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Abstract

:

Emergency responders (police, fire, ambulance and defence force personnel) risk exposure to dangerous and traumatic events, and the possible subsequent development of post-traumatic stress disorder. Consequently, partners of these emergency responders risk developing secondary traumatic stress (STS) from vicarious exposure to the trauma through communication and engagement with their responders. A mixed-methods study of the partners of emergency responders in New Zealand examined the extent of such partner-associated STS. This article focuses on two research questions: to what extent were risk factors for STS identified within that population, and what did the participants believe may help them to mitigate the impact of STS. An online anonymous survey was developed and eligible participants completed a 17-item STS scale, a social support measure, and answered several open-ended questions. Of the 646 participants, twenty percent appear to be experiencing intrusion, arousal, and avoidance symptoms related to the trauma experienced by their responder. Almost half stated they have little or no emotional/informational support related to their responder’s work. Thematic analysis of free-text responses identified the need for additional support and more direct communication/engagement from the organisations for partners to navigate their experiences of STS and the level of social support received and required. The authors conclude with recommendations to emergency responder organisations.
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1. Introduction


1.1. Literature Review


In 2014/2015, New Zealand had over 33,000 defence and emergency responders; this included about 11,000 regular and reserve personnel in the New Zealand Defence Force (NZDF); around 9000 police; almost 9000 volunteer and paid firefighters; and around 4000 volunteer and paid ambulance officers. Their job of helping to protect the public exposes them to many life-threatening and dangerous situations and puts them at risk of experiencing traumatic stress [1,2,3,4]. A study looking at the psychological health of New Zealand emergency services organisations, including firefighters, police and ambulance services, found that “stressful job characteristics and psychological outcomes are not necessarily unique to any one service” [1] (p. 238).



While defence and emergency response organisations pay increasing attention to mitigating the potential of these roles to cause employee traumatic stress, limited attention has been paid to the impact on the employee’s partners and spouses [5,6,7]. These partners risk developing secondary traumatic stress (STS) from engaging with their responder’s stress reactions [5,8,9]. In New Zealand it is estimated that about half of the defence and emergency responders have partners, which means approximately 16,000 partners associated with these organisations are at risk of becoming traumatised. Studies of secondary trauma in other groups (e.g., social workers, counsellors, and psychologists) indicate that such secondary trauma is both preventable and treatable [10,11,12].



Social support has long been identified as a method of reducing the negative impact of stress on health as well as decreasing psychological risks, morbidity, and mortality [13,14,15]. Support from significant others, such as partners and spouses, can increase the likelihood of individuals seeking mental health care [16,17]. In reporting a positive outcome of such support, Hoyt and colleagues [18] found that military members who disclosed traumatic events to spouse, friends, and family exhibited fewer primary traumatic stress symptoms than those who disclosed to therapists. The authors suggested providing family groups with education programmes to become more helpful listeners. Thus, coordinated social support from the organisation, peers, and partners plays an important role in how responders manage their own trauma [19,20,21,22].




1.2. Brief Timeline


The effects of primary trauma on partners of military service members have been discussed since the early 1980s in publications such as Stress and the Family [23] and ‘Detoxification’ of Vietnam War trauma, a combined family individual approach [24]. During that time, awareness has grown that both family-focused social support and organisational support are key parts of the solution but progress has been slow. Figley reported in 1985 that “the family in particular and the entire social support system in general serve as an antidote to post-traumatic stress disorder” [25] (p. 284). Yet twenty years later, he was asking the organisations who the spouses could turn to for help [6] and again in 2016, he was still pointing out organisational dysfunctions that impede partners from getting help, stating that the “current organizational and leadership structure as it pertains to mental healthcare is critically failing military personnel and their families” [26] (p. 71).




1.3. Purpose of the Study


To improve understanding of the lives of the partners of New Zealand’s defence and emergency responders, the present study was designed to investigate how these partners respond to high-risk, work-induced stress experienced by their responder. Findings are presented for two research questions: To what extent were risk factors for STS identified within that population? What did the participants believe may help them to mitigate the impact of such stress? Two quantitative measures were used to address the first research question while qualitative analysis of two open-ended questions was used to address the second research question.





2. Methods


2.1. Recruitment and Participation


A mixed methods study was conducted across all regions of New Zealand in accordance with the protocols of the University of Auckland Human Participants Ethics Committee on five December, 2013 (reference number 010832). The study delivered a cross-sectional survey via an online, self-administered, anonymous, questionnaire, on a survey research platform called LimeSurvey version 2.0 [27]. Eligible participants were the self-defined partners, spouses, girlfriends/boyfriends of current New Zealand Defence, Police, Fire and Ambulance personnel. Recruitment was through official organisational channels such as newsletters, support group representatives and online portals as well as grassroots programs set up by/for partners such as Facebook, blogs, and groups associated with the defence/emergency responder organisations. In total, 945 participants self-reported meeting eligibility criteria for the survey and gave their informed consent to participate in the survey. Participants were excluded from analyses if they did not complete the entire survey (251 individuals); they indicated that their defence/emergency responder partner had not experienced at least one stressful event from the Life Events Checklist (LEC-5) [28] screening for traumatic events (26 individuals); and they did not complete the partner adaptation to the secondary traumatic stress scale (four individuals). These exclusions resulted in a final convenience sample of 664 partners.




