Protecting the Mental Health of
First Responders: Legal and Ethical
Considerations
Lainie Rutkow, Lance Gable, and Jonathan M. Links

Introduction
The public safety, human services, health, and relief
workers who comprise the first wave of a response to
natural or man-made disasters play a critical role in
emergency preparedness. These first responders provide care and services in the immediate aftermath of
emergencies and may remain in affected communities for weeks or months. They often work long hours
under stressful conditions, witnessing the human
harms, physical destruction, and psychological devastation that can accompany disasters.1
Not surprisingly, first responders may experience physical injuries or psychological harms due to
their work. In recent years, emergency preparedness
researchers have focused on environmental exposures
and other risk factors,2 such as structural instabilities
within the built environment, which may impact first
responders’ physical health. Harms to first responders’
mental health, however, are equally important to consider. Although mental health conditions may be overlooked because they can be difficult to visibly identify
and diagnose, their presence may significantly affect
first responders’ ability to function.3
Studies have demonstrated that, after participating in disaster responses, first responders experience
elevated rates of depression, stress disorders, and
posttraumatic stress disorder (PTSD) for months and
sometimes years.4 Those without disaster response
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ers may not be prepared for a disaster response’s psychological challenges, because training cannot truly
replicate a disaster environment. Furthermore, most
trainings do not explicitly include sufficient content
regarding psychological self-aid.
Given these findings, measures must be taken to
protect first responders’ mental health. The development of laws and policies at the federal, state, tribal,
and local levels provides numerous opportunities to
implement standardized mental health protections
for first responders. In some instances, these legal
opportunities may benefit from guidance afforded
by a consideration of relevant ethical concerns. This
article discusses the legal and ethical issues raised in
three key areas that are fundamental to protecting and
promoting first responders’ mental health: (1) mental health screening for first responders; (2) licensure
portability of mental health care providers; and (3)
workers’ compensation for mental health claims.

Mental Health Screening for
First Responders
Like other members of the general population, first
responders may have pre-existing mental health conditions that are exacerbated by emergencies or they
may develop new mental health conditions as a result
of emergencies. Yet, the emergence or aggravation of
mental health conditions may occur at higher rates for
first responders when compared to the general population, because of the stresses associated with firstresponse duties.6 If first responders have access to
mental health screenings during a disaster response,
they may be more likely to receive timely diagnoses
and treatment. Therefore, mental health screening for
first responders should, ideally, be offered before, during, and after emergencies.
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While compulsory mental health screening for
first responders may not be feasible or desirable, laws
currently provide several options to facilitate some
degree of mental health screening. For example, section 602 of the Model State Emergency Health Powers
Act (MSEHPA), which has been adopted by at least
14 states,7 permits a state’s public health authority
to sanction examinations to diagnose and treat individuals during declared emergencies.8 This broad language allows states to establish mental health screening programs for first responders once an emergency
occurs. The National Institute for Occupational Safety
and Health (NIOSH) has developed guidance for predeployment screening of disaster relief workers, which
may be useful to states that elect to use emergency powers to offer mental health screening to first responders.9 NIOSH suggests that screening could include
questions about pre-existing mental health conditions
and general mental health concerns. Based on an initial screening, additional mental health assessments
might be recommended for some responders.
States may also want to consider the U.S. military’s
mental health screening model, which is used in three
stages: (1) before recruits are deployed; (2) while they
are in the field; and (3) when they return (in analogy
to before, during, and after an emergency).10 Because
the military can require comprehensive mental health
screening among recruits whereas routine mental
health screening is not compulsory for first responders,11 individual components (e.g., pre-deployment
screening tools, post-deployment mental health
assessment surveys, etc.) rather than the entirety of
the military’s mental health screening model may be
most useful to interested states.
At least one long-term mental health screening program for first responders has been established among
the federal and state governments. In 2002, NIOSH
began funding the World Trade Center Medical Monitoring and Treatment Program with clinics in New
York and New Jersey. Through this program, first
responders from the terrorist attacks on September 11,
2001, can receive free yearly screenings and treatment
for physical and mental health issues. The program
covers treatment for several emerging or pre-existing
mental health conditions related to first responders’
9/11 work, including PTSD, depression, and substance
abuse.12 This enduring screening program recognizes
that some mental health conditions will affect first
responders long after a disaster is resolved.
Any mental health screening program for first
responders raises certain ethical issues. Individuals
with mental health conditions are often wary of the
stigma associated with diagnosis and treatment.13
First responders may be especially concerned about

how managers and colleagues will perceive their fitness to perform within a stressful environment, for
fear of discrimination. Therefore, first responders
may be reluctant to pursue mental health screening and care at distinct mental health sites. Instead,
care should be offered consistently in general health
care settings. Similarly, first responders may benefit
from explanations of the steps being taken through
the Health Insurance Portability and Accountability
Act (HIPAA) Privacy Rule, emergency legal protections, or state mental health privacy laws to ensure
that their identifiable mental health records will be
securely stored and shared only with providers directly
involved in their care.

