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Abstract

Background: 

Mental ill-health in older adults (aged 60 years and over) is often under-diagnosed and under-

treated. Older adults are less likely to access mental health services due to perceived stigma and fear 

of being a burden. Non-traditional providers of healthcare, such as the Fire and Rescue Service (FRS) 

may provide a possible solution to facilitate early detection of problems and help-seeking among 

older adults, especially in the context of pressured statutory services. 

Aim: 

To examine whether and how Fire and Rescue Service Home Fire Safety Visits (HFSV) could be 

optimized to include detection and sign-posting for mental health problems, particularly anxiety and 

depression, in older adults. 

Design and setting: 

Mixed-method qualitative study took place in the West Midlands, UK in 2022.  

Methods: 

This study involved focus groups (n=24) and interviews with Fire and Rescue Service staff (n=4) to 

develop and in-depth, contextual understanding of acceptability and feasibility of expanding the HFSV 

to include identification of anxiety and depression.

Results: 

FRS staff were open to expanding their HFSVs to include more on mental health, providing they had 

sufficient training and support from partner agencies in primary and social care settings to accept 

referrals for service users (SU) presenting with symptoms of anxiety and/or depression. 

Conclusion: 

The positive reputation of FRS staff and engagement with older adults suggests that Home Fire Safety 

Visits could support the detection of anxiety and depression in older adults and appropriate sign-

posting to other services including primary care.
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Main text

Can the Fire and Rescue Service work with primary care to improve 

identification of mental health problems in older people?

Background

The UK has an ageing population. In 2022, there were almost 11 million people aged 65 and over; this 

is expected to increase to 13 million by 2032[1]. Symptoms of depression and anxiety are commonly 

experienced by older adults, often as a consequence of major life changes such as loss of role (e.g. 

employment), bereavement or chronic illness[2, 3]. One-in-four older adults (60 years and older) 

experience symptoms of mental ill-health, however just 15 percent of older people with a mental 

health condition are receiving care through the NHS[4]. A variety of barriers can either delay or prevent 

help-seeking for anxiety and depression, including limited medical literacy around mental health, 

perceived cost, mobility and access, fear of being a burden[4] and stigma[5]. 

Of those who accessed Improving Access to Psychological Therapies (IAPT) services in 2014/15, only 

7% were older adults[2, 6]. Referrals for older adults into IAPT services is low at 3.5% and people >85 

years are five times less likely to be referred to IAPT services[7].  Left untreated, anxiety and depression 

can worsen outcomes of comorbid physical health problems[8] and increase mortality[9].  Therefore, 

early access to health services provides an opportunity for appropriate intervention, enhanced long-

term outcomes[10].

Health and social care services in the United Kingdom are currently overwhelmed by demand[11]. Fire 

and Rescue Services (FRS) have a history of working with health and social care on interventions such 

as falls prevention[12, 13], dementia awareness[14, 15], and as emergency responders to cardiac arrests[16]. 

National Health Service (NHS) policy the engagement of non-traditional providers of healthcare[17] to 

help detect health problems. The Fire and Rescue Service has been identified as a key asset through 

publication of a consensus statement between NHS England, Public Health England and the Chief Fire 

Officers’ Association[18-20]. 

Throughout the COVID-19 pandemic the FRS were utilised to bolster health and social care services by 

driving emergency response vehicles, assisting with patient care under the supervision of ambulance 

clinicians[21], supporting the national COVID-19 vaccination programme including administering 

vaccines. Thus, the FRS is adopting important roles in health and social care. They are able to do this 

through being embedded in their local communities and having the privilege of public support and 

trust[22]. However, working beyond the normal boundaries of the job can present challenges in terms 

of role expectations and perceptions among the public and within the Fire and Rescue Service[18].  
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This paper reports qualitative research conducted as part of a mixed-method study (The FIRESIDE 

Study), which explores whether and how existing Home Fire Safety Visits (HFSV), made by the FRS to 

members of the public identified at-risk of home fires, to identify anxiety and depression in older 

adults, and provide initial signposting. Key risk factors that determine who receives a HFSV include 

age and frailty. This point of contact between older adults and the FRS could be a useful opportunity 

to raise awareness about anxiety and depression. Age UK have recommended that health and social 

care staff working with older adults should receive awareness training to help identify and respond to 

signs and symptoms of mental health problems[4]. However, there is an evidence gap around the 

potential role of the FRS in delivering mental health-related interventions[18]. In this qualitative study, 

we explored the views of FRS staff about experiences of delivering HFSV to older adults, expanding 

their HFSV to include mental health awareness and what they may need, in terms of training, to deliver 

an expanded HFSV.

