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Abstract

Not all emergency services workers with a developing
mental health condition seek help. Barriers to help-
seeking in this population include stigma, being seen as
weak, career and confidentiality concerns, and not being
able to take time off from work. Barriers are widespread
across the sector and appropriate interventions need
to be tailored to this population. The literature refers
to research mostly undertaken in single sectors or
organisations, which this study sought to address by
examining data from “Answering the Call”, a national
study of the mental health and wellbeing of a large
cohort of emergency services personnel. We aimed to
see if help-seeking barriers could be grouped in some
way and, if so, which demographic and psychological
factors were associated with those groups. Latent class
analysis found people could be grouped according to
the number of barriers reported (i.e., lots, some, or a
few) but not by the types of barriers reported. Factors
associated with reporting lots of barriers included being
in the police sector, being male, having severe levels of
probable PTSD or psychological distress, low levels of
receiving support, and high levels of workplace stress.
The most commonly reported barrier was preferring to
handle problems on one’s own or with family/friends.
This implies that the large, complex array of factors
affecting people’s help-seeking leads to a sense
of feeling overwhelmed and preferring to deal with
problems on their own. Increased training in mental
health literacy for managers, while alleviating career

trauma.massey.ac.nz

concerns and perceptions of stigma among all personnel,
is recommended.

Keywords: Help-seeking barriers, emergency services
workers, mental health, first responders

Work in the emergency services can be physically and
mentally demanding and coupled with the high level
of exposure to traumatic events there is an increased
risk of mental injury (Jones et al., 2020). That is why
access to, and use of, support services for mental health
problems is vital. However, not all emergency services
workers (ambulance, fire and rescue, police, and state
emergency services) with a developing mental health
condition seek help in a timely way or even do so at all
(Rikkers & Lawrence, 2021). This can be problematic
as research shows that, amid an often stressful and
traumatic working environment, seeking appropriate
help when it is needed leads to the best long-term
outcomes (Bacharach & Bamberger, 2007). Barriers to
mental health help-seeking in the general population
are manifold and complex in nature (Andrade et al.,
2014; Vogel et al., 2007), and for emergency services
personnel they can be compounded by additional factors
including perceptions of stigma and being seen as weak,
concerns about career impacts, and difficulty finding time
away from work (Chapman et al., 2012, 2014; Fox et al.,
2012; Haugen etal., 2017; Hom et al., 2016; Jones et al.,
2020). Moreover, the in-house support services available
to personnel appear to be the least preferred option for
help-seeking (Tamrakar et al., 2020). This large and
complex array of barriers is particularly problematic in
such an at-risk population, whose rates of post-traumatic
stress disorder (PTSD) are twice that of the general
population (Kyron et al., 2021).

Tailoring appropriate interventions for emergency
services personnel is advised (Kutcher et al., 2016);
however, relatively few studies have quantitatively
assessed barriers to care in this population, with the
majority assessing single sectors or organisations and
relatively narrow in scope (Haugen et al., 2017; Jones
et al., 2020; Varker et al., 2018). Therefore, we used
data recently collected from a large cohort of Australian
emergency services workers to examine barriers to
help-seeking in a way that might facilitate the design
of suitable interventions. “Answering the Call”, the
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national survey of the mental health and wellbeing of
police and emergency services in Australia, was a world-
first cross-sectional study which encompassed all four
emergency sectors: ambulance, fire and rescue, police,
and state emergency services (Beyond Blue Ltd., 2018).
The survey captured detailed, wide-ranging mental
health and wellbeing information encompassing mental
health problems, resilience, social support, workplace
risk factors for mental health, perceived need for help,
barriers to help-seeking, and service use (Kyron et al.,
2021).

We used survey results to test the hypothesis that
emergency services employees with a need for mental
health care, but not seeking it, would be able to be
classified into groups reporting similar types of barriers
to help-seeking. We predicted that if it were possible
to identify groups reporting similar barriers, it may be
possible to target interventions based on characteristics
associated with those groups. Using this data, we sought
to determine associations between reported barriers and
demographic characteristics (i.e., emergency services
sector, age, sex, and rank), selected mental health
problems (i.e., probable PTSD, psychological distress,
and suicidal ideation), levels of social support, and
workplace stressors.

Method

Participants and Procedure

The methodology of “Answering the Call”, response bias,
and demographic statistics of the participants have been
previously described in detail (Beyond Blue Ltd., 2018;
Kyron et al., 2021). Briefly, 33 out of a possible 36 police,
ambulance, fire and rescue, and state emergence service
agencies around Australia participated in the online
survey. The purposes of the survey were to assess the
mental health of employees, identify the associated risk
factors, identify barriers to help-seeking, and measure
service use. In total, 14,868 employees participated in
the survey (Police = 8,088, Ambulance = 3,473, Fire
and Rescue = 2,975, State Emergency Service = 332),
with an estimated response rate of 22%. Selected
demographic characteristics are contained in Appendix
2 (Table A1). The sample was determined to be largely
representative of the emergency services population,
with slightly higher representation of females and older
employees. These and other minor differences were
taken into account during the weighting procedure.
Ethics approval was obtained from The University of
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Western Australia Human Research Ethics Committee
(RA/4/1/9036).

Measures

Barriers to help-seeking. Respondents who did not
seek help or delayed seeking help were asked a 12-
item question to assess barriers to help-seeking: “Here
is a list of concerns that a person might have when
they consider seeking support or treatment for stress,
emotional or mental health issues. Please indicate
how much you agree or disagree that each of these
concerns might have affected your decision whether
or not to seek support or treatment”. They were offered
a list of 12 barriers (I wouldn’t know where to get help;
I would have difficulty getting time off work to attend
a session; | wouldn’t be able to do it confidentially; It
would harm my career or career prospects; People
would treat me differently; | would be seen as weak; It
would stop me from doing operational work; | would be
seen as a burden to my team or family; | prefer to deal
with my problems by myself or with family/friends; | was
concerned it would negatively impact on my colleagues;
| don’t believe that treatments are effective; | don’t trust
mental health professionals ) to which they indicated their
level of agreement (1= Strongly disagree, 2 = Disagree,
3 = Neither agree nor disagree, 4 = Agree, 5 = Strongly
agree). Participants were considered to have endorsed a
barrier to help seeking if they agreed or strongly agreed
with that statement.

Diagnosed mental health conditions are dependent on
having sought help, and as the purpose of this paper is
to examine barriers to help-seeking, we have chosen to
focus on the conditions identified through the screening
scales included in the survey: post-traumatic stress
disorder, psychological distress, and suicidal ideation.

Post-Traumatic Stress Disorder (PTSD). PTSD was
assessed using a scale developed for “Answering the
Call” and based on the PCL-5 PTSD screening scale
(Blevins et al., 2015). Six items from the PCL-5 were
used: loss of interest in things you used to enjoy, feeling
emotionally distant or cut off from other people, feeling
jumpy or easily startled, having difficulty concentrating,
having trouble falling or staying asleep, and feeling
irritable or having angry outbursts. Additional questions
were added to measure functional impairment and
severity and duration of symptoms (see Appendix 1 for
full scale). This approach was chosen to address three
shortcomings of the PCL-5 for use with an emergency
services population, and to make it more relevant to
the emergency services in the following ways: (i) to be
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more sensitive to the impact of cumulative trauma by
asking symptom questions in relation to any previous
traumatic experience rather than one specific traumatic
event; (ii) to add questions about functional impairment to
assess DSM-5 Criterion G that “the disturbance(s) cause
clinically significant distress or impairment in social,
occupational, or other important areas of functioning”
(American Psychiatric Association, 2013); and (iii) to
provide an assessment of severity, with scores grouped
into sub-threshold (i.e., people who have some but not
all symptoms required for diagnosis and impairment of
functioning), mild, moderate, and severe categories in
this study. The scale had good internal consistency in
the current survey (a = .89). PTSD, as measured by
this scale, is referred to in this paper as probable PTSD
as respondents were not formally diagnosed and the
scale was created for the purposes of this survey (see
Appendix 1 for full details and scoring).

