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Background First responders (FRs) are frequently exposed to potentially traumatic events, including terror 
attacks, and may consequently be at risk of developing mental health disorders. Prior research sug-
gests that FRs with mental health disorders often do not receive appropriate treatment. More know-
ledge is needed about their use of mental health care (MHC).

Aims This study aimed to identify factors associated with receiving immediate support, post-immediate 
support and engagement in MHC among FRs of the November 2015 terror attacks in Paris.

Methods A web-based study was conducted 8–12 months after the attacks on 663 FRs who were mobilized 
during the night and/or the aftermath of the attacks. Logistic regression was performed to analyse 
factors associated with MHC.

Results Overall, 44 FRs sought MHC. Among FRs with post-traumatic stress disorder (PTSD), partial 
PTSD or depression (n = 60), 38% sought MHC (n = 23). Post-immediate support was associated 
with immediate support, and both were associated with knowing someone who could help regarding 
the potential psychological risks following a traumatic event. MHC engagement was associated with 
a history of MHC, post-immediate support and the presence of PTSD, partial PTSD or depression.

Conclusions Among FRs with PTSD, partial PTSD or depression, few sought MHC. Improved access to MHC 
for FRs after terror attacks is essential. Knowing someone who could help regarding potential 
psychological risks may facilitate immediate and/or post-immediate support. Furthermore, post-
immediate support could encourage engagement in MHC. Efforts should be made before and after 
potentially traumatic events to ensure mental health education for FR.

Key words Depression; emergency responders; mental health services; post-traumatic; stress disorders, 
terrorism.

Introduction

On 13 November 2015, several coordinated terror 
attacks occurred in Paris and in the neighbouring town 
of Saint-Denis: three bombings in Saint-Denis, three 
shootings, one bombing and a large-scale shooting and 

hostage incident at the Bataclan Theatre in Paris. One 
hundred and thirty people were killed and 643 were 
injured. In the aftermath, 2148 medico-psychological 
consultations were performed. Thousands of first re-
sponders (FRs) were mobilized that night and in the fol-
lowing weeks [1].

This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs licence (https://creativecommons.
org/licenses/by-nc-nd/4.0/), which permits non-commercial reproduction and distribution of the work, in any medium, provided the original work is not altered or 
transformed in any way, and that the work is properly cited. For commercial re-use, please contact journals.permissions@oup.com
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FRs are highly exposed to life-threatening and po-
tentially traumatic events. Consequently, they run the 
risk of developing mental health problems including 
post-traumatic stress disorder (PTSD) [2] and depres-
sion [3]. The estimated worldwide pooled PTSD preva-
lence in FRs was 10% [2], while the estimated 12-month 
PTSD prevalence in the general population in Europe 
was 1% [4]. PTSD prevalence in studies on FR following 
man-made mass violence ranges from 1 to 22% [5]. Pre-
trauma factors (previous life stressors, education [6], 
mental health history [7], training [8]), peritraumatic 
factors [9] and post-traumatic factors (social isolation 
[6]) have been associated with PTSD in FRs after terror 
attacks. The prevalence of PTSD among FRs of the Paris 
attacks in November 2015 was 4.8% and PTSD was as-
sociated with exposure, low education, social isolation 
and lack of training [1].

FRs who develop mental disorders must be provided 
mental health care (MHC) to reduce their psychological 
burden. International and French guidelines recommend 
psychological interventions such as eye movement de-
sensitization and reprocessing and cognitive-behavioural 
therapy for PTSD [10]. For depression, stepped-care 
approaches are recommended [11]. Providing treatment 

to FR with partial PTSD is increasingly recommended 
because partial PTSD can become chronic and is associ-
ated with other psychiatric disorders, functional difficul-
ties and a need for MHC [6].

The scarce literature on FRs’ use of MHC suggests 
that few FRs receive appropriate MHC. In a survey of 
firefighters in South Korea, among those with current 
PTSD, only 16% had received MHC during the pre-
vious year [12]. Among disaster workers with mental 
health disorders following the 2001 World Trade Centre 
(WTC) attacks, 57% of those who initially expressed 
their willingness to be referred for psychotherapy did not 
subsequently access available services [13]. Furthermore, 
Jacobson et  al. [14] found that 35% of rescue and re-
covery workers from the WTC attacks sought counsel-
ling in the subsequent 15 years.