2.2. Participant Demographics


Participants were from each of the 20 District Health Board regions in New Zealand, 583 identified as females, 74 as males, and seven individuals chose not to answer the question. They were aged 18 to 73 years (mean = 39.8 years) and had been together as a couple with their emergency responder partner from several months to 54 years (mean = 14.2 years). Their defence/emergency responder had been working in their jobs for a mean of 14.6 years, with four percent currently working for more than one organisation. The proportions of partners from each organisation represented in this study mirrored very closely those of the respective organisations. Of the 664 partners who participated in this study, 27 percent were partners of police officers, 33 percent were partners of firefighters, 31 percent were NZDF members’ partners and 13 percent were ambulance service partners.




2.3. Adaptation to the Secondary Traumatic Stress Scale (Adapted STS Scale)


The 17-item Secondary Traumatic Stress Scale (STSS) [29], was modified for the current study. Guided by the DSM-IV, the STSS was designed to identify the frequency of intrusion, avoidance, and arousal symptoms experienced because of indirect exposure to traumatic events in social workers. Response options were based on a five-point Likert Scale ranging from ‘never’ to ‘very often’.



The STSS is an internally reliable measure of STS, Cronbach’s α = 0.93 [29] and Cronbach’s α = 0.94 [30]. Although the scale is not used as a PTSD diagnostic tool, it indicates the proportion of participants meeting the symptomatic criteria for possible PTSD and can be examined using a cut-off score. The STSS was validated in social work populations [29,30] and has been widely used in various cultures [31,32] and participant groups including nurses [33], counsellors [34], midwives [35], healthcare providers [36], law enforcement investigators [37], and domestic violence advocates [38]. This scale was developed to evaluate STS with workers, minor modifications to the scale questions and directions made it fit to use with partners of emergency responders. The adapted scale was reviewed and approved by the main author of the STSS. Eight questions were modified to describe secondary symptoms in partners of responders. For example, ‘I had disturbing dreams about my work with clients’ became ‘I had disturbing dreams about my emergency responder’s stressful experience(s)’.




2.4. Emotional/Informational Support Measure


To evaluate informational and emotional support available to the partners of responders, a portion of the widely used Medical Outcomes Study (MOS) Social Support Survey [39] was adapted for use in this study. The MOS comprises four separate social support subscales: emotional/informational support, tangible support, affectionate support, and positive social interaction. These can be evaluated individually or as a group. The subscale for information and emotional support showed high convergent and discriminant validity with a Cronbach’s α = 0.96 and that portion was chosen for this study. The current study modified the wording for the directions and the eight chosen items on the scale so that they were appropriate for the study population. For example: “someone who understands your problems” became “someone who understands your problems with your emergency responder’s work”. Items for the MOS subscale can be found in Section 3.2.




2.5. Thematic Analysis


Analysis of the online survey’s qualitative responses was guided by Attride-Stirling’s [40] thematic networks. This framework was used for condensing/dissecting the raw text data into thematic categories. NVIVO 10 (QSR International, Melbourne, Australia) a qualitative data management software programme, was used to store, classify, sort, and examine relationships in qualitative responses. The online anonymous responses to two open-ended questions were downloaded directly into the programme and common or related codes (labelling text relevant to answering the study questions) were grouped into themes.





3. Results


3.1. Adapted Secondary Traumatic Stress Scale


The Adapted STS Scale consisted of 17 items and, in this study, yielded Cronbach’s α = 0.94. Results for the Adapted STS Scale were analysed using cut-off scores recommended for the original STS Scale [41]. The table below presents cut-off scores which place individuals into one of five categories based on their responses. The scores range from 17 to 74. Individuals achieving a cumulative score of less than 28 are interpreted as having ‘little or no risk of secondary trauma’; scores between 28 and 37 indicate ‘mild risk of secondary trauma’; scores between 38 and 43 indicate ‘moderate risk of secondary trauma’; with ‘high risk of secondary trauma’ indicated if the scores were between 44 and 48. Finally, any scores of 49 or above indicate ‘severe risk of secondary trauma’. Table 1 presents scores for the individual categories and a combined score for the Moderate/High/Severe risk categories indicating possible secondary trauma.



This table shows that 20 percent of participants appeared to struggle with intrusive, arousal, and avoidance thoughts about the trauma experienced by their emergency responder.




