The heavy psychological
toll on firefighters

By Chris G. Caulkins, MPH, MA, ABD

Having served in fire and EMS for over two decades,
I—Ilike many of you—am largely a product of the fire
service. We put others before ourselves, make order out
of chaos, and have a front row seat to tragedy. Make no
mistake about it; our exposure to psycho%ogical trauma
happens on a regular, if not daily, basis.

One-fourth of US adults are diagnosed with a mental
illness, while it is estimated that 50% have a mental
illness, but have not been—or will not be—diagnosed.
I, myself, have posttraumatic stress disorder (PTSD),
depression, and anxiety. Given that anywhere from
7-37% of firefighters—depending on which study you
read—have developed PTSD in the last year, I am far
from alone. In comparison, within the last year, 3.5%
of the US population was diagnosed with PTSD. De-
pression and anxiety are also frequently associated with
PTSD. Researchers, who surveyed 34,340 EMS pro-
viders, found that approximately 6% of us are experi-
encing mild to extreme depression, anxiety, and stress.
Unspecified trauma and stressor-related disorder hap-
pens when a person meets some, but not all, criteria
for PTSD that exerts a negative effect on their life.
Acute stress disorder happens shortly after the trauma
and may last up to a month, after which PTSD is di-
agnosed. Many responders will not reveal their mental
health difficulties, with 55% saying supervisors would
treat them differently, 45% saying co-workers think of
them as weak, and 34% believing they will not get pro-
motions. I, personally, would prefer to have the fire-
fighter in the engine, police officer in the squad car, or
pilot—I write while 31,000 feet over Colorado—in the
cockpit, who is being successfully treated for psycho-
logical trauma or suicidal ideation, rather than remain-
ing untreated and “stuffing” it.

Psychological trauma results from exposure to death,
serious trauma, or sexual violence. These traumas may
have occurred to us personally, been witnessed happen-
ing to others, or been heard of in an unexpected and
violent situation. Trauma, not unlike improper lifting,
may happen after one event or repeated exposures. Not
everyone exposed to trauma will develop a psychiat-
ric disorder. Three firefighters can respond to the same
incident, with one unscathed, one profoundly impact-
ed, and another not immediately affected, but having
added to his later cumulative trauma. Often, the factor
that tips the balance is personal identification with a

victim—Ilike a firefighter responding to a victim the
same age as her own child. Another factor may be a
genetic predisposition, which only manifests when the
exposure to a stressful event has the right “ingredients”
to unlock the disorder. On average, the brain does not
fully develop until the mid-20s. Because of this delay,
the younger firefighter may be more impulsive, have
impaired emotional management, and may be more
susceptible to trauma. With psychological trauma, the
hippocampus, which regulates storing and retrieving
of memories, often shrinks, as well as the emotion-reg-
ulating prefrontal cortex. This allows the amygdala to
take over, unchecked, putting the responder into a dif-
ficult place to control fight, flight, or freeze reaction.
With proper therapy, such as cognitive processing ther-
apy (CPT), prolonged exposure (PE) therapy or eye
movement desensitization and reprocessing (EMDR)
therapy, the hippocampus may build up again, al-
lowing trauma to become manageable and for one to
function well again. After receiving EMDR for three
months, I moved from constant intrusive thoughts and
suicidal ideation to having none. Results may vary and
others may need different types of treatment.

The worst-case outcome of trauma is suicide. In my re-
view of Minnesota death records from 1994-2016, over
50 fire departments have had at least one firefighter
die by suicide. The four most common illnesses attrib-
uted to suicide are major depressive disorder (MDD),
borderline personality disorder (BPD), nicotine depen-
dence, and PTSD. Cultural factors may also contribute
to the toxic ingredients necessary for a firefighter to
die by suicide. Cowboy and firefighting culture have
an amazingly common set of beliefs, values, and cus-
toms. When conducting research in the “suicide belt”
of the US—the Intermountain West—1I found cowboy
culture is a major factor that discourages help seek-
ing behavior, makes one feel alone in their pain, and
encourages dangerous coping skills, like use of alcohol
and risk-taking behavior.

Trauma can also have a positive outcome, known as post-
traumatic growth (PTG). PTG generally co-exists with
PTSD and results when one takes the sum of their expe-
riences and feels rewarded by using them to help others.
PTG may provide a source of meaning and purpose in
life—important for suicide prevention—and result in
(Psychological toll continued on page 28)
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emotional growth.

