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BACKGROUND
There is an extensive established literature on occupational 

stress and its impact on overall health and well being. For example, 
Thoits (2010) stated that stress exposure has a significant impact on 
the risk of psychological distress, depression and other psychiatric 
disorders, while Nakao (2010) argued that job stress is also linked 
to cardiovascular disease and insomnia and often impacts well being 
by contributing to negative health behaviours. There is a growing 
interest in traumatic events and their subsequent psychological 
effects.  A considerable body of research has illustrated the negative 
effects on mental health, both of work-related stress and/or exposure 
to distressing events (Flett, Kazantzis, Long, et al., 2002; Kazantzis 
et al., 2010; Wang et al., 2010).  

One of the most distinctive characteristics of emergency 
service work is the reality of regular exposure to trauma; “they see 
the devastation, smell the odor of lost life, and hear the cries of 
families and victims alike” (Eriksson, Foy & Larson, 2004, p.246).  
Confronting such events can result in a tremendous burden (Eriksson 
et al., 2004).  For example, the majority of Irish ambulance personnel 
report that their health has been affected by a Critical Incident (CI; 
Gallagher & McGilloway, 2009); this may be defined as a crisis event 
of intense severity which overwhelms usual coping mechanisms or 
ways in which people typically cope when faced with day-to-day 
stress on a regular basis (Everly & Mitchell, 1997).  Furthermore, our 
earlier work found that 42% of ambulance personnel would benefit 
from formal mental health intervention (Gallagher & McGilloway, 
2009).  A number of studies have also shown similar effects, including 
linkages between trauma exposure and both general psychopathology 
and PTSD symptoms, as well as a deterioration in physical health 
(e.g. Alexander & Klein, 2001; Blaney, 2009; Chamberlin & Green, 
2010; Hill & Brunsden, 2009; Marmar et al., 1999; Mitani et al., 
2006; Sterud et al., 2006; Ward, Lombard & Gwebushe, 2006).

The effects of trauma can be cumulative and sometimes a reaction 
to stress does not occur at the time of the incident, but rather may 

occur days, weeks, months, or even years after the event (Bonanno, 
Westphal & Mancini, 2011). Such delayed stress responses tend to 
be incident specific and occur as the direct result of a critical incident 
(Mitchell & Bray, 1990).  Therefore, it is important to consider and 
study the potentially long term effects, if any, of trauma exposure. 
For example, in a study of the  long-term effect of trauma exposure in 
military veterans,  Schnurr et al. (1998) found that physical symptoms 
increased by 29% per decade, demonstrating that the impact of 
trauma may increase in terms of severity of physical symptoms over 
time.  Krause, Shaw and Cairney (2004) also linked trauma exposure 
with ill health in old age, with trauma occurring between the ages of 
18-64 years as most strongly related to health in old age (i.e. when  
compared to trauma experienced as a child or after 65 years). 

Importantly, most people adjust to, and recover successfully 
from, trauma with the passage of time, although the extent to which an 
individual might be considered resilient (or not), can influence their 
likelihood of developing longer term mental health problems (King, 
Vogt & King, 2004).  Resilience may be defined as an ability to “rapidly 
and effectively rebound from psychological and/or behavioural 
perturbations associated with critical incidents, terrorism, and even 
mass disasters” (Kaminsky et al., 2007). However, psychopathology 
only occurs in a minority of those exposed to traumatic events 
(Peterson, Park, Pole, et al., 2008). It is also important to note that 
negative outcomes and consequences represent only one of many 
possible post-trauma outcomes (Shakespeare-Finch, Smith, Gow, et 
al., 2003) and indeed, a growing body of literature focuses on post-
traumatic growth (i.e. an improvement in psychological well being 
and a universal tendency to accommodate post-trauma changes in 
life; Joseph & Linley, 2008). While a significant amount of research 
has demonstrated that prior trauma can sensitise individuals to future 
trauma, other studies have shown that it may also act as a buffer to the 
impact of any subsequent trauma (King et al., 2004).  

