficacy of culturally-congruent residential treatment programs for public safety workers.  

Additionally, implications of these findings include the importance of clinicians and public 

safety organizations forming alliances with culturally-congruent residential treatment programs 
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like WCPR in order to coordinate treatment, follow-up, and ongoing care for public safety 

workers with PTSD. 

The findings of the present study regarding public safety organizational roles in 

addressing, reducing, and preventing PTSD in public safety workers had mixed results for 

provision and perceived efficacy of CISM/CISD and EAP services.  Some participants reported 

their organizations did not offer any kind of support or CISD after intense potentially 

traumatizing critical incidents.  Some reported their organizations did provide CISD.  More often 

that not, the CISD was described as not helpful because of individuals attending who were not 

directly associated with the critical incidents and clinicians who apparently did not facilitate the 

debriefing sessions well.  In my experiences as a member of the public safety-worker culture, 

public safety workers often do not trust that what they express or disclose in a CISD session will 

be kept confidential, and making the CISD mandatory exacerbates that sense of mistrust.  Some 

of my clients have told me of instances where confidentiality was actually broken, and the chain 

of command heard about what was disclosed in CISD sessions.  The existing research discussed 

in Chapter 2 described CISD/CISM models and highlighted the controversy of whether or not 

CISD/CISM is effective.  The findings in the present study are consistent with the literature that 

asserts that inappropriate, poorly administered, or poorly timed debriefing sessions will not have 

effective outcomes (Best et al., 2011; Kitaeff, 2011; Mayou et al., 2003; Mitchell & Bray, 1990; 

Mitchell & Everly, 2000, 2001; Oster & Doyle, 2000; Pack, 2012: Pulley, 2005; Rabe, 2012; 

Regel, 2010; Regehr & Bober, 2005; Taylor, 2007). 

In addition to being a clinician, I am an experienced CISD debriefer.  In my experience, 

CISD is helpful when it has a resiliency-based focus and attendance is voluntary.  When I 

facilitate a CISD session, the focus is educating the attendees about possible reactions they may 
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experience, emphasizing that these reactions are normal given the intensity of the incident, and 

providing basic self-care guidance to help them move through these reactions as well as 

resources for further help and support if needed.  I also facilitate group sharing and discussion 

with focus on resiliency, including strengths they utilized and also discovered while working at 

the incident, strengths they are currently using to care for themselves as they move through their 

reactions, and wisdom and growth they are gaining from having experienced the critical incident.  

Additionally, I bring my dog, Sadie. As previously mentioned, Sadie is a trained therapy dog.  

The groups I have debriefed have responded positively; smiling, looking more relaxed, and 

enjoying Sadie’s comfort while they process.  The implications of my research findings and my 

experience point to the importance of public safety organizations offering CISD sessions that are 

voluntary, resiliency-focused, facilitated by clinicians competent with public safety culture, and 

at least 3 days after the critical incident. 

For EAP, the findings in the present study regarding perceived effectiveness for public 

safety workers with PTSD were mixed.  Some participants had negative experiences with EAP 

clinicians because they felt the clinicians did not understand emergency responders and their 

experiences.  Some participants expressed their organization did not make them aware that EAP 

services were available.  Some participants had positive experiences with their EAP clinicians, 

and in these cases the clinicians either had familiarity and experience working with emergency 

responders, or were open and interested in learning about emergency responders’ experiences.   

This is another example of how clinician cultural competence with public safety workers is 

important for building rapport, forming therapeutic alliances, and facilitating effective treatment.  

For EAP organizations that are contracted to provide services to public safety organizations, my 

findings for this study point to the importance of developing clinician cultural competency with 
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public safety workers and their work-related stressors.  Additionally, EAP organizations should 

form collaborative relationships with culturally-congruent residential treatment programs such as 

WCPR to coordinate assessment, referral and treatment as appropriate.  I did not find any 

existing literature on the cultural congruence or efficacy of EAP services for treating public 

safety workers with stress reactions or PTSD, thus the present study contributes a small 

foundation for further research on culturally-congruent effective provision of EAP services for 

public safety workers, and EAP clinician cultural competence. 

Other important findings from the present study regarding public safety organizational 

roles in addressing, reducing, and preventing PTSD include promoting awareness of PTSD 

through training and education, creating a cultural shift to de-stigmatize expressing distress and 

asking for help/support, and establishing and maintaining in-house resources including peer 

support teams and clinicians who are culturally competent with public safety workers.  