We in the fire service must take
steps to recognize psychological
trauma in co-workers and ourselves,
establish a supportive culture of un-
derstanding and help seeking, and
realize that we are ineffective in
caring for others if we do not first
help ourselves. The MnFire confi-
dential peer support line is 1-888-
784-6634 and the National Suicide
Prevention Hotline is 1-800-273-
8255. You are valuable. You are
needed. We are not alone.

**Please note an editorial decision
to remove citations and references
had been made. Please contact
Chris for a copy of this article with
citations and references intact.
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search.org. 7
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probe in the bladder or the esopha-
gus. We try to actively and rapidly
rewarm them from “inside out” to
avoid several complications includ-
ing core afterdrop. Active internal
rewarming often involves warmed
intravenous fluid or bathing sterile
body cavities in the chest or abdo-
men with warmed fluid. If hypo-
thermia is severe (core temperature
< 28°C / 82.4°F) or the patient is
unstable or in cardiac arrest, stan-
dard internal rewarming sometimes
isn’t fast enough.

Warming the blood outside of the
body, or extracorporeal rewarming,
is the most efficient way to rescue
an unstable or arrested patient with
hypothermia. While extracorporeal
rewarming was once done only in
the operating room by opening the
patient’s sternum for cardiopulmo-
nary bypass (similar to open heart
surgery), we now have the ability to
do partial cardiopulmonary bypass
at the bedside in the Emergency
Department using a portable extra-
corporeal membrane oxygenation

(ECMO) circuit.

ECMO is an exciting advance in
emergency life support which is
particularly well-suited to severe
hypothermia. ECMO drains 3-5
liters per minute of blood from the
patient via a catheter in a large,
central vein, warms the blood while
adding oxygen and removing carbon
dioxide (doing much of the work of
the lungs), and finally returns the
blood to the aorta at flow rates that
can perfuse vital organs such as the
brain. In fact, in the configuration
used to rewarm hypothermic pa-
tients, ECMO allows physicians to
stop CPR while awaiting return of
spontaneous circulation as it can re-
place heart and lung function while
rewarming the patient at 4-6°C per
hour or more.

ECMO is available only at select
referral centers which has implica-
tions for the triage and transport of
patients with hypothermic cardiac
arrest. In fact, experts now rec-
ommend that select hypothermic
patients with a favorable prognosis
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be preferentially transported to an
ECMO center for extracorporeal
rewarming (9, 10). In our experi-
ence over the last two winters at
Hennepin County Medical Center,
we have used ECMO to rewarm five
hypothermic patients in cardiac ar-
rest from an initial core tempera-
ture of 21°C (69.8°F) and 2.5 hours
of CPR, on average, with 3 (60%)

surviving neurologically-intact.
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The Heavy Psychological Toll on Firefighters

Chris G. Caulkins, MPH, MA, ABD

Having served in fire and EMS for over two decades, [—Ilike many of you—am largely a
product of the fire service. We put others before ourselves, make order out of chaos, and have a
front row seat to tragedy. Make no mistake about it; our exposure to psychological trauma

happens on a regular, if not daily, basis.

One-fourth of US adults are diagnosed with a mental illness (Substance Abuse and
Mental Health Services Administration [SAMHSA], 2014), while it is estimated that 50% have a
mental illness, but have not been—or will not be—diagnosed (Centers for Disease Control and
Prevention [CDC], n.d.). I, myself, have posttraumatic stress disorder (PTSD), depression, and
anxiety. Given that anywhere from 7-37% of firefighters—depending on which study you read—
have developed PTSD in the last year (Berger et al., 2012; Del Ben, Scotti, Chen, & Fortson,
2006), I am far from alone. In comparison, within the last year, 3.5% of the US population was
diagnosed with PTSD (Kessler et al., 2012). Depression and anxiety are also frequently
associated with PTSD. Researchers, who surveyed 34,340 EMS providers, found that
approximately 6% of us are experiencing mild to extreme depression, anxiety, and stress
(Bentley, Crawford, Wilkins, Fernandez, & Studnek, 2013). Unspecified trauma and stressor-
related disorder happens when a person meets some, but not all, criteria for PTSD that exerts a
negative effect on their life (American Psychiatric Association [APA], 2013, p. 290). Acute
stress disorder happens shortly after the trauma and may last up to a month (p. 281), after which
PTSD is diagnosed (p. 284). Many responders will not reveal their mental health difficulties,
with 55% saying supervisors would treat them differently, 45% saying co-workers think them

weak, and 34% believing they will not get promotions (University of Phoenix, 2017). I,



personally, would prefer to have the firefighter in the engine, police officer in the squad car, or
pilot—I write while 31,000 feet over Colorado—in the cockpit, who is being successfully treated

for psychological trauma or suicidal ideation, rather than remaining untreated and “stuffing” it.