However, a question that remains largely unanswered, concerns 
the longer term residual impact of emergency services work on 
those who have retired from the emergency services. This study 
was undertaken as part of a larger study that explored the quality 
of life and well being of retired emergency services personnel. The 
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RESULTS
A summary of key findings from the study is presented in Box 1.

Participant Profile
There was a 79% response rate (n=169/213; 114 fire service and 

55 ambulance service) amongst those emergency service retirees 
who agreed to have their contact details released to the research 
team. By contrast, only 28% of the comparison group returned 
completed questionnaires (n=140/507). All but three respondents 
in the total sample were male (97% male) with a similar gender 
breakdown in both groups, and a mean overall age of approximately 
68 years (M=67.80, SD=7.59, Range=41). The mean age for the 
emergency sample (M=65.17) was marginally lower than the non-
emergency sample (M=70.95), but not statistically significantly so. 
Most respondents were married (85%), with a similar profile with 
respect to marital status. Respondents had three children on average 
and four grandchildren. All but three respondents reported that they 
were receiving a regular income (pension or otherwise, 99%) and, 
reassuringly, almost three-quarters (72%) believed that their income 
was sufficient to meet their needs.

Retirement Background

Emergency service participants were retired, on average, 7 
years (SD=6.19), while non-emergency participants were retired 
for an average of 12 years (SD=7.01). A positive, albeit only 
weak, correlation was found in the emergency group, between 
QoL and number of years in previous occupation (r=0.19, n=164, 
p=0.017). Interestingly, the same was true for the non-emergency 
group (r=0.19, n=135, p=0.027). There was only a weak negative 
(marginally significant) correlation between the number of years in 
occupation and total PTSD symptoms in the emergency group (r= 
-0.150, n=166, p= 0.053).

Notably, some respondents outlined more than one reason 
for retirement, highlighting the complex nature of the decision to 
retire (Table 1). A statistically significant difference in QoL scores 
for the categories of reason for retirement was found using a one-
way between groups ANOVA (F (2, 20) = 5.5, p<0.005); however, 
the effect size (d=0.15) was quite small. Post-hoc comparisons 
indicated that the mean QoL score for ‘medical reasons’ (M=397.67, 
SD=89.81) was significantly lower than a number of other categories 
including ‘organisational changes’ (M=462.51, SD=71.00), ‘reached 
retirement age’ (M= 468.29, SD= 67.30), ‘financial reasons’ (M= 
477.64, SD=62.93), and ‘right time to retire/wanted to retire’ 
(M=479.83, SD=76.22) (Table 1).

Quality of Life

Importantly, the mean QoL score in the emergency sample was 
significantly lower than the test norm score (M=4.17, SD=0.86 
versus M=4.3, SD = 0.9; t (165) =-1.97, p=0.05). By contrast, the 
non-emergency sample reported ‘normal’ scores (M=4.35, SD=0.72) 
on this dimension. With regard to satisfaction with health, the mean 
scores of the emergency (3.76, SD=1.1) and norm groups (M=3.6, 
SD=0.9) were comparable (p>0.05), although the comparison 
group obtained significantly higher above-norm scores on this 
dimension (M=4.04, SD=0.81); t (138) = 6.34, p<0.001) (Table 2 
for QoL domain scores). There was also a significant difference in 
total QoL scores for non-emergency (M=464.0, SD=68.11) versus 
comparison (M=441.52, SD=87.95) participants (t (300) = -2.51, 
p=0.013, η2= 0.02). There was a weak positive correlation between 
age and total QoL score (r=0.113, n=299, p=0.051). Regression 
analysis demonstrated that total PSS-SR score predicted 16.56% 
of the variance in total QoL score (beta=-0.421, p<0.0005). QoL 

objectives of the study reported here were: (1) to ascertain the long-
term effects on overall QoL of working in the emergency service; 
(2) to examine the levels of PTSD symptomatology in emergency 
service retirees; (3) to explore the kinds of incidents which remain 
with emergency personnel into retirement; and (4) to investigate 
factors linked with Quality of Life and trauma symptoms in a sample 
of emergency service retirees.