According to my findings, education and training about emotional as well as physical stress, 

stress reactions, PTSD, and preventative self-care should begin for public safety workers from 

the time they enter the public safety academy and should be ongoing as part of their regular 

training that occurs throughout each year for skill maintenance. For the leadership, this education 

should include basic communication skills to recognize and address stress issues in the public 

safety workers they supervise so those public safety workers can receive support and be linked 

with services as needed.  In-house full time clinicians who are culturally competent with public 

safety workers should be available to those workers and also their significant others, spouses, 

and immediate family members.  This would help to normalize self-care for stress and distress 

and promote trust since these clinicians would be part of the organization, and thus known to the 

workers.  Establishment of peer support teams would be culturally congruent since these are co-
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workers and part of the public safety-worker culture-sharing group, and known to the workers as 

well as readily available.  This would also facilitate trust and help to normalize and de-stigmatize 

seeking support for distress.     

I did not find any existing literature on how public safety organizations could de-

stigmatize the expression of distress and seeking help/support services beyond the literature on 

CISD/CISM as discussed in Chapter 2.  Thus, my findings from the present study provide basic 

groundwork for future research on the provision of education/training and in-house 

services/resources, such as culturally competent clinicians and peer support teams.  Implications 

for public safety organizations include developing in-house education/training, programs, and 

resources to address, reduce, and prevent stress-related issues and illnesses, including PTSD.  

The findings of the present study included themes of wisdom and growth the research 

participants experienced from PTSD and their healing and recovery process.  The salient theme 

included gaining wisdom from one’s wounds: realizing and accepting one’s humanity, 

acceptance that bad things happen, and living sober is possible.  The most often mentioned of 

these was realizing and accepting one’s humanity.  This was challenging for the research 

participants and also has been for me, personally, as a public safety worker because of the 

cultural toughness value/hero expectation and the associated stigma of expressing distress and 

seeking help and support.  Their processes of healing and recovery helped them overcome the 

hero expectation they had of themselves so they could embrace and experience that they are 

human beings rather than super heroes.  My process of healing and recovery did the same for me.  

It was hard for me, and it took a long time, but I am now okay with the fact that I am not Wonder 

Woman.  As an EMT, the way I see myself now is that I have important capabilities to intervene 

quickly and effectively to protect and save lives in emergency situations, and I am also a human 
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being.  To me, based on the findings of the present study and my experiences, realizing and 

accepting one’s humanity is emancipating and also a vital part of healing.  This is also important 

for prevention, too.  A shift at the organizational as well as interpersonal level in within the 

public safety culture, as well as the civilian culture, that brings balance to the perspective and 

image of public safety workers that acknowledges and honors being a human as well as a 

protector of life and property would do much to prevent stress-related issues and PTSD.  

Additionally, therapeutic approaches for treating trauma in public safety workers should include 

components to help them realize and embrace their humanity, and thus have more balanced 

perspectives and expectations of themselves. 

Acceptance that bad things happen was how research participants described how through 

their healing processes they came to accept that intense, gory, and tragic things happen in the 

world.  This resonates for me in the new perspective I found after 9/11 that helped me heal.  I 

came to realize and accept that joy and tragedy exist in every moment, all the time, in this world.  

Even right now, there are joyful things happening all around us, and terrible things are 

happening, too.  I learned how to acknowledge and feel the entirety of that aspect, and that has 

helped me deal with many other tragic events I have witnessed as an EMT or heard about as a 

clinician.  Because acceptance that bad things happen was important in my findings, this could 

also be a helpful element to address in trauma psychotherapy and treatment for public safety 

workers with PTSD as well as an educational component in public safety organization training 

programs.  

Sober living, based on the findings of the present study, had seemed impossible to some 

of the research participants who had become dependent on alcohol because of self-medicating 

for the pain of PTSD.   Through the treatment they received and their ongoing support networks 
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of peers, they learned it was possible to establish and maintain sobriety.  Because the findings of 

the present study that point to alcohol abuse and dependence as a major issue in the public 

safety-worker culture, learning that it is possible to establish and maintain sobriety is important.  

Further research on how public safety workers successfully recover from alcohol abuse and 

dependence is therefore highly recommended.  Organizations, treatment programs, and 

psychotherapy approaches should address as well as provide services and treatment for substance 

abuse and addiction. 

Public Safety and Military Combat-Veteran Cultures: Similarities and Differences 

The findings of the present study indicated several similarities and also some differences 

between the public-safety-worker and combat-veteran cultures.  For cultural characteristics, the 

most notable similarities included the toughness value/hero expectation and associated cultural 

stigmatization of showing vulnerability, expressing distress, and seeking help, cohesive family-

like bonds, use of dark/gallows humor, telling war stories, rank structure, uniforms, and drinking 

alcohol.  These findings are consistent with the current literature (Alvarado, 2013; Fay, 2000; 

Garbus & Buscemi, 2015; Greening, 1990; Hall, 2001; Kronenburg et al., 2008; McMahon, 

2010; Paulson & Krippner, 2007; Regehr & Bober, 2005; Rudofossi, 2007; Woody, 2005). 