Methods

Research design and setting

A qualitative methodology was used to explore the subjective experiences and opinions of FRS staff, 

in line with the aim of the study. Qualitative methods included semi-structured interviews and focus 

groups.

Recruitment

Recruitment targeted FRS staff with experience of delivering Home Fire Safety Visits; a purposive 

approach to sampling was applied to ensure diversity in terms of gender, role type, role location, time 

in service relating to FRS staff. All participants were recruited via existing contacts at one Fire and 

Rescue Service in the West Midlands, England. This service covers a richly diverse county in terms of 

demography, urbanicity and rurality, and levels of deprivation. Three different staff groups were 

identified as responsible for delivering HFSV: Technicians (who deliver HFSV as part of community 

outreach, install fire safety equipment and discuss fire safety in people’s homes; any needs beyond 

this are referred to Community Safety Officers (CSOs) rather than to external agencies); CSOs (deliver 

HFSV as Technicians do, but have capacity to make referrals to partner agencies); Operational crews 

(required to complete HFSV in addition to primary role as a firefighter). All data collection took place 

between February and November 2022. The eligibility criteria for participation were: (1) an employee 

for FRS; (2) experience of conducting HFSV; and (3) have the capacity to consent to participation in a 

focus group or individual interview.

Data collection
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In-depth interviews were conducted either face-to-face or via an online platform. Focus groups were 

conducted on FRS premises to provide accessible opportunities and encourage participation. Key 

demographic information was collected at the start of the focus group (inc. age, gender, job role, 

location and time in service).

Topic guides were used for both interviews and focus groups (available as a supplementary 

document). The topic guides were modified as data collection and analysis progressed. Data were 

collected until data saturation was reached and it was felt that no new depth of information arose 

from the focus group.

All interviews and focus groups were recorded using a digital audio-recording device. Recordings were 

transcribed by a professional transcribing service (www.thetranscription.co.uk); transcriptions were 

anonymised by TF prior to analysis. All personal information was removed including names and each 

participant was assigned a pseudonym using the format ‘FRS[n]’. 

Analysis 

All transcripts were analysed using a thematic approach[22] with principles of constant comparison. 

Regular analysis meetings took place between three authors (TF, TK and CC-G) and the emerging 

themes were discussed with the wider, multi-disciplinary, research team and PPIE group members. 

Patient and public involvement and Engagement (PPIE)

A Patient and Public Involvement and Engagement group of 6 adults with lived experiences of mental 

ill-health (personal and/or as a caregiver) have met with the research team throughout the study and 

have contributed to the methodological approaches, design of topic guides, and the findings of this 

research.

Results

Participants varied in job role (Technicians [n=9], Community Safety Officers [n=10] and Operational 

Crew members [n=5], and trainers/managers [n=4]); age (mean = 43.6, range = 20-63 years); gender 

(F=32.1%, M=67.9%); and time in current role (7 months to 14 years). 

Job role N=X Data 

Technicians 9 Focus group

Community Safety Officers 10 Focus group

Operational Crew members 5 Focus group

Managers/trainers (1:1 interview only) 4 1:1 Interview

Table 1: Job role of participating FRS staff
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Technicians CSOs Operational 

crew

Mean age 

(years)

Gender Mean length 

of service 

(years)

Focus group 1 8 0 0 50.87 M=8 8.12 

Focus group 2 0 6 0 31.67 M=2; F=4 2.44 

Focus group 3 0 0 5 38.4 M=3; F=2 8.94

Focus group 4 1 4 0 52.4 M=4; F=1 5.8

Interviews Managers/ trainers of technicians/ 

CSOs

42.67 M=1; F=2 8

Table 2: Demographics of participating FRS staff

The mean time for focus groups was 97.25 minutes; mean time for interviews was 55.3 minutes.

Four key themes will be presented here: A foot in the door; witnessing distress in older adults; 

operating on the outside of health and social care; scoping out a role in mental health. Data extracts 

are included and identified by a unique participant code (FRS[n]).