Psychological distress. Psychological distress was
measured using the Kessler-10 (K10) scale, which
assesses symptoms of depression and anxiety (Kessler
et al., 2002). Ten items measured emotional states on a
5-point Likert-type scale (1 = None of the time, 2 = Alittle
of the time, 3 = Some of the time, 4 = Most of the time,
5 = All of the time), with higher psychological distress
representing a greater likelihood of experiencing a
mental health condition. Responses were grouped using
standard cut-off scores from the ABS 2017-18 National
Health Survey (Australian Bureau of Statistics, 2018) into
low (score 10-15), moderate (score 16-21), high (score
22-29), and very high (score 30-50) categories. The K10
is a widely used and well-validated screening tool that is
highly correlated with serious mental iliness, including
anxiety and depression (Furukawara et al., 2003). The
K10 scale had very good internal consistency in the
current survey (a = .92).

Suicidal ideation. Six questions were asked to
determine whether participants had seriously thought
about taking their own life, planned to take their life, or
attempted to take their own life, both ever and in the
last 12 months (Australian Bureau of Statistics, 2008).
Response options included “Yes”, “No”, and “Prefer not to
say” for each question, and respondents were not asked
subsequent questions after the first time they chose
“Prefer not to say” (see Appendix 1). Approximately
7.5% chose this option at the first question, therefore,
the estimates of suicidal ideation from this data likely
underestimate the true prevalence of suicidal thoughts
and behaviours for this population. Responses for this
study were categorised as follows: “Yes” included people
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who said they had seriously thought about taking their
own life in the last 12 months while “No” included people
who said “No” or “Prefer not to say”.

Perceived need for help. Respondents were asked
whether they felt the need for help for any emotional or
mental health issues in the previous 12 months (1 = “No,
| did not have any emotional or mental health issues”, 2
= “No, | had emotional or mental health issues, but did
not need any help or support”, 3 = “Yes”). If they sought
help, they were asked how soon they sought help or
treatment for their issue, and once they sought help, how
long it took to receive it (1 = Immediately, 2 = Within 1-2
weeks, 3 = Within 3-4 weeks, 4 = Within 1-3 months, 5
= Within 4-6 months, 6 = More than a year after | felt |
needed it, 7 = Don’t remember).

Social support. Social support was measured using
an adapted version of the 2-Way Social Support Scale
(Shakespeare-Finch & Obst, 2011). Respondents were
asked to think about their support and social networks
and how true the following statements were in relation
to their life: 1: “I am there to listen to other people’s
problems”; 2: “My family/friends understand my job
demands”; 3: “I like helping others”; 4: “There is someone
| can talk to about the pressures in my life”; 5: “There is
someone in my life that makes me feel worthwhile”; 6: “I
lead a fulfilling life outside work”; 7: “There is someone
in my life | can get emotional support from”; 8: “I give
others a sense of comfort in times of need”; and 9:
“l feel that | have a circle of people who value me”.
Respondents answered using a 5-point scale (1 = Not
at all, 2 = Somewhat true, 3 = Quite true, 4 = Very true,
5 = Always true).

ltems 1, 4, 5,7, 8, and 9 were sourced from the 2-Way
Social Support Scale, while items 2, 3, and 6 were
created for the survey. Separate measures of giving
and receiving social support were created by summing
the appropriate items. A total score for receiving social
support was created by summing the items 2, 4, 5, 6, 7,
and 9, creating a score between 6 and 30. Participants
were classified as having low levels of receiving social
support if their score was in the range 6 to 12, and high
levels if their score was in the range 13 to 30. Similarly,
a total score for giving social support was created by
summing items 1, 3, and 8, creating a score between 3
and 15. Participants were classified as having low levels
of social support if their score was in the range 3 to 6,
and high levels if their score was in the range 7 to 15.
The adapted scale was shown to have good levels of
internal consistency (a = .87).
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Workplace stressors. Workplace stressors were
based on the Copenhagen Psychosocial Questionnaire
(COPSOQ; Pejtersen et al., 2010). Eighteen items were
included in the survey but only six items were used in the
current study. They were grouped into three categories:
Supervisor support (“How often is your manager willing
to listen to your problems at work?”; “How often do you
get help and support from your manager?”); Emotional
exhaustion (“Do you feel that your work drains so much
of your energy that it has a negative effect on your private
life?”; “Do you feel that your work drains so much of your
time that it has a negative effect on your private life?”);
and Rewards (“Is your work recognised and appreciated
by the management?”; “Are you treated fairly at your
workplace?”). For analytical purposes, supervisor
support and rewards were reverse scored so that higher
scores represent negative experiences. Each item was
scored on a scale of 0 to 4 (0 = Never/hardly ever, 1 =
Seldom, 2 = Sometimes, 3 = Often, 4 = Always), with the
two items for each category added together. The items
were then scored as good (score 0-2), moderate (score
3-5), or poor (score 6-8), with poor indicating a high level
of stress caused by that item. This scale had acceptable
internal consistency in the study (a = .77).

Analytical Approach

The analysis had several stages. First, we examined
the prevalence of individual barriers by sector and for
emergency services personnel with various markers
of distress (high or very high psychological distress,
probable PTSD, suicidal ideation). Second, we grouped
10 individual barriers into four conceptual categories
containing similar barrier types to examine the frequency
of reporting for each category. Any differences referred
to in the text have been fully tested, and confidence
intervals provided in Appendix 2 where appropriate.
We then undertook a latent class analysis to examine
if emergency services personnel could be grouped
according to their reported barrier(s), either by type or
by number.

Barrier groups. Akey question was whether respondents
could be grouped according to common or similar barrier
type; therefore, 10 of the barriers were grouped into four
different categories of similar type:

» Didn’t know how to access (“l wouldn’t know where to

get help”; “ would have difficulty getting time off work
to attend a session”);

» Concerned about career impact (“It would harm my
career or career prospects”; “People would treat me
differently; “I would be seen as weak”; “It would stop
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me from doing operational work”; “I wouldn’t be able
to do it confidentially”);

» Don'’t trust mental health treatment (“| don’t believe that
treatments are effective”; “I don’t trust mental health
professionals”); and

* Prefer to deal with problems themselves (“I prefer
to deal with my problems by myself or with family/
friends”).

Only responses of “Agree” or “Strongly agree” were
included.

Barrier class. Barrier class relates to the number of
reported barriers. To investigate patterns associated with
barriers to help-seeking, we fitted a latent class analysis
model using Mplus Version 7. The optimal number of
classes was chosen using the Vuong-Lo-Mendell-Rubin
test and the parametric bootstrapped likelihood ratio test.
The profile of reported barriers within each class was
then examined to assign descriptive labels to each class.

Finally, several logistic regression models were fitted
to assess associations between each barrier group
and each barrier class and sectors, demographic
characteristics (i.e., age and sex), mental health
conditions (i.e., probable PTSD severity, psychological
distress, and suicidal ideation), social support, and
workplace stressors. All analyses were performed using
the surveylogistic procedure in SAS version 9.4 and
confidence intervals were calculated using the method
of linearisation in Taylor Series (Wolter, 1985).

Results
Patterns of Reported Barriers to Help-Seeking

There was relative consistency across sectors regarding
the patterns of most to least commonly reported
barriers (Table 1). High proportions of police employees
reported barriers related to concerns about being treated
differently or their careers being damaged. Around half
of all employees reported stigmatising barriers such as
being treated differently (54.1%), negative career impacts
(51.6%), or being seen as weak (46.9%).

