43454

WHO/MMNH/PSE/S1,3. Ry )
Englizh only
Distr.: General

PSYCHOSOCIAL
CONSEQUENCES OF
DISASTERS

PREVENTION AND MANAGEMENT

This document is a slightly revised version of one produced
under the same file early in 1992. The need for reprinting has
enabled minor changes 1o be made, responding to comments on
the earlier version. The document examines the taxonomy of
disasters, their epidemioclogy and their psychosocial
consequences, it goes on to describe techniques and strategies
of psychosecial response fo disasters, with an emphasis on
the possible models of supervision and training by
mental health professionals.

DIVISION OF MENTAL HEALTH
WORLD HEALTH ORGANIZATION
GEMNEVA
1097




WHQO wishes to acknowledge the valuable inputs into the development of this
document by Professor Bruno Lima, Johns Hopkins, Community Psychiatry Program;
Professor Lars Weisaeth, Psychiatric Insfitute, University of Oslo; Professor Wolfram Schuffel,
Klinikum der Philipps-Universitat Marburg; Professor Beverley Raphael, Department of
Psychiatry, Royal Brisbane Hospital; as well as of Mr O, Almgren, UNDRO;

Dr T. Yozukawa, Division of Emergency Preparedness and Response, WHO.

Dr G. de Girolamo, Division of Mental Health, WHO and
Dr John QOrley, Senior Medical Officer, Division of Mental Health, WHO
had the technical responsibility for the production of this decument,

Further copies of this document may be obtained from

Division of Mental Health
World Health Organization
1211 Geneva 27
Switzerland

& World Heolth Organization 1992

This dogument is not a formal publication of the World Health Crgonization (WHG),
and all rij;hfs are reserved by the Organization. The document may, however, be freely reviewed, abstracted,
reproduced or ranslated, in part er in whale, but not for sale or for use in cenjunction with commercial purposes.

The views expressed in decuments by named authars are solely the respansibility of those authors.

Designed by WHO Grophics




CONTENTS

Introeduction . , 1

Background
Definition and description of disasters
Definition
Taxonomy :
Transnational cheracter of many disasters
Epidemiclogy of disasters and morbidity profiles of

Ld L RO M -

the affected populations 4
Epidemiology and description of psychoseocial
reactions to disaster 5
Historical perspective 5
Phases of emotional reactions to disaster 5
Epidemiclogy of psychological disorder following o disaster 6
Relationship between type of disaster and the type and
severity of reacfions g
Specific psychosocial consequences following disaster 8
Posttraumatic stress disorder 8
Grief 8
Aleohel, drug abuse and family problems 9
Secondary psychosocial stressors 9
Vulnerability 9
Stress upon rescuers 9
The psychological effects of disasters on children 10
Psychosocial interventions in disasters 11
Prevention and treatment of psychological disorders 11
Function of the menial health professional expert in
preparedness activities 12 .
Functions of the mental health team at the disaster site 13
Groups requiring psychosocial support 13
Establishing an information/support centre 13
Specific procedures for helping survivors 14
Help for bereaved families 14
Role of the psychosocial support team 15
The physically injured 16
Crisis intervention I
Debriefing 16
Role of information 17

Possible adverse effects of public information 17

iil




CONTENTS

Training and infrastructure for a psychosocial

response in disaster relief 19
Training programmes for primary health care workers
and other relief workers 19
Planning and coordination of interventions in case of
disasters 19
Madel 1 20
Model 2 20
Model 3 20
Possible research priorities 22
References and selected reading 23




Background

UN General Assembly Resolution 42/169,
adopted on 11 December 1987, designated the
1990s as a decade for nataral disaster reduction:
this resolution reminds its readers that natural
disasters, such as those caused by earthquakes,
windstorms, tsunamis, floods, landshdes, volca-
mc eruptions, wildfires and other calamities,
have killed about 3 million people worldwide
ovVCr r_hC past two C[CCEdCS, advcrscly ElHCCth thC
fives of at least 800 mullion more people, and
resulted in immediate economic damage ex-
ceeding US$ 23 billion. “The smallest and poor-
est countries are affected most severely by naru-
ral disasters, and the poorest and most disadvan-
tagcd mcmbcrs Dfﬂ. disastcr affectcd community
are hikely 1o expenence the most serious conse-
quences” (UNDRO, 1984). Therefore in the
maj Drity Df develuping countriﬂs, CDHSCunnCCS
of disasters, because of their seventy and fre-
queﬂcy, represent a2 real Pubhc health Priority.

Several agencies of the United Nations have
developed programmes which could help coun-
tries to be better prepared to cope with natural
and man-made disasters. WHO is participating
i this effort and has produced this document as
part of its contribution to countries’ prepared-
ness, prevention and mitigation of the effects of
disasters worldwide, ‘

There are two United Nations Offices deal-
ing specifically with matters related to disasters
namely the UN Disaster Relief Co-ordinator’s
Office (UNDRO), which provided inputs into
the development of this document, and the Of-
fice of the UN High Commussioner for Refu-
gees (UUNHCR). WHO is currently collaborat-
ing with UNHCR in the development of a
manual en refugee mental health, with an em-
phasis onapplications in refugee camps in devel-
oping countries. ‘

Withun WHO, the Division of Mental Health
collaborates with the Division of Emergency
Relief Operations, to provide a psychosocial
input into the activities of the latter pmgrimmc.

The WHO Regicma] Office for the Amenicas
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(the Pant American Health Organizarion) is also
very actively involved in this area and has pro-
duced 4 shde programme on Menral Health
Management in Disaster Situations (in Spamish -
and English).

There has been a general tendency in the past
to consider that the basic needs of the popula-
tions affected by a disaster were tobe met essen-
tially 1n terms of providing shelter, food, samta-
tion and immunization against epidemics. Their
piychosocial needs were seen as something too
secondary to attract the attention of relief agen-
cies and relief workers. Orver the last few years
however, a different trend has become evidenr
and there is now wide recognition of thefact that
populations affected by a disaster have special
psychosocial needs. \

WEH( s role in disasters has gradually shufted |
from providing emergency relief to mncorporat-
ingalso disaster preparedness, including involve-
ment in traiming and in the assessment of pos- .
sible future needs. One of WHO'S strategies for
Gmcrgcncy prcparedncss and TESPQnSE iS '
strengthening the national capacity to cope with
disasters. WHO s target for the Eighth General
Programme of Work, covering the years 1990-
95,15 thatby 1995 “70% of all countries wall have -
developed master plans appropriate to thetr par-
ticular circumstances to deal with the health
aspects of EMErgEncy and disaster situations”
(WHOQ, 1987). Since in many countrics disas- -
ters, because of their frequency and seventy,
lead to adverse affects on mental wellbeing,
these master plans should includea mental health
component. ‘

In general, the key activities for coping with
disasters and disaster risks are essennally pre-
paredness, which involves all actions designed ™
to runimize loss of life and damage, and to
prepare for timely and cffective rescue, relief |
and rehabilitation should disaster strike; pre-,
vention, which may be described as measures
designed to prevent phenornéna from causing or.
resulting in disasters or other related emergency
situations; and finally mitigation, which means -




reducing the effects of severely damaging events
on man ﬂﬂd l'llS enVIronment once they have has
occurred.

The importance of preventive measures and
prcparcdness, thE integration Df an emergency
response within regular WHO programmes,
and the linkage with development have been
emphasized inthe resolutions adopted by WHO
in 1981 and 1983, Each of these aspects of coping
With disastcrs should include COﬂSidCrﬂtioﬂ Of
the related psychosocial components. These can
havc an lmPﬂCt on pCOplC 5 bchavmur bﬁfﬂrﬂ
during and after a disaster occurs, as well as
being important in influencing the overall pat-
terns of post-disaster morbidity.

Definition and description of
disasters

Definition

A. disaster iS a Severe dismptic‘m, ecologic:al aﬂd
psychosocial, which greatly exceeds the coping
capacity of the affected community. This will be
the definition that is used in this document.
Howcver, what constitutes a disaster for one
community might not necessarily do so for
another. The difficulties of conceptualization
anise because, “upwards a disaster 1s unlirmited,
downward one has to draw 4 line somewhere”.
In common daily usage, the term “disaster”
refers to a great misfortune causing widespread
damage ﬂ.ﬂd suffet'ing,

There is, however, no consensus on a scien-
tifie definition of the term: there are in fact more
than 40 different definitions of disaster in the
hrerature (Korver, 1987). A disaster is a very
complex, multi-dimenstonal phenomenon. An
event may be a disaster along certain dimen-
sions, such as ecological, economic, matcnal,
psychological or SDCiﬂ.l, but iS unﬁkely to bE Oone
alc‘mg EI.H. Of thCSG in any SPCCiE.C event. Oft(:n thﬂ
nurnber of human lives lost 15 an imporeant
criterion for defining a disaster.

The definition may be dependent upon the
eventitself, or solely on the consequences of the
cvent. The term disaster ordinanly cmphasizes
fast, destructive change. This may exclude per-
manent PI"Qb]E’mS fl'()m thE disaster dﬂ'fiﬂitiﬂn,
for instance fam.ine iﬂ ma.ny parts Df the World,
¢ven when the consequences of the starvation
arc disastrous. Todeclarcan cvent a disaster may
mnfluence, among other things, the amount of
help offered. The concept also has emotional
and political implications.
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Much of the confusion in defining a disasteris
caused by the diverse interests of those dealing
with the event, be it in medicine, sociology,
pelitical science or ccology. The definition
adopted usually reflects the role of the organiza-
tion using that speaific definition.