In the above-mentioned South Korean study, fire-
fighters’ perceived barriers to accessing MHC (lack of 
information, lack of time, financial reasons) and poten-
tial stigma were reasons for not seeking treatment [12]. 
In Jacobson et al.’s study on the WTC attacks, predictors 
of seeking counselling were ethnicity, age, educational 
level, level of exposure, other traumatic experiences, 
mental health symptomology and pre-existing MHC 

Key learning points

What is already known about this subject:
 • First responders are at risk of developing post-traumatic stress disorder, partial post-traumatic stress disorder 

and/or depression after exposure to potentially traumatic events such as terror attacks and must receive ad-
equate mental health care.

 • The scarce literature on first responders’ use of mental health care suggests that relatively few first responders 
receive appropriate mental health care.

 • More research is needed to better understand factors associated with seeking mental health care among first 
responders after terror attacks, especially in Europe.

What this study adds:
 • Our study highlights the necessity of improving access to mental health care for first responders after terror 

attacks because a large proportion of first responders who needed mental health care did not receive any mental 
health care.

 • Our study underlined a virtuous sequence, whereby mental health care was associated with post-immediate 
support and post-immediate support with immediate support. Both immediate and post-immediate support 
may be facilitated by knowing someone who could help regarding the potential psychological risks following a 
traumatic event.

 • Practical reasons or bad timing was the most frequently reported reason not to seek mental health care among 
first responders with post-traumatic stress disorder, partial post-traumatic stress disorder or depression.

What impact this may have on practice or policy:
 • Our study underlines the importance of helping exposed first responders become aware of and recognize poten-

tial mental health symptoms after potential traumatic events, and of empowering them to openly disclose such 
symptoms with colleagues and/or professionals, as core components of their professional norms and skills.

 • Our study underlines the importance of working on the organizational culture in order to remove taboos and 
barriers to seeking mental health care among first responders.

 • Interventions should be implemented to mitigate the stigma and barriers to seeking mental health care by, e.g. 
assessing mental health disorder routinely in the form of annual monitoring exams or with systematic moni-
toring, short after exposure to potentially traumatic events, of all first responders who intervened.
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[14]. When appropriate, early post-trauma interventions 
may contribute to reduce mental health burden and en-
courage FRs to seek MHC [15].

Because trauma may impair both social and occupa-
tional functioning (social anxiety, difficulties in interper-
sonal relationship [16], performance deficits on complex 
cognitive tasks [17]), it is essential that FRs with MH 
problems receive adequate MHC. For this to happen, 
barriers and factors associated with seeking MHC need 
to be understood. We aimed to identify FRs mobilized 
during the November 2015 terror attacks who subse-
quently developed PTSD, partial PTSD and/or depres-
sion but who did not engage in MHC and to describe 
the reasons for this, to identify factors associated with 
receiving immediate and/or post-immediate support and 
to identify factors associated with engaging in MHC, 
in particular the role of immediate and post-immediate 
support.

Methods

ESPA 13 November is an ongoing longitudinal online 
survey of people exposed to the Paris terror attacks of 
13 November 2015. The following FR categories are 
included: health professionals, Paris fire brigade mem-
bers, volunteers from civil protection associations, police 
officers and city hall staff. Inclusion criteria were aged 
16 or older, intervened the night of 13 November and/
or during the following 3 weeks in contexts specifically 
linked to the terrorist attacks, and satisfied criterion A of 
the DSM-5 (Diagnostic and Statistical Manual of Mental 
Disorders, fifth edition) definition of PTSD.

FRs were solicited by a media campaign and by their 
institutional colleagues, hierarchy, doctors and psych-
ologists via e-mail, meetings, posters and videos. Initial 
data were collected 8–12 months after the attacks using a 
web-based self-administered questionnaire [1]. Inclusion 
questionnaire and informed consent were completed by 
837 FRs. Data for 663 FRs were analysed (Figure 1).