Employees who perceived barriers to help-seeking
in high proportions had high or very high levels of
psychological distress (N = 4,414) and probable PTSD (N
=1,388; see Table 1). In particular, they were concerned
about being treated differently, their career prospects
being harmed, and being seen as weak.

trauma.massey.ac.nz
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Table 1
Proportion of Employees Needing Help who Reported Each Barrier to Help-Seeking by Sector and Mental Health Condition
Sector Condition
Ambulance  Fire and Police SES Total Probable  Psychological Suicidal
Barrier to he|p_seeking Rescue PTSD Distress |deation
% % % % % % % %
| prefer to deal with my 74.3 75.0 77.5 73.0 76.6 76.9 77.2 741
problems by myself or with
family/friends
People would treat me 37.7 47.9 59.3 49.4 54.1 73.9 65.0 67.0
differently
It would harm my career 38.2 44.0 56.4 40.6 51.6 72.3 62.5 65.3
prospects
| would be seen as weak 31.3 38.8 52.3 39.5 46.9 69.5 59.2 60.7
| was concerned it would 35.3 44.0 49.3 431 46.3 55.7 54.0 46.9
negatively impact on my
colleagues
| wouldn't be able to do it 324 36.8 49.1 34.3 44.5 59.3 53.2 50.5
confidentially
It would stop me from doing 275 37.8 48.8 34.6 43.6 59.4 51.8 53.2
operational work
| would be seen as a burden to 31.9 37.1 46.3 32.4 42.6 65.1 51.6 59.1
my team or family
I would have difficulty getting 34.2 22.3 355 14.3 333 494 42.9 38.3
time off work
| don't trust mental health 9.3 9.8 12.7 15.4 12.5 19.1 171 18.6
professionals
| don't believe that treatments 8.0 9.6 14.2 5.7 12.3 22.0 15.7 20.2
are effective
| wouldn't know where to get 10.2 12.3 12.8 9.9 1.7 15.9 15.2 11.6
help

Note. SES = State Emergency Service. See Appendix Table A2 for confidence intervals.

Analysis of Groupings by Barrier Type or Barrier
Number

We undertook a latent class analysis to see if employees
could be grouped according to whether they endorsed
similar types of barriers (i.e., barrier group) or numbers of
barriers (i.e., barrier class; see Table 2). The latent class
analysis revealed that the clusters were evident only in
the numbers of barriers chosen rather than revealing
any systematic grouping of respondents according to the
types of barriers chosen. Athree-class solution provided
the best fit, based on fit statistics and entropy. For the
two-class model entropy was 0.89 and BIC was 73301;
for the three-class model, entropy was 0.91 and BIC was
66088; and for the four-class model, entropy was 0.85
and BIC was 65398. Comparing three classes to two
classes, both Vuong-Lo-Mendell-Rubin test (VLMR) and
the parametric bootstrapped likelihood ratio test (LLRT)
indicated improved fit (VLMR p = .0000, LLRT p =.0000),
while four classes was not significantly better than three
classes (VLMR p =.0838, LLRT p =.072). Respondents
could be grouped into those who endorsed lots of
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barriers (mean = 7.1 barriers), some barriers (mean = 2.1
barriers), or a few barriers (mean = 1.5 barriers). There
was no discernible pattern between number of barriers
reported (barrier class) and respondents’ perceived need
for help with an emotional or mental health condition.
However, a much higher proportion of respondents who
reported lots of barriers felt they did not need help for
their condition (25.3% lots of barriers; 13.1% few barriers;
Z=T7.47,p<.0001).

Characteristics Associated with Barrier Type or
Barrier Number

Similar barriers were grouped into four conceptual
categories to determine associations. Over one in 10
(10.6%) employees needing help endorsed all four
groups of barriers, while 33.7% reported three of the
four groups of barriers. Barrier groups were compared
by sector type, age, sex, PTSD severity, level of
psychological distress, suicidal ideation, and barrier
class. There was very little variation across demographic
groups, except for females being less concerned about
career impacts (68.8% females; 79.8% males; Z =
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9.53, p < .001; see Table 3). Across Table 2

the sectors, more than half (59.2%) of
police employees did not know how to
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Barrier Class Membership by Average Number of Barriers to Help-Seeking, and by
Perceived Need for Help

access help and had significantly higher
levels of concern about career impact
(80.7%) than ambulance workers (Z =

Perceived need for help

# Perceived No need for help?

Didn’t need help® Delayed seeking

9.18, p < .0001) and fire and rescue
workers (Z = 7.02, p < .0001). Police
also had higher levels of lack of trust in

Barrier Class barriers (n=3,419) (n=1,276) help (n =1,429)
Mean % (Cl 95%) % (Cl 95%) % (Cl 95%)
Lots of barriers 7.1 50.4 (48.7-52.2)  25.3 (23.7-26.8)  24.3 (22.7-25.8)
Some barriers 2.1 61.5(59.6-63.4) 17.1(15.6-18.6)  21.3(19.7-22.9)
Few barriers 1.5 59.6 (65.5-63.7)  13.1(10.3-15.9)  27.3 (23.6-31.0)

mental health treatments (19.2%) than
all other sectors (police vs ambulance,
Z = 2.34, p = .019; police vs fire and
rescue, Z = 2.30, p = .021; police vs
SES, Z = 2.62, p = .009). Otherwise,
patterns of response were similar
across all sectors; therefore, more
detailed results are not reported here.

support.

Higher levels of probable PTSD and suicidal ideation
were associated with higher proportions for each barrier
group being reported. Those with very high levels of
distress mostly reported the barrier of preferring to deal
with their problems on their own or with family/friends,
with much lower proportions expressed for the other
barriers.

Patterns for those reporting high numbers of barriers
were markedly different to those reporting few barriers,
with much higher numbers across all barrier groups. For
example, 99.9% with many barriers reported concerns
about career impact compared to only 40.4% of those
with few barriers (Z = 28.4, p < .0001).

To determine predictors for each type of barrier group,
separate logistic regression models were fitted with
demographic characteristics (i.e., age and sex), sector
type, mental health conditions (i.e., probable PTSD,
psychological distress, and suicidal ideation), social
support measures, and workplace stressors. Predictors
did not vary significantly for each barrier group, and we
chose not to present these results in detail here because
the latent class analysis revealed that it was the numbers
rather than the types of barriers that created significant
grouping of respondents. The only notable difference in
pattern between the barrier groups was for those with
severe PTSD, as they were four times more likely to
choose concern about impacts on career (OR =4.42, p
<.001) but were least likely to prefer to handle problems
on their own (OR =0.79, p <.001).

To calculate predictors for barrier class, a regression
model was fitted with sector, sex, age, PTSD,
psychological distress, social support, and workplace

28

Note. ?Included respondents who had no emotional or mental health issues requiring

®Included respondents who had an emotional or mental health issue but felt they did not
need any help or support.

stressors as independent variables. Associations
with reporting lots of barriers were found with several
demographic characteristics, with police employees (OR
=2.44,p <.001) and males (OR = 1.57, p <.001) more
likely to report lots of barriers, while older employees
were the least likely (OR = 0.64, p < .001) to report lots
of barriers (Table 4). The more severe the level of PTSD
or psychological distress, the greater the likelihood of
reporting lots of barriers (severe PTSD, OR = 2.76, p
< .001; very high psychological distress, OR = 2.45, p
< .001). Similarly, an association was found with low
levels of receiving support and reporting lots of barriers.
People who reported lots of barriers to help-seeking had
high levels of workplace stress, such as poor supervisor
support (OR = 1.68, p <.001), poor levels of emotional
exhaustion (OR =2.63, p <.001), and, in particular, poor
reward levels (OR = 3.01, p <.001).