However, beyond the existing literature, my findings suggest the cultural value of mental and 

physical toughness, the hero image and expectation, and the associated stigma of expressing 

distress is equally salient in both cultures.  I have noticed this as a clinician as well in my 

experiences of treating both public safety workers and combat veterans for PTSD.  I have also 

noticed in my experiences that the use of dark/gallows humor, telling war stories, and cohesive 

family-like bonds are as present in the combat veteran culture as in the public safety-worker 

culture.  Additionally, in my experiences as a clinician and emergency responder, alcohol abuse 
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and addiction related to self-medicating for distress seems to be as prevalent  in the combat 

veteran culture as it is in the public safety-worker culture.  However, my findings in the present 

study only identified drinking in combat-veteran culture as a major element in terms of 

socializing.  Adding some interview questions about alcohol abuse and addiction in the combat-

veteran culture would have been helpful for gathering data on this aspect.   

The findings of the present study also indicate that for the nature of line of duty work, 

both cultures face intense dangerous situations that include exposure to extreme environments 

with elements of tragedy, atrocity, violence, loss of life, destruction, and gore.  Combat veterans, 

like public safety workers, can be traumatized by these situations they face in the line of duty.  

Similar elements that emerged from my findings include losing one’s comrades, witnessing 

harm, serious injury, abuse, or death of children, and vehicular accidents with substantial gore.   

Combat veterans also have regularly faced the possibility of not returning home alive after duty, 

and thus never seeing their family members and loved ones again.  Many of the research 

participants, especially those who had been law enforcement officers, actually described 

emergency incidents as being just like combat.  One line-of-duty incident element, according to 

my findings, that combat veterans have faced that public safety workers do not, is witnessing the 

act of torture, often in contexts of interrogation of captured persons identified as enemy forces.  

Public safety workers may see the result of torture, as in the resulting injuries, gore, and/or death 

when someone has been violently abused, but not witness the actual torturing as part of the line 

of duty.   

Some important differences based on my findings include the settings, locations, and 

mission objectives between combat troops and public safety workers.  Combat troops generally 

face their work related dangerous incidents outside of the United States, whereas public safety 
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workers face theirs generally within the United States.  Combat troops are sent away from their 

homes on combat tours of duty ranging from 6 to 18 months.  Public safety workers serve their 

tours of duty in the regions near their homes, and their tours range from 12 to 36 hours.  Thus, 

tours of duty are much shorter for public safety workers and they do not experience the distance 

from and lack of contact with their families and loved ones as do combat troops.  Some living 

conditions that combat troops face while on deployment can be challenging, and more intense 

than for public safety workers.  As one of the research participants in the present study 

explained, while out on missions, troops might not have access to showers or baths for an 

extended period of days and must use buckets of water for washing one’s privates and armpits, 

and in desert conditions the sand is present in everything.  Even when one washes one’s 

underwear, the sand sticks to it while drying, and so troops deal with skin irritation as well.  

Public safety workers generally do not face these types of living conditions challenges often, and 

if they do, as in the case of deep wilderness rescue operations, it is for much shorter periods of 

time. 

My findings suggest that the nature of dangerous incidents is more similar between law 

enforcement types of public safety workers and combat veterans than other types of public safety 

workers, such as fire/rescue emergency responders.  Law enforcement officers and combat 

veterans have been trained to kill and carry firearms and weapons.  Fire/rescue emergency 

responders are trained for the primary purpose of protecting and saving life and property, and 

rendering emergency medical care.  My findings suggest that for combat veterans, the focus on 

being trained to kill and killing is more intense and combat veterans utilize their weapons and 

take lives more frequently than law enforcement officers.  Research participants explained this as 

combat troops are trained to be killing machines, and see those they are to kill as enemies, but 
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law enforcement officers are trained to kill only to protect themselves and others, not as a 

mission objective.    

For the experience of PTSD, my findings suggest that main similarities between public 

safety workers and combat veterans include line of duty incident-related trauma material in 

repetitive recall, intrusive memories, nightmares, and flashbacks and the experience of existential 

shattering.  My findings suggest the elements of existential shattering that are similar between 

combat veterans and public safety workers include loss of faith, religion, spirituality/spiritual 

practices, and loss of purpose.  Like the research participants who are public safety workers, 

those that are combat veterans gave examples in their interview narratives of how they lost their 

faith and spirituality and -related practices after witnessing and experiencing the tragedy, loss of 

life, atrocity, violence, and gore they faced in the line of duty.  Additionally, they experienced 

the loss of sense of purpose since because they were no longer active troops or active emergency 

responders because of PTSD.  These elements, along with the cultural stigma and related double 

bind regarding the expression of vulnerability/distress, could be major factors contributing to 

suicide in the combat-veteran population.   