From a psychosocial perspective, it 1s impor-
tant to consider both the medical disaster defini-
tion (an cmergency situation in which the vic-
tims are s0 numerous that the treatment needs
far ourweigh the resources available at the mo-
ment; here there is an immediate need to bring in
extra resources) and the sociological.

Common elements to be considered in the
concepmalization of disasters include:

1. A disaster disrupts the social structurc and
cannot be handled by the usual social mecha-
nisms. This disruption may create more diffi-
culties than the physical consequences
(Quarantelli, 1980).

2. There are several important variables which
can moderate the impact of disasters. These
include, the ability of the victims to adjust
psychologically, the capacity of the commu-
nity structures to adapt to the crisis and the
amount of help available.

3. The concept of disaster changes over time and
among different culrures. Among some popu-
lations, especially in developing countries, a
lengthy first-hand experience of coping with
natural disasters has produced the creation of
specific “disaster sub-cultures”, which are
likely to affect their pattern of psychosocial
reactions to the disaster situation.

4, Since catastrophiceventsarcfrequentinmany
developing countries, this may unfortunately
raise the threshold for an event to be consid-
ered a disaster. Nevertheless this should not
lead to a failure to recognize and respond to
the adverse effects that may occur, even with
repeated disasters; these may undermine the
morale and resources of the commumity even
further, and may lessen 1ts capacity to adjust.

The term “personal disaster” (Raphael, 1985)
has been used to refer to a severe trauma affect-
ing a small group or a single individual. This
document however, deals only with those disas-
ters affecting large numbers of people.




Taxonomy

There are many possible ways to classify disas-
ters which may have important consequences
with regard to the way people react and the
types of help required.

From the prevention and preparedness view-

point, the following classification is generally

used:

Natural disasters—Earthquake, flood, cyclone,
hurnicane, tornade, landshdes, voleamcerup-
tion, drought.

Man-made disasters — Technological disasters
such as toxic, chemical and nuclear zecidents,
dam collapse or transport accidents.

Man-made disasters are caused by hurman
failur'es or ECCidEﬂtS, OF are due to violence or
war. The feeling thar someone is to blame may
make it more difficult for victims to cope with
the situation. However, a clear distinetion be-
tween what is man-made and what 15 natural 1s
sometimes impossible, because of the Inereasing
effects of man’s actions on the overall ecological
balance or Dthcr human EDntributions.

For instance in an earthquake, the poor con-
struction of buildings can contribute signifi-
cantly to damage and .IGSS Df lifﬁ'. The failur(: Of
authorities to provide adecquate warning of a
“natural” danger can contribute to the loss of life
and damage. Any rise in the level of the oceans
due to pollution causing a “greenhouse” effect,
may tncrease the ikehhood of floods. Famine or
socizl conflicts may strike certain parts of coun-
trics, not just because of drought and crop fail-
ure but also because of transport problems,
hindenng the movement of food. Bush fires may
or may not be started by marn. ThCSC CxﬂmPlCS
are just a few amongst many possible ones that
demonstrate the blurnng that can exist between
natural and man-made disasters.

The speed of occurrence is another important
dimension to be considered in assessing disas-
ters and their consequences on the affected popu-
lation. Perhaps the most well known typology
of disasters however, 1s that of Barton (1969). He
suggested four main dimensions: scope of im-
pact (geographical, number of people); speed of
onset (sudden, gradual, chronie); duration of
impact (c.g.repeated episodes); and social pre-
paredness Qf thC communiry.

Afurtherimportantdimension hasbeenadded
{Green, 1982) which refers to whether disasters
arc central or peripheral with respect to a geo-
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graphic community. In one which happens toa
group of people who have come rtogether by
chance {e.g.an sirplane crash), survivors return
to their respective geographic communities
where the physical setring and social support
networks are srill invact. Such disasters could be
considcred gaographicaﬂy per‘ipheral. An intcr—
mediate rype, accordimgrothis dimension, would
be one which occurs to a group of people within
acommunity and, henee, affects the whole com-
munity in some sense, bur where there sull
unaffected members of the community and the
physical settings (homes, neighbourhoeds) re-
main unchanged.

The maost central tyPE Of C[iSSLStSr Would bC
one in which the whole physical and orgamiza-
tional structure of the community is deeply
changed (c.g.carthquake, floods, etc.), becanse
homes are destroyed, people are relocated in
different surroundings with strangers, ete. In
this central type the traumatic aspects are not
limited to the impact of the physical event itself,
but may continue for a relatively long period of
time and include many subsequent addinional
traumas, changes, and disruptions especially of
a psychosocial kind, requinng further adjust-
ments.

Transnational character of many disasters

Many disasters are transnational or international
in their effects and impact. For instance nuclear |
or toxic accidents may have effects on many
countries across frontiers and at considerable
distances from the place where the event oc-
curred. The nature of frontiers (legal, official,
polincal}cannet preventthis, and there are many
implications for disaster response. Simmilar prob-
lems may arise in international transport acci-
dents such as air crashes.

An adequate responsc to such transnational
disasters has to be setup at the same transnational
level, This means that international coordina-
tionby aspecialized healthageney such as WHO
isundoubtedly needed in terms of preparedness
and intervention programmes, in order o en-
surc consistent and uncontradictory responses
in the various countries affected. Moreover
WHO 15 1n a special position to ensure a com-
mon scientific international language among the
various researchers and clinicians active in the
medical and psychological field. The adopnionat
an international level of the 10th Edition of the
ICDisanimportantstep in thisdirection (WHO,
1990). |




Epidemiclogy of disasters and
morbidity profiles of the affected
populations

Estimates of the major disasters which occurred
wortldwide (cxcluding the United States) from
1900 up to 1988, indicate chat, in these 9 decades,
about 339 million people have been affected by
floods, with a total of 36 mullion rendered home-
less; 26 million have been affected by earth-
quakes, with sirrular numbers affected by ty-
phoons and cyclones, creating another almost
10 million homeless people; finally, 3.5 million
have been affected by hurricanes, resultingin 1.2
million people without homes. From 1970 to
1981, Hoods were the most frequent disaster,
comprising more than one-third of all disasvers
occurnng in that decade. Windstorms were the
next most frequent disaster (one fourth of the
total number), while earthquakes caused the
greatest number of deaths and monetary loss.

The actual numbers killed in disasters is esti-
mated to be some 3 or 4 times higher in develop-
ing countrics than in the developed. The striking
difference howeverisinthe number of survivors
who are affected, which 15 estimated to be some
40 times higher in the developing countries. One
must presume that this indicates a massive
psychosocial as well as physical need for this
latter group.

The geographical distnibution of disasters
between developed and developing countries
daeserves attention, as there seems to be a rela-
tionship betweenthelocation of adisaster onthe
on¢ hand, and the severity of its consequences
on the other. Out of the 109 worst natural
disasters which occurred between 1960 and 1987,
as sclected and studied by Berz (1989), 41 oc-
curred in developing countries; however, the
number of deaths caused among the affected
populations was far greater in the developing
countrics (758 850 deaths in developing coun-
tries as compared to only 11 441 in developed
countries),
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In general the number of deaths and injuries
and the amount of damage is closely related to
the prevailing level of economic development.
An UNDRO publication (1984) shows a List of
disasters for the period 1960-81 resulting in the
grﬂatest ﬂumberﬁ Df PEQPIE kil]ﬂd. A_].]. Dc:currc:d
in countries characterized by a low-income
economy: Bangladesh (633 000 deaths), China
(247 00C deaths), Nicaragua (106 000 deaths)
and Ethiopia (103 000 deaths).

T].'.I.E extent Df risk among m.'-lny populations,
especially in developing countries, hasincreased
over thC last fCW dCCE.dCS c[uc to incrcasing POPU—
lation size, greater population density invulner-
able areas and the strong tendency of large popu-
lations towards urbanization. Thcrc hﬂ.S ﬂ.l.‘;o
been a concurrent increase in the magnitude of
certain types of man-made disaster. Very little
howcvcr iS known about thC StrCSS—rG].Rth diﬁ—
orders caused by such events, which represent
an important area in need of invesngation.

Indisaster situations certain vulnerable groups
tend to exist. High mortality may be seenamong
elderly people and young children. Childrenup

- to 2 years old may show lower mortality than

their elder brothers or sisters, perhaps becanse
parents protect their youngest children but can-
not affod to hﬂlp Qldﬂ!' QI0ES. Prﬂgﬂﬂﬂt or lacmt—
ing women aﬂd PETSDD.S alrcady suffcring frﬂm
existing disease are also more vulnerable, as are
the poor or certain minority groups who might
for instance, have no choice but to live in flood-
PTDDE areas.

The morbidity: mortality ratio, as well as its
relation to property destruction, i1s specific to
¢ach type of disaster. For example, 1n big earth-
quakes the ratio of morbidity: mortality 15 usu-
ally 3:1. Floods show high mortality rates but
few injuries. Hurricanes cause fewer injuries
and deaths, but great loss of property.