METHOD

Participants

Both the ambulance and fire services were involved in this 
cross-sectional study. Access to a population of emergency retirees 
(n=565) was secured with the assistance of senior personnel in 
these organisations and each retiree was initially contacted by their 
former employer to request their consent to have their contact details 
released to the research team; 38% of this population agreed to be 
contacted. The non-emergency service population (public sector) was 
selected because of its similarity to emergency retirees in terms of its 
predominantly male profile and its relative accessibility. Access to 
this group (n=507) was secured with the assistance of district leaders 
who work as part of the retired members associations; questionnaire 
packs were posted by these individuals to all retirees. 

Measures
A multi-questionnaire postal survey was administered to 

elicit background details and to assess quality of life and trauma 
symptomatology. A Background Questionnaire was devised to 
elicit information on age, etc as well as perceived resilience (i.e. the 
extent to which someone is able to recover quickly from unpleasant 
or damaging events). As part of an investigation of the long-term 
impact of trauma, respondents were also asked to provide details of 
any incident during their professional or personal lives which they 
found most difficult to deal with personally.

The World Health Organisation Quality of Life BREF (WHOQOL-
BREF), an abridged version of the WHOQOL-100 (WHO, 1997), 
comprises 26 items which assess quality of life and well being within 
four domains: physical; psychological; social relationships; and 
environmental (De Maeyer, Vanderplasschen & Broekaert, 2010). 
Domain scores can be derived, as well as two individual scores for 
perceptions of quality of life and health. Domain scores indicate 
an individual’s perception of quality of life in each domain and are 
scaled positively in that higher scores indicate higher quality of life.

The Post-Traumatic Symptom Scale Self-Report (PSS-SR) (Foa et 
al., 1993) is a 17-item tool that examines the occurrence of three 
clusters of PTSD (re-experiencing, arousal and avoidance) during the 
previous month. PTSD cases were identified using symptom counts; 
this establishes the presence of the disorder by counting the number 
of clinically significant symptoms endorsed. Thus, symptoms are 
deemed to be clinically significant (i.e. ‘full’ PTSD) if one or more 
re-experiencing symptoms is present, as well as three or more 
avoidance symptoms and two or more arousal symptoms. When just 
two of these three conditions are present, PTSD symptoms may be 
categorised as ‘partial’. 

The four-item CAGE (Ewing, 1984) was also used to assess levels of 
problem drinking. This includes questions relating to Cutting down, 
Annoyance by criticism, Guilty feeling, and Eye openers (Ewing, 
1984). This tool has been recommended for use with older adults 
(Sorocco & Ferrell, 2006). It was important to include an assessment 
of problem drinking as alcohol use among older adults is common 
and is linked to a variety of health and social problems (St John et 
al., 2010), including a negative impact across physical, social and 
psychological domains (Bowman & Gerber, 2006).
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scores differed significantly based on level of resiliency according 
to a one-way between groups ANOVA (Group 1: ‘very resilient’, 
Group 2: ‘somewhat resilient’ and Group 3: ‘not at all resilient’); 
F (2,297) = 18.56, p<0.0005, although the effect size (d=0.01) was 
small. (Figure 1)

Emergency services group: Experience of Traumatic 
Events 

When recounting the incident which respondents had found 
most difficult to deal with personally13, most emergency respondents 
outlined incidents related to their professional life (60%). A further 
17% recounted an incident related to their personal life while 4% 
reported numerous incidents related to both their personal and 
professional lives. Incidents related to personal life (n=29) included: 
death of a loved one (n=12); personal illness or injury (n=8); marital 
breakdown or family problems (n=3); and illness or injury of a loved 
one (n=2). A further four respondents indicated that the death of a 
loved one was one of several difficult experiences which they had 
experienced  and one respondent highlighted that marital breakdown 
was also one of several difficult incidents that they had encountered. 

13Fourteen respondents (8%) did not respond to this question; however eight 
of these individuals did complete the PSS-SR which would indicate they have 
experienced a difficult incident.