Licensure Portability of
Mental Health Care Providers
During emergencies, licensed health care providers
may be deployed across state lines to meet patient
surge capacity. A variety of emergency laws and policies allow individuals to provide care in states where
they are not licensed during declared emergencies.14
These include waiver and reciprocity agreements,
such as the Emergency Management Assistance Compact, which allows licensed health care providers who
work for local or state governments to provide care in
affected states.15 Also, some states have their own licensure portability laws, which allow out-of-state health
care providers to practice as if they were licensed in
the state during and immediately after disasters.16
In non-emergency contexts, mental health care providers are often in short supply,17 making it difficult to
access their services. While emergency licensure portability provisions can help states meet surge capacity, non-emergency shortages of mental health care
providers are likely to be amplified during response
efforts.18 Although general health care providers may
have the additional training or work experience to
offer emergency mental health care, many individuals will need dedicated mental health care providers.
The likely shortage of emergency mental health care
providers is particularly troubling given the needs of
many first responders for mental health services. 19
First responders’ elevated susceptibility to mental
health conditions suggests that they should have consistent access to mental health care providers during
and after emergencies.
Federal, state, tribal, and local governments can
begin to address this through concerted efforts to make
mental health care providers aware of opportunities to
participate in response activities through emergency
licensure portability systems. For example, they can
work with mental health care providers’ professional
associations to educate members about first respond-
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ers’ unique mental health challenges and highlight the
need for members’ expertise during disaster responses.
First responders should be encouraged to play integral
roles in these educational efforts.
Even if these efforts are successful, they are unlikely
to fully address the shortage of emergency mental
health care providers. This raises the following ethical challenge: Given their duties, should first responders receive priority over other individuals for mental
health care during and after emergencies? How should
access to trained and credentialed emergency mental
health care providers — scarce resources in emergencies — be allocated? Priority access for first responders can be justified under notions of reciprocity (i.e.,
rewarding responders for their sacrifices) or efficiency
(i.e., helping responders allows them to continue to
serve others). These ethical considerations must be
balanced, however, against the need to treat others
who might have equally compelling claims to mental
health services.

Workers’ Compensation for
Mental Health Claims
Employees who develop work-related physical or mental health conditions are usually eligible for employersponsored workers’ compensation benefits. Workers’
compensation is a type of no-fault insurance, which
means that employees only need to demonstrate that
a health condition is work-related to be eligible for
monetary benefits. In general, workers’ compensation
programs offer coverage to paid employees, which
may not include first responders who volunteer their
services or provide services outside their typical workplace. Some states have addressed this gap legislatively by extending workers’ compensation coverage
to certain volunteer first responders who serve during
government-declared emergencies.20 This coverage
is extremely important, as some first responders will
inevitably develop response-related physical or mental health conditions.
Workers’ compensation programs, however, do
not offer universal coverage for work-related health
claims. States’ coverage varies significantly for workers’
compensation claims related to mental health.21 For
example, not all states extend workers’ compensation
coverage to employees who experience a work-related
mental stimulus (e.g., witnessing human carnage) that
leads to a mental health harm (e.g., PTSD).
Disparities among workers’ compensation programs
raise justice and equity concerns for first responders.
Issues of justice are implicated because, whether first
responders are salaried employees or volunteers, they
are necessary for quality disaster response operations.
During disasters, affected states and localities expect
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first responders to become immediately available
and put themselves at risk. Therefore, first responders should have assurances that if they develop health
conditions related to their emergency response duties,
they will be covered by workers’ compensation.
Furthermore, equity is implicated because employees, including first responders, who experience workrelated mental health harms should receive the same
workers’ compensation coverage as those who face
work-related physical health conditions. Prevalent
mental health conditions such as PTSD, which can be
triggered by work-related mental stimuli,22 can be as
debilitating as physical injuries.

Conclusion
First responders’ efforts in emergencies can make
them susceptible to the development or exacerbation
of mental health conditions.23 Many states and localities have enacted legal protections in areas relevant
to first responders’ mental health, but more could be
done in light of ethical concerns about stigma, justice,
equity, and allocation of scarce resources. For example,
states could use emergency powers to establish priority access to mental health services for first responders within general care settings. Model emergency
laws and compacts could contain similar provisions.
Unfortunately, this priority access would only last for
the duration of a declared emergency.
Permanent legal solutions are necessary to ensure
that first responders can easily access mental health
services before, during, and after emergencies. This
article has discussed unresolved legal and ethical concerns that arise in relation to mental health screening policies, licensure portability, and workers’ compensation programs, which are all critical to first
responders’ access to mental health services. States
and localities that tackle these issues, with an ultimate
goal of establishing permanent legal protections for
first responders’ access to mental health services, may
better safeguard first responders’ mental health, thus
strengthening their own emergency preparedness
systems.
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