Psychological trauma results from exposure to death, serious trauma, or sexual violence
(APA, 2013). These traumas may have occurred to us personally, been witnessed happening to
others, or been heard of in an unexpected and violent situation. Trauma, not unlike improper
lifting, may happen after one event or repeated exposures. Not everyone exposed to trauma will
develop a psychiatric disorder. Three firefighters can respond to the same incident, with one
unscathed, one profoundly impacted, and another not immediately affected, but having added to
his later cumulative trauma. Often, the factor that tips the balance is personal identification with
a victim—Iike a firefighter responding to a victim the same age as her own child. Another factor
may be a genetic predisposition, which only manifests when the exposure to a stressful event has
the right “ingredients” to unlock the disorder (McKeever & Huff, 2013; Tiegel, 2017). On
average, the brain does not fully develop until the mid-20s (Pujol, Vendrell, Junqué, Marti-
Vilalta, & Capdevila, 1993). Because of this delay, the younger firefighter may be more
impulsive, have impaired emotional management, and may be more susceptible to trauma
(Giedd, 2008; Yurgelun-Todd, 2008). With psychological trauma, the hippocampus, which
regulates storing and retrieving of memories, often shrinks, as well as the emotion-regulating
prefrontal cortex. This allows the amygdala to take over, unchecked, putting the responder into a
difficult place to control fight, flight, or freeze reaction. With proper therapy, such as cognitive
processing therapy (CPT), prolonged exposure (PE) therapy or eye movement desensitization
and reprocessing (EMDR) therapy, the hippocampus may build up again, allowing trauma to

become manageable and for one to function well again. After receiving EMDR for three months,



I moved from constant intrusive thoughts and suicidal ideation to having none. Results may vary

and others may need different types of treatment.

The worst-case outcome of trauma is suicide. In my review of Minnesota death records
from 1994-2016, over 50 fire departments have had at least one firefighter die by suicide. The
four most common illnesses attributed to suicide are major depressive disorder (MDD),
borderline personality disorder (BPD), nicotine dependence, and PTSD (Bolton & Robinson,
2010; Goldsmith, Pellmar, Kleinmann, & Bunney, 2002; Richard-Devantoy, Emilie, Sébastien,
Phillipe, & Fabrice, 2012). Cultural factors may also contribute to the toxic ingredients necessary
for a firefighter to die by suicide. Cowboy and firefighting culture have an amazingly common
set of beliefs, values, and customs. When conducting research in the “suicide belt” of the US—
the Intermountain West—I found cowboy culture is a major factor that discourages help seeking
behavior, makes one feel alone in their pain, and encourages dangerous coping skills, like use of

alcohol and risk-taking behavior (Caulkins, 2014).

Trauma can also have a positive outcome, known as posttraumatic growth (PTG,
Tedeschi & Calhoun, 1996). PTG generally co-exists with PTSD and results when one takes the
sum of their experiences and feels rewarded by using them to help others (Tedeschi & Calhoun,
2004). PTG may provide a source of meaning and purpose in life—important for suicide
prevention (American Association of Suicidology, 2013; Frankl 1959/2006)—and result in

emotional growth.

We in the fire service must take steps to recognize psychological trauma in co-workers
and ourselves, establish a supportive culture of understanding and help seeking, and realize that

we are ineffective in caring for others if we do not first help ourselves. The MnFire confidential



peer support line is 1-888-784-6634 and the National Suicide Prevention Hotline is 1-800-273-

8255. You are valuable. You are needed. We are not alone.

Chris has 25 years of EMS experience, 15 years of firefighting, 21 years in EMS and fire
education, and over 13 years in suicidology. Chris is the executive director of the Strub Caulkins
Center for Suicide Research (SCCSR) and has researched, presented, and published on suicide at
a state, national, and international level. Chris may be contacted at

c.caulkins@suicideresearch.org. You may follow the SCCSR on Facebook at

https://facebook.com/StrubCaulkins or visit us on the web at www.suicideresearch.org.
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