Traumatic incidents had taken place, on average, 19 years 
previously (n=112, Mean=18.60, Min=0.75, Max= 46, SD=12.12). 
Interestingly, one in ten (17/169) noted that there was no incident 
which they found particularly difficult to deal with in either 
their professional or personal life. Reasons for this included: 
acknowledging dealing with numerous difficult incidents but having 
no problem in this area (n=6); reporting that they never had a situation 
which was difficult to deal with (n=4); not recalling any particularly 
difficult incident (n=2); having no problem in dealing with difficult 
incidents as it was part of the job (n=2); or stating that there was “too 
many to worry about” (n=1).  Interestingly, all but one of those who 
felt unaffected by trauma rated themselves as ‘very resilient’ (94%). 

A large proportion of respondents reported that the single 
most difficult incident for them was related to their professional 
experience. While most of these incidents were in relation to CIs 
specifically, many others were in relation to events not directly 
related to CIs. Fifteen respondents reported an event or issue which 
was related to interpersonal or industrial difficulties including four 
who alluded to the challenge of a work-related injury. A further two 
respondents outlined bullying as the most difficult incident with 
which they had to deal, one of which led to the participant’s decision 
to retire which they had later regretted. 

Table 1
Reasons for Retirement

Reason for Retirement Emergency Retirees (n=165)
N (% of sample)

Non-Emergency Retirees (n=139) 
N (% of sample)

Reached retirement age 81 (49) 32 (23)
Medical reasons1 42 (26) 16 (12)
Financial reasons 10 (6) 28 (20)
Unhappy in job 9 (6) 9 (7)
Right time to retire/wanted to retire 4 (2) 18 (13)
Family or personal reasons 4 (2) 7 (5)
Organisational changes 2 (1) 22 (16)
Wanted change 1 (1) 1 (1)
Multiple factors (listed above) 10 (6) 5 (4)
Other reason not listed above 2 (1) 1 (1)

1Mean QoL scores for ‘medical reasons’ were significantly lower than other categories which were:  ‘reached retirement age’, ‘financial reasons’, ‘organisational changes’, 
and ‘right time to retire/wanted to retire’. 

Figure 1. QoL Domain Scores: Comparisons with norm group (Hawthorne, Herrman & Murphy, 2006) (significant differences from norm scores are 
indicated using data values).4

4Higher values indicate higher QoL scores
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Importantly, a significant proportion of respondents (n=12) 
referred to a major fire which had occurred 31 years previously, 
as the most difficult incident they had to deal with14.  For example, 
one respondent stated that they “found it very hard after the initial 
fire to deal with such a high level of death at such a young age” 
and that it “left mental scars for months.” A number of difficult 
incidents described here were characterised by recurring themes 
involving: children (n=23); particularly unusual or horrific incidents 
(n=8); incidents with particular significance to respondent (e.g. 
known victim (n=7), including two respondents who responded to 
an incident involving a family member); incidents involving young 
people including suicide (n=4); bombings (n=3); and incidents 
where the respondent felt helpless (n=2).  Some participants had 
experienced incidents involving more than one of the above (see Box 
2). Incidents involving children or young people, those which were 
particularly unusual or horrific, and bombings, were themes which 
also arose in respondents’ descriptions of multiple incidents (Box 2).

Comparison group: Experience of Trauma 
More than half of the non-emergency respondents (in contrast to 

14Three of these also outlined one or more other difficult incidents 

the above) reported difficult incidents related to their personal life, 
such as death of a loved one (54%). A further 12% recounted an 
incident related to their professional life15. As with the emergency 
retiree group, these incidents had taken place, on average, 19 years 
previously (n=87, Mean=19.41, Min=0.25, Max=70, SD=15.52). 
Interestingly, one third of this sample (46/140) noted no specific 
incident which they found particularly difficult to deal with in either 
their professional or personal life (Table 2).