Immediate and post-immediate support for FRs 
were defined as having had an interview with someone 
in their organization to discuss the psychological im-
pact of the events during the first 48  h and between 
48 h and 1 week after the attacks, respectively. Inspired 
by Critical Incident Stress Management (CISM) com-
ponents [18] and emergency medico-psychological unit 
interventions to civilians [19], the support aimed to 
provide information and guidance, restore group cohe-
sion and unit performance, give a first sense of soothing 
and to provide an entry point to MHC. The support 
organized after the attacks differed between services 
of the different FR categories and was not systematic. 
The common thread was to propose immediate and/or 
post-immediate support, targeting FRs at higher risk of 
developing PTSD.

Concerning immediate and post-immediate support, 
participants were asked whether the interview(s) had 
been performed by a member of the organizational hier-
archy and/or someone from the organization’s health 
staff. They were also asked whether they had received 
psychological support outside their organization.

Engagement in MHC was assessed with the question 
‘Since the events, have you sought regular care, support 
or follow-up with a psychologist or psychiatrist?’

Participants who responded ‘yes’ specified the kind of 
MHC professional involved, whether a third party ad-
vised them to seek MHC and if so who, along with the 
kind of therapy followed and when they initiated it.

Participants who responded ‘no’ were asked why they 
did not seek MHC. Several answers were possible and 
were merged for the analysis:

 - No need: ‘you were offered MHC but you did not feel 
the need’, ‘you did not feel the need’,

 - Not offered: ‘you were not offered MHC’,
 - Mental health stigma: ‘you would have liked to but you 

were embarrassed by the fact that in your profession 
it’s not the done thing’,

 - Practical reasons or bad timing: ‘the proposed 
modalities of the MHC did not suit you’, ‘you were 
offered MHC but you didn’t want to talk/ you weren’t 
ready to talk’

 - Financial reasons: ‘because of the financial cost’,
 - Lack of information: ‘you didn’t know it was possible’

Participants could also choose ‘other’ whereby they 
could write down other reasons that were post-classified 
into the six categories listed above.

PTSD and partial PTSD at the time of the survey 
were measured using the PTSD Checklist for DSM-5 
(PCL-5) [20]. Each PCL-5 item with a rating of 2 

Figure 1. Flow chart (ESPA 13 November survey).
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(‘moderately’ or ‘higher’) was considered as a PTSD 
symptom. We then applied the DSM-5 diagnostic rule for 
PTSD: at least one B item (questions 1–5), one C item 
(questions 6–7), two D items (questions 8–14) and two 
E items (questions 15–20). Partial PTSD was defined as 
meeting two or three of criteria B–E [21]. We wanted to 
identify FRs with partial PTSD that could necessitate 
engagement in MHC. Accordingly, for partial PTSD, we 
took into account criteria G (functional impairment) of 
the PTSD for DSM-5. PTSD-related functional impair-
ment was defined as answering ‘yes’ to at least one of 
the following ‘yes/no’ questions: ‘Do these symptoms 1/ 
make your relationships with your family more difficult? 
2/ make it difficult for you to get along with your friends? 
3/ make it difficult for you to work well? 4/ cause you 
problems for your general level of functioning in your 
everyday life?’.

Depressive symptoms at the time of the survey were 
measured using the seven depression-related items in the 
Hospital Anxiety and Depression Scale (HADS). A score 
of 8 or more was considered to reflect depression [22].

Sociodemographic variables, level of exposure to the 
attacks, MHC history, knowing someone who could 
help regarding potential psychological risks following a 
traumatic event and the social isolation variable are de-
scribed elsewhere [1].

MH disorders and immediate and post-immediate 
support were reported by FR category. To identify fac-
tors associated with receiving immediate support, a lo-
gistic regression model was computed. Based on the 
literature, we introduced gender and age, social support, 
educational level, FR category, level of exposure to the 
attacks, MHC history and the presence of PTSD, partial 
PTSD and/or depression as independent variables. To 
identify factors associated with post-immediate support, 
a second logistic regression model was computed, where 
we additionally included immediate support as an inde-
pendent variable. We tested for an interaction between 
the presence of PTSD, partial PTSD and/or depression 
on the one hand, and immediate support on the other. 
The interaction was not significant and therefore not 
retained.

