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Post-traumatic stress disorder

I n this first part of a series of three 
articles on Post-traumatic stress 
disorder (PTSD), we’re going to 
describe what it is (and what it’s 

not), followed by a further two papers 
on its treatment and prevention (yes, it 
can to some extent be prevented). PTSD 
is not news. It’s been described and 
researched by medical and psychology 
researchers for over 100 years now. 
However, this research has focused on 
military veterans and the subject is still, 
unfortunately, the elephant in the fire 
station here in South Africa. 

PTSD is something that happens in wars. 
South African troops came back from 
border duty ‘Bossies’. Vietnam veterans 
had ‘battle fatigue’. World War II 
veterans had ‘shell shock’. Some military 
hospital trains had wards for the ‘mentally 
injured’. In the South African fire services, 
we hadn’t heard of it or thought that we 
could suffer from it. Until around 13h15 on 
Wednesday, 27 March 1985. 

Case study
Nobody came away from the 
Westdene bus disaster in 1985 the 
same person as they’d woken up that 
morning. First responders arrived poorly 
equipped to deal with an underwater 
rescue. Ambulance crews, the fire crews 
from Brixton and Roosevelt Park fire 
stations, officers from Johannesburg Fire 
and Rescue headquarters, instructors 
from Brixton Training School and fire 

prevention officers frantically tried to 
dive down to the windows and bus door 
stripped down to their underwear. Some 
tried using breathing apparatus (BA) sets 
to stay down longer. The underwater 
visibility was zero. Although BA sets do 
work to limited depth underwater, 
their curved visors cause double vision 
underwater. Children brought to the 
surface were carried off the wall by 
staff carrying them on blankets as they 
literally ran towards ambulances and 
the four helicopters flying backwards 
and forwards to and from the JG 
Strydom Hospital. Too many children, 
too little time, too few hands, too little 
coordination and too little suitable 
equipment. The rescuers were frantic. 
Their emotions ranged from desperation 
to anger. They worked like Trojans. But 
they couldn’t achieve what they were 
trying for - a successful rescue.

After the incident no-one was the 
same. Many responders became 
depressed, demotivated and in fire 
service terms ‘NAAFI’. Most became 
very irritable and angry a lot of the 
time. Many relationships broke up. 
Many resorted to self medicating with 
over-the-counter medications and 
excessive alcohol consumption. Many 
avoided any reminders of the incident, 
including the scene, press reports, 
sounds or sights that reminded them 
of the incident. What happened?

What is PTSD?
The development of PTSD requires 
exposure to an event that is 
exceptionally threatening or 
catastrophic. It frequently involves 
a threat of death or serious injury or 
being witness to instances of death, 
disfigurement serious injury or violence. 
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Post-traumatic stress disorder

It is also often accompanied by feelings 
of helplessness or disempowerment. This 
is what the crews at the Westdene bus 
disaster experienced. It was an event 
that fell outside the realm of what fire 
and rescue crews would normally face. 
They felt disempowered. They felt that 
they couldn’t do enough. They were 
surrounded by dead children. They 
couldn’t resuscitate them.

We know what causes PTSD. It’s not 
being weak. It’s not malingering. Whilst 
this writer has come across one or 
two instances where fire fighters have 
complained of ‘trauma’ after attending 
a simple vehicle rescue, which certainly 
does beg their suitability for rescue 
work, everybody has a breaking point. 
It’s not being ‘unsuitable for the service’ 
after an event like the Westdene 
bus disaster. Changes in certain 
brain structures and the way that the 
brain processes information occur 
during exposure to an exceptionally 
catastrophic or threatening event. 
The medial hypothalamus in the 
brain starts to process information 
differently. The hypothalamic-pituitary-

adrenal (HPA) axis that is responsible 
for autonomic sympathetic nervous 
system arousal, the fight/flight/freeze 
response, becomes dysregulated. The 
medial prefrontal cortex reduces in 
volume and becomes hyporesponsive. 
The amygdala (part of the brain’s 
threat processing circuitry) becomes 
hyperactive. The hippocampus that 
mediates memory encoding also 
exhibits reduced volume and reduced 
functional integrity. It’s a brain injury!

At an information processing level 
extremely threatening, powerful 
information does not get stored in the 
brain’s autobiographical memory 
but rather become dissociated 
memories that return as involuntary 
flashbacks and nightmares. It leads 
to negative self appraisal, feelings of 
inadequacy, increased perceptions 
of risk and pessimism.