Potential Impact of Trauma

A significant difference in levels of PTSD symptomatology 
(full or partial) across groups was also evident (χ2 (1, n=309) = 
10.42, p=0.001, phi=0.19). Importantly, 30% of emergency retirees 
displayed ‘full’ (11%) or ‘partial’ (19%) PTSD symptoms compared 
to 14% of non-emergency retirees (6%, and 8% respectively).  A 
moderate negative correlation was found between age and total 
PTSD symptoms (r= -0.31, n=304, p<0.0005) whilst length of 
time in retirement and total PTSD symptoms were also negatively 
correlated, albeit only weakly (r= -0.19, n=297, p=0.001). Likewise, 

15A further two individuals provided no details.

Quality of Life 
• The overall QoL of the emergency group was significantly lower than their comparison group 

counterparts and also significantly lower than a normative sample.  
• QoL scores were significantly higher in those who reported greater perceived resiliency; a significantly 

larger proportion of the emergency group rated themselves as very resilient when compared to the 
comparison group.  

• Levels of satisfaction with health were significantly lower in the emergency group.  
• QoL was associated with age but only weakly so.  
• Those who participated in part-time work had better QoL than those who did not; likewise, those 

engaged in voluntary work reported significantly higher levels of QoL.  
 
Experience of Trauma 

• One in ten emergency retirees noted that there was no incident which they found particularly difficult 
to deal with, compared to one third of non-emergency retirees. 

• Difficult incidents experienced had taken place, on average, 19 years previously. 
• A large proportion of emergency respondents reported that the most difficult incident they had to deal 

with was related to their professional experience with incidents characterised by several recurring 
themes involving: children and young people; particularly unusual or horrific incidents; incidents of 
particular significance to the respondent; bombings; and incidents where the respondent felt helpless. 

• Levels of PTSD symptomatology were significantly higher in the emergency retirees than in the 
comparison group; more than twice as many of the former reported ‘full’ or ‘partial’ PTSD symptoms.  

• PTSD symptoms were associated with a number of factors including: an emergency background; 
younger age; less time in retirement; and a shorter length of time since the traumatic incident.  

Box 1. Summary of key findings

Incidents involving children 
“Double murder by burning. Mother and baby badly burnt. As I rescued the baby, the baby exploded in my 
arms.”            
“A cot death. I became quite insular and my wife said my personality had changed...The incident is still very 
clearly embedded in my mind. I was young at my job and was devastated at the loss of such a young life.” 
 “House fire. Having to put 3 small children into one body bag as we had not enough to use.” 
“A child’s death on the road. I have attended many traumatic situations on the road but a child’s death 
particularly this one, still haunts my memory and everyday thoughts. I can't get her out of my mind.” 
 
Unusual or horrific incidents 
“I watched a man fall to his death from a four-storey window. I decided it was time for me to retire after this.” 
“Motor cyclist accident. Two separate motor cyclists travelling together. Car collided with first bike which 
impacted on second bike. Injuries included decapitation. Multiple body parts at scene. Had to remain at scene 
for a number of hours.” 
 
Incidents with particular significance 
“Taking a baby to hospital that had died in a fire...What made this worse was that she was the same age as my 
son and was wearing the same baby-grow clothes.” 
 “I had to bring a colleague of mine whom I had spoken to about two hours previous in the ambulance dead 
after he had been in a crash. I never forget it and when I passed the spot of the crash it would come back to 
me.” 
“A death in my family. My sister and I were very close. I really missed her when she died. It was an ambulance 
call and I was on duty.” 

Box 2. Traumatic Incidents: selection of illustrative quotes
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there was a weak negative correlation between the length of time 
since the traumatic incident and total PTSD symptoms (r= -0.23, 
n=199, p=0.001). 