To identify factors associated with seeking MHC, a 
third logistic regression model was computed, where 
we added post-immediate support as an independent 
variable. We tested for interactions between the pres-
ence of PTSD, partial PTSD and/or depression on the 
one hand, and both (separately) immediate support and 
post-immediate support on the other. They were not sig-
nificant and therefore were not retained. To keep all three 
models as parsimonious as possible and because age was 
not associated with immediate support, post-immediate 
support or MHC, age was not retained.

Missing values varied between 0 and 33%. Multiple 
imputation was performed on the dependent and in-
dependent variables listed in Table S1 (available as 

Supplementary data at Occupational Medicine Online). 
A fully conditional specification method was used. Data 
were assumed to be missing at random. Based on the 
highest fraction of missing information, the number of 
imputations was set at 50. Analyses were performed 
using SAS EG v7.11. Multiple imputation was per-
formed using Proc MI and pooled analyses using Proc 
MIANALYZE. Complete case analyses were also per-
formed for the logistic regression models; results were 
similar. Accordingly, only results with imputed data are 
presented for the logistic regression models.

ESPA 13 November received approval of the 
Commission Nationale de l’Informatique et des Libertés 
(CNIL) (authorization demand n°915262v2, deliber-
ation n°2016–209, 7 July 2016) and of a French ethics 
committee (CPP, amendment n°7035/3/3283).

Results

Of the 663 people in our study sample, 226 were health 
professionals (34%), 210 firefighters (32%), 132 affiliated 
volunteers (20%) and 95 police officers (14%). Overall, 
14% had PTSD, partial PTSD and/or depression. This 
proportion fluctuated from 10% among health profes-
sionals to 27% among police officers (Table 1). Men ac-
counted for 63% of the sample (n  =  418), specifically 
from 38% among health professionals to 90% among 
firefighters. Mean age was 38 years (SD = 11), from 32 
(SD  =  7) among firefighters to 43 (SD  =  11) among 
health professionals. Sixty-seven per cent (n = 449) had 
a tertiary educational level, from 44% among firefighters 
to 85% among health professionals.

Overall, 39% of the study sample received immediate 
support, from 20% among police officers to 51% among 
affiliated volunteers. Post-immediate support was re-
ceived by 45%, from 30% among health professionals to 
60% among affiliated volunteers (Table 2).

Forty-four participants sought MHC (10%). 
Among those with PTSD, partial PTSD and/or de-
pression (n  =  60), 23 sought MHC (38%). Of the 
latter, 10 (43%) saw a psychiatrist in public or private 
practice, 9 (39%) a psychologist in public or private 
practice and 3 a psychologist working in occupational 
medicine at their organization. Ten FRs (43%) sought 
MHC on their own initiative, five did so based on the 
advice of a psychologist or a psychiatrist (22%), and 
four on the advice of their occupational medicine pro-
fessional or their organization’s hierarchy. Fifteen FRs 
(65%) did not know what kind of MHC they were 
receiving. Eleven (58%) sought MHC within the 
2 months following the attacks. Among FRs without 
PTSD, partial PTSD or depression at the time of 
the ESPA 13 November survey (n = 378), 6% sought 
MHC (n = 21).

Among FRs with PTSD, partial PTSD or depression 
who did not seek MHC (n = 37), 13 (35%) declared 
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they did not need it. Twelve (32%) responded that 
MHC had not been offered. Six (16%) respondents 
mentioned mental health stigma, while 17 (46%) indi-
cated practical reasons or bad timing. Three reported 
financial reasons.