EPIDEMIOLOGY AND DESCRIPTION OF
PSYCHOSOCIAL REACTIONS TO DISASTER

Historical perspective

The first systematic studies of the psychological
and psychiatric consequences of a disaster were
undertaken by Eduard Sterlin (1909) from
Zunch who investigated 21 survivors of a min-
ing disaster in 1906 and 135 persons two months
after the carthquake 1n Messina in Italy in 1908,
The history of trausmatic neurosis in European
medicineis well described by Fisher-Homberger
{1975) who demonstrated that the understand-
ing of the disorder duning the 19th and carly
20th century was very much influenced by po-
hitical, mlitary, economic and culmural factors,
with an over-emphasis on an erganic basis for
traurnanc neurosis. However, during World War
I the psychological nature of the disorder was
bctter understood‘

Duning World War II, the study of how
ctvilian populations reacted to disaster tratmas
was further advanced. The air raids against cities
was the background for a series of valuable
mvestigations carried out in England during the
early war years. A stnking finding was that the
expectations of “mass ncuroses” in a bombed
civilian population did notoceur. Unfortunately
the war tfime psychiatric experiences have not
been fully incorporated into the disaster litera-
ture, although psychosocial interventions in di-
sasters have been influenced by insights gained
durmg war, lately the Vietnam war, Among
wartlme PSyChlatI’lC Ccases thh Stab]e as WEl] as
vulnerable personalines were found, but the
latter did not recover within weeks as did the
former. The military psychiatric experiences
from World War I influenced civilian chnical
practice with the introduction of the therapeutic
commumty, group treatrnent, forward psychi-
atric treatment and crisis intervention.

Of spectal note is the Coconut Grove night
club fire disaster in Boston 1n November 1942,
which claimed the lives of 491 persons. This
disaster has come to occupy a special positionin
disaster psychiatry because it represents one of
the first systemartic civilian studies on the acure
psychological reactions in victims of physical

injury, danger traumas and loss traumas
{Lindemann, 1944). Unul the 1970s however,
the psychosocial disaster hiterature was periodic
and unintegraved. Since the 19705 a rich litera-
ture, largely American and Australian, has been
published. There is also importantwork in other
languages (German, Russian, Spanish and
French). As a research field, however, the study
of the psychosocial consequences of disasters is
still relatively untouched.

Phases of emotional reactions to
disasters

Emotional reactions may be divided into the
immediate experience during the disaster and
those reactions occurring after the event, some
of which may appear soon and others late.

The immediate experience

T].'.I.(': immccliate rcactions reﬂect the most horri—
fying dimensions of disaster related to severe
physical injury, exposure to extreme d:anger,
witnessing death of close ones or mass deaths
and injuries, traumanc experiences of helpless-
ness, hopelessness, separations, and the need to
ChDDSC bCrWﬂEﬂ helping DthCI'S or fighting fDr
one’s own survival. Maladaptive reactions dur-
ing exposure to 4 disaster such as paralyzing .
anxiety, uncontrolled flightbehavieurand group
panic, may be incompatible with survival. In
studies of disaster behaviour the individual’s
].CVC] Df Prcparcdncss, C[iSEStCr tra_ining Eﬂd ﬁdu—
cation have appeared as the most important
determinants of a good ourcome (Weisaeth,
1989). (Being able to cope in the immediate
trauma Slmﬂtlon E.lSG camcoutasa Strong pro-
tector in terms of longer term psychiatric
sequelae).

Panic s said to be rare in natural disasters, but
in crowded areas like subways, trains and sky-
scrapers, disasters can evoke panic more easily.
Health education programmes and previous
training in simulated disaster situations can help
affectecl populanons o avmd pamc and reSpDnd
maorc appropnatcly




Emotional reactions after the “avent”
Many different emotional reactions may occur
after 2 disaster. In the beginning many people
feel numb, or cven clated and relieved, often
with strong posittve feelings about having sur-
vived. Gradually however, the stress effects may
show, although these reactions are usually rela-
tively short-lived and may be considered 2 nor-
mal reaction to a traumatic experience.
Common post-disaster reactions include in-
wense feeling of anxiety, which may be accompa-
nied by “flashbacks” or intrusions and frighten-
ing memorics of the experience. There may be
nightmares, waking the person with panic. Any
remindcr may togger these feelings, and the
person may try to avold all such rermnders orto
shut out feelings (avoidance responsc). Anxiety
and intrusive memorncs or reexperiencing, espe-
cially of life threatening or grucsome encounters
with death, may alternate with numbness and
avoidance. The affected person may also be
highly aroused, as he or she is fearful and trying
to protect himself or hersclf from a return of the
frightening experience. Normally all these reac-
tions settle over the first weeks. If however,
these reactions are maintained ata highlevel and
for more than a few weeks, they represent a
post-traurnatic stress disorder (PTSD). Occa-
sionally the symptoms may not appear for sev-
eral months or more. Spontancous recovery
occurs in the majority of cases bur in a small
proportion the conditions can last many years.
In silent toxic or nuclear disasters, when no
impressive destructive cvent occurs, the external
danger may be invisible and people are likely to
focus on their physical healch. Uncertainty and
insecurity may creatc anxicty and fear reactions
and theiraccompanying somatic symptoms may
induce a false perception of being physically ill,
resulting in pressure on somatic health services.

‘EFidemiolog of psychological

isorders following a disaster

As stated by Perry and Lindell (1978) and by
UNDRO (1984), different views have been ex-
pressed by various authors about the extent of
psychological disorders following a disaster.
Some hold the position thar disasters represent
catastrophic events producing adverse psycho-
logical reactions among most victins, while oth-
ers suggest that the extent of the problem has
been overestimated, and that psychological prob-
lems due to the stressful cvent(s) appear only
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among people with a preexisting vulnerability.
The latter view can be found especially 1n some
of the sociological literature, mainly from the
US. There may be certain reasons why this view
has been put forward: (2) some of the disasters
cited involved little loss of life and mainly -
volve matenrial damage, (b) poor detection meth-
ods were used to find psychological distr-
bance.

There may be a tendency in some cases to
dismiss certain severe psychological reactions to
disaster as only “nratural”. It should be noted
however that severe bruising and fractures may
be quite “natural” reactions to a fall from a
height, but this docs not diminish the intensity
of the suffering or obviate the need to help those
affected.

Up to afew years ago, little was known about
the psychiatric epidemiology of disasters in de-
veloping countries. In fact with the exception of
some recent work in the United States and Aus-
tralia, very little is known of the true incidence
of psychological traumas and related distur-
bances following disasters even in developed
countries. Previous rescarch was based on un-
systematic clinical observations or crude indica-
tors of psychiatric morbidity such as admissions
to psychiatric hospitals (e.g. Ahearn, 1981). Only
following disasters in recent years in Colombia
1985, Mexico 1985 and Puerto Rico 1985, have
systematic studies been carried out. They sug-
gest that victims present marked and prolonged
psychosocial problems whosc prevalence is sig-
nificant, Because of the often devastating physi-
calimpact which natural disasters have on popu-
lations living in developing countrics and be-
cause of the scarcity of resources there, inter-
ventions have generally been confined to rescue
and to the provision of basic medical care, with
a corresponding neglect of psychological needs
and related epidemiological research and inter-
vention. Purthermore, the existence of some
clear “disaster sub-cultures” among populations
with lengthy experience in coping with natural
disasters, especially in devcloping countnies,
makes it difficult to apply findings from re-
search carried out among populations only ex-
ceptionally affected by a disaster”. The different
culture patterns, social structures, and coping
behaviours may reasonably modify the inci-
dence, the severity, and the psychosocial out-
come, pointing to a need for specific rescarch on
these populations.

The specific behavioural pattern, character-
ized by a stunncd, dazed, and apparently disen-




EFIDEMIQLOGY AND DESCRIPTION OF PSYCHOSOCIAL REACTIONS TO DISASTER |

gaged behaviour, called “disaster syndrome™,
has been descnbed as a response to impact and
immediate aftermath. It is said to occur in about
25% of thosc affccted by disaster (Frederick,
1981; Raphael, 1986). On the other hand Duffy
(1988) has stated that a “disaster syndrome®,
represented by the immediate post-disaster re-
actlomn, is present in up to 75% of victims durng
the firsthours ordaysafter the event. Anxiety or
anxiety-related reactions are extremely com-
mon. They may continue from the high arousal
ti’lat COmes Wlth impact ar, motre often, EmETgE
after a latent period of a few hours or days. In
different studies which employed a psychiatric
sereening schedule to assess the psychological
status of the victims of the disaster, the percent-
age reacting over the first weeks as shown by the
questionnaire score secms to vary from 70% or
more to 20%, in large part correlating with the
scvenity of the experience. Levels may remain
hig’ﬂ inthe carly wecks. Then, by 10 weeks, there
is usually a significant drop with a gradual de-
crease continuing over the first year (Raphael,
1986).

Disturbances may carry over from the imme-
diate disaster experience impact phase to the
immcdiat:: POSt—diSﬂ.StCr phase: fﬂr examp[e iﬂ
sorne industrial disasters studied, about 15% of
the affected populations displayed the
derealization/apathy symprorns of the disaster
syndrome with absence of emotions, lack of
respansc, inhibition of outward actvity with
stunned, shocked and dazed appearances. Dis-
organized ﬂight behaviour iS COIMIMOQIT, WthEaS
brief psychotic reactions occur only in a small
minority. The physical symptoms of anxiety
and stress are more frequent. These symptoms
are important in that they hamper the person’s
abiliry to carry out planned actions, and may
become the starung point of a somatization
process (which can be misinterpreted as physi-
cal injury, illness, toxic poisoning etc.).