Discussion

The main aim of this study was to determine if emergency
services workers could be grouped because they
reported similar types of barriers for seeking help for an
emotional or mental health condition, and if so, what were
the demographic and other characteristics common to
each group. However, a latent class analysis revealed
that it was the numbers of barriers reported, rather than
the types of barriers, that was the distinguishing feature
between the classes. That is, people could be grouped
into those who reported lots of barriers and those who
reported only some or a few barriers. The results did not
support the hypothesis that people could be grouped
according to the types of reported barrier. While there
is a small body of Australian literature which focuses
on barriers to help-seeking (Haugen et al., 2017), we
could not identify other studies either in Australia or
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internationally which have examined numbers of barriers
in the same way; therefore, we were unable to make
comparisons with our findings, and this may indicate that
our results are unique.

Factors associated with reporting lots of barriers included
being from the police sector, having high levels of
probable PTSD and psychological distress, low levels
of social support, low levels of supervisor support and
recognition, and high levels of emotional

Rikkers & Lawrence

pathways to support services, while also providing
encouragement to do so, is paramount (Burns &
Buchanan, 2020; Watson & Andrews, 2018).

We found that similar types of barriers to help-seeking
appear to be common across the sectors and are
common in single sector studies (Haugen et al., 2017).
The implication here is that emergency services workers
experience barriers such as career concerns, being seen

exhaustion from work. These organisational
barriers illustrate the influence of a negative
work environment on mental health outcomes.
This finding supports other studies which
show links between the development of
PTSD and factors such as conflict with
management, discrimination, and a lack of
support mechanisms including supervisory
support (Armstrong et al., 2014; Bacharach
et al., 2007; Meyer et al., 2012; Skeffington,
2017). Police workers in particular are known
to be at heightened risk of PTSD when they
have poor social support and negative work
environments (Marmar et al., 2006). The
extant literature supports the notion that
police are a high-risk population for mental
health conditions, are hesitant to source
mental health care based on lower levels
of mental health literacy, fear losing their
careers, and see themselves as needing to
be strong in the face of perceived weakness
in others (Barocas & Emery, 2017; Flannery,
2015; Reavley et al., 2018). Coupled with
severe mental health conditions, which
exacerbate feelings of hypervigilance and
anger, this combination of factors appears to
contribute to a sense of feeling overwhelmed,
perhaps resulting in the perception of multiple
barriers to help-seeking.

Based on the results from this study,
training managers and welfare officers in
the behaviours associated with PTSD and
psychological distress may be a valuable first
step and could assist in the way employees
needing help are identified and counselled
(Barratt et al., 2018; Burns & Buchanan,
2020). For example, these behaviours may
exhibit in anger, avoidance of help-seeking,
or lack of acknowledgement of a problem
(Andrade et al., 2014), which means providing
simple, straightforward, and confidential
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Table 3

Key Demographic and Mental Health Characteristics and Barrier Class of Employees

Needing Help by Barrier Group

Barrier Group

Didn’t Concerned Don'’t trust Prefer to deal
know how about career mental health with problems
to access impact professionals themselves

% % % %
Age group
Less than 35 years 60.0 72.2 14.9 80.5
35 - 44 years 55.0 77.0 17.7 75.6
45 - 54 years 53.3 76.8 17.0 74.5
55 years or over 459 73.4 16.7 73.7
Sex
Male 56.3 79.8 19.5 76.6
Female 50.5 68.8 12.6 74.9
PES Sector
Ambulance 52.3 67.8 13.9 75.5
Fire and rescue 42.6 70.2 13.9 724
Police 59.2 80.7 19.2 77.3
State emergency 429 73.8 10.3 74.6
service
PTSD Severity
None 48.8 70.7 14.0 75.7
Sub-threshold 63.2 83.7 19.3 75.5
Mild 65.7 88.6 26.3 76.6
Moderate 71.8 87.7 25.5 79.5
Severe 78.2 95.2 32.8 75.5
Kessler 10 scale -
ABS categories
Low 36.3 60.8 9.0 70.1
Moderate 51.0 73.3 14.1 7.7
High 61.9 82.0 19.3 77.4
Very high 70.8 88.0 29.7 75.9
Suicidal ideation
No 53.1 74.4 15.7 75.9
Yes 63.7 86.3 28.7 75.3
Batrrier class
Few barriers 16.9 40.4 5.0 58.0
Some barriers 29.6 53.4 7.4 69.8
Lots of barriers 80.9 99.9 26.5 84.2
Note. See Appendix 2 Table A3 for confidence intervals.
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as weak, lack of mental health literacy, and a desire
to self-manage in similar ways, regardless of role or
organisation type. The most commonly expressed barrier
across all sectors, demographic characteristics, and
mental health conditions was the preference to handle
problems on one’s own or with family/friends, consistent
with well-established findings in the literature (Andrade
etal., 2014; Gulliver et al., 2019; Shi et al., 2020). There
is a paucity of research into the factors associated with
this barrier (Haugen et al., 2017), and this study did not
identify any strongly linked factors.

Table 4
Predictors of Barrier Class Membership by Selected Characteristics

Australasian Journal of Disaster and Trauma Studies
Volume 26, Number 1

When viewed with our other finding that lots of barriers
were commonly reported, it is possible that some people
feel a sense of helplessness in the face of so many
perceived obstacles and, therefore, avoid formal help-
seeking entirely, preferring to handle their problems on
their own. At face value, this particular barrier could also
mean a rejection or cynicism towards professional or
clinical advice or treatment (Hom et al., 2017). However,
it could also be reflective of perceived stigma, whereby
emergency services workers believe that others would
perceive mental ill health as weakness (Carleton et al.,
2020), even though they do not actually believe that

Effect

Barrier Class

Lots of barriers

Some barriers

Few barriers

Point Estimate (SE, Cl 95%)

Point Estimate (SE, Cl 95%)

Point Estimate (SE, Cl 95%)

Sector
Fire and rescue vs Ambulance
Police vs Ambulance
State emergency service vs Ambulance
Sex
Male vs Female
Age
35 - 44 years vs less than 35 years
45 - 54 years vs less than 35 years
55 years or over vs less than 35 years
PTSD Severity
Mild vs None
Moderate vs None
Severe vs None
K10 Category
Moderate vs Low
High vs Low
Very high vs Low
Social Support Scale

High giving and low receiving vs High giving
and receiving

Low giving and high receiving vs High giving
and receiving

Low giving and low receiving vs High giving
and receiving

Workplace stressors (COPSOQ)
Supervisor Support: Moderate vs Good
Supervisor Support: Poor vs Good
Emotional Exhaustion: Moderate vs Good
Emotional Exhaustion: Poor vs Good
Rewards: Moderate vs Good

Rewards: Poor vs Good

1.37 (0.1, 1.10-1.71)
2.44 (0.08, 2.01-2.85)
1.27 (0.22, 0.82-1.96)

1.57 (0.08, 1.34-1.84)

1.06 (0.11, 0.86-1.31)
0.94 (0.10, 0.77-1.15)
0.64 (0.13, 0.50-0.83)

1.17 (0.16, 0.86-1.59)
1.82 (0.22, 1.49-2.36)
2.76 (0.28, 1.58-4.81)

1.34 (0.11, 1.08-1.65)
1.88 (0.12, 1.49-2.36)
2.46 (0.16, 1.78-3.39)

1.64 (0.15, 1.22-2.21)
0.92 (0.14, 0.70-1.20)

1.31(0.20, 0.88-1.95)

1.24 (0.09, 1.04-1.48)
1.68 (0.12, 1.32-2.14)
1.84 (0.10, 1.52-2.23)
2.63 (0.12, 2.10-3.29)
1.79 (0.10, 1.47-2.17)
3.01(0.15, 2.26-4.01)

0.81 (0.1, 0.65-1.00)
0.53 (0.08, 0.46-0.62)
0.80 (0.21, 0.53-1.20)