Symptoms
PTSD is characterised by a constellation 
of symptoms. The two diagnostic 
classifications systems commonly used 
in South Africa list symptoms as follows: 

The ICD-10 classification system is the 
officially recognised diagnostic system 
as directed by the National Department 
of Health. However, the American DSM 
5 classification system is often referred 
to for additional guidance.

Variations on PTSD
PTSD is most commonly only diagnosed 
if symptoms occur or persist more 
than one month duration. Within one 
month it is more frequently referred to 
as an acute stress reaction.

However, a further development 
on PTSD that should be of far more 
concern to emergency services is 
that of Complex PTSD (C-PTSD). Whilst 
not part of the official classification 
systems described above, leading 
researchers are calling for it to be 
recognised as a separate disorder. 
Prof Judith Herman of Harvard 
University suggests that prolonged 
exposure to long-term trauma results 
in symptoms additional to those seen 
in ‘normal’ PTSD. These symptoms 
include emotional dysregulation 
(anger outbursts, suicidal thoughts), 

DSM - 5 ICD - 10
• Exposure to actual or threatened death, serious injury 

or sexual violence in one or more of the following ways:
- Directly experiencing the event
- Witnessing the event
- Learning that an event happened to some-one close
- Repeated exposure to aversive details of traumatic
  events (fire fighters, emergency care practitioners, etc)
• Experiencing one or more of the following:
- Recurrent involuntary memories
- Recurrent distressing dreams
- Dissociative reactions (flashbacks)
- Psychological distress at exposure to reminders of the event
- Physiological reactions to internal or external cues that
  resemble the trauma
• Persistent avoidance of stimuli associated with the 

traumatic event
• Negative alterations in thoughts and mood that 

include two of the following:
- Inability to remember aspects of the trauma
- Exaggerated negative beliefs, such as ‘the world is a
  dangerous place’ or ‘I’m worthless’
- Distorted beliefs about the event, such as self blame
- Persistent negative mood
- Diminished interest in activities
- Feelings of detachment from friends, loved ones or colleagues
- Persistent inability to experience positive emotions
• Significant alterations in arousal and reactivity 

characterised by two or more of the following:
- Irritability and angry outbursts
- Reckless or self-destructive behaviour
- Hypervigilance
- Exaggerated startle response
- Problems concentrating;
- Sleep disturbances

• Exposure to a stressful event or situation (either short 
or long lasting) of an exceptionally threatening or 
catastrophic nature, which is likely to cause pervasive 
distress in almost anyone

• Persistent remembering or reliving the stressor through 
intrusive flashbacks, vivid memories, recurring dreams/
nightmares or by experiencing distress when exposed 
to circumstances resembling or associated with the 
traumatic event

• Actual or preferred avoidance of circumstances 
resembling or associated with the  stressor

• Either of:
- Inability to recall some important aspects of the period
  of exposure to the stressor or
- Persistent increased physiological arousal shown by
  any two of the following:
* Difficulty falling or staying asleep
* Irritability or outbursts of anger
* Difficulty concentrating
* Hypervigilance or
* Exaggerated startle response
• The above criteria occurred within six months of        

the event.
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consciousness (forgetting details of 
events), feelings of shame and guilt, 
social isolation and distrust and loss of 
meaning and hopelessness. C-PTSD is 
commonly seen in fire fighters, police 
officers, township residents frequently 
exposed to community violence, 
prisoners of war, domestic violence 
and victims of long term sexual abuse.

Prolonged exposure to death, 
disfigurement, trauma in patients and 
even loss of colleagues is far more 

likely to cause emotional distress and 
disturbing symptoms in emergency 
service workers than a major 
catastrophic incident. Westdene bus 
disasters are thankfully rare events. 
But C-PTSD is probably far more 
common in the fire services than is 
acknowledged, is under-reported, 
is under-treated and is more likely to 
be misdiagnosed as depression than 
C-PTSD. The extent of the problem is 
unclear and there is no research data 
quantifying the extent of this problem 

in South Africa. However, anecdotal 
evidence from this writer’s 30 years 
of experience suggests that it’s an 
endemic problem with South African 
emergency services.

In the following two articles we’ll explore 
evidence-based treatments for PTSD 
and how one can go about developing 
one’s resistance to suffering from it.

A complete list of references is available 
from Fire and Rescue International.