According to Raphael (1986}, psychological

'morbidity tends to affect some 30-40% of the
disaster population within the first year follow-
ing it. At two years, levels are generally less but
with a persistent level of morbidiry that secms to
become chronic for some individuals and for
sorae disasters. Disasters that are man-made and
with high shock and destruction show persist-
g levels of over 30% severc impairment. Con-
tf'\btiﬂg ﬁndings from dif‘ferent studies €an bE
explained i terms of differences in sampling
m(.thods, mcthodo]oglcs dlagﬂﬂstlﬂ CatE"’DHES
and types of disasters under study, as wdl as

differences in interpretations of the same data.
More specific evaluations of morbidity patterns
have exarmined mortality, psychosomanciilness,
mental health problems, physical sympto-
matology, consultation-based health care utili-
zation, hospital admission and alcohol and drug
usage. Mental health problems, as defined by a
range Df diffﬁff_'ﬂt measures, are shown a5 iﬂ“
creased 1n systematic studies. The diagnostic - :
inconsistencies among different studies and dif-
ferent research groups are especially important.
The ICD-10 (WHO, 1990) provides a useful
conceptual framework for clinicians and re-
searchers active in this field, recognizing three
main diagnostic categonies of disorders caused

by exceptionally stressful life events producing
an acute stress reaction, or by a significant life
change leading to conunued unpleasant circumn-
stances which result in an adjustment disorder.
The three main diagnoste categones are: (1)
acute stress reaction (F43.0); (1) post-traumatic
stress disorder (F43.1); {i1) adjustment disorder
(F43.2). In addition the [CD-10 recogmizes en-
during personality change after a catastrophic
cxperience (F.62.0).

A recent thorough review has analyzed the
relationship between disasters and subsequent
psychopathology for 52 studies which used quan-
titative measures (Rubonis & Bickman, 1991).
The authors examined relationships among four
sets of variables: (a) the characteristics of the
victim population, (b) the characteristics of the
disaster, (¢) the study methodology and (d) the
type of psychopathology. In the studies exam-
ined, between 7 and 40% of all subjects showed
some form of psychopathology. The type of
psychopathelogy with the highest prevalence
rate was general amxiety (almost 40% of the
studied subjects), although its variability 1s also
among the highest. Phobic symptoms (32%),
psychosomatic symptoms (36%) and alcohol
abuse (36%) appeared to show shghtly lower |
levels of prevalence, with depression (26%) and
drug abusc (23%) somewhat lower sull. Using
meta-analytic techniques, the authors showed
that in thesc studies 2 positive relationship
ernerged between disaster occurrence and psy- .
Chﬂpathﬂlﬂgy, mdlcatmg an 1ﬂCYEE.SE Of approxl— ‘
mately 17% in the prevalence rate of psychopa-
thology (compared with a predisaster or control
group rate) as a reselt of a disaster. The number
of female victims in the samnples studied, the
death rates, and the amount of time that had
clapsed since the disaster event were all directly
related to the amount of psychopathology.




Finally, higher impairment estimates werefound
for naturally caused disasters (e.g.volcanic erup-
tions) as Oppoa‘»ed to thosc caused, at lcast in part,
by humans (e.g.nuclear accidents). This latter
finding however contradicts much o the litera-
ire publishcd so far. '

The severity of the stressor (f »r example
threat or loss) has been strongly ccrrelated in
all studies, with the severity of the pathology
orreaction engendered, although ¢ thervulner-
ability factors are also important. The main
clearly defined syndromes that appear follow-
ing disasters are the PTSD, the survivor syn-
dl'OlT.lC Il.l'.ld thc diSﬂ.StE’f bereavement syndrome.
As regards the first, social withdrawal contrib-
Uites most to Impairment. An interesting finding
from some studies is thar irritability, anger and
ﬂ.gngSSiDﬂ increased over thE four-yea.r 'FQ].]QW-
up. Irrita.bility iS in fEI.Ct, a very COINIMNONn rcac-
tion, and is perhaps especially so with “man-
made” disastersin which a human ageney can be
blamed. Bereavement disorders, when chronie,
are notoriously resistant to treatment.

Not only psychological disorders bur also
physical disorders and mortality rates have been
shown to be higher in survivors of disaster. In
particular the rate of coronary heart discase
morbidity and mortality is increased. This has
been shown il'l a Smdy Df carthquakc: S'L'II'ViVDI'S
(Katsayannietal., 1986). 5tud’ :s have also shown
that this increase in physical disease is particu-
larly marked inthe year after 1edisaster amongst
the relatives of people who a.ed at that ame. Itis
presumed that this increase in disease is caused
by psychological factors.

Relationship between type of
disaster and the type and severity
of reactions

Theseverity of psychosocial reactions to adisas-
ter will depend on many factors in the individual
and the community. Where there 1s great loss of
life there is likely to be much grief and perhaps
disruption of family and community life. Loss
of homes and property may destroy the sense of
the community and create stress in association
with the hardships. Where support is available
and some meaning can be made of what has
happened, and especially when there are op-
pot‘tunitics for individuals and the communiry
to be actually involved in their own [CCOVETY,
the outcome iz likely to be better. Where there s
obvious blame, human neghgence, malevelence
or violcncc, EI..I.'.I.Cl littlc SUPPO!"E, thC outcome iS

PSYCHOSOCIAL CONSEQUENCES OF DISASTERS: PREVENTION AND MANAGEMENT

likely to be adverse. Similarly when there s little
support or people feel helpless and unable to
take Chﬂ.l"gﬂ' Df their OWI rccovcry, thiS 3150 has
a negative effect on the ourcome.

Specific psychosocial
consequences following disaster

Posttraumatic stress diSOI'dEF

The meost severe psychiatric diserder conse-
quent upon disaster 15 represented by post-
traumatic stress disorder. This arises as a de-
layed and/or protracted response to a natural or
man-made disaster of an exceptionally threaten-
ing or catastrophic nature, which is likely to
cause pervasive distress in almost anyone,

Asstated in the clinical descriptions and diag-
nostic gurdclines accompanying 1CI-10, typi-
cal PTSD symptoms include episodes of re-
peated reliving of the traurna in intrustve memo-
ries (“flashbacks™) or dreams, occurring against
the persisting background of a sense of “numb-
ness” and emotional blunting, detachment from
other people, unresponstveness to surround-
ings, anhedonia, and avoidance of activities and
situations reminiscent of thetrauma. Commeonly
there is fear and avoidance of cues that remind
the sufferer of the original trauma. Rarely, there
may be dramatic, acute bursts of fcar, panic or
aggression, triggered by stimuli arousing a sud-
den recollection and/or re-cnactment of the
trauma or of the onginal reaction to 1.

There i1s usually a state of autonomic
hyperarousal with hypervigilance, and enhanced
startle reaction, and insomnia. Anxicty and de-
prcssion arc commonly associated with the above
symptoms and signs, and suicidal ideation s not
infrequent. Excessive use of alcohol or drugs
may be a complicating factor.

Some people may respond te trauma with
symptoms which last only briefly or with milder
symptoms which hardly justify a diagnosis of
“disorder”. Some workers in the field have re-
ferred to these as “post-traumatic stress reac-
tions”.

The onset follows the trauma with a latency
period which may range from a few weeks or
months(but rarely exceeds 6 months). The course
is fluctuating butrecovery canbe expectedin the
majority of cases.

Grief

For those people who have cxpenenced sigmfi-
cant loss, the emotional reactions which occur
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after the disaster are likely to be those of gref.
There may be grief for the loss of loved ones, or
home, treasured possessions, ivelihood orcom-
munity. The seventy of the morbidiry is greater
fortheindividual when associated with personal
loss due 1o death of aloved family member. The
emotional reactions of grief mclude sadness,
distress, anger and longing and yearming for
what has been lost. The bereaved person may be
preoccupied and maserable. Usually grief reac-
uons diminish to some extent by 4-6 wecks,
although stresses may complicate or prolong
them and anniversanes may induce recurrences,
A nurnber of studies have pointed out a number
of factors that might increase psychological
morbidity among the bereaved: lack or weak-
ness of social supports, female gender, loss of 2
child. There are circumstances of violence and
the dead body has been unable to be found or
vicwed by the bereaved. For some of those who
have suffered losses, grief may become chronic
and the emetional reaction may mtensify into
ECVENT dCPrCSSiDﬂ.

Alcohol, drug abuse and family problems

A few studies have shown increases in alcohol
and drug consumptionfollowing adisaster, while
social withdrawal, particularly in association
with numbing, can be the most frequent form of
morbidity in interpersonal relationships. The
prolonged stress of the aftermath, the preoceu-
pation: with painful memories or losses, or the
disruption of home, family and commumnity life
and even work, may all adversely affect adjust-
ment. Farmily conflicts and problems may occur.
Children may be overprotected and somectimes
family violence may result. For most families
and individuals these problems arc short hived
and transitional, but for some they are delayed
or become chronic. Others may respond to the
Chaneng& Of the diSRStE‘[ and EI.PPQR[' to ShOW
greater strength and coping, so that rather than
social pathology or community breakdown,
thefe may bE Eﬂhﬂ.nCCd SDCial and Cﬂmmunity
functioning.