0.77 (0.08, 0.66-0.90)

1.10 0.10, 0.90-1.35)
1.20 (0.10, 0.98-1.46)
1.69 (0.12, 1.33-2.15)

0.87 (0.15, 0.64-1.17)
0.61 (0.22, 0.40-0.94)
0.33 (0.30, 0.18-0.59)

0.96 (0.10, 0.78-1.16)
0.74 (0.1, 0.59-0.92)
0.57 (0.16, 0.42-0.78)

0.67 (0.15, 0.50-0.90)

1.25 (0.13, 0.97-1.62)

0.94 (0.19, 0.64-1.37)

0.98 (0.09, 0.82-1.16)
0.66 (0.12, 0.52-0.83)
0.73 (0.09, 0.61-0.87)
0.50 (0.11, 0.41-0.63)
0.85 (0.09, 0.71-1.02)
0.56 (0.14, 0.42-0.73)

0.90 (0.18, 0.64-1.28)
0.59 (0.13, 0.45-0.77)
0.99 (0.36, 0.45-2.02)

0.63 (0.13, 0.49-0.81)

0.65 (0.17, 0.47-0.91)
0.72 (0.16, 0.52-0.99)
0.78 (0.19, 0.54-1.14)

0.82 (0.33, 0.43-1.57)
0.37 (0.61, 0.11-1.24)
0.83 (0.55, 0.28-2.44)

0.67 (0.15, 0.50-0.90)
0.52 (0.18, 0.36-0.74)
0.41(0.34, 0.21-0.80)

0.68 (0.34, 0.35-1.32)
0.51 (0.27, 0.30-0.87)

0.17 (0.61, 0.05-0.58)

0.62 (0.15, 0.46-0.82)
0.81(0.23, 0.51-1.28)
0.60 (0.14, 0.46-0.78)
0.52 (0.22, 0.34-0.80)
0.46 (0.14, 0.35-0.61)
0.24 (0.33, 0.12-0.45)

Note: The degrees of freedom in computing the confidence limits is 6,123.
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themselves (Barocas & Emery, 2017; Halbesleben et
al., 2007). Other studies confirm that fear of workplace
discrimination (Corrigan & Wassel, 2008) due to the
associated fear of being seen as weak (Carleton et al.,
2020; Hom et al., 2017; Skogstad, et al., 2013) prevents
people from disclosing a mental health issue. This
perceived weakness in emergency services workers
might be seen as career-limiting given the nature of their
roles (Barratt et al., 2018), especially for police whose
culture celebrates personal strength and self-reliance,
which is counterintuitive to expressing the need for help
(Burns & Buchanan, 2020). Our findings support this
view, with concerns related to career impact being cited
as a barrier by almost all of those who also endorsed
many barriers, as well as being linked to the barrier of
wanting to handle problems on one’s own or with family/
friends.

Interventions based on alleviating concerns about career
impacts, as well as changing organisational culture and
practice to ensure these impacts are minimised, could
be effective (Barratt et al., 2018). Finding ways to ensure
a realistic career path both post-mental health condition
and also during treatment may reduce career concerns
(Skogstad et al., 2013), but will rely on organisations
allocating sufficient resources to allow personnel to
reduce hours or change functional roles as required.
This presents financial challenges, but these may be
balanced against the savings in training investment and
in reduced workers’ compensation claims.

Limitations

The current study used cross-sectional data; therefore,
causal relationships cannot be determined. For example,
it cannot be determined whether the presence of a
mental health condition led to the endorsement of types
or numbers of barriers to help-seeking or whether the
lack of help-seeking led to the mental health condition.
In addition, self-reported screening scales were used to
determine mental health conditions, rather than clinical
interviews. Although the response rate was relatively low
(22%), a post-enumeration analysis showed the sample
to be largely representative of the emergency services
population in the participating agencies (Beyond Blue
Ltd., 2018) and any minor differences were accounted
for in the weighting process. Further, this study was
conducted in Australia and results may not be applicable
in other countries or contexts.
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Conclusion

Emergency services workers needing help for emotional
or mental health problems but who did not seek help,
or did not seek help in a timely way, could be grouped
into those who reported either lots of or a few barriers to
mental health help-seeking. Specific factors associated
with reporting a lot of barriers included being from the
police sector, having high levels of probable PTSD and
psychological distress, low levels of social support, low
levels of supervisor support and recognition, and high
levels of emotional exhaustion from work. Although
people could not be grouped by the types of barriers
reported per se, the pattern in barrier reporting was
similar across all emergency services sectors, with the
preference to handle problems on one’s own or with
family/friends the most commonly reported barrier,
supporting previous literature.

An important first step is the need to train managers
and welfare officers in the behaviours associated with
PTSD and psychological distress (Barratt et al., 2018).
Alleviating concerns about career impact after disclosure
and the introduction of simple, confidential pathways to
support are also indicated. The complex array of factors
affecting help-seeking in this population makes targeted
solutions elusive and difficult (Jones et al., 2020). While
specific interventions have been suggested previously,
interventions which are more holistic in nature, taking
account of the interplay of the many contributing factors
rather than simply focussing on one at a time, may be
preferable for those feeling overwhelmed by the many
perceived obstacles to finding help.

References

American Psychiatric Association. (2013). Diagnostic and
statistical manual of mental disorders (DSM-5®). American
Psychiatric Association.

Andrade, L. H., Alonso, J., Mneimneh, Z., Wells, J. E., Al-
Hamzawi, A., Borges, G., Bromet, E., Bruffaerts, R., de
Girolamo, G., de Graaf, R., Florescu, S., Gureje, O., Hinkov,
H. R., Hu, C., Huang, Y., Hwang, I., Jin, R., Karam, E. G.,
Kovess-Masfety, V., Levinson, D., ... Kessler, R. C. (2014).
Barriers to mental health treatment: Results from the WHO
World Mental Health Surveys. Psychological Medicine, 44,
1303-1317. https://doi.org/10.1017/S0033291713001943

Armstrong, D., Shakespeare-Finch, J., & Shochet, |. (2014).
Predicting post-traumatic growth and post-traumatic stress
in firefighters. Australian Journal of Psychology, 66(1), 38-
46. https://doi.org/10.1111/ajpy.12032

Australian Bureau of Statistics. (2008). National Survey of
Mental Health and Wellbeing: Summary of results, 2007.
Australian Bureau of Statistics.

31


trauma.massey.ac.nz

Rikkers & Lawrence

Australian Bureau of Statistics. (2018). National Health Survey:
First results methodology, 2017-18. Australian Bureau of
Statistics.

Bacharach, S. B., & Bamberger, P. A. (2007). 9/11 and New
York City firefighters’ post hoc unit support and control
climates: A context theory of the consequences of
involvement in traumatic work-related events. Academy of
Management Journal, 50(4), 1-21. https://doi.org/10.5465/
amj.2007.26279180

Barocas, B., & Emery, D. (2017). Perspectives on peer
assistance and work-related stress. In R. J. Burke
(Ed.), Stress in policing: Sources, consequences and
interventions (pp. 323-343). Routledge.

Barratt, P., Stephens, L., & Palmer, M. (2018). When helping
hurts: PTSD in first responders. Australia21 Ltd.

Beyond Blue Ltd. (2018). Answering the Call national survey:
National Mental Health and Wellbeing Study of Police
and Emergency Services - Final report. http://resources.
beyondblue.org.au/prism/file?token=BL/1874

Blevins, C. A., Weathers, F. W., Davis, M. T., Witte, T. K., &
Domino, J. L. (2015). The posttraumatic stress disorder
checklist for DSM-5 (PCL-5): Development and initial
psychometric evaluation. Journal of Traumatic Stress,
28(6), 489-498.