With regard to specific symptoms, a significant difference 
was found with respect to re-experiencing symptoms for all those 
emergency (M=1.63, SD=1.66) versus non-emergency (M=1.14, 
SD=1.50) retirees who had reported experiencing a difficult incident 
(t (231) =2.29, p=0.02, η2=0.02). For example, the former typically 
reported feeling very “emotionally upset” when they recalled the 
incident (46%) or experiencing unwelcome “upsetting thoughts 
or images about the incident” (40%). Likewise, arousal scores 
were significantly higher, albeit not to a large extent, amongst the 
emergency (M=1.48, SD=1.74) versus non-emergency (M=0.80, 
SD=1.30) retirees who had experienced a difficult incident (t (229) 
= 3.18, p=0.002, η2=0.04). There was no significant difference in 
avoidance scores for the two groups.

Other Findings
Participation in part-time work was marginally higher for 

emergency retirees (23%) than non-emergency retirees (16%), 
although this fell short of significance. Interestingly, the most 
commonly reported form of part-time work in which this group was 
involved, were forms of work associated with their earlier career, 
such as delivering occupational first aid, although importantly, these 
roles did not ordinarily include exposure to critical incidents. Those 
who participated in part-time work reported significantly higher 
levels of QoL (M=474.63, SD=76.02) when compared to those who 
did not (M=445.74, SD=80.67) (t (296) = 2.51, p=0.013, η2= 0.02). 
A significantly higher proportion of non-emergency retirees (51%) 
also participated in voluntary work when compared to emergency 
retirees (32%) (χ2 (1, n=303) = 10.27, p=0.001, phi= -0.19). Those 
engaged in voluntary work also reported significantly higher levels 
of QoL (M=469.17, SD=67.96) than those not engaged in such work 
(M=439.92, SD=85.74); t (292) = 3.29, p=0.001, η2= 0.03).

Interestingly, a significantly larger proportion of the emergency 
group (72%) rated themselves as 'very resilient' when compared 
to their non-emergency counterparts (60%) (χ2 (2, n=305) =10.18, 
p=0.006, phi=0.18). More than one quarter of the former (28%) rated 
themselves as ‘somewhat resilient’ compared to 34% of the non-
emergency sample, and only 1% of the emergency sample felt that 
they were not a resilient person compared to 7% of non-emergency 
retirees. Most respondents (94%) did not display levels of problem 
drinking (using a cut-off score of two on the CAGE). 

DISCUSSION
The principal aim of this study was to explore quality of life, 

trauma symptomatology and experience of trauma in emergency 
service retirees in order to ascertain the possible long term effects of 
trauma exposure and emergency service work. Overall, there were 
some interesting and useful findings in relation to QoL and levels 
of PTSD symptoms in those who had retired from the emergency 
services up to 31 years previously.  The higher levels of QoL in the 
comparison group point toward the potentially detrimental effects 
on overall QoL of working in the emergency services. Furthermore, 
more than three times as many non-emergency as emergency retirees 
reported that there were no incidents which they found difficult to 
manage, thereby indicating the considerable difference in trauma 
exposure between the two groups.

The fact that one in ten of the emergency group reported no 
difficulty in dealing with any incidents in their lives, suggests that a 
small minority were more resilient than their colleagues. Likewise, 
the fact that the great majority of the sample of emergency service 
retirees rated themselves as ‘very resilient’ is an important finding 
because resilience (along with other adaptive processes such as 
self-efficacy) is viewed as an important factor in successful ageing 
(Lamond et al., 2009). It may be useful, therefore, for emergency 
organisations to implement training to further foster resiliency 
in their personnel, to ensure that this develops in the early stages 
of their career and long before retirement, particularly in light of 
evidence that this attribute may be acquired through completion of 
a brief training programme (Everly et al., 2008).  Previous research 
has also demonstrated that emergency personnel demonstrate higher 
levels of hardiness (Alexander & Klein, 2001), resilience (Gayton 
& Lovell, 2012) and psychological preparedness (Streb et al., 2013) 
than the general population. In the current study, higher levels of 
QoL were also associated with greater resiliency and this is in line 
with previous research demonstrating a sizeable correlation between 
resilience and general health and well being (Gayton & Lovell, 2012). 