Secondary psychosocial stressors

Certain specific stresses can arise in the wake of
disasters, consequent upon social changes. These
include the displaccmcnt of individuals to other
geographical areas, housing people in camps,
unemployment, inactivity and lack of recre-
ational possibilitics, the fostenng of dependency
in survivors, general disruption of the social

fabric and the breakdown of traditional forms of
social support. “Temporary camps™ providing
inadequare facilities, are known to house victims
for years. Disruption of families can also have
important psychosocial consequences upon the
members and particularly on small children with
no accompanying adults.

Unnecessary hasty procedures for dealing
with dead bodies, under the guise of preventing
outbreaks of communicable diseases, canlead to
such rapid burials thatproperidentification may
not be possible and full mourning procedures
may not ogcur. Likewise, overenthusiastic vac-
cination programmes may be initiated for the
same reason. Other misbeliefs may lead to un-
necessary extra stress on vicrms of disasters.

Vulnerability

When disaster 1s not followed by new and addi-
tional stressors, early prediction based on an
evaluation of risk factors (risk situarions, risk
individuals and nisk reactions) may be possible,
thus allowing the health workers to concentrate
their interventions on high risk cascs.

Animmediate adverse psychological response
to trauma can be 2 predictor of PTSD. Thus
screening instruments imeasuring the mental state
shortly after a disaster can be used to idenuify
nsk cases. By combining this with individual
risk factors (such as previous psychiatric im-
pairment) and the intensity of disaster stress
exposure, high predictive power has been
achieved.

The results from Jongimdinal studies can be
summarized as follows: after cxposure to a brief
disaster trauma, a person without marked
premorbid vulnerabilitics may experience the
symptoms of a post-tranmatic stress reaction
but should be expected to gradually overcome
and finally 1o recover completcly from these
symptoms, provided that the conditions are made
favourablefor rehabilitation, that qualified treat-
ment 15 offered when needed and that the persen
1s motivated to work with his problems. The
majority of survivers who develop long-stand-
ing PTSD have been found to suffer from some
kind of pre-morbid vulnerability,

Stress upon rescuers

There arc two categories of rescucr: the non-
professional and the professional. The stress
upon the non-professional rescuers may re-
semble that on the victms, inasmuch as they
may be caught up in the impact of the disaster.
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As volunteers or bystanders in the interim pe-
nod before professional help arrives, they may
suffer the terrible trauma of not being able o
achieve success in their rescue attempr. Also for
the profCSSional, fﬂ.ilurc to bﬁ ablc o rescuc
victims, especially children, is a significant stres-
sor, comparable only to the loss of a colleague.
EV(:H a profcssional rescuer, such as a ﬂreman,
may be overwhelmed by the magnitude of a big
disaster as compared to an individual catastro-
phe. The available resources usually scem oo
small, creating feelings of powerlessness and of
being ternibly alonc. As always, stress is better
endured when experienced as an active partici-
pant rather than as a passive victim. In disasters
affecting people one knows personally, such as
i]'.l company and community disasters, FESCUCrS
especially need to adopt a very “professional
attitude®.

Exposure to death and dead bodies has been
repeatedly identified as 2 major stressor follow-
ing all such events. Children’s bodies represent
tl'lG Mmost str'essf'ul T:ypes Qf EXPDS'LH'ES (Ursano,
1987). The psychosocal consequences on both
survivors and rescuers of a large number of dead
deiES 3150 presents ﬂE‘EdS to be tﬂ.kﬂﬂ account
Uf, and iS probably bESt dcalt With by having
certatn formal procedures laid down on how to
deal with this situanion. It is very unlikely that
those who have died will have been suffering
from infectious diseases. Some of the enforeed
“hygienic” measures scem to reflect people’s
fear of dead bodies, more than any actual health
danger, and may lead to considerable psycho-
logical distress in the survivors.

It follows from the definition (exceeding the
coping capacity) that in the imtial phase of a
disastcr not only' thC victims but EllSD t]']C I'CsCu-
crs/health personnel are faced withademanding
situation where not cveryone can be helped
optimally. This is the essential difference be-
tween emergency medicing and disaster medi-
cine. Although the practice of emergency medi-
cine 15 the basis for disaster medicine, the latter
CﬂllS for a much simpler Eﬂd IESS resourcea dB—
manding practicc. HC]PEI’S may '.Find it dif‘ficult
to change their way of working. In particular,
they may find it difficult to have to leave some
people that need help without any help because
of insufficient resources. It 1s important for the
disaster workers to be well aware of the lowest
level of interventions that is still acceptable and
1o be trained to volerate feclings of insufficiency,
powerlessness and helplessness,

The ﬁsychologicul effects of disasters
on children

It has been pointed our (Yule and Williams,
1990} that several of the early studies of children’s
response to disaster trauma suffered from meth-
odological limitations. For instance several of
the scales frequently used to assess the psycho-
logical consequences of disaster were never in-
tended to measure the effects of trauma on chil-
dren, or have a poor validity for this purpose.
Thﬂ'l‘e iS Nnow 3 Consensus thﬂ.t tcachcrs rchrt
less psychopathology among cluld survivors
than parents do, and that both teachers and
parents report far less than the children them-
SEIVES, In this rYPE‘ Df I'CSEQ.FCh Scrucning inﬁrm"‘
ments used on their owIl, withoutdetailed inter-
vicws with the child, are of limited value. In
combination, however, they reveal a consnider-
able amount of post-disaster stress reactions
among affected children (Pynoos ct al., 1987},
Regressive behaviours with elinging to parents
and heightened dependency are frequent find-
ngs.

The early studies showed that in the majority
of cases the disturbances are shortlived (Garmezy
and Rutter, 1985), but only a few studies have
investigated the effect of major disastersin which
the children had becn cxposed tolife threatening
factors. In the aftermath of the Buffalo Creek
disaster, Newman (1976) found, among chil-
dren under 12 years of age, an enhanced vulner-
ability o future stress, and an altered sense of
power over the self. The effects upon the chil-
dren seemed to depend upon their developmen-
tal level at the time of the trauma, their percep-
tions of family reactions to the catastrophic
event and the dcgrcc of direct exposure of the
children themselves to the trauma. It should be
noted that studies (Bloch etal., 1956) have found
that children tend to reflect their parents’ reac-
tions,

As in many adult survivers of acute trauma
suffering from PTSD (Weisaeth, 1989b), psy-
chic numbing has aiso been difficult to detecr in
children and adelescents, and often takes the
form of withdrawal into uncustomary
behavioural patterns (Frederick, 1985). The scnse
of foreshortened future, which is 2 symptom of
PTSD, resulting fromthe exposure to mass deaths
may have particularly severe effects in children,
causing them to give up their involvement in
education, expectation of having their owa fami-
lies in the future, etc,




PSYCHOSOCIAL INTERVENTIONS
IN DISASTERS

Prevention and treatment of
psychological disorders

From the psychological point of view, the pri-
mary prevention of disasters must deal with
denial asa commeon psychological reaction to be
found ameng populations exposed to a threat.
The negation of an imminent threat can make
forewarning useless, and expose populations to
avodable risks by producing a delay in adopring
preparedness measures, Therefore health work-
ers may have an important role in reinforcing
warnings and thus making timely and effective
prevention possible.

Psychosocial prevention can also play an es-
sential part in preventing and minimizing the
psychological consequences of disasters, espe-
cially the occurrence of PTSD. In terms of inter-
vention programmes armed at preventing and
treating psychological disaster-related disorders,
the matn needs following natural disasters exist
in developing countries and among sociocco-
nomically deprived individuals. Since in devel-
oping countries the resources devoted to mental
health are often inadequate to meet even routine
needs, the primary health carc system is the first
and often the only health network available in
the case of a disaster, It should not be forgotten
however that the population affected by a disas-
ter might well retain considerable coping ca-
pacitics, They should not be treated as com-
pletely helpless, and assistance should be di-
rected at mobilizing local strengths wherever
possible. Moreover, for socioeconomically de-
prived individuals, primary carc1sthconly mean
of extending health and mental health services.
In addition, in many disasters, besides a certain
number of people who have been severely af-
fected by it, th{:rc Wil]. bC a much largcr number
of less affected people who will however, dis-
play a variery of functional complaints and psy-
chological disorders. Funetional complaints and
sormatization disorders wall be particularly com-
mon ameng people attending primary health
carc and medical facilities, as the majority of
people in developing countries tend to express

psychological distress in somatic terms.
(Goldberg & Bridges, 1988). In order to cope
with general anxiety and also uncertainty about

the possible health effects of the disaster, people
focus on the more tangible aspeets of their physi-
cal state of health, sceking out the health care

system and requesting explanations. Especially |

in the absence of reliable data about the hcalth;f ‘
effects of the accident (for example in the case of |
toxic, chemical and nuclear disasters), medical
workers lack adequate explanations and may
well respond with cxtensive and intensive diag-,

nostic screening of populations and individual . |
patients. The paradox in the situation, however,-

15 that attempts to reduce such illness behaviour
El.l'.l.d SUC]'.I. extensmns Df thE diagﬂDSth PrOCE—
dures, in order to diminish the probably un-
founded attribution of symptoms to the disas-.

ter, would deprive people of a coping strategy if
no alternative were made available. For all these .
rcasons, t].'.I.C Pr‘imary ].']Cﬂ.lth care WOK']{EI' fﬁpt’ﬁ—. ‘
sents the crucial locus for the intervention. The ©.

proper handling of the psychological problems.