Receiving immediate support was associated with a 
lower educational level (odds ratio [OR]  =  1.66; 95% 
confidence interval [CI]  =  1.11–2.47), intervening in 
unsecured attack sites (OR  =  2.05; 95% CI  =  1.34–
3.12), and knowing someone who could help regarding 

Table 1. PTSD, partial PTSD and comorbid depression according to FR category (ESPA 13 November survey, n = 663, 16 missing 
values)

PTSD and  
depression

PTSD Partial 
PTSD and 
depression

Partial  
PTSD

Depression PTSD, partial 
PTSD or 
depression

None of these 
disorders

Total

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Firefighters 1 6 (2) 3 9 (4) 5 (3) 24 (12) 180 (88) 204 (100)
Health professionals 5 (2) 5 (2) 2 6 (3) 3 21 (10) 197 (90) 218 (100)
Affiliated volunteers 1 5 (4) 1 8 (6) 4 20 (15)a 110 (85) 130 (100)
Police officers 6 (6) 3 9 (10) 7 (7) 1 26 (27) 69 (73) 95 (100)
Total 13 (2) 19 (3) 15 (2) 30 (5) 13 (2) 91 (14)a 556 (86) 647 (100)

aOf the affiliated volunteers, one person had depression and a missing value for PTSD or partial PTSD. Consequently, this person was counted in the column ‘PTSD, 
partial PTSD or depression’ but was not classified in the details of the disorders.

Table 2. Immediate support and post-immediate support according to FR category and MHC (ESPA 13 November survey), N = 663

Health  
professionals 
(n = 226)

Firefighters 
(n = 210)

Affiliated 
volunteers 
(n = 132)

Police 
officers 
(n = 95)

Total 
(N = 663)

MHC (218 MV)a

No Yes

n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Immediate support (within the first 48 h after the attacks)
 Within organization (37 MV)
  No 148 (69) 103 (51) 60 (49) 72 (80) 383 (61) 240 (88) 32 (12)
  Yes      156 (94) 10 (6)
   Yes, with health staff only 38 (18) 33 (16) 19 (16) 9 (10) 99 (16)   
   Yes, with hierarchy only 19 (9) 45 (23) 32 (26) 6 (7) 102 (16)   
    Yes, with hierarchy and 

health staff
8 (4) 20 (10) 11 (9) 3 42 (7)   

 Outside organization (34 MV)
  No 206 (95) 185 (92) 113 (94) 86 (95) 590 (94)   
  Yes 11 (5) 16 (8) 7 (6) 5 (5) 39 (6)   
Post-immediate support (48 h to 1 week after the attacks)
 Within organization (196 MV)a

  No 109 (70) 66 (48) 39 (40) 45 (59) 259 (55) 231 (94) 16 (6)
  Yes      161 (86) 26 (14)
   Yes, with health staff only 33 (21) 49 (35) 20 (21) 19 (25) 121 (26)   
   Yes, with hierarchy only 10 (6) 18 (13) 29 (30) 9 (12) 66 (14)   
    Yes, with hierarchy and 

health staff
4 5 (4) 9 (9) 3 21 (5)   

 Outside organization (196 MV)a

  No 141 (90) 127 (91) 90 (93) 73 (97) 431 (92)   
  Yes 15 (10) 12 (9) 7 (7) 2 36 (8)   

MV, Missing value.
aDue to a problem in the sequencing of steps in the online questionnaire on the page collecting immediate support, post-immediate support and MHC data, the 
proportion of missing values was higher for post-immediate support and MHC. The proportion of missing values returned to normal on the following page which 
collected data on social support.
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Table 3. Factors associated with immediate support among FRs (ESPA 13 November survey), N = 663

Immediate support

OR 95% CI

Gender
 Male 1.00 –
 Female 1.11 0.73–1.69
FR category
 Firefighters 1.00 –
 Affiliated volunteers 1.33 0.80–2.22
 Police officers 0.45 0.24–0.85
 Health professionals 0.88 0.51–1.52
Educational level
 Third-level education 1.00 –
 High-school diploma or less 1.66 1.11–2.47
Level of exposure to the attacks
 At secured attack sites or at a distance on 13 November 2015, or during the following 3 weeks 1.00 –
 At unsecured attack sites on 13 November 2015 2.05 1.34–3.12
History of mental health care
 No 1.00 –
 Yes 0.65 0.31–1.34
Knowing someone who could help regarding psychosocial risks following a traumatic event
 No 1.00 –
 Yes 2.40 1.51–3.81
Social isolation
 No 1.00 –
 Yes 0.90 0.47–1.71
PTSD, partial PTSD or depression
 No 1.00 –
 Yes 0.58 0.32–1.07

potential psychological risks following a traumatic event 
(OR = 2.40; 95% CI = 1.51–3.81). Police officers were 
less likely to have had immediate support than firefighters 
(OR = 0.45; 95% CI = 0.24–0.85) (Table 3).