3.2. Emotional/Informational Support Measure


The directions for the support measure asked individuals to state, ‘How often each of the following kinds of support is available to you if you need it’ based on a five-item Likert Scale ranging from ‘none of the time’ to ‘all of the time’. The emotional/informational support scale for this study comprised five items, (Cronbach’s α = 0.95).



Table 2 indicates the frequency with which different types of social support were available to help participants manage stressful issues or situations experienced by their responder partner.



Except for the first statement, ‘someone to confide in’, the remaining questions in this table indicated that the largest percentage of partners claimed to have minimal or a total lack of emotional or information support.




3.3. Findings from Thematic Analysis


Participants were asked two open-ended questions: “What more, if anything, would you like the organisation to do for your emergency responder?” and “What more, if anything, would you like the organisation to do for YOU as the partner of an emergency responder?” It became clear that responses directed at supporting the responders also reduced the anxiety that partners carry for the welfare of their emergency responder. The next two sections discuss the overarching themes and the basic themes that emerged from the responses.



3.3.1. Perceived Organisational Support


This theme, as shown in Figure 1, focuses on additional assistance that the partners of the defence/emergency responders want from the organisations to mitigate traumatic stress. The comments from participants address support needed by responders and partners before and after traumatic events.



One of the themes to emerge in this grouping was a belief that mandatory debrief and counselling for the responders could help to address what happens after traumatic interactions. Requests for “formal and informal debriefs” included “peer support” programmes, and “compulsory counselling”. There was also an emphasis on “not just if they want to or feel the need”. Another theme emphasised that partners would like stress reactions training to help them identify issues for their defence/emergency responders and tools to deal with these reactions once identified. One participant requested “information on ways to support my emergency responder. Do I just listen? How do I know when he needs further help? Where do I go for that help?” Meanwhile, others specifically asked for “more seminars on stress and mental health”.



Another theme referred to formal trauma support. This theme addressed getting support after a traumatic event such as providing “follow-up down the track”, a “stand-down period to allow [my responder] to process things and NOT sending them straight to the next job”. Partners also requested “some sort of counselling or professional advice to be available not just for the [responder] but their families” to include couples counselling because “sometimes we are under a lot of relationship stress due to his job”. These requests were part of the theme partner counsellor access.



The theme of privacy and confidentiality dealt with partners feeling they and their responder would be better supported if organisations addressed the issue of privacy and confidentiality when seeking help for mental health issues and general private family matters. One participant said, “my husband feels it is not safe to seek help with any mental health issues that may arise as this information is not kept confidential”.



Equally important is the theme of informal support and get-to-know-you events which encouraged the organisations to add activities or modify current activities to allow partners to connect more effectively with others. For example, requests were made for more family events to share with the children “what Mummy/Daddy do for a job in a positive way”, while some preferred “events for partners of [responders] to bond…that do not include children”. Others suggested “more interaction between wives and girlfriends to create a support network during times the other halves are away” and as a way to meet new people when moving to a new location.



The final theme addressed social activities and included specific requests for more sports programmes, “partner sports teams”, and family-friendly sports events. Some partners discussed wanting to have “real-person interactions” and how “social contact would be an advantage in understanding personalities and circumstances of staff”. Some participants who had made connections through the responder’s work discussed the benefits of these types of activities and believe these connections are important. One participant captured the sentiment that several participants articulated: “[organisation] families are the only ones that can truly empathise with what it’s like to be part of a family of a [responder]. It can be incredibly hard sometimes”.



These basic themes expressed by the partners indicated a disconnection between the type of support the organisations are providing and what partners perceive is needed or promised for themselves and their responder for their wellbeing.




3.3.2. Direct Communication and Engagement


The overarching theme, shown in Figure 2, focuses on how the organisations could engage and acknowledge the partners and responders more transparently and directly. These comments describe the experiences and requests of the partners which encourage organisations to engage and communicate with them directly.



The theme of listening to the responder and partner was provided by partners who would like to have their own voices heard and suggest the organisations “seek feedback …from the spouses/families of emergency responders”.



A number of responses requested contact details for individuals working in the organisation to find out “who’s who and who to contact if the need arises”. This exemplifies the theme of staff contacts.



Different comments made up the theme of long-distance issues. Partners who lived in a different town from where the military member or emergency responder works reported related issues including feeling left out, not receiving direct communication, and a lack of understanding about where to get support. One participant living in a different region to where her responder worked, stated, “I didn’t have the support of fellow (organisation) wives. I also don’t have family near, or who understand. The general public doesn’t understand the loneliness and stress”.



Another theme related to general communication. Participants want to receive newsletters and emails directly because usually the information does not get forwarded to them by their responder. Other respondents commented on the need to provide Facebook groups and online social networking as another avenue of direct communication.