ESSDCiath Wlth a d.iSEI.StGF iS Df great importancc,j

and mustbe included in the training programme,
of all health workers potentially involved in the

carc of affecred pcoplc The traming of pr‘imaryi‘ ‘

health care workers to give appropriate treat-
ment to PGDP.I.E attendmg health centres Rﬂd
showing emottonal distress duc to 2 very stress-

ful event, deserves prionty (Lima 1986); such
trammg represents one of the main prcparcd—-- !

ness activities,

There are other considerations which under~'
SCOrIC thC lmportancc Ofmtcgratmg anta] hcﬂlth
services within the framework of the exisung

health system, and especially the primary care

system:

1. Many potﬂntia] usersdonotcometoa facﬂit)r

which is openly labelled as a mental health
service, since they do not see themselves as’
PCOPIE needing SPE‘CialiZEd hClP but CDHSiC‘lcT" .
thCmSC].VCS Dnly a5 ViCtimS Df cxtreme ac!w‘:r—" :

5158
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2. It is well known that the large majority of
cases of psychological distress among
attenders of health centres go unrecognizcd,
do not receive proper care and represent an
important burden for the health services. Bet-
ter and prompt recognition and management
of these disorders, including PTSD, can im-
prove their outcome and reduce the burden
on the health services.

3. The primary health care network, thanks to
its central position in the community, can
guarantee proper follow-up of victims and
their famihcs for as long as they need.

In this framework, the role of the specialized
mental health team should essentially be one of
supervision and training, and only especially
difficult cascs should be referred for direet treat-
ment.

Two recent papers have reviewed the empin-
cal evidence for the effectivencss of a range of
treatments for post-traumatic stress disorder
(Davidson, 1992; Solomon et al,, 1992). With
regard to drug treatment, amitriptyline and
imipramine arc both effecrive, and will help with
disturbed sleep. Doses up to 200-300 mg/day
may be required, although attention should be
given to possible side effects. Treatment should
be continued for at least 8 wecks. Other studies
have examined the efficacy of behavioural tech-
niques, consisting of different forms of system-
atic desensitization or flooding; these techniques
have been found helpful, especially in terms of
reducing PTSD intrusive symptoms. Cogmitive,
psychodynamic and hypnotic techmques also
hold promise. Clinical experience tends to sug-
pest that brief short term counselling may be
helpful in the carly stages of the disorder, before
it becomes entrenched, This is particularly so if
the person is able to deal with the effects of
helplessness and fear thar surround everybody
afrer a disaster, through catharsis, support and
cognitive restructuning of the experience. Fur-
ther research however, is needed before any firm
conclusion can be drawn as to the comparative
cffectiveness of different treatment methods.

Function of the mental health
professional expert in
preparedness activities

'The mental health professional(s) at the national
or subnational (e.g.provincial) level should be
rCSPOnSiblC for:

Teaching preventive psychiatry

This will involve educating and training the
entirc spectrum of professions concerned with
disaster rescue operations in the basics of disas-
ter psychiatry, such as emotional first aid. The
target groups ar¢ not only the medical, para-
medical personnel and ancillary staff (such as
switchboard operators, who have a vital role to
play) found in a hospital, but also personnel in
the associated organizations such as the police,
fire brigade, civil defence, the clergy, industnal
safery personncl, and administrators with spe-
cial responsibility for disaster planning etc.

leadership

The senior professional should organize and
lead the specialized disaster psychiatnic reams
made up of other mental health professionals as
well as others that are activated during the acure
phase of an actual disaster (loss support group,
lialson psychiatric team, stress management/
debriefing tcams, a3 set out below).

Mental health care during the first 6 months

The first 6 months after a disaster may require
gencral counselling for those who present to
primary care with recognition and referral of
those with special mental health problems such
as PTSD, depression and grief. Early treatment
may help to prevent problems.

Planning longerm follow-up of victim groups

The second & months or so after a disaster, that
1s between the acute phase and the longer term,
s an important time, as much of the psychologi-
cal work is done then.

During this stage, one should be aware thar
“anniversary” reactions tend to Crop up; certain
days may serve as reminders of what the vicums
have been through. There may also be a need to
follow-up avoidance behaviour, because this
may indicate a dclayed onset of symptoms in
victims who have not displayed the full post-
traymatic stress syndrome.

Mobilizing support ot different levels

This includes the giving of advice to victims and
helpers abour coping techniques and the mobi-
lization of support from family, friends, work
mates and neighbours. A clearing house for
information on available resources should be set

up.

It may be uscful to have some model pam-
phlets presenting essential information that can




be rapidly adapted to a particular disaster situa-
tion and distributed to relevant groups, such as
survivors, bereaved families, rescuers etc.

In massive disasters particularly in third world
countries, killing rens of thousands of people,
the anly active clement of the psychosoctal or-
ganization that is possible in the turmoil of the
acute post-disaster phase may be that at the
senior staff level, trying to influence decisions

EI.HCI providing PSYCthGgiCRl SUPPDII.

Functions of the mental health
team at the disaster site

While the considerations described so farapply
both to developed and developing countries, the
'ED”DWng PFOPDSH.IS, focusing on tl.'l.(: '!‘.:LlnCtiOnS
of the specialized mental health ream, are appli-
cable especially in the developed countries. Only
thESE CQUﬂtTiES can usually af{:orcl the heavy
burden of setting up and mamzaimng a specialise
mental health service which can be mobilized at
urmnes of disasters. Nevertheless, 1t is hoped that
the following guidelines can provide usefulleads
for those working in developing countries.

Groups requiring psychosocial support

Psychosocial support at the site of a disaster
should in principle be carried out by the rescuc
workers and emergency health personnel. The
]Ead.er Q'f t}'lE mental hea]th team With CDllabDrﬂ.—
tors should cstablish the priorities of
psychosocial supportactivities, mainly based on
their evaluation of the particular traumatic as-
pects of the disaster, taking into account the
diffcrent groups which are to be conaidered:

. The next-of-kin
. The injured survivors and their close ones
. The uninjured survivors

Pt =

Laa

These groups are likely to have suffered the
most severe Stf’ESSf\ll EXPEﬁCnCCS and thus -
quire support and preventive activities. Oftena
family may includeall three above. Other groups
need to be considered, but they usually have less
PrE‘SSiﬂg needs, namely:

4. Onlookers {particularly at risk arc the help-
less helpers)

5. Rescue reams {particularly when failing to
rescue, especially children)

6. Persons doing body handhing (particularly
when they are non-professionals)

PRYCHOZOCIAL INTERVEMTIONS INDISASTERS

7. Health personnel (massinjury situations that -

demand difficult prioritizing)
8. Persons holding responsibility
9. Workmates (in company disasters), and
10. Evacuees.

Individuals at the disaster site displaying

gmssly deviant behaviour or other severe psy-

chelegical reactions should be rapidly re-
ferred to psychiatric care.

Establishing an information/support
centre ‘

This centre can be located eitherat a hospital or
at a convenient place ot too far from the disas-
ter area, (hotel, town hall school, et bur never-

thEIESS far Eﬂngh Away ‘from where rescue ac-

tvity 1s taking place, so that congestion and
interference 15 reduced. If the idenry of the

dead 15 uncertain (which is frequent), or the

number of dead is unknown for a tme, a great
number of families will be distressed until they |
ascertain that their missing family member 1s

safe. Establishing an information support cen-
tre has rurned out to be useful. The existence of

such a centre and its telephonc numbers should

be distributed by radio and TV. Famihes who
are worricd that one of their number 15 amongst

the victims should be invited to come to the .-

centre. Survivors may also be asked to gather
there. Particularly after eransport/communica-
tion disasters when people die far away from
therr homes, this centre may be uscful, for sev-
eral reasons: it gives the bereaved a chance to
mmeet survivors to get a first hand report abour

what happened to their loved ones, how they - ‘

died, perhaps even what they uttered before
they perished, and what was done to rescue
them. The survivors and possibly also onlook-
ers and rescuers have information thar often
cannot be given by others.

For the survivors it is often an important

experience to be of help to the bereaved.

The main functions of such an information/
SUpPOTL centre are:
1. To provide rapid, authoritative information

about tragic news that can be conveyed in 2
humane, direct way in a setting sheltered

from public and media attennon,

2, To provide support and 2 holding environ--

ment for both survivors and helpers,

3. To serve as a forum or meeting place where
affected individuals and famulies can support
cach other. Self-help groups may develop

from this forum,
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4. TO bﬂ a P.IEI.CC where thE POHCG carn Cﬁllﬂct
identification data about mussing/dead per-
sons from their close ones,

5. At times the police should be able to use the
centre to Interrogate survivors about the di-
sastrous chain D'f events as a part Df thcir
mvesttgatmn,

6. The information/support centre should help
[{a} rEdUCE tl’le CQﬂVEI’gEﬂCE Df PEOPIC on thC
disaster site that may create congestion and
therefore movement problems for rescuers.

A meeting may be organized for everyone
affected (this may be possible for up to one
thousand peoplc) or at lcast one or two repre-
sentatives from each affected family. At such a
meeting information can be given about rescue,
identification, investigation of causes, insurance,
psychosacial support services and religious ser-
vices.

Attempts can also be made for early identifi-
cation of persons at risk. The Post-Traumatic
Symptoms Scale - 10 for instance, can be used
after a few days. The survivors” mental state can
be evaluated, as can the possibility for mobiliz-
ing social support from people’s own networks
(family, work colleagues, friends, neighbours).