For similarities between combat veterans and public safety workers in the experience of 

healing and recovery from PTSD, my findings suggest that clinician cultural competence, 

culturally-congruent residential treatment programs, and peer support are the most important 

elements.  Research participants that are combat veterans as well as emergency responders gave 

examples of experiences where they felt better understood by clinicians who were either combat 

veterans or emergency responders themselves or civilian clinicians very familiar with the culture 

than civilian clinicians with no familiarity with either culture.  WCPR was also described by 

these participants as helpful because many clinicians and peers on the staff are combat veterans 
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or have served in the military in addition to being emergency responders, and are thus part of the 

combat-veteran culture.   

Ongoing peer support from connections made at WCPR as well as FSRN support group 

meeting attendance was also identified as helpful.  Research participants that are combat veterans 

remarked, as those who are emergency responders did, that participation in the WCPR program 

as returning peers who help the new clients coming through the treatment program gives them a 

new sense of purpose, thus helping to heal existential shattering.  One slight difference in peer 

support indicated in my findings is that combat veterans can also access peer support at local 

American Legion and Veterans of Foreign Wars posts.   Public safety workers do not have 

similar official posts at which to gather and socialize, to my knowledge and the current literature, 

other than at FSRN meetings.  It makes sense to me that peer support is important in both 

cultures for healing and recovery from PTSD, since cohesive-family like bonding is a strong 

characteristic in both cultures and often lost when a public safety worker must retire due to 

PTSD and when troops leave their combat units and return to civilian life post deployment.  Peer 

support helps re-establish these important bonds for public safety workers and combat veterans 

alike.   

As a clinician, I have provided group therapy sessions for public safety workers and for 

combat veterans, and have witnessed the bonding and healing power of peer support.  In fact, the 

bonds of trust and understanding form so quickly and firmly that these groups almost run 

themselves.  I surmise this is also because groups of public safety workers and combat veterans 

quickly become as crews or military units, and because public safety workers and combat 

veterans tend to be mission focused, their mission becomes healing and recovering from PTSD 

as a group, with a great deal of emphasis on helping each other.  As a clinician, I have also run 
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group therapy with civilians, and I have not witnessed the same level of speed and intensity in 

bonding, and teamwork toward healing and recovery.  These elements are present, but not as 

intense.   

One difference in the process of accessing treatment for PTSD for combat veterans 

versus public safety workers, as suggested in my findings, is that combat veterans are limited to 

seeking practitioners and treatment facilities inside the military, such as through the Department 

of Veterans Affairs.  Quality of treatment is often low and many times troops do not receive 

treatment because there are more troops in need than the military practitioners and facilities can 

accommodate.  This finding is congruent with the existing research, as discussed in the literature 

review, regarding the low quality and lack of availability of PTSD treatment for combat veterans 

(Hall, 2001; Paulson & Krippner, 2007). Public safety workers do not face this constraint, and 

can choose their practitioners and programs as covered by their medical insurance benefits.  This 

is very much an organizational issue, and research participants who are combat veterans 

remarked that it would be helpful if the military would allow for combat veterans to access care 

outside the military.  Additionally, one of the research participants who is a combat veteran as 

well as emergency responder commented that when combat veterans come back from 

deployment, they spend 30 days on a military base before going home in order to facilitate 

readjustment, and they are still together; their unit is still intact during that time, and regular 

debriefing sessions should be added during that 30-day period so the troops can process their 

experiences within the bonds of their unit.  From my perspective as a clinician, the benefit of this 

idea is it would be another form of peer support, so that the troops could work through any 

traumatizing experiences prior to returning to their homes, and be referred to continuing 
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treatment if needed.  Additionally, this would also facilitate unit members staying in touch with 

one another for ongoing support.   

Taken altogether, my findings comprise a pilot study investigating similarities and 

differences of the public safety worker and combat veteran cultures in cultural values and 

characteristics, nature of line of duty work, experiencing PTSD, and the process of healing and 

recovery.  My findings suggest that there are more similarities than differences between the two 

cultures. Additionally, I have noticed as a clinician and emergency responder that there is a great 

deal of crossing over.  I have met many emergency responders who are also combat veterans.  