A foot in the door

Participants described their unique position in the community compared to other agencies, including 

health and social care providers. FRS are generally perceived as trusted and able to get a ‘foot in the 

door’ where other services may struggle: 

The badge definitely helps to get us in which is why some services ask us to go in because they 

think, ‘You’re going to get in.’ [FRS09]

Most of the technicians and CSOs commented that their job required them to be good at building 

rapport and developing positive relationships with service users (SUs). The FRS staff recognised on the 

respect that they receive from their communities, but also commented that respect is reciprocated:

We’ve got a really good sort of rapport and we’ve got a really good bond with the members of 

the public… we’ve got a really strong presence and I think we’re well-respected, but I think we 

respect them so much as well, don’t we? [FRS06]

FRS staff suggested that whilst SUs generally welcome the HFSV, there were exceptions and staff 

reported that some people may not be aware that FRS support the community outside of preventing 

fires:
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I’ve had a couple of clients recently where they’re like, ‘Well you’re from the fire service, what 

can you do for me?’ And it’s hard getting across that we do a lot more than just fitting a smoke 

detector [FRS23]

Witnessing distress in older adults

Participants described examples of visiting people with mental ill-health including anxiety, depression, 

hoarding disorder, dementia and suicidal ideation. 

CSOs described being exposed to highly vulnerable service users with underlying mental health 

problems, and referred to visits with older adults living chaotic lifestyles. Participants shared examples 

of visits that they had found personally distressing:

“He [service user] was saying he wanted to die. He said he wasn’t going to eat and he wasn’t 

going to turn his heating on. He was living on a farm in the middle of nowhere. If he died that 

day, it would have been weeks before he was discovered…” [FRS13]

FRS staff commented that they regularly work with service users who they suspect might have mental 

health problems, but they could not be certain: 

Sometimes you know there’s something wrong with the person, but you can’t put your finger 

on it can you?... So they’ll answer the question sometimes, but you can just tell that something 

is perhaps not quite right [FRS27]

Some FRS staff commented that they see “some terrible stuff” [FRS25] and were exposed to 

distressing situations in their job; however, they lack the necessary training and awareness to know 

how to deal with these situations:

I’ve had a few incidents where mental health took over. I don’t know how to deal with it... I 

don’t have a clue what to say or know whatever is the right thing to say. How are you supposed 

to identify what the right thing to say is? We’re not trained on that and we’re not specialists. 

We go in and ask the questions and I actually think that one of our questions in our Home Fire 

Safety Visits is ‘Are you depressed?’ But if they say yes, what do I say? [FRS11]

Exposure to situations involving people with suspected or confirmed mental ill-health either at low- 

or high-levels was reported to have a detrimental effect on staff wellbeing:  

You do find you take it home, especially when I had a safeguarding denied [FRS13]
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Operating on the outside of health and social care

As part of the HFSV, FRS staff said they routinely ask questions about mental health (“Are you 

depressed”), loneliness (“Are you lonely”) and medication use (“you don’t have to tell me what it is, 

but do you take any medication that may hinder your ability to get out of the property in an 

emergency? Eg. Medication that makes you drowsy”). However, despite covering health and social 

care-related topics during home visits, FRS described various ways in which they operated on the 

outside of health and social care due to a lack of awareness of services and referral systems. 

Relationships between FRS and health and social care partners were generally described as positive 

but challenges with the referral process exist:

When I work with somebody, they are very good. But trying to get somebody into that system 

sometimes is damn near impossible. [FRS26]

Participants also raised concerns about barriers to making successful referrals into health and social 

care services. Thresholds were a common source of frustration: 

A thing we often hear is “it doesn’t meet the threshold” and “has capacity”. [FRS09]

Referral pathways into services were described as unclear by participants. Referrals into mental health 

services were described as particularly problematic:

… I think if we’re asking the questions we need an adequate referral pathway to follow that 

up. So we’re not just asking questions, storing it and not doing anything about it. We need a 

route to help that person. [FRS16]

This frustration may lead to a sense of hopelessness among FRS staff: 

“You don’t feel like you’re really helping because there’s nothing you can do” [FRS10].

Participants described variation in their relationship with primary care services, specifically local GPs. 