Specific procedures for helping survivors

‘The mental health team should reach the scene
of the disaster as soon as possible. There have
bcen Very PDSitiVB TESPDHSES o anticipatory
gurdance, 1.¢., information about the natural
postwtraumatic stress reactions that may bC oX-
pected. Information meetings are effective means
to talk about this and what the survivors them-
selves and their close network can do to help.
Anticipatory guidance works by helping the
victim EICCCPt thﬂ reactions a5 nDrmal Ill'ld ex-
pected, and not as pathological, thus reducing
uncertainty and feelings of helplessness. Night-
mares suffered by the victim are often alleviated
by physical contact; if this fails it may be better
1o wake the patient and let him go back to sleep
again afterwards. Hypnotics may be given briefly
for severe sieep disorders.

Atthis carly stage most survivors are psycho-
logically open and willing to talk about their
¢xperlences, an attitude, however, that may soon
change into a defensive, withdrawn, non-coop-
erative position if time is allowed to pass with-
out attempring to make contact, Therefore 1t 1s
ﬂf utmost importance thﬂ.t thE S'LII'V]..VDI.'S are
encouraged to scek help if problems develop.

When disasters involve people away from
their home areas, it may be necessary to help
them toestablish supportive contacts with health
or social service professionals in their home
district. One of the first needs of survivors in
these circumstances, is to be able to inform their
farnilies about their fate, preferably cven before
the media have announced news of the disaster.
Some may have an urgent nced to get home
themselves. This makes organization of a mental
health support service more complicated than if
the victims are local people or members of a
homogenous social system.

Help for bereaved families

It has been demonstrated guite clearly that the
farmily is the unit providing the most important
source of strength for enduring a disaster loss.
There is strong evidence that sudden and violent
death causes more pathology in the bercaved
than expected losses and this can be made worse
by the terrible circumstances surrounding the
deathin disasters, perhaps even witnessed by the
family. Equally distressing however, are deaths
happening far away from them, possibly with
times of waiting and uncertainty for the family
until the death iz confirmed.

Sometimes the bereaved may be unable to
travel to the site or they may never sce the dead
because the remains may not be identifiable or
even found. Frequently, this failure to retrieve
thE’ body or to idcn‘l:if‘y thﬁ remaiﬂﬁ has CDmPli—
cated grief work. In the acute phase, measures
taken to alleviate the consequences should have
as the first goal, to help the family fully grasp the
death of one or more of their number, and
sccondly to help start them on the road to
accepting the loss. The full realization of the loss
seems to be hclpcd by the identification of the
dead body and an awareness of the physical
aspects of death, as well as the circumstances in
which it happened.

Experience in Norway

The psychiatric team working with the be-
reaved families after a disaster, (the loss sup-
port group), usually sets up its hcadquarters
at the local hospiral, for example in the out-
patient department of internal medicine, Each
team consists of a psychiatrist, chaplain
(priest), psychiatric nurse, clinical psycholo-
gist and sometimes a soctal worker or others
experienced in loss and grief reactions. Gath-
ering the bereaved familics 1n one¢ place pro-




tects them from wandering aimlessly around
or engaging n unplanned searches for miss-
ing fammly members. Some experience indi-
cates that the support group should work
exclusively with the bereaved families and
not combine this work with support to survi-
vors, because of the entirely different needs of
the clients. Each farmily has two group mem-
bers designated as personal contacts. The
group will work in close cooperation with the
police which is the agency that carries out the
identification work.

In disasters where people dicaway from their
homes, the team will have some hours to
organize the reception of the bercaved fami-
lies. If there is a large number of dead, it is
important to join the different farmilies into a
cohesive group by, forinstance, lodging them
in the same hortel. If the dead come from a
simular background, as in a school-bus aca-
dent, the parcnts will already have a natural
affinity with each other, and rhis will
strengthen the bonds for an extended period.
H the dead make up a group which has come
together by chance however, as in a some
a.irpla.nc CmShCS, thE bereaved may' fDJ’m a
group only during the acute phase whenthey
are sharing many of the same services and
undcrgoing many Gf th(.'. S5AIME cxperiences.
The first day after a disaster is usually filled
with a succession of practical problems to be
solved. The bereaved farilies are encouraged
to travel with 2 companion (who might be a
local priest or a friend of the fammily), because
it has been shown that the breaking of the
Strong bDﬂdS that then arise bEtWEEﬂ thE
team and the bereaved family will be made
less difficult in the aftermath of the event
when a conunuing link ro an after—care ser-
vice at the home place is provided through
this person.

Role of the Psychosocial Support Team

Thﬂ psychosocial SUPPDIT tcam may bC involvcd
in the following activities for the bereaved farmi-
Lies:

Notification of death

Seeing that this duty is carned out 1n an appro-
priate way by the local police, priest, etc. It is
importantthat notificationis giveninsuchaway
that the family can be helped to grasp what has
happened. It 15 a common experience that the
bearer of the sad message is not in possession of

PEYCHOSOCIAL INTERVEMTIONS 1M DISASTERS

the full facts about the death; this is 2 burden for
both parties involved. If the body has not yet
been recovered, the next-of-kin will nearly al-

ways express a strong wish to travel w the scene

of the disaster.

Identification of the body

A member of the team should be present when -

the next-of-kin i1s asked by the police to rmake a
positive identification of the body.

Viewing the dead
It 15 important that the bereaved are provided

with an opportunity to see the body of the dead -

if they wish and if this 1s possible, and that they
are provided with information about the death.
It is 3150 important thﬂt as far as PDSSib]E’, E.PPI'Q—
priate funeral and mourning rituals are provided
inaccordance with the practice of the bereaved’s
culture. Animportanttask for the support group

has been to arrange for this viewing of the dead
bodies. This must be scrupulously planned after

evaluation of each family and considering the

state of the body. Mecting the dead gives the

family a chance to see, talk and touch and to fully

comprehend that the loss is real, that the uncer-

ta.inty iS OvVL_ir, and that thcy must takc a fin:l.l
farewell. If the face 1s too mutilated to be seen,

other parts of the body may be recognizcd. For

childreniteanbeahelp toleave somethinginthe
coffin, a favounte doll, a drawing or  letter to
the dead mother or father.

Information about the circumstances of death

Regularly thE famﬂy 1'135 many qUCStiDﬂS abﬂut

how the dead person was found and the manner -

of death. Therefore they should be givcn an
opportunity to meet survivers who have some-

thing to tell, the rescuer who found the body,

and any nurses and doctors who tried to resus-
citate the victim. It may be necessary to ask the
pathologist to provide information.

Visiting the site of death
The team normally encourages viewing of the
scene of the disaster to be carried outin groups,

and a rather private remorial ceremony may be -
arranged there. This allows the bereaved fami-

lies to come close to their dead and express their
solidarity. This final farewell must be shielded as

much as possible from the intruding gaze of .

cutsiders and the media.

Fublic memorial service

The bereaved families should also be helped to

15
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attend some kind of public memonal service.
Public mourning is an important symbol of the
wider soctety’s support to those bereaved.

Personal relationships are particularly im-
portant in the emotional reactions after disas-
ters, providing support and help in dealing with
the stress. People arc also very distressed when
scparated from those they love duning and after
a disaster, and information and support services
to help the reunion of family members are likely
to be helpful. Special relationships and closeness
between people of all social groups who have
suffered the same stressful expenience together
may provide a “therapeutic community” effect
after the disaster, where people talk through
what has happened, share feelings and support
one another in several ways thar may help recov-
cry. Similar bonds may be formed berween vie-
tims and rescucrs.

The physically injured

Many hospitals are capable of handling 20 or
more injured cases, but not many can take care
of the one hundred or more close family mem-
bers belonging to this number of injured. This
may be a reflection of the nsual emphasis on
physical injuries in disaster planning. The surgi-
cal and intensive care personnel should there-
fore be reinforced by a psychiatric liaison team
who can have responsibility for both the imured
and for their family members. As regards han-
dling the injured, the most common error in
psychological handling is Jeaving the injured
alone; they are especially vulnerable to being
abandoned in darkncss.

Crisis intervention

“The good talk” is the psychotherapist’s main
tool. It i1s as important as the scalpel to the
surgeon and contains several therapeutc ele-
ments: the interpersonal contact, the verbaliza-
tion which inereases control, the cathartic effect
of ventilating emotions and the need for work-
ing through the experiences again and again, if
the fragmented and overwhelming impressions
are to be neutealized and integrated. To turn the
passive reliving of the trauma, as in nightmares,
into an active reconfrontation seems to work
well if the patient feels that the therapeutic cnvi-
ronment 1s safe encugh. It 1s natural to use the
group approach with victims of collective trauma
because, having faced danger together, strong
bonds have been created between them.

Debriefing

The majority of rescuers report a need to work
through the emotional disaster experiences by
sharing their feelings with others. Debriefing
should am to:

— review the helper’s role;

— ease the expression of feelings;

—explore particular problems encountered and
solutions found;

—identify positive gains;

—explore consequences of disengagement;

—identify those at nisk;

— provide education about normal reactive pro-
CE55€S tO acute stress;

— explain how to cope with stress adaptively.