A request by participants for the organisation to be in direct contact when their partner’s return home would be significantly delayed (after a shift or while on deployment) appeared as another theme. One participant said they would appreciate “a phone call if my husband has been called out to a big incident right when his shift has finished”. Another wanted “confirmation that they know I am the person they contact if something was to go wrong in a situation”. Partners would like to be notified when the responder is not involved with routine activities which could be a concern or as one participant said “[that] she has been involved in a serious situation, what state she’s in, approximately when she’ll be home so I can be supportive, be home, go pick her up etc.”.



Another theme involved increased communication with the partners by providing inductions, workshops and more information about how to manage life as the partner of a responder. One partner summed this up by saying they wanted “more involvement generally in my life—they should be the ones pointing us in the right direction. At the moment it is up to the individual to hunt around for information and support networks”. Partners wanted the organisations to ensure that “all families get the same information around briefs” and request “briefings for partners, workshops on stress management for families and more active welfare coordinators”. This information could assist them to identify “warning signs and contact numbers for additional help” and “how to manage the stress and day-to-day practicalities of being in a relationship with an emergency responder”.



Showing appreciation was the final theme, which exemplified the overarching theme for direct communication and engagement. Partners shared that there was an unmet need to provide “more acknowledgement to families for the massive role they play in supporting the organisation’s biggest asset”. Partners expressed anger “at how underappreciated” they feel and requested “recognition of the role I play in his life that enables him to do his job”.



These themes focus on encouraging the organisation to communicate directly with the partner. Getting direct communication about issues relating to a traumatic event experienced by a responder, personal invites to organisational events, or connections with staff may enhance partners’ ability to make informed life choices.






4. Discussion


4.1. Secondary Stress and Social Support


This study found that almost 80 percent of the participants have no, little, or mild risk of STS, while around 20 percent appear to be experiencing intrusive, arousal, and avoidance symptoms related to the trauma experienced by their responder. Studies using the STS Scale describe similar results with social workers and welfare workers whose responses met the symptomatic criteria for PTSD [41,42], This prevalence is comparable with the 21 percent found in a study of wives of firefighters [43] and slightly lower than the 28 percent found in a study of police wives [44], although these studies used the Modified Secondary Trauma Questionnaire [45] and not the STS Scale. Other studies of STS in partners of military service members resulted in a wide range from three percent [46] to 10 percent [47], 24 percent [48], and around 30 percent [49]. The variations in the studies could be related to differences in the measures, or due to the specific populations since several of the above studies were with partners of veterans who had long ago left the work environment.



About half of the respondents from this study did not feel they had someone who could provide emotional or informational support to them for their problems or worries because their partner was a military member or emergency responder. Of concern, around 30 percent who felt unsupported stated they had emotional/information support ‘none of the time’. This could be related to a finding which discusses being without support because of issues related to moving location, which put partners into environments far from their usual support networks. Partners also discussed shift work or deployments as barriers to socialising. Family and friends do not always understand how shift work and deployments impact everyday life and the kind of support that would be most useful for the partners. As one participant explained, “it would be nice to talk to other partners [like me] as I only know the odd one that I get introduced to by chance, because my friends don’t understand the shift work or the worry”. Partners see the benefits of connecting with other partners of responders. One partner stated, “I would like to know that partners of other [responders] would be available for discussion if necessary…in case something happened”.



Through the theme of perceived organisational support, partners addressed direct and indirect ways to prevent or mitigate traumatic stress reactions in the responders and partners. Direct strategies address the inclusion of mandatory debrief or counselling after traumatic events; modifications to protocols for how responders are supported after an event; counsellor access for partners of responders who have experienced traumatic events; and educating partners to identify and assist their responder and themselves with stress reactions. Indirect strategies to mitigate traumatic stress reactions include ensuring the confidentiality of responders is respected; decreasing the stigma towards help-seeking; and provision of formal/informal supportive activities to create opportunities for partners to form their own networks with other partners of responders.



Partners are requesting direct communication with the organisation. Communication intended for partners should not rely on indirect methods of communicating (via responders or word of mouth) but should go directly to the partner for all types of events and scenarios. This communication includes induction/workshops/contact information, communication when the responder would have a significant delay in returning home, invitations to any events/activities, and notification of the responder’s involvement in traumatic events. The partners would like the organisations to listen to what they have to say and to express their gratitude to the partners. Direct communication and engagement with the organisation would provide opportunities for partners to make more informed choices in crisis and noncrisis situations.



While the literature is relatively silent on this complex issue, the experiences described in this discussion section have similarly been found in other literature related to partners of emergency responders [5,7,8,9,20,21].




4.2. Limitations


There are several important limitations to this study. One limitation is that the cross-sectional design precludes a straightforward assessment of causation. A further limitation of the survey involved recruitment problems. Ultimately, only around six percent of eligible partners took part in the study. The low uptake of the survey in general, specifically by male partners, makes it difficult to determine whether participants represented the entire population. Other possible selection biases include the possibility that participants might disproportionately have been experiencing symptoms of trauma reactions, although it is also possible that those most affected by STS were unable or unwilling to participate. Some participants lacking emotional/informational support might have been motivated to participate in the study. Alternatively, it could be that individuals who have previously benefited from this type of support were more inclined to participate. However, the qualitative analysis has attempted to provide sufficient depth of information for readers to assess the transferability of the study findings.