It is interesting to note that resiliency was higher among 
emergency service retirees when compared to their non-emergency 
service counterparts and yet the former also reported lower QoL and 
more severe PTSD symptoms. This may be interpreted in one of 
two ways. Perhaps a certain level of resiliency would, on the one 
hand, prevent further, even lower levels of QoL and more severe 
PTSD symptoms from developing.  However, on the other hand, it is 
possible that the ‘culture’ of emergency service work expects these 
personnel to present themselves as strong and invincible in the face 
of trauma, thereby accounting for the higher levels of self-reported 
resiliency in this study. This is an area in need of further research.

Difficult incidents reported by emergency personnel had taken 
place on average 19 years previously, demonstrating the potential 
for CIs to remain with personnel long into their retirement from the 
emergency services. Incidents involving children were repeatedly 
noted as the most difficult incident to deal with. Incidents where 
patients were known to the caregiver also elicited considerable 
distress in a relatively large proportion of this group.  Likewise, 
Declercq et al (2011) found that CIs related to the death or serious 
injury of children led to distress in 51% of emergency personnel 
who had experienced such an incident, whilst incidents involving 
the death of a colleague led to distress in 56% of those who had 
experienced such an incident. 

PTSD symptoms were associated with a number of factors 
including: an emergency background; younger age; less time 
in retirement; and a shorter length of time since the traumatic 
incident. A regression analysis demonstrated that total trauma 
symptomatology predicted almost one fifth of the variance in total 

2The top five categories are shown here with other categories including: marital 
breakdown (n=1); sexual abuse as a child (n=1); house burglary (n=1); finance 
related (n=1); and other personal issues not categorised by the above e.g. 
‘problems with inheritance’ (n=14).
3The top four categories are shown here with other categories including: injury 
at work (N=1); fatal accident at work (N=1); relocated for work (n=1); death of a 
colleague (n=1); dismissing a staff member (n=1); and an incident where a staff 
member was involved in a road accident where a child died (n=1).	

Personal Incidents2 N
Death of a loved one 26
Illness of injury of a loved one 11
Personal illness or injury 9
Family problem 4
Alcoholism (self or spouse) 3
Professional Incidents3 N
Near miss accident 4
Difficulties with management 3
Interpersonal difficulties 3
Being passed over for promotion 2

Table 2
Categories of Difficult Incidents Experienced by the Comparison Group
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QoL score, which given the multi-dimensional nature of QoL, may 
be considered quite substantial. Berger et al. (2012) reviewed 28 
studies (n=20,000) of rescue personnel and found that the pooled 
prevalence of PTSD was 10% - much higher than in the general 
population (1.3-3.5%). Pietrzak et al. (2011) reported a lifetime 
prevalence of full and partial PTSD of 6.4% and 6.6% respectively 
in US adults. The figures in the current study are comparable, with 
a rate of PTSD symptomatology amongst the emergency group of 
almost twice that seen in the comparison sample (11% versus 6% 
respectively). Thus, the levels of PTSD symptomatology in the 
emergency sample are similar to those found in currently employed 
emergency service personnel. This demonstrates the potentially 
long term residual impact of emergency services work and trauma 
exposure on those who have retired from the emergency services, 
thereby suggesting a minority might be particularly vulnerable in 
this respect. Screening of all personnel in the pre-retirement period 
to identify those who may need special support in their retirement 
may be beneficial. Emergency service organisations could then 
implement the necessary services (e.g. counselling, guidance and 
retirement workshops) to better manage this group. It would also be 
useful, in future research, to examine the prevalence of other mental 
health problems in this population, such as anxiety and depression, 
as other studies have found that an accumulation of trauma predicts 
depression and anxiety in older age (e.g. Dulin & Passmore, 2010).

Many retirees, across a number of occupational groups, opt 
to become volunteers and contribute towards others and indeed 
unpaid work is common amongst retirees as they strive to fulfil the 
“working” role in their lives (Lazarus & Lazarus, 2006). The current 
study found, in line with other research, that QoL was higher for 
those engaged in voluntary work. For example, Hoyer and Roodin 
(2009) argue that voluntary work provides a number of health benefits 
including an increase in life space, satisfaction, well being, and self-
efficacy. Brenner and Shelley (1998) highlighted the importance of 
emphasising the value of voluntary work for retirees, as it can provide 
purpose and focus, as well as social contact. Therefore, emergency 
service organisations might consider encouraging participation in 
voluntary work for employees, both prior to, and within retirement 
and especially work that involves the application of their knowledge 
and skills.