Burns, C., & Buchanan, M. (2020). Factors that influence the
decision to seek help in a police population. International
Journal of Environmental Research and Public Health, 17,
6891. https://doi.org/10.3390/ijerph17186891

Carleton, R. N., Afifi, T. O., Taillieu, T., Turner, S., Mason, J. E.,
Ricciardelli, R., McCreary, D. R., Vaughan, A. D., Anderson,
G. A., Krakauer, R. L., Donnelly, E. A., Camp I, R, D.,
Groll, D., Cramm, H. A., MacPhee, R. S., & Griffiths, C. T.
(2020). Assessing the relative impact of diverse stressors
among public safety personnel. International Journal of
Environmental Research and Public Health, 17(4), 1234.
https://doi.org/10.3390/ijerph17041234

Chapman, P. L., Cabrera, D., Varela-Mayer, C., Baker, M.,
Elnitsky, C., Figley, C., Thurman, R. M., Lin, C.-D., &
Mayer, P. (2012). Training, deployment preparation, and
combat experiences of deployed health care personnel: Key
findings from deployed US Army combat medics assigned
to line units. Military Medicine, 177(3), 270-277.

Chapman, P. L., Elnitsky, C., Thurman, R. M., Pitts, B., Figley,
C., & Unwin, B. (2014). Posttraumatic stress, depression,
stigma, and barriers to care among U.S. Army healthcare
providers. Traumatology: An International Journal, 20(1),
19-23. https://doi.org/10.1037/h0099376

Corrigan, P. W., & Wassel, A. (2008). Understanding and
influencing the stigma of mental illness. Journal of
Psychosocial Nursing and Mental Health Services, 46,
42-48.

Flannery, R. B. (2015). Treating psychological trauma in first
responders: A multi-modal paradigm. Psychiatry Quarterly,
86, 261-267. https://doi.org/10.1007/s11126-014-9329-z

Fox, J., Desai, M. M., Britten, K., Lucas, G., Luneau, R., &
Rosenthal, M. S. (2012). Mental-health conditions, barriers
to care, and productivity loss among officers in an urban
police department. Connecticut Medicine, 76(9), 525.

Furukawara, T. A., Kessler, R. C., Slade, T., & Andrews, G.
(2003). The performance of the K6 and K10 screening scales
for psychological distress in the Australian National Survey
of Mental Health and Well-being. Psychological Medicine,
33, 357-362. https://doi.org/10.1017/S0033291702006700

32

Australasian Journal of Disaster and Trauma Studies
Volume 26, Number 1

Gulliver, S. B., Pennington, M. L., Torres, V. A., Steffen, L. E.,
Mardikar, A., Leto, F., Ostiguy, W., Zimering, R. T., & Kimbrel,
N. A. (2019). Behavioral health programs in fire service:
Surveying access and preferences. Psychological Services,
16(2), 340-345. https://doi.org/10.1037/ser0000222

Halbesleben, J. R., Wheeler, A. R., & Buckley, R. (2007).
Understanding pluralistic ignorance in organizations:
Application and theory. Journal of Managerial Psychology,
22(1), 65-83. https://doi.org/10.1108/02683940710721947

Haugen, P. T., McCrillis, A. M., Smid, G. E., & Nijdam, M. J.
(2017). Mental health stigma and barriers to mental health
care for first responders: A systematic review and meta-
analysis. Journal of Psychiatric Research, 94, 218-229.
https://doi.org/10.1016/j.jpsychires.2017.08.001

Hom, M. A,, Stanley, I. H., Ringer, F. B., & Joiner, T. E. (2016).
Mental health service use among firefighters with suicidal
thoughts and behaviours. Psychiatric Services, 67(6),
688-691.

Hom, M. A., Stanley, I. H., Schneider, M. E., & Joiner, T. E.
(2017). A systematic review of help-seeking and mental
health service utilization among military service members.
Clinical Psychology Review, 53, 59-73. https://doi.
org/10.1016/j.cpr.2017.01.008

Jones, S., Agud, K., & McSweeney, J. (2020). Barriers and
facilitators to seeking mental health care among first
responders: “Removing the Darkness”. Journal of the
American Psychiatric Nurses Association, 26(1), 43-54.
https://doi.org/10.1177/1078390319871997

Kessler, R. C., Andrews, G., Colpe, L. J., & Hiripi, E. (2002).
Short screening scales to monitor population prevalences
and trends in non-specific psychological distress.
Psychological Medicine, 32(6), 959-976. https://doi.
org/10.1017/S0033291702006074

Kutcher, S., Wei, Y., & Coniglio, C. (2016). Mental health literacy:
Past, present and future. Canadian Journal of Psychiatry,
61(3), 154-158. https://doi.org/10.1177/070674 3715616609

Kyron, M. J., Rikkers, W., Barlett, J., Renehan, E., Hafekost,
K., Baigent, M., Cunneen, R., & Lawrence, D. (2021).
Mental health and wellbeing of Australian police and
emergency services employees. Archives of Environmental
& Occupational Health, 1-11. https://doi.org/10.1080/1933
8244.2021.1893631

Marmair, C. R., McCaslin, S. E., Metzler, T. J., Best, S., Weiss, D.
S., Fagan, J., Liberman, A., Pole, N., Otte, C., Yehuda, R.,
Mohr, D., & Neylan, T. (2006). Predictors of posttraumatic
stress in police and other first responders. Annals of the
New York Academy of Sciences, 1071(1), 1-18.

Meyer, E. C., Zimering, R., Daly, E., Knight, J., Kamholz, B. W.,
& Gulliver, S. B. (2012). Predictors of posttraumatic stress
disorder and other psychological symptoms in trauma-
exposed firefighters. Psychological Services, 9(1), 1-15.
https://doi.org/10.1037/a0026414

Pejtersen, J. H., Kristensen, T. S., Borg, V., & Bjorner, J. B.
(2010). The second version of the Copenhagen Psychosocial
Questionnaire. Scandinavian Journal of Public Health, 38(3_
suppl), 8-24. https://doi.org/10.1177/1403494809349858

Reavley, N. J., Milner, A. J., Martin, A., Too, L., Papas, A., Witt,
K., Keegel, T., & LaMontagne, A. D. (2018). Depression
literacy and help-seeking in Australian police. Australian
& New Zealand Journal of Psychiatry, 52(11), 1063-1074.
https://doi.org/10.1177/0004867417753550

Rikkers, W., & Lawrence, D. (2021). Mental health help-
seeking experiences and service use among Australian
first responders. Australian Journal of Psychology, 73(2),
125-133. https://doi.org/10.1080/00049530.2021.1882271

trauma.massey.ac.nz



trauma.massey.ac.nz
http://resources.beyondblue.org.au/prism/file?token=BL/1874
http://resources.beyondblue.org.au/prism/file?token=BL/1874

Australasian Journal of Disaster and Trauma Studies
Volume 26, Number 1

Shakespeare-Finch, J., & Obst, P. L. (2011). The development
of the 2-Way Social Support Scale: Ameasure of giving and
receiving emotional and instrumental support. Journal of
Personality Assessment, 93, 483-490. https://doi.org/10.1
080/00223891.2011.594124

Shi, W., Shen, Z., Wang, S., & Hall, B. J. (2020). Barriers to
professional mental health help-seeking among Chinese
adults: A systematic review. Frontiers in Psychiatry, 11(442),
1-11. https://doi.org/10.3389/fpsyt.2020.00442

Skeffington PM, R. C. (2017). Trauma exposure and post-
traumatic stress disorder within fire and emergency services
in Western Australia. Australian Journal of Psychology,
69, 20-28.