Receiving post-immediate support was associated with 
a lower educational level (OR = 1.82; 95% CI = 1.11–
3.00), knowing someone who could help regarding po-
tential psychological risks following a traumatic event 
(OR = 2.43; 95% CI = 1.42–4.16) and receiving imme-
diate support (OR= 3.42; 95% CI = 2.20–5.32) (Table 4).

Engagement in MHC was associated with a his-
tory of MHC (OR  =  3.73; 95% CI  =  1.28–10.87), 
post-immediate support (OR = 5.07; 95% CI = 1.98–
12.94) and having PTSD, partial PTSD or depression 
(OR = 22.81; 95% CI = 8.94–58.21). A negative asso-
ciation was found between seeking MHC and receiving 
immediate support (OR = 0.41; 95% CI = 0.18–0.96) 
(Table 5).

Discussion

In line with studies of persons exposed to the WTC 
attacks [13,14], our results underline that a large 

proportion of FRs with PTSD, partial PTSD or depres-
sion did not seek MHC (62%). Previous studies have 
highlighted underuse of health services and prevention 
screening among physicians [23], police officers [24] 
and firefighters [12]. Our study highlighted a virtuous 
sequence, whereby MHC was associated with post-
immediate support and post-immediate support with 
immediate support. Post-immediate support may have 
helped to mitigate barriers to care by reducing stigma 
and improving education and awareness regarding 
duty-related mental health problems. As expected, be-
cause immediate support targeted FRs at greater risk of 
developing mental health problems, FRs exposed to un-
secured attack sites were more likely to receive immediate 
support. The provision of immediate support differed 
between organizations: police officers were less likely to 
receive immediate support than firefighters. Knowing 
someone who could help regarding potential psycho-
logical risks following a potentially traumatic event was 
associated with both immediate and post-immediate 
support and therefore probably encouraged FRs to look 
for immediate or post-immediate support. As in other 
studies, we found an association between MHC history 
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[14], mental health symptoms [13,14] and engagement 
in MHC.

Our study is the first to analyse the factors associ-
ated with FR engagement in MHC after a terror attack 
in France, and to describe the reasons why some FRs do 
not seek MHC. However, several biases should be taken 
in consideration when interpreting our results [1]. When 
assessing engagement in MHC, we did not ask how many 
times and how often they saw a MHC professional. Because 
it was not possible to get access to rosters of FRs mobil-
ized after these terror attacks, it was not possible to esti-
mate participation rates in our survey. The healthy worker 
effect cannot be ruled out because information about the 
study was given by hierarchy, colleagues and occupational 
medicine. FRs on sick leave or who quit their organization 
may not have been reached for participation in our study. 
Furthermore, because of potential recruitment and selec-
tion biases, as well as the absence of a sampling frame, our 
results cannot be extrapolated to the entire population of 
FRs who responded to these attacks. Our results should 
be interpreted bearing in mind that no consensus exists 

on the treatment of partial PTSD and general practitioner 
follow-up may be sufficient for mild depression. Our study 
has several strengths [1], specifically the involvement of 
stakeholders in the study design, the high number of par-
ticipants compared with other studies after terror attacks 
in France, and the use of standardized scales and similar 
questionnaire items as in other studies in France [25,26]. 
Finally, the utilization of an online questionnaire guaran-
teed complete confidentiality and consequently may have 
reduced social desirability bias [27].