5. Recommendations for Defence and Emergency Responder Organisations


Firstly, organisations need to obtain and maintain updated contact details for partners of their responders. Knowing who the partners are, and enabling organisations to communicate with them, is an essential step towards providing an inclusive environment for partners. The organisation should be very clear about what type of information the partners will receive through this channel and how they can ‘opt out’ or ‘opt back in’ to receive different types of communication. It is incumbent on the organisation to emphasise potential benefits responders and their partners will gain from providing the contact details.



Secondly, organisational support would be enhanced by providing welcome and induction events for the partners of their employees. Such a welcome and induction programme should provide an overview of the organisation, expectations of the responder’s role within the organisation, common challenges facing new partners, where to access information from the organisation and, at the first opportunity, an introduction to other partners within the organisation. Partners ought to be welcomed into new units or sections when the responder changes roles or locations, and provided with an overview of new responsibilities, staff contact details in the new environment as well as an introduction to fellow partners. Organisations must recognise that they may only have a few opportunities to make a good impression on partners, so the invitations should be sincere and inclusive of partners who may feel they do not fit the stereotypical partner mould. These perceptions that organisations care about partners are important for workplace productivity and reducing turnover [50,51]. This study found that these types of engagement with partners minimise psychosocial risks associated with being the partner of a military member or emergency responder.



Thirdly, organisations could share with the partners what programmes are available or what changes are being made within the organisation to address stress reactions, even if, at this time, those programmes offer very little for the partners. All the defence and emergency responder organisations that assisted with this study are acutely aware of the risks regarding primary trauma and their responders. All organisations actively implement or modify programmes and policies to assist their employees, but little attention has been given to having a family component within their induction initiatives. This knowledge of existing programmes or policies enables partners to make informed decisions. It also shares with partners how the organisations are prepared to address traumatic stress issues and can guide partners as to how to help themselves if they are struggling with STS or, at the very least, how to assist their responder if they are struggling with primary trauma reaction. Sharing what the organisations are doing, and the process that individuals go through to get help, can also positively shape the perception the partners have around the competencies of the organisation to address traumatic stress.



Finally, organisations could provide training for partners around managing stress. It should identify the risks of primary stress that responders may experience and how they may affect the partners. It should include strategies known to reduce negative effects of trauma reactions and provide suggestions for managing those reactions should the responder or the partner experience traumatic stress. It ought to counteract the perceptions the responders may hold around stigma towards help-seeking. In addition, the training needs to identify common maladaptive behaviours and offer techniques to build resiliency. This means that the organisations need direct channels that partners can go through to support these types of engagements.



These recommendations suggest that the New Zealand defence and emergency organisations need to acknowledge the risks and accept that partners have an important role to play in achieving the desired outcomes of both the responder and the organisation.




6. Conclusions


This study found that some partners of emergency responders are experiencing risks associated with secondary traumatic stress and deficient social support networks. The qualitative aspect of this study supported these findings and suggested that partners of responders need improved access to tools (education, training, and direct communication) from the organisations to act in an informed manner to assist their responder and themselves with issues related to traumatic events. These findings are consistent with many other researchers’ recommendations that defence and emergency responder organisations need to provide different components of support to the partners to mitigate the psychosocial risks associated with being the partner of a military member or emergency responder [5,6,7,20]. This research suggests that following these recommendations will not only reduce the risks for partners but also increase their ability to provide support that benefits their responder and ultimately increase organisational readiness. New Zealand depends on defence and emergency responders being fully ready to maintain the safety, national security, and wellbeing of the public they serve. Protecting the mental health of the partners of military members and emergency responders plays a large part in equipping New Zealand defence and front-line emergency responders for their roles.







Author Contributions


Conceptualization, A.S.A. and P.K.H.; methodology, S.B. and L.D.C.; validation, A.S.A., S.B., L.D.C. and P.K.H.; formal analysis, A.S.A. and L.D.C.; investigation, A.S.A.; resources, A.S.A.; data curation, A.S.A.; writing—original draft preparation, A.S.A.; writing—review and editing, A.S.A., S.B., L.D.C. and P.K.H.; visualization, A.S.A. and P.K.H.; supervision, S.B., L.D.C. and P.K.H.; project administration, A.S.A., S.B. and P.K.H.; funding acquisition, A.S.A. All authors have read and agreed to the published version of the manuscript.




Funding


This research received no external funding.