Skogstad, M., Skorstad, M., Lie, A., Conradi, H. S., Heir, T,
& Weisaeth, L. (2013). Work-related post-traumatic stress
disorder. Occupational Medicine, 63, 175-182. https://doi.
org/10.1093/occmed/kqt003

Tamrakar, T., Langtry, J., Shevlin, M., Reid, T., & Murphy, J.
(2020). Profiling and predicting help-seeking behaviour
among trauma-exposed UK firefighters. European Journal
of Psychotraumatology, 11(1), 1-12. https://doi.org/10.108
0/20008198.2020.1721144

Varker, T., Metcalf, O., Forbes, D., Chisholm, K., Harvey, S., Van
Hooff, M., McFarlane, A., Bryant, R., & Phelps, A. J. (2018).
Research into Australian emergency services personnel
mental health and wellbeing: An evidence map. Australian &
New Zealand Journal of Psychiatry, 52(2), 129-148. https://
doi.org/10.1177/0004867417738054

Vogel, D. L., Wester, S. R, & Larson, L. M. (2007). Avoidance
of counselling: Psychological factors that inhibit seeking
help. Journal of Counselling & Development, 85, 410-422.

Watson, L., & Andrews, L. (2018). The effect of a Trauma Risk
Management (TRiM) program on stigma and barriers to
help-seeking in the police. International Journal of Stress
Management, 25(4), 348-356. https://doi.org/10.1037/
str0000071

Wolter, K. M. (1985). Introduction to variance estimation (2™
ed.). Springer.

trauma.massey.ac.nz

Rikkers & Lawrence

33


trauma.massey.ac.nz

Rikkers & Lawrence Australasian Journal of Disaster and Trauma Studies
Volume 26, Number 1

Appendix 1

Measures used in 'Answering the Call’

Barriers to help-seeking

Q. Here is a list of concerns that a person might have when they consider seeking support or treatment for stress,
emotional or mental health issues. Please indicate how much you agree or disagree that each of these concerns
might have affected your decision whether or not to seek support or treatment.

(1- strongly disagree; 2- disagree; 3- neither agree nor disagree; 4- agree; 5- strongly agree)

| wouldn’t know where to get help

| would have difficulty getting time off work to attend a session
| wouldn’t be able to do it confidentially

It would harm my career or career prospects

People would treat me differently

| would be seen as weak

It would stop me from doing operational work

| would be seen as a burden to my team or family

| prefer to deal with my problems by myself or with family/friends
| was concerned it would negatively impact on my colleagues
| don’t believe that treatments are effective

| don’t trust mental health professionals

AT T TQ 0200w

Probable PTSD Screener
1) Have youeverexperienced a stressful event or series of events either at work or away from work that deeply affected you?
(Mark all that apply.)
1- No [SINGLE]
2 - Yes, at work in the police and emergency services sector
3 - Yes, at work outside the police and emergency services sector
4 - Yes, away from work

Below is a list of reactions that people sometimes have in response to very stressful experiences. Thinking of stressful
experiences that may have occurred either at work or away from work at any stage of your life, please read each
statement and indicate how much you have been bothered by that problem in the past four weeks.

2) In the past four weeks, how much were you bothered by ...
a. Repeated, disturbing, and unwanted memories or nightmares about any stressful experiences?
b. Experiencing flashbacks where you suddenly feel or act as if a stressful experience were actually happening
again?
c. Feeling very upset or experiencing strong physical reactions such as heart pounding, having trouble breathing
when something reminded you of these stressful experiences?

1- Notatall
2 - Alittle bit
3 - Moderately
4 - Quite a lot

5 - Extremely
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IF 3, 4, 5 to any of 2a, to 2c, THEN ASK.

3) How often do these reactions occur?
1 - Less than once a month
2 - 1-2 times a month
3 - 3-5times a month
4 - 6-10 times a month
5 - More than 10 times a month

Rikkers & Lawrence

4) How much effort do you make to avoid thinking or talking about any stressful events, or doing things which remind

you of stressful experiences?

1- None

2 - Alittle bit

3 - Moderate

4 - Quite a lot

5- Agreat deal
ASKALL

Still thinking about your reactions to any stressful experiences that may have occurred either at work or away from
work, please read each statement below and indicate how much you have been bothered by that problem in the past

four weeks.

5) In the past four weeks, how much were you bothered by
Loss of interest in things that you used to enjoy?
Feeling emotionally distant or cut off from other people?
Feeling jumpy or easily startled?

Having difficulty concentrating?

Having trouble falling or staying asleep?

Feeling irritable or having angry outbursts?

Y

1- Not at all
2 - Alittle bit
3 - Moderately
4 - Quite a lot
5 - Extremely

IF 3,4, 5 TO ANY OF 5a-5f, THEN ASK.

6) How much distress did these feelings or reactions cause you?

1- None

2- Mid

3 - Moderate
4 - Severe

5 - Very severe

7) How much did these feelings or reactions disrupt or interfere with your normal daily life?
1- Notat all

2 - Alittle
3 - Some
4 - Alot

5- Extremely

trauma.massey.ac.nz
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IF 3,4,5TO EITHER 6 OR 7, THEN ASK.

8) How long have these feelings or reactions been troubling you?
1 - Less than a month
2 - 1-2months
3- 3-6 months
4 - 7-12 months
5- 1-2 years
6 - 3-5years
7 - More than 5 years
Scoring
DSM-5 defines 7 symptom clusters for PTSD:
A. Exposure to traumatic event (includes repeated or extreme exposure to aversive details of traumatic events in
first responders).
B. The traumatic event is persistently re-experienced.
C. Persistent avoidance of stimuli associated with the trauma.
D. Negative alterations in cognitions and mood associated with the traumatic event.
E. Marked alterations in arousal or reactivity.

F. Duration of the disturbance is more than one month.
G.The disturbance causes clinically significant distress or impairment of functioning.

Cluster A: Respondents were considered to have met cluster A if they answered 2, 3, or 4 to Question 1 or 4 or 5 to
Question 4.

Cluster B: Respondents were considered to have met cluster B if they answered 3, 4, or 5 to one or more of Questions
2a, 2b, or 2c.

Cluster C: Respondents were considered to have met cluster C if they answered 3, 4 or 5 to Question 4.
Cluster D: Respondents were considered to have met cluster D if they answered 3, 4, or 5 to either Question 5a or 5b.

Cluster E: Respondents were considered to have met cluster E if they answered 3, 4, or 5 to at least two of 5c, 5d,
5e, or 5f.

Cluster F: Respondents were considered to have met cluster F if they answered 2, 3, 4, 5, 6, or 7 in Question 8.

Cluster G: Respondents were considered to have met cluster G if they answered 3 in both Question 6 and Question
7 or if they answered 4 or 5 to both Questions 6 and 7.

Respondents were considered to have probable PTSD if they met the criteria for all of the clusters A-G.

36
trauma.massey.ac.nz



trauma.massey.ac.nz

Australasian Journal of Disaster and Trauma Studies
Volume 26, Number 1

Suicidal Ideation

SBO01. Have you ever felt that life was not worth living?
1- No
2- Yes
3 - Prefer not to say

SBO02. Have you ever seriously thought about taking your own life?

1- No
2- Yes
3 - Prefer not to say

IF SB02=2, THEN ASK.

SBO03. Have you seriously thought about taking your own life in the last 12 months?

1- No
2- Yes
3 - Prefer not to say
SB04. Have you ever made a plan to take your own life?

1- No
2- Yes
3 - Prefer not to say
IF SB04=2, THEN ASK.
SBO05. Did you make a plan to take your own life in the last 12 months?

1- No
2- Yes
3 - Prefer not to say

IF SB05 = 2, 3 show help message before beginning section WE
SBO06. Have you ever attempted to take your own life?

1- No
2- Yes
3 - Prefer not to say

IF SB06=2, THEN ASK.

SBO07. Have you attempted to take your own life in the last 12 months?