Several of my emergency responder friends also served in the military reserves, and served 

combat tours in the Middle East.  Understanding the similarities between the two cultures, 

especially the cultural characteristics, the dangerous nature of line of duty work, including 

exposure to tragedy, death, atrocity, violence, and gore, the toughness value/hero expectation and 

associated cultural stigma of expressing distress, existential shattering, the importance of peer 

support because of family-like cohesive bonding, is important for developing greater familiarity 

and competency for clinicians to build effective therapeutic alliances with both cultures.  

Additionally, these similarities suggest that culturally-congruent residential treatment programs, 

such as WCPR, would feel familiar and comfortable for members of the combat veteran culture 

as well as for members of the public safety-worker culture. Furthermore, peer support can be 

effective between combat veteran and public safety worker cultural members as well.  I 

recommend more research investigating the similarities between these two cultures, their 

experiences of PTSD, and the implications for effective, culturally-congruent treatment and 

recovery. 
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Limitations, Delimitations, and Conclusions of Study 

The present study has several possible limitations.  First, because there are only eight 

participants in this research, the population sample is very small.  Therefore, the results cannot 

be generalized to the larger population of public safety workers, combat veterans, and clinicians 

who are also combat veterans or public safety workers.  Another issue was that I did not have an 

equal representation of female public safety workers in my sample.  Only two of the eight 

participants were female.  I faced some challenges in obtaining research participants, especially 

females, perhaps because of the public safety worker cultural stigma associated with PTSD and 

also because there are more males and females in the public safety culture.  I was successful 

when I contacted WCPR.  Because most of the research participants came from the WCPR 

setting and experienced much healing there, it should be noted this had an influence on the 

significance of culturally-congruent, exclusive residential treatment programs in the data and 

findings as effective for public safety workers healing and recovering from PTSD.   

Another limitation is that the public safety culture is comprised of subcultures, such as 

emergency responders, 911 dispatchers, federal agents, security personnel, airline pilots, and 

search and rescue personnel.  As previously mentioned in the introduction, this study focused on 

emergency responders.  Emergency responders include firefighters, emergency medical 

technicians, law enforcement officers, and 911 dispatchers.  The research participants were either 

firefighter/EMTs or law enforcement officers.  As I listened to the participants’ narratives during 

the interviews and began analyzing the data afterward, I discovered that there were some 

differences between firefighter/EMTs and law enforcement officers, enough for these to emerge 

as subcultures within the emergency responder culture within the public safety culture. For 

instance, as previously discussed, law enforcement officers carry firearms and are trained to kill 
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when necessary to protect life, and arrest criminals, and firefighter/EMTs generally do not carry 

firearms and are trained to protect and save lives and property by putting out fires, rescuing 

citizens from accidents and disasters, and rendering emergency medical care and transportation 

to hospitals. Additionally, while I was at WCPR, I soon noticed that WCPR was also a 

subculture, and the members are all emergency responders or emergency responder combat 

veterans recovering from PTSD.  Many of the clinician/emergency responders and 

clinician/emergency responder/combat veterans are recovering from PTSD as well.  WCPR 

emerged as a subculture so much so that I could have done a successful ethnography of the 

WCPR program and community.   

The emergence and influence of these subcultures in this study on the data and findings 

present an additional issue with generalizing the results to the larger public safety-worker 

culture.  As I reflect on this, perhaps this dissertation may have been better presented as a cross 

public safety subcultural study investigating similar cultural aspects of how Fire/EMS, law 

enforcement officers, experience PTSD and implications for culturally-congruent, effective 

treatment.  However, this dissertation did successfully identify some prominent cultural aspects 

of experiencing and recovering from PTSD that appear to be salient in each of these subcultures, 

and some of the cultural aspects were also present in the combat veteran culture, as suggested by 

my small investigation of similarities and differences between public-safety-workers and combat 

veteran cultures regarding PTSD and recovery.  

It is important to note that I am also a member of the public safety-worker culture as an 

emergency responder as well as the researcher in this study.  As such, I did my best to remain 

aware of any biases I have as a cultural member that could influence the data collection, analysis, 

and findings.  Throughout this research process, I remained cognizant of my own cultural 



338 

assumptions as a member of the public safety-worker culture and took steps to avoid the impact 

on this research as much as possible.  For triangulation purposes, my methods included 

interviewing, field observations, and reviewing other sources such as books, documentaries, and 

films rather than just one means of collecting data.  Also, I included a great deal of the research 

participants’ narratives to let their voices stand out in the data as much as possible so that their 

perspectives, rather than mine, will be what mostly paints the picture of cultural aspects of how 

public safety workers experience and recover from PTSD.  Additionally, I added into the body of 

this study my reflections on the data and findings based on my experiences as a clinician and as a 

member of the public safety-worker culture.   