Acknowledgments


This study was part of the doctoral research for the lead author. We would like to thank all the emergency responder partners who gave so generously of their time and the New Zealand Police, Fire and Emergency New Zealand, St John New Zealand, and New Zealand Defence Force for facilitating greater access to the partners.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Brough, P. Comparing the Influence of Traumatic and Organizational Stressors on the Psychological Health of Police, Fire, and Ambulance Officers. Int. J. Stress Manag. 2004, 11, 227–244. [Google Scholar] [CrossRef]

	



Heyman, M.; Dill, J.; Douglas, R. The Ruderman White Paper on Mental Health and Suicide of First Responders; The Rudderman Family Foundation, 2018; Available online: https://rudermanfoundation.org/white_papers/police-officers-and-firefighters-are-more-likely-to-die-by-suicide-than-in-line-of-duty/ (accessed on 3 August 2020).

	



Friedman, M.J. Suicide Risk among Soldiers. JAMA Psychiatry 2014, 71, 487–489. [Google Scholar] [CrossRef]

	



Marmar, C.R.; McCaslin, S.E.; Metzler, T.J.; Best, S.; Weiss, D.S.; Fagan, J.; Liberman, A.; Pole, N.; Otte, C.; Yehuda, R.; et al. Predictors of Posttraumatic Stress in Police and Other First Responders. Ann. N. Y. Acad. Sci. 2006, 1071, 1–18. [Google Scholar] [CrossRef] [PubMed]

	



Figley, C.R. Police Compassion Fatigue (PCF): Theory, research, assessment, treatment, and prevention. In Police Trauma: Psychological Aftermath of Civilian Combat; Violanti, J.M., Paton, D., Eds.; Charles C Thomas: Springfield, IL, USA, 1999; pp. 37–53. [Google Scholar]

	



Figley, C.R. Strangers at home: Comment on Dirkzwager, Bramsen, Adèr, and van der Ploeg (2005). J. Fam. Psychol. 2005, 19, 227–229. [Google Scholar] [CrossRef] [PubMed]

	



Regehr, C.; Bober, T. In the Line of Fire: Trauma in the Emergency Services; Oxford University Press: New York, NY, USA, 2005. [Google Scholar]

	



Regehr, C.; Dimitropoulos, G.; Bright, E.; George, S.; Henderson, J. Behind the Brotherhood: Rewards and Challenges for Wives of Firefighters. Fam. Relations 2005, 54, 423–435. [Google Scholar] [CrossRef]

	



Solomon, Z.; Waysman, M.; Levy, G.; Fried, B.; Mikulincer, M.; Benbenishty, R.; Florian, V.; Bleich, A. From Front Line to Home Front: A Study of Secondary Traumatization. Fam. Process. 1992, 31, 289–302. [Google Scholar] [CrossRef]

	



Miller, B.; Sprang, G. A components-based practice and supervision model for reducing compassion fatigue by affecting clinician experience. Traumatology 2017, 23, 153–164. [Google Scholar] [CrossRef]

	



Finklestein, M.; Stein, E.; Greene, T.; Bronstein, I.; Solomon, Z. Posttraumatic Stress Disorder and Vicarious Trauma in Mental Health Professionals. Health Soc. Work 2015, 40, 25–31. [Google Scholar] [CrossRef]

	



Sprang, G.; Ford, J.; Kerig, P.; Bride, B. Defining secondary traumatic stress and developing targeted assessments and interventions: Lessons learned from research and leading experts. Traumatology 2019, 25, 72–81. [Google Scholar] [CrossRef]

	



Cohen, S. Psychosocial models of the role of social support in the etiology of physical disease. Health Psychol. 1988, 7, 269–297. [Google Scholar] [CrossRef]

	



Kaniasty, K. Predicting social psychological well-being following trauma: The role of postdisaster social support. Psychol. Trauma 2012, 4, 22–33. [Google Scholar] [CrossRef]

	



Handbook of Behavioral Medicine. In Handbook of Behavioral Medicine; Springer Science and Business Media LLC: Berlin/Heidelberg, Germany, 2010; pp. 225–236.

	



Bolton, E.E.; Glenn, D.M.; Orsillo, S.; Roemer, L.; Litz, B.T. The relationship between self-disclosure and symptoms of posttraumatic stress disorder in peacekeepers deployed to Somalia. J. Trauma. Stress 2003, 16, 203–210. [Google Scholar] [CrossRef] [PubMed]

	



Chadda, R.; Agarwal, V.; Singh, M.C.; Raheja, D. Help seeking behaviour of psychiatric patients before seeking care at a mental hospital. Int. J. Soc. Psychiatry 2001, 47, 71–78. [Google Scholar] [CrossRef] [PubMed]

	



Hoyt, T.; Pasupathi, M.; Smith, B.W.; Yeater, E.A.; Kay, V.S.; Tooley, E. Disclosure of emotional events in groups at risk for posttraumatic stress disorder. Int. J. Stress Manag. 2010, 17, 78–95. [Google Scholar] [CrossRef]