1- No
2- Yes
3 - Prefer not to say
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Appendix 2: Supplementary Tables

Table A1
Demographic Characteristics of Answering the Call Survey Population
Ambulance Fire and rescue Police State emergency Total
(%) (%) (%) service (%) (%)

Sex
Male 53.2 83.3 62.6 45.3 64.1
Female 46.8 16.7 374 54.7 35.9
Age group
Less than 35 years 33.4 20.3 27.9 171 27.5
35 - 44 years 25.8 24.6 31.7 28.0 29.7
45 - 54 years 252 326 28.8 34.0 28.8
55 years or over 15.7 22.6 11.6 20.8 14.0
Role
Operational 74.2 64.9 62.3 15.7 64.2
Non-operational 14.2 13.5 23.2 26.6 20.3
Both operational and non-operational 11.6 21.6 14.5 57.8 15.4
Length of service in organisation
Less than 12 months 6.9 3.3 4.6 10.3 4.8
1-2 years 8.4 6.7 6.8 11.6 7.0
3-5 years 16.0 12.2 12.7 19.9 13.2
6-10 years 22.0 16.8 16.4 18.0 17.4
More than 10 years 46.8 61.0 59.6 40.2 57.6
Marital status
Single 14.1 8.4 1.7 13.4
Married/De facto 77.3 82.7 78.1 74.2
Widowed, separated, or divorced 8.5 8.9 10.2 12.4
Highest educational qualification
Secondary school to Year 12 6.4 15.5 18.9 12.0
Certificate 1/IV 8.3 38.3 11.6 22.6
Diploma 251 22.2 34.2 25.8
Bachelor degree 40.8 13.3 22.9 19.8
Postgraduate qualification 19.4 10.8 12.4 19.7

Note. Group ns: Ambulance = 3,473, Fire and Rescue = 2,975, Police = 8,088, State Emergency Service = 332.
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Table A2
Confidence Intervals for Proportion of Employees Needing Help who Reported Each Barrier to Help-Seeking by Sector and Mental Health
Condition
Sector Condition
State
emergency
Barrier Ambulance Fire and rescue Police service Total PTSD
95% ClI 95% ClI 95% ClI 95% ClI 95% ClI 95% ClI
| prefer to deal with my problems (71.9-76.8) (71.6 - 78.3) (75.8 - 79.3) (64.2-81.4) (75.2-78.0) (73.1- 80.5)
by myself or with family/friends
People would treat me differently (35.1-40.4) (43.9-51.8) (57.2-61.4) (40.6 - 59.0) (52.5-55.7) (70.2-77.5)
It would harm my career or (35.5-40.8) (40.1 -47.9) (54.3 - 58.5) (31.9-49.9) (49.9 - 53.2) (68.6 - 76.0)
career prospects
| would be seen as weak (28.8 - 33.8) (35.0 - 42.6) (50.2 - 54.5) (29.9 - 48.1) (45.2 - 48.5) (65.6 - 73.4)
| was concerned it would (32.7 - 38.0) (40.1 -47.9) (47.2-51.5) (33.6 - 51.6) (44.6 - 47.9) (51.4 - 60.0)
negatively impact on my
colleagues
| wouldn't be able to do it (29.9 - 35.0) (33.0 - 40.6) (46.9 - 51.3) (25.9-43.3) (42.9 - 46.2) (55.1 - 63.6)
confidentially
It would stop me from doing (25.1-29.9) (34.0 - 41.6) (46.6 - 50.9) (25.4-42.7) (42.0 - 45.3) (55.2-63.7)
operational work
| would be seen as a burden to (29.3 - 34.5) (33.3-40.9) (44.2 - 48.5) (23.0-40.7) (40.9-44.2) (61.0 - 69.2)
my team or family
| would have difficulty getting (31.6 - 36.8) (19.1 - 25.5) (33.4-37.6) (7.4-214) (31.7-34.9) (45.0 - 53.7)
time off work
| don't trust mental health (6.6 - 9.5) (7.4 -11.8) (12.6 - 15.7) (1.3-8.4) (11.3-13.6) (15.6 - 22.6)
professionals
| don't believe that treatments (8.6-11.9) (9.6 - 15.0) (11.4-14.3) (4.1-14.1) (11.2-13.4) (18.4-25.7)
are effective
| wouldn't know where to get help (7.7-10.9) (7.4-12.2) (11.2-14.1) (7.7 -21.6) (10.6 - 12.8) (12.6 - 19.2)
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Table A3
Confidence Intervals for key Demographic and Mental Health Characteristics and Barrier Class of Employees Needing Help by Barrier Group

Barrier group

Didn't know how to Concerned about Don't trust mental Prefer to deal with
access career impact health professionals  problems themselves
Y% 95% ClI % 95% ClI % 95% ClI Y% 95% CI
Age
Less than 35 years 60.0 (67.2-62.7) 722 (69.7-747) 149 (129-169) 805 (78.3-82.7)
35 - 44 years 55.0 (52.6-57.3) 77.0 (75.0-79.0) 177 (159-19.5) 756 (73.6-77.6)
45 - 54 years 53.3 (51.2-554) 76.8 (75.0-785) 17.0 (154-185) 745 (72.6-76.3)
55 years or over 45.9 (42.7-49.1) 734 (706-76.3) 167 (14.3-19.1) 73.7 (70.8-76.5)
Sex
Male 56.3 (54.7-579) 798 (785-81.1) 195 (182-20.7) 76.6 (75.2-77.9)
Female 505  (48.5-525) 688 (67.0-70.7) 126 (11.3-13.9) 749 (73.2-76.6)
PES Sector
Ambulance 52.3 (49.8-549) 678 (654-702) 139 (121-157) 755 (73.3-77.7)
Fire and rescue 42.6 (39.8-454) 702 (67.6-728) 139 (11.9-159) 724 (69.8-74.9)
Police 59.2 (57.5-60.9) 80.7 (79.3-82.0) 19.2 (17.9-20.6) 77.3 (75.9-78.8)
State emergency service 42.9 (34.2-515) 738 (66.1-81.5) 10.3 (5.0-156) 746 (67.0-82.2)

PTSD Severity

None 488 (47.3-502) 707  (69.4-721) 140 (129-150) 757 (74.4-77.0)
Sub-threshold 632 (60.0-66.3) 837 (81.3-86.1) 193 (16.8-21.9) 755 (72.7-78.3)
Mild 657 (61.1-703) 886 (85.6-91.7) 263 (221-306) 766 (72.5-80.7)
Moderate 718  (659-77.8) 87.7 (83.4-92.1) 255 (19.7-312) 795 (74.2-84.9)
Severe 782 (72.8-835) 952  (92.4-98.0) 328 (26.7-38.8) 755 (70.0-81.1)

Kessler 10 scale - ABS categories

Low 36.3 (33.5-39.0)0 60.8 (58.0-63.5) 9.0 (74-106) 701 (67.5-72.7)
Moderate 51.0 (489-53.1) 733 (715-751) 141 (126-155) 77.7 (76.0-79.4)
High 61.9 (569.7-64.1) 820 (80.3-83.7) 193 (17.6-211) 774 (755-79.3)
Very high 70.8 (67.6-73.9) 88.0 (85.7-90.2) 297 (26.6-329) 759 (72.9-78.9)
Suicidal ideation

No 53.1 (51.8-54.4) 744 (73.3-756) 157 (147-16.6) 759 (74.8-77.1)
Yes 63.7 (59.4-67.9) 86.3 (83.3-894) 287 (24.7-327) 753 (71.5-79.1)

Barrier class

Few barriers 169  (13.8-20.0) 404 (36.3-445) 50 (32-6.8) 580 (53.9-62.1)
Some barriers 206 (27.8-314) 534 (514-553) 7.4 (6.4-84) 69.8 (68.0-71.5)
Lots of barriers 80.9 (79.5-82.3) 99.9 (99.8-100.0) 265 (25.0-28.1) 842 (82.9-85.5)
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