With regard to the reasons not to seek MHC, com-
pared with Haugen’s meta-analysis [28], barriers to 
seeking care (practical reasons or bad timing) were 
more frequently reported in our study (46% versus 9%) 
while mental health stigma was less frequently reported 
(16% versus 33%). The latter finding might partially 
be explained by the fact that the terror attacks in Paris 
in January 2015 may have already brought to light the 
issue of psychological risks, thereby reducing associ-
ated taboos and consequently perceived related stigmas. 
With regard to barriers to seeking MHC, several terror 

Table 4. Factors associated with post-immediate support among first responders (ESPA 13 November survey), N = 663

Post-immediate support

OR 95% CI

Gender
 Male 1.00 –
 Female 1.30 0.80–2.11
FR category
 Firefighters 1.00 –
 Affiliated volunteers 1.56 0.84–2.90
 Police officers 1.31 0.69–2.49
 Health professionals 0.66 0.34–1.27
Educational level
 Third-level education 1.00 –
 High-school diploma or less 1.82 1.11–3.00
Level of exposure to the attacks
 At secured attack sites or at a distance on 13 November 2015 or during the following 3 weeks 1.00 –
 At unsecured attack sites on 13 November 2015 1.57 0.99–2.50
History of mental health care
 No 1.00 –
 Yes 0.93 0.43–2.03
Knowing someone who could help regarding psychosocial risks following a traumatic event
 No 1.00 –
 Yes 2.43 1.42–4.16
Social isolation
 No 1.00 –
 Yes 1.32 0.68–2.59
Immediate support
 No 1.00 –
 Yes 3.42 2.20–5.32
PTSD, partial PTSD or depression
 No 1.00 –
 Yes 0.86 0.43–1.70
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Table 5. Factors associated with MHC among first responders (ESPA 13 November survey), N = 663

Mental health care

OR 95% CI

Gender
 Male 1.00 –
 Female 2.04 0.89–4.67
FR category
 Firefighters 1.00 –
 Affiliated volunteers 0.63 0.20–2.01
 Police officers 0.99 0.27–3.61
 Health professionals 2.52 0.80–7.97
Educational level
 Third-level education 1.00 –
 High-school diploma or less 1.68 0.75–3.75
Level of exposure to the attacks
 At secured attack sites or at a distance on 13 November 2015 or during the following 3 weeks 1.00 –
 At unsecured attack sites on 13 November 2015 1.54 0.63–3.78
History of mental health care
 No 1.00 –
 Yes 3.73 1.28–10.87
Knowing someone who could help regarding psychosocial risks following a traumatic event
 No 1.00 –
 Yes 1.70 0.57–5.12
Social isolation
 No 1.00 –
 Yes 1.28 0.49–3.32
Immediate support
 No 1.00 –
 Yes 0.41 0.18–0.96
Post-immediate support
 No 1.00 –
 Yes 5.07 1.98–12.94
PTSD, partial PTSD or depression
 No 1.00 –
 Yes 22.81 8.94–58.21

attacks have been perpetrated in France since January 
2015. Accordingly, FRs have had extremely busy work 
schedules since then and may not have enough time to 
seek MHC. Furthermore, these differences with respect 
to Haugen’s meta-analysis may also be partly explained 
by the fact that our assessment of stigma and barriers to 
care were specific to our study.

More than one-third of FRs with PTSD, partial 
PTSD or depression who did not seek care in our study 
did not feel they needed MHC. FR culture—and in-
deed society—both value ‘strength’ in FRs [29], making 
it difficult for them to admit they need MHC and seek 
care [30]. Jones et al. highlighted that a knowledge def-
icit related to mental health was the most significant 
barrier to MHC among FRs. This result underlines the 
importance of helping exposed FRs to become aware 
of potential mental health symptoms after potentially 
traumatic interventions, of teaching them how to 

recognize these symptoms, and of empowering them to 
openly disclose these symptoms with colleagues and/or 
professionals, as core components of their professional 
norms and skills. This could be done both proactively 
(before potentially traumatic events occur) through 
mental health education [30], and reactively through 
providing immediate, post-immediate and longer-term 
support.

To mitigate the stigma and barriers to seeking 
MHC which we identified here, several actions can be 
implemented, for example making mental health dis-
order assessments (i) routine in the form of annual 
monitoring exams [28] and (ii) systematic after po-
tentially traumatic events. Other examples include 
offering easily accessible self-screening tools and sec-
ondary prevention tools online and through digital ap-
plications [28], along with developing mental health 
education.
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