I developed several delimitations to facilitate the focus of this research on answering the 

research question and to complete the study as efficiently as possible according to time and 

resource parameters.  In determining the topic and research question of this study, I chose to 

focus on cultural aspects of how public safety workers experience PTSD and the implications for 

effective treatment because my passion and my life’s work as a mental health clinician and a 

public safety worker is to help public safety workers heal from trauma.  Additionally, there is no 

existing research on cultural aspects of how public safety workers experience and recover from 

PTSD, and I wanted to establish a foundation for scholarly knowledge and further research on 

this area of focus so that practitioners can increase their competency in helping traumatized 

public safety workers heal.   

Another delimitation of this study was the number of participants.  Because I am the lone 

researcher for this project and the scope of a dissertation study is relatively small, the sample size 

was limited to eight participants.  An additional delimitation was the criteria for participation in 

the research interviews.  For all of the participants, the criteria for participation in the interviews 
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included being an active or retired public safety worker because public safety-worker culture 

comprised the population targeted for this study.  Persons who are not active or retired public 

safety workers were excluded because the research question focuses on the public safety-worker 

culture.  For six of the participants, criteria also included a positive screen for PTSD as indicated 

by the Primary Care PTSD Screen (Prins et al., 2003) because this study focused on how 

members of the public safety-worker culture experience and recover from PTSD.   For two of the 

participants, research criteria included being a combat veteran as well as a public safety worker 

for the part of this study that focuses on similarities and differences between the public safety 

worker and combat veteran cultures.  Research criteria also included that two of the participants 

are mental health clinicians as well as public safety workers so that data would include 

perspectives from their clinical and well as cultural expertise on cultural aspects of how public 

safety workers experience and recover from PTSD.   

This study investigated and yielded several revealing findings and possibilities for future 

research relevant to the research question, which was, “What are the cultural aspects of how 

public safety workers experience posttraumatic stress disorder, and what are effective, culturally-

congruent treatment approaches?”  This study yielded a great deal of data, much more than I 

expected, and many findings emerged that were described and presented in Chapter 4 and 

discussed in this chapter.  Because there were so many findings, I made my comparisons to the 

existing research, identified my findings that were not in the existing research, gave my 

reflections, identified implications for treatment, and suggested areas for further research as I 

went.  Thus, I summarize the findings that were the most important and present throughout the 

different areas of focus in this study.  Each of these major findings is definitely worthy of further 

research.   
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Based on the findings, I successfully provided an overview of the public safety-worker 

culture, including artifacts and characteristics such as language, assumptions, beliefs, sense of 

community, norms, values, traditions, and ceremonies.  The most relevant finding that was 

present throughout this study was the presence of the physical and mental toughness value/hero 

expectation, and the associated cultural stigma of showing vulnerability, expressing distress, 

and/or seeking assistance or support for distress.  My findings suggest that female public safety 

workers experience this toughness value/hero expectation and associated cultural stigma more 

intensely than do male public safety workers.  This cultural element impacted all areas I 

investigated in this study, including traumatizing elements, the experience of PTSD, and the 

experience of the treatment, healing and recovery process.   Additionally, this element is also 

strongly present in the public safety organizational level of the culture.  Furthermore, my 

findings suggest that the toughness value/hero expectation and associated cultural stigma is also 

prevalent in the military combat-veteran culture.  One of the major related issues identified is the 

cultural double-bind this creates when public safety workers begin experiencing increased 

distress from critical incidents and then are met with the choice of keeping silent so as to avoid 

disapproval and ostracism, yet experience intensifying internal pain or expressing distress and 

seeking help but then experiencing the pain of disapproval and ostracism by one’s peers and the 

leadership in one’s public safety organization.  Additionally, this study suggested that the public 

safety worker toughness value/hero expectation contributes to an apparent cultural divide 

between public safety workers and the larger culture of civilians. The impact can include suicide, 

increased occurrence of physical and emotional stress-related illnesses such as PTSD, increased 

co-occurrence of substance abuse and addiction, and ripple out into relationship problems with 
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family members, loved ones, friends, and community with resulting negative impacts on their 

physical and emotional health as well.  