According to the literature (e.g. Mitchell and Bray, 1990), 
emergency service personnel have a different personality type 
from those working in other occupations; they often have very high 
personal standards, pride themselves on a perfect job, and become 
quite frustrated in the face of failure. Furthermore, a large body of 
work conducted during the 1980s and 1990s has shown that the 
personalities of ambulance, fire and law enforcement personnel are 
quite similar (as are their reactions to traumatic events). In addition, 
irrespective of their position/job role upon retirement, arguably, most 
if not all would be unlikely to forget their previous experiences ‘on 
the frontline’; indeed, this is borne out by the current study findings. 
Pinquart and Schindler (2007) demonstrated that satisfaction in 
retirement can also vary. Thus while for some, satisfaction declines in 
retirement and then continues in a stable or trajectory pattern, whilst 
for others, satisfaction may increase but decline steadily thereafter;  
others may experience a temporary minor increase in satisfaction on 
retirement. Therefore, it might be beneficial in the future, to examine 
the quality of life and PTSD symptoms of emergency service retirees 
(and a matched comparison group) on a longitudinal basis from 
the moment of retirement (or just before) and through subsequent 
months and years in order to track any changes over time and to 
identify factors associated with such change. 

The findings reported here, provide useful information for 
emergency service organisations to inform the development and 

refinement of their retirement policies and procedures. For example, 
current policies and procedures for emergency personnel in Ireland 
do not include support for personnel post-retirement and it would 
be useful to explore the benefits of further developing these policies 
in this regard. The findings also suggest that trauma should be dealt 
with before retirement, so it is important that these findings are also 
considered by emergency service organisations in the enhancement 
of their psychosocial support systems and policies (e.g. Critical 
Incident Stress Management; Everly & Mitchell, 1997). It may also 
be beneficial for such organisations to implement mandatory support 
following incidents that have been identified as commonly causing 
distress or difficulties in personnel. 

The current study is unique and addresses an important 
knowledge gap in exploring, for the first time, quality of life 
following retirement amongst former emergency service personnel, 
and the potential long term impact of prolonged trauma exposure 
on emergency service personnel in retirement. However, the 
cross-sectional nature of the study precluded any before-and-after 
comparisons or assessments of change over time. Participants also 
self-selected for study participation and no clinical assessment of 
PTSD was undertaken. Arguably, the use of self report measures is a 
limitation of this study, but research on older  people  has shown that 
self ratings of health are significantly related to measures of objective 
health status and are, therefore, a more practical method of gaining 
information from this population (Ferraro, 1980). Furthermore, as 
QoL is a subjective experience, it has been argued that it is best 
assessed by the individual (Skevington, 1999) whilst evidence has 
also shown that brief screening tools are a viable way of assessing 
PTSD/PTSD symptoms (Brewin et al., 2002). 

Overall, the study findings provide useful insights into the 
experiences and quality of life of emergency service retirees and in 
so doing, provide a critical starting point for the exploration of the 
experiences, health and well being, and QoL amongst an important, 
but neglected sub-group. The findings also provide important 
information for emergency service organisations both in Ireland and 
elsewhere that should help to inform the development of policies 
and procedures on health and well being, resiliency, and retirement. 
It is critical, though, that further research is undertaken in order to 
ensure that those retired from the emergency services do not remain 
our “forgotten helpers”. Longitudinal studies could be used to more 
easily establish causality (Lewin, 2012) and to assess changes over 
time (Gray, 2009). Future research could also consider the nature 
and extent of training required within emergency services to provide 
timely, appropriate and effective psychosocial support systems and 
procedures and also to promote greater resiliency in their frontline 
personnel. 
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