	



Bride, B.E.; Figley, C.R. Secondary Trauma and Military Veteran Caregivers. Smith Coll. Stud. Soc. Work. 2009, 79, 314–329. [Google Scholar] [CrossRef]

	



Zwanziger, T.; Anderson, C.; Lewis, J.; Ferreira, R.; Figley, C. Resilience and knowledge of PTSD symptoms in military spouses. Traumatology 2017, 23, 43–48. [Google Scholar] [CrossRef]

	



Regehr, C. Social support as a mediator of psychological distress in firefighters. Ir. J. Psychol. 2009, 30, 87–98. [Google Scholar] [CrossRef]

	



Weiss, D.S.; Marmar, C.R.; Metzler, T.J.; Ronfeldt, H.M. Predicting symptomatic distress in emergency services personnel. J. Consult. Clin. Psychol. 1995, 63, 361. [Google Scholar] [CrossRef]

	



Figley, C.R.; McCubbin, H.I. Stress and the Family: Coping with Catastrophe; Brunner/Mazel: New York, NY, USA, 1983. [Google Scholar]

	



Rosenheck, R.; Thomson, J. “Detoxification” of Vietnam War Trauma: A Combined Family-Individual Approach. Fam. Process. 1986, 25, 559–570. [Google Scholar] [CrossRef]

	



Figley, C.R. The family as victim: Mental health implications. In Psychiatry the State of the Art: Volume 6 Drug Dependence and Alcoholism, Forensic Psychiatry, Military Psychiatry; Pichot, P., Berner, P., Wolf, R., Thau, K., Eds.; Plenem: New York, NY, USA, 1985; pp. 283–291. [Google Scholar]

	



Russell, M.C.; Butkus, S.N.; Figley, C.R. Contribution of Military Organization and Leadership Factors in Perpetuating Generational Cycle of Preventable Wartime Mental Health Crises: Part One. Psychol. Inj. Law 2016, 9, 55–72. [Google Scholar] [CrossRef]

	



LimeSurvey. LimeSurvey (Version 2.0); Online Survey Service Platform; LimeSurvey GmbH: Hamburg, Germany, 2014. [Google Scholar]

	



Gray, M.J.; Litz, B.T.; Hsu, J.L.; Lombardo, T.W. Psychometric Properties of the Life Events Checklist. Assessment 2004, 11, 330–341. [Google Scholar] [CrossRef] [PubMed]

	



Bride, B.E. Development and Validation of the Secondary Traumatic Stress Scale. Res. Soc. Work Pract. 2004, 14, 27–35. [Google Scholar] [CrossRef]

	



Ting, L.; Jacobson, J.M.; Sanders, S.; Bride, B.E.; Harrington, D. The Secondary Traumatic Stress Scale (STSS). J. Hum. Behav. Soc. Environ. 2005, 11, 177–194. [Google Scholar] [CrossRef]

	



Cieslak, R.; Shoji, K.; Luszczynska, A.; Taylor, S.; Rogala, A.; Benight, C.C. Secondary trauma self-efficacy: Concept and its measurement. Psychol. Assess. 2013, 25, 917–928. [Google Scholar] [CrossRef] [PubMed]

	



Shah, S.A.; Garland, E.; Katz, C. Secondary traumatic stress: Prevalence in humanitarian aid workers in India. Traumatolgy 2007, 13, 59–70. [Google Scholar] [CrossRef]

	



Beck, C.T. Secondary Traumatic Stress in Nurses: A Systematic Review. Arch. Psychiatr. Nurs. 2011, 25, 1–10. [Google Scholar] [CrossRef] [PubMed]

	



Bride, B.E.; Hatcher, S.S.; Humble, M.N. Trauma training, trauma practices, and secondary traumatic stress among substance abuse counselors. Traumatology 2009, 15, 96–105. [Google Scholar] [CrossRef]

	



Leinweber, J.; Rowe, H.J. The costs of ‘being with the woman’: Secondary traumatic stress in midwifery. Midwifery 2010, 26, 76–87. [Google Scholar] [CrossRef]

	



Meadors, P.; Lamson, A.; Swanson, M.; White, M.; Sira, N. Secondary traumatization in pediatric healthcare providers: Compassion fatigue, burnout, and secondary traumatic stress. Omega J. Death Dying 2010, 60, 103–128. [Google Scholar] [CrossRef]

	



Perez, L.M.; Jones, J.; Englert, D.R.; Sachau, D. Secondary Traumatic Stress and Burnout among Law Enforcement Investigators Exposed to Disturbing Media Images. J. Police Crim. Psychol. 2010, 25, 113–124. [Google Scholar] [CrossRef]

	



Slattery, S.M.; Goodman, L.A. Secondary Traumatic Stress Among Domestic Violence Advocates: Workplace Risk and Protective Factors. Violence Against Women 2009, 15, 1358–1379. [Google Scholar] [CrossRef] [PubMed]