The FRS do not routinely record the GP details of the SUs who they visit; participants described 

challenges accessing to primary care services:

Especially with GP appointments, we’re currently struggling. I’m sure everyone has had the 

problem of trying to get hold of the doctors and being in a line of phone calls [FRS11]

One participant however, described experiencing a proactive response from a GP:

the one I went to… they were quite worried and sent a message directly to the GP and the GP 

went out to see him…it depends on the GP really, on the practice and how they work [FRS25]

Another participant described attending a GP surgery in person to speak directly with the receptionist: 
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If it’s the community and you’re driving past. I’ll call in and face to face is always better than 

a telephone call. [FRS26]

Scoping out a role in mental health

Most participants were open to receiving additional mental health training. 

I think people would want to feel trained and that they’ve got the adequate knowledge to be 

able to know where to refer as well. We can ask questions, but know that we’ve got support 

from partners that we can refer to and that will kind of assist and take that referral on for us… 

[FRS16]

One participant specified topics they felt would be useful in their everyday job:

I’d like to first of all help spot these signs and symptoms and also how to then expand that 

conversation of what can we offer? [FRS19]

However, in terms of the potential level of support and engagement that they could provide to 

members of the public in the context of mental health, participants expressed concerns about the 

scope of their role and the need to maintain clear boundaries with other professions:

You can get too involved if you’re not careful on one specialised subject. I mean we’re not 

mental health nurses or consultants or doctors, we are firefighters, fire service, whatever way 

you want to put it. [FRS02]

Participants shared concerns about capacity within the health and social care system; this reinforced 

a sense of hopelessness in identifying concerns in the first instance and then attempting to make 

referrals:

… it’s establishing as well that if we’re going to go in and ask more questions around mental 

health… where is the additional support out there… people are getting appointments in two 

weeks’ time and they’re banging their head off a wall. If you’re going to go into that in more 

detail, it’s doing that with the support of somebody who can actually pick up on that then 

because otherwise, what’s the point? [FRS13]

However, some FRS staff were sceptical that this would be possible when they are limited on time to 

conduct a HFSV.

It’s still going to be hard to know how much training you have. You cannot spot the signs and 

symptoms between us five and spend twelve hours a day with someone. [FRS21]
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Participants shared a willingness to engage with more mental health training; however, concerns were 

raised about role boundaries, the extent and scope of training, and the feasibility of what can be 

achieved during a HFSV. Broader issues around capacity in the system and referral pathways were also 

described.

Discussion

Summary of key findings

Findings help to illuminate aspects of public trust in the FRS, exposure of FRS staff to mental health 

among members of the public, a sense of the FRS acting as an outsider to traditional health and social 

care providers, and the potential scope of a new intervention or role. 

It seems evident that FRS witness distress among members of the public including older adults and 

therefore have an opportunity to offer support. Participants acknowledged the high level of trust that 

members of the public afforded them, which enabled them to get a foot in the door where other 

services were not permitted the same level of access. Participants recognised that they could support 

partners in primary care to identify mental ill-health in older adults; however, barriers were identified. 

The FRS staff do not currently feel that they have the support from partner agencies and often find 

that referrals that they make do not meet the threshold required for care.  FRS staff admitted to 

contacting GPs on behalf of service users to arrange appointments. A lack of familiarity or awareness 

with health and social care systems and referral processes, including thresholds, were commonly 

described and often a source of frustration. Several concerns were raised about the scope of a 

potential mental health role, much of which centred upon feasibility and traditional role boundaries. 

Despite these concerns, participants expressed a willingness to engage in further mental health 

training to feel better equipped on HFSV. 

Comparison with existing literature

Existing literature on the role of FRS in the identification of mental health problems is scant[18], 

especially anxiety and depression. Previous studies have explored the challenges of implementing an 

intervention in the FRS and the FRS perspectives of expanding their role to support the ambulance 

service and conduct HFSV – also known as Safe and Well visits in some FRSs[16]. It was felt by FRS staff 

that they had the clinical skills to support the ambulance service, though lacked the emotional skills. 

Byrne-Davis et al highlighted similar barriers to the Safe and Well visits more generally including the 

need for additional training. Our study contributes to the literature more specifically around the 

extension of HFSV to address mental ill-health among older adults. This study also enhances the 

current evidence base that there is a need for further training and development in mental health 
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awareness with the FRS. Any training intervention produced, will take inspiration from mental health 

first aid training, with particular attention being paid to anxiety and depression, whilst also considering 

the nature and delivery of the intervention based on findings from a recent realist review, RIDDLE[18]. 