The findings of this study also conveyed how PTSD, plus the actions and reactions of 

public safety peers and organizations, impacts the public safety worker as a whole person, body, 

mind, and soul.  Helpful components suggested in my findings as most helpful for healing and 

recovery included clinician cultural familiarity and competence for psychotherapy with 

traumatized public safety workers, integrated approaches to trauma treatment with public safety 

workers that address the whole person, body, mind, and soul, culturally-familiar and -congruent 

residential treatment programs, and ongoing peer support.  Psychotherapy and treatment 

programs for family members and loved ones, of public safety workers with PTSD would also be 

beneficial.  For public safety organizations, the implications of this research call for a cultural 

shift to be initiated by the leadership in order to help reduce and eliminate the cultural stigma 

associated with expressing distress and asking for help as well as provision of ongoing 

educational training regarding critical incidents, stress-related illnesses including PTSD, and 

preventative self care, provision of quality EAP and CISM/CISD, provision of in-house 

clinicians familiar and competent with public safety culture, and establishing and maintaining 

effective in-house peer support teams.   

This dissertation has been more than a research project.  For me, it was a soul journey as 

well as a scholarly and professional pursuit.  This study, from start to finish, spanned nearly three 

years.  This is the story of the work of my heart, which is helping public safety workers and 

combat veterans to heal from their posttraumatic stress wounding and live life with happiness 

and vitality again.  The research participants gave of their hearts as well by providing their 

stories and their tears of their journeys with PTSD and the healing process.  They all wanted to 
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know that their participation in this study, including opening themselves up so deeply in their 

interviews, would help their brother and sister public safety workers who are suffering with 

PTSD, including those who are suffering in silence because of the cultural stigma.  Every so 

often, they have checked in with me to ask how my progress was coming, and they are looking 

forward to receiving their copies of this study so they can see the findings and discoveries their 

stories helped to yield, and how this will help others.  As I have mentioned in this study, I am an 

EMT who is recovering from PTSD related to my service at Pentagon Ground Zero during the 

9/11 incident.  Thus, as a scholar-practitioner who is a wounded healer, my work with public 

safety workers and combat veterans with PTSD is deeply sacred to me, and so was this 

dissertation journey.  Yet, this is simply a milestone.  I will continue my work and my research 

for helping public safety workers and combat veterans with PTSD to heal, and working to help 

clinicians develop familiarity and competence with these cultures so they can do the same.  

Finally, I hope this study will help to break the oppressive silence under which many traumatized 

public safety workers and combat veterans still suffer because of the cultural stigma related to 

the toughness value/hero expectation, so that all may share in the emancipation of healing and 

being human.  
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APPENDICES 

Appendix A: Primary Care PTSD Screen (PC-PTSD) 
 

Description 
 
The PC-PTSD is a 4-item screen that was designed for use in primary care and other medical 
settings and is currently used to screen for PTSD in veterans at the VA. The screen includes an 
introductory sentence to cue respondents to traumatic events. The authors suggest that in most 
circumstances the results of the PC-PTSD should be considered "positive" if a patient answers 
"yes" to any 3 items. Those screening positive should then be assessed with a structured 
interview for PTSD. The screen does not include a list of potentially traumatic events.  

Scale  
 
In your life, have you ever had any experience that was so frightening, horrible, or  
upsetting that, in the past month, you:  
 

1.  Have had nightmares about it or thought about it when you did not want to?  

     YES / NO  

2. Tried hard not to think about it or went out of your way to avoid situations that reminded you                               
of it?  

     YES / NO  

3. Were constantly on guard, watchful, or easily startled?  

    YES / NO  

4.  Felt numb or detached from others, activities, or your surroundings?  

     YES / NO  

 

Current research suggests that the results of the PC-PTSD should be considered "positive" if a 
patient answers "yes" to any three items.  
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Appendix B: Interview Questions for Public Safety Worker Participants with PTSD 

I invite you now to share with me your story of your experiences of PTSD, including your 
thoughts, feelings, and reactions.  Take your time and just do the best you can.  If you need to 
pause, take a break, or stop, please do not hesitate to let me know.  I will be asking some 
questions along the way, based on what you share in your story, to facilitate the telling of it. 
 
Do you think public safety workers are a culture-sharing group?  Why or why not? 

Do you think public safety workers’ work and personal lives differently from other groups of 
people?  What have you noticed? 

What has the experience of having PTSD been like for you physically, emotionally, and 
spiritually? 

When did the posttraumatic stress reactions begin, and what factors do you believe brought the 
onset and development of PTSD for you? 

What are your triggers?  What do you experience physically, emotionally, and spiritually when 
you are triggered? 

What aspects of your traumatic experiences have had the most impact on you? How? Why? 

What have been the most challenging or difficult aspects of experiencing PTSD for you? 

What, if anything, have you noticed about how other public safety workers that you know who 
have experienced PTSD? 

Do you think experiencing PTSD is different for public safety workers than it is for other groups 
of people? Why?  What do you notice? 

Please tell me about any treatment you received from physicians, programs, or mental health 
clinicians.  When were you diagnosed? What has been helpful?  What has not helped? 