	



Sherbourne, C.D.; Stewart, A.L. The MOS social support survey. Soc. Sci. Med. 1991, 32, 705–714. [Google Scholar] [CrossRef]

	



Attride-Stirling, J. Thematic networks: An analytic tool for qualitative research. Qual. Res. 2001, 1, 385–405. [Google Scholar] [CrossRef]

	



Bride, B.E. Prevalence of secondary traumatic stress among social workers. Soc. Work. 2007, 52, 63–70. [Google Scholar] [CrossRef] [PubMed]

	



Bride, B.E.; Jones, J.L.; MacMaster, S.A. Correlates of Secondary Traumatic Stress in Child Protective Services Workers. J. Evid.-Based Soc. Work 2007, 4, 69–80. [Google Scholar] [CrossRef]

	



Gawrych, A.L. PTSD in Firefighters and Secondary Trauma in their Wives. Ph.D. Thesis, Hofstra University, Nassau County, NY, USA, 2010. [Google Scholar]

	



Dwyer, L.A. An Investigation of Secondary Trauma in Police Wives. Ph.D. Thesis, Hofstra University, Nassau County, NY, USA, 2005. [Google Scholar]

	



Motta, R.W.; Kefer, J.M.; Hertz, M.D.; Hafeez, S. Initial evaluation of the Secondary Trauma Questionnaire. Psychol. Rep. 1999, 85, 997–1002. [Google Scholar] [CrossRef]

	



Bjornestad, A.G.; Schweinle, A.; Elhai, J.D. Measuring Secondary Traumatic Stress Symptoms in Military Spouses With the Posttraumatic Stress Disorder Checklist Military Version. J. Nerv. Ment. Dis. 2014, 202, 864–869. [Google Scholar] [CrossRef]

	



Dekel, R.; Levinstein, Y.; Siegel, A.; Fridkin, S.; Svetlitzky, V. Secondary Traumatization of Partners of War Veterans: The Role of Boundary Ambiguity. J. Fam. Psychol. 2016, 30, 63–71. [Google Scholar] [CrossRef]

	



Renshaw, K.D.; Allen, E.S.; Rhoades, G.K.; Blais, R.K.; Markman, H.J.; Stanley, S.M. Distress in spouses of service members with symptoms of combat-related PTSD: Secondary traumatic stress or general psychological distress? J. Fam. Psychol. 2011, 25, 461–469. [Google Scholar] [CrossRef]

	



Al-Turkait, F.A.; Ohaeri, J.U. Post-traumatic stress disorder among wives of Kuwaiti veterans of the first Gulf War. J. Anxiety Disord. 2008, 22, 18–31. [Google Scholar] [CrossRef]

	



Allen, T.D. Family-Supportive Work Environments: The Role of Organizational Perceptions. J. Vocat. Behav. 2001, 58, 414–435. [Google Scholar] [CrossRef]

	



Eaton, S.C. If You Can Use Them: Flexibility Policies, Organizational Commitment, and Perceived Performance. Ind. Relat. 2003, 42, 145–167. [Google Scholar] [CrossRef]








[image: Healthcare 08 00350 g001 550] 





Figure 1. Themes for perceived organisational support. 
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Figure 2. Themes for direct communication and engagement. 
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Table 1. Adapted secondary traumatic stress (STS) scale results.






Table 1. Adapted secondary traumatic stress (STS) scale results.





	Possible Secondary Trauma (n = 664)
	n
	%





	Little or no risk of secondary trauma
	377
	56.8



	Mild risk of secondary trauma
	151
	22.7



	Moderate risk of secondary trauma
	57
	8.6



	High risk of secondary trauma
	32
	4.8



	Severe risk of secondary trauma
	47
	7.1



	Possible post-traumatic stress from secondary exposure (includes moderate, high, and severe)
	136
	20.5
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Table 2. Results for emotional/informational support measure.
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	Emotional/Informational Support Questions
	None of the Time %
	A Little of the Time %
	Some of the Time %
	Most of the Time %
	All of the Time %





	Someone to confide in or talk to about your feelings about your emergency responder’s work (n = 652)
	22.7
	16.4
	17.9
	22.7
	20.2



	Someone who gives you good advice about your emergency responder’s work (n = 649)
	33.3
	19.4
	16.0
	17.3
	14.0



	Someone to share your most private worries and fears about your emergency responder’s work (n = 646)
	31.1
	19.3
	12.5
	19.8
	17.2



	Someone to turn to for suggestions about how to deal with a personal problem brought about because of your emergency responder’s work (n = 644)
	32.1
	20.5
	12.4
	18.2
	16.8



	Someone who understands your problems with your emergency responder’s work (n = 646)
	29.1
	19.0
	17.3
	18.3
	16.3
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