The development of an intervention for the FRS will be complex to ensure it fits within the existing 

system. Kingstone et al (2021) found that many similar interventions have taken a “one size fits all” 

approach, which was considered problematic for this setting. Nationally, the FRS are transitioning their 

HFSVs to use a Person-Centred Framework approach[28]. 

The FRS staff are trusted and respected by members of the public and health and social care 

stakeholders, as evidenced by the publication of numerous consensus statements between the Chief 

Fire Officers’ Association and partners including NHS England[4, 24, 25].

Though they are not traditional providers of care, the FRS have historically been employed by the NHS 

and primary care to support work in the community[12, 16]. The NHS long term plan[17] highlights the 

need to utilise services such as the FRS, who have shown success in short term support, however the 

FIRESIDE study, demonstrates potential for an extended, and even permanent role of the FRS to 

support primary and social care providers to identify and refer and/or signpost to relevant services, 

providing the FRS staff receive sufficient training and support.

Integrated care must involve the establishment of referral pathways which includes awareness of the 

eligibility criteria for service entry. This has been essential in similar intervention models[26, 26] such as 

interventions utilising social prescribers. Social prescribers faced challenges, similar to those of the 

FRS participants, around building relationships, communication techniques, and having a shared 

understanding of service provision with health and social care partners, for example GPs[27] and was 

also a concern raised by participants.

Strengths and limitations

This novel study helps to address the evidence gap around the potential role of the FRS in supporting 

older adults in the context of mental health conditions such as anxiety and depression. The research 

team worked in partnership with FRS managers. The FIRESIDE Study was informed by PPIE 

contributors throughout.

The sample included a diverse range of participants in terms of gender, age, job role, time in role and 

locality. Multidisciplinary research team – increase trustworthiness of data analysis.

Participant recruitment took place in a single service. Findings may not reflect the views of staff in 

other services and localities; All participants were white British; however, this reflects the workforce 

within this service. 
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Implications 

This study will help to inform the design of a new intervention to be delivered by FRS during HFSV to 

support identification of, and sign-posting for, anxiety and depression in older adults. The current 

study raised some areas for further exploration, which will need to be addressed before any 

intervention can be designed. Concerns about health and social care systems and capacity were raised; 

it is therefore important to examine perspectives of relevant health and social care stakeholders, 

including those in primary care, about the potential role of the FRS in the detection of anxiety and 

depression in service users in their routine work. It is also crucial that the views of older adults, as 

intended recipients of any such intervention, be sufficiently explored and incorporated. The authors 

are currently addressing these evidence gaps with ongoing research.

Implications for primary care

The role of fire prevention teams in the fire service is to prevent incidents of fire, and FRS staff are 

not, nor should they be, mental health professionals. However, they could be better utilised to support 

health and social care partners to identify older adults presenting with anxiety and depression. The 

FRS are already working with people living with mental ill-health that surpasses their expertise and 

training, though FRS staff want to be better equipped to support them. There is an opportunity for 

primary care to utilise the widely respected reputation of the FRS, who have the privilege of access to 

properties many organisations do not. Most FRS staff felt that they could identify older adults living 

with anxiety and depression during the HFSV, providing they have appropriate training and sufficient 

referral and/or signposting pathways.  If the FRS do expand the HFSV, they need support from primary 

and social care partners such as GPs and mental health professionals to appropriately support SUs 

needs. With the development of referral pathways, non-traditional providers of care such as the FRS 

could become important partners within integrated care systems. Training and improved 

understanding of these systems would help their ability to make informed decisions and signpost SUs 

to the appropriate care. Further opportunities for closer working and collaboration would be 

welcome.

Conclusion

The FRS is potentially well-placed to support the detection and sign-posting for mental health 

problems in older adults, due to the access they have to older adults through their existing roles and 

level of respect they hold among the public. The FRS do not currently have a standard reporting system 

to raise mental health concerns and may lack the necessary awareness to successfully navigate health 

and social care systems to benefit their service users. To design any intervention in this area several 
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barriers need to be addressed and adequate training needs to be developed and delivered to ensure 

FRS staff are competent and confident to approach mental health concerns among older adults. 

System-level challenges may be beyond the scope of any one intervention; however, having greater 

opportunities for FRS to work together with health and social care providers, including primary care, 

will enhance mutual awareness of the other’s role in the system and support navigation and 

communication. 
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