What has your public safety organization made available to you and other members of your 
organization in terms of support and services for helping to cope with stress related to line of 
duty service? What has been helpful?  What has not been helpful? 

When you developed PTSD, what services and support did your public safety organization offer?  
What was helpful?  What was not helpful?   

What ideas or suggestions do you have about how public safety organizations can reduce or 
prevent stress reactions and PTSD?  What changes would be helpful?  What types of programs 
would be helpful? 
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What, in general, has been helpful for your healing physically, emotionally, and spiritually? 
How?  Why? 

What have you learned from all of these experiences about how you and any other public safety 
workers you know about PTSD and the healing process?  Do you think the recovery process for 
public safety workers who are combat veterans is different from that of other groups of people? 

What strengths have you discovered about yourself and other public safety workers in the 
process of experiencing and healing from trauma? 
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Appendix C: Interview Questions for Participants who are both 
Public Safety Workers and Military Combat Veterans with PTSD 

I invite you now to share with me your story of your experiences of PTSD, including your 
thoughts, feelings, and reactions.  Take your time and just do the best you can.  If you need to 
pause, take a break, or stop, please do not hesitate to let me know.  I will be asking some 
questions along the way, based on what you share in your story, to facilitate the telling of it. 

Do you think public safety workers are a culture-sharing group?  Why or why not? 

Do you think public safety workers experience their work and personal lives differently from 
other groups of people?  What have you noticed? 

What are any similarities and differences you have noticed between public safety workers and 
military combat veterans when it comes to experiencing and dealing with line of duty related 
stress and posttraumatic stress reactions?  What have you noticed? 

What has the experience of having PTSD been like for you physically, emotionally, and 
spiritually? 

When did the posttraumatic stress reactions begin, and what factors do you believe brought the 
onset and development of PTSD for you? 

What are your triggers?  What do you experience physically, emotionally, and spiritually when 
you are feeling triggered? 

What aspects of your traumatic experiences have had the most impact on you? How? Why? 

What have been the most challenging or difficult aspects of experiencing PTSD for you? 

What, if anything, have you noticed about how other public safety workers that you know who 
have experienced PTSD? 

Do you think experiencing PTSD is different for public safety workers and combat veterans than 
it is for other groups of people? Why?  What do you notice? 

Please tell me about any treatment you received from physicians, programs, or mental health 
clinicians.  When were you diagnosed? What has been helpful?  What has not helped? 

What, in general, has been helpful for your healing physically, emotionally, and spiritually? 
How?  Why? 

What have you learned from all of these experiences about how you and any other public safety 
workers you know about PTSD and the healing process?  
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What are any similarities and differences you have noticed about what public safety workers 
need and combat veterans need for healing from PTSD? 

What has your public safety organization made available to you and other members of your 
organization in terms of support and services for helping to cope with stress related to line of 
duty service? What has been helpful?  What has not been helpful? 

When you developed PTSD, what services and support did your public safety organization offer?  
What was helpful?  What was not helpful?   

What ideas or suggestions do you have about how public safety organizations can reduce or 
prevent stress reactions and PTSD?  What changes would be helpful?  What types of programs 
would be helpful? 
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Appendix D: Interview Questions for Public Safety Worker Participants 
who are Mental Health Practitioners 

Do you think public safety workers are a culture-sharing group?  Why or why not? 

Do you think public safety workers experience their work and personal lives differently from 
other groups of people?  What have you noticed? 

What impacts have you noticed physically, emotionally, and spiritually in how public safety 
workers experience PTSD in comparison to other populations? 

What do you think are the most challenging or difficult aspects of experiencing PTSD for public 
safety workers in comparison with other populations? 

Do you think mental health practitioners need to view public safety workers as a culture and so 
develop cultural competence as well as ensure treatment modalities are culturally appropriate as 
well as effective?  Why or why not? 

What, in general, have you noticed is effective for healing physically, emotionally, and 
spiritually for public safety workers with PTSD? How?  Why? 

What are any similarities and differences you have noticed between public safety workers and 
military combat veterans when it comes to experiencing and dealing with line of duty related 
stress and posttraumatic stress reactions, including PTSD?  What have you noticed? 

What are any similarities and differences you have noticed about what public safety workers 
need and combat veterans need for effective healing from PTSD? 

What has been your experience of public safety organizations providing support and services for 
public safety workers in order to assist them to cope with stress and/or PTSD related to line of 
duty service? What is helpful in your opinion?  What is not helpful? 

What ideas or suggestions do you have about how public safety organizations can reduce or 
prevent stress reactions and PTSD?  What changes or programs would be helpful?   

 