The psychiatrist can act as the formal leader
of the debriefing group or may give training to
professionals in rescue organizations so that
they can lead such activities. Frequently iris a
great advantage to have taken part in the rescue
operation when leading such a group, but there
may be occasions when a neutral professional
should take on this role. Debriefing involves
going through, in detail, the sequence of events
as experienced by each participant. The rescuers
should also share with the rest of the group their
thoughts and feelings during and after the disas-
ter. It is generally easier to begin the debriefing
by first reporting factual informarion. The de-
seription of the professional activitics of the
rescucrs can lead on naturally to the more deli-
cate issue of their emotional and psychological
reactions. Reviewing how helpers feltand coped
requires consideration of positive as well as
negative aspects. On the negative side, these
individuals may have experienced a sensc of
despair, afear of being uscless and overwhelmed,
or they may be having problems at home be-
causc of their involvement in disaster work.
Some may suffer from what has been called
“performance guilt” believing that their contri-
bution was inadequate. Positive reactions may
include a feeling of satisfaction of a job well
dorne, the finding of a victim alive, the forging of
important relationships among helpers, orasense
of reassurance abour having been able 10 cope.
The sustained emphasis on the positive aspects
of the work provides a powerful antidote to the
senscof bcing OverWhelmed, and helps toachieve
afeeling of mastery over the unpleasant features
of disastcr work. The briefing session should
encourage the expression of these positive as-
pects. Somerimes a powerful continuing rela-




tionship may develop between a helper and one
or more of the person rescued. Both this and
powerful relationships that may have developed
with other helpers can cause problems by cut-
ting across farmily relationships.

Role of information

Accuratc information is very important at every
stage of disaster response. As part of prepared-
ness, people should be provided with clear in-
formation about what to do in the event of 2
disaster affecting their community. Such infor-
mation should be relevant to disasters that are
frequent or likcly to oceur, but also be of general
utility for unexpected circumstances. It should
convey the naturc of the threat and what ro do
about itin simple and concrete terms, Informa-
tioninthe event of an imminent threat should be
reported through at least several channels in-
cluding TV and radio and should be presented
by those who are seen as rustworthy leaders.
Training, including information on what to do,
should be incorporated into community life in
places which are frequently subjected to threat.

During disasters, particularly in developing
countries, victims are often poorly informed
abour the events that are occurnng. Rumours
are frequent, authorities give conflicting infor-
mation and ineffective action follows. Illiteracy,
a muluplicity of languages or dialects and a lack
of media, can all conmbure to difficulties in
disseminating information rapidly and aceu-
rately.

The responsibility for transmitting informa-
tion rests with both public authontics and the
mass media, The authorities should take and
retain the initiative in communicating with the
publicin the event of an emergency. Communi-
cation within the government should be well
coordinated, and the authonties should seek to
¢stablish a climate of trust with the media, which
should handle the information given in an open
and unambiguous manner. To achicve these
objectives, the national authorities responsible
for the vartous aspects of disaster protection
should coordinare their actions as far as pos-
sible. International orgamizations may also be
sending out information. Diverse interpreta-
tions from the various national and intcrna-
tional organizations of the potential publichealth
consequences of a disaster, can seriously con-
fuse the public, and ereate difficultics for na-
tional anthorites.

PSYCHOSOCIAL INTERVENTIONS IN DISASTERS

Developing country populations are notori-
ously non-compliant with warnings for evacua-
tion. While a variery of psychological mecha-
nisms ¢an be invoked to understand these reac-
tions, 4 more concrete approach must alse be
taken. The evacuation order expects the vicum
to leave behind all his possessions with no pro-
tection against looting. Often survival is depen-
dent upon small-scale agriculiure or livestock,
making it very difficult for people to leave be-
hind alf their wealth and means of subsistence.
Failures of prediction can also diminish trust,
when evacuation orders are given for events that
never QCcur,

Accurate, trustworthy, and easily understood
information about a disaster should be provided
to the population ata local level. Such informa-
tion should be provided in collaboration with
local leaders and comraunity representatives. In
particular:

—specially prepared brochures and pamphlets,
updated as necessary, should be widely dis-
tributed to the population of the affected
areas, as far as possible in collaboration with
the [ocal media

—dialogue should be encouraged berween the
comrounity, the authonties, scientists and
health professionals, as also envisaged by the

European Charter on Environment and
Health;

Possible adverse effects of public
information

Public information can however lead to adverse
psychosocial consequences by creating z sense
of confusion and mustrust. Reassuring asser-
tions by experts may be contradicted by other
experts ot by later events. It1s the nght, cventhe
duty, of scientists to give an opinion on a scien-
tific matter, but they mustdo itina way that will
avoid any confusion between facts and judg-
ments on facts, A further difficulty is in the
naturc of communication between screntist and
non-scientist. The latter may be trained to think
in arbitrary terms requiring “yes” and “no”
answers and they may in consequence be both-
ered by the scientist’s answers in terms of grada-
tion and muluple qualifying considerations. This
pressure for what might be thought of as “bipo-
lar” thinking and decision-making is bound to
bﬁ a SOUrce Df grcat cxaspcratian, misundf:r—

Standing and irrational decision: the authonities -

feel they are getting answers which are impos-
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sible to use, while the scientist feels he is being
confronted with unanswerable questions and
coerced or tempted into committing himself.
In considering the provision of information
to “victims”, it is pecessary to consider their
definition. Traditionally victims of a catastro-
phe would be defined as thosc who were physi-
cally touched by its effects. On the contrary,
however, the notion of victim cannot be limited
to those persons physically exposed to toxic
cmissions or physically affected by the disaster.
The victim group of a major disaster potentially
encompasses all those who receive the bad news
of the accident. For larger populations, the bad
news will not necessarily be accompanied by
directly visible events or damage. This 1s espe-
cially the case of toxic/nuclear disasters, and
many of the following considerations refer spe-
cifically to this type of disaster. The Chernobyl
disaster was espectally striking in this regard. In
the first weeks and months after the accident,
very limited public information was provided to
the affected populations. Over the following
years however, these populations have been ex-
posed to a barrage of information, with many
contradictory and inconsistent news items and
rumours, all of which have resulted in an infor-
mation overload, The “victims” therefore now
include large numbers of people who are suffer-
ing because they think they may be affected by
the accident, but who in fact have never been
exposed to toxic levels of radianion.
Intcrnational organizations with responsi-
bilities in the field of public safety and health
have therefore a clear duty to provide both
general and specific background informarion.
Diverse interpretations from these organiza-
tions of the potential public health consequences
of an accident could seriously confuse the pub-
lic, and create additional difficulties for national
authorities. Accurate, trustworthy, and easily
understood information about radiation and its

health effccts should be provided to the popula-
tion at a local level. Equally or even moreimpor-
tan, is the way in which the authorities should
present information if an accident occurs. In
many cases, people have been flooded with in-
formation and nobody has shown them how to
dcal with it. One of the few “principles” in this
field that scemns to be useful is that comparisons
are morc meaningful than absolute numbers or
probabilities, especially when thesc absolute
values are quite small. The key role which canbe
played by an international organization is cru-
cial at this level, since the information provided
by it is generally seen as more “neutral” and
“authoritative” than that coming from other
sources, and it can thereforc facilitate public
compliance with necessary measures, prevent or
minimize worrics and fears likely to produce
extensive psychosocial consequences, and fi-
nally help to restore a cooperative climate.

Building a better public understanding of
risks and informing the public correetly in the
case of an emergency is only a part of what needs
to be achieved if people are to be enabled to
respond more rationally to a future emergency.
The central issue then is how to fachtate an
evolution from the provision of information
and recommendations, to a situation of effective
learning, which allows people to develop better
coping strategics during and after an accident.
Setting up such effective learning implies more
than providing available knowledge of the risks
associated with industrial activites and sub-
stances through improved risk analysis and as-
scssment. [t also implics improving the knowl-
edge and understanding of the reactions and
needs of individuals and groups in times of
CITErGEncy.

This last supposes a substantial change in the
currentmethods of risk analysis, risk assessment
and risk management (See MNH/PSF.91 docu-
ment).




TRAINING AND INFRASTRUCTURE
FOR A PSYCHOSOCIAL RESPONSE
IN DISASTER RELIEF

Training programmes for primary
health care workers and other
refief workers

Target groups for training programmes should
come from both the health and other sectors as
the first group. These should include primary
health care workers, often medical doctors of
first aid teams, community nurscs, or other
trained health care workers such as social work-
ers, adminigreators from local and national ad-
ministrations, policemen and firemen in reserve
teams.

Training programrnes for health care provid—
ersshould include the health aspects of disasters,
gencral psychological and psychophysiclogical
concepts about people’s reactions after a disas-
ter and other stresstul situations, and vanations
in the way different groups of people perceive
the risk from different types of hazards. The
programmes should also include simple ways of
dealing with psychosocial problems and the
teaching of simple skills for the recognition,
possibly using a checklist, and the treatment of
psychelogically distressed wvictims (interview-
ing skills, counselling, brief and simple
psychotherapeutic methods, targeted pharma-
cotherapy, group therapy, etc.).

For administratorsthe training can help them
to identify vulnerable groups, demonstrate the
reason why mental health services should be
integrated into the general disaster plan and how
a psychosocial component can be included in a
comprehensive disaster plan,

The training of general health workers in
mental health scems to be effective and long-
lasting. In the context of a WHO collaborative
study in six developing countries, general health
workers were assessed after training aimed at
mmproving their knowledge, attitudes, skills and
capacity to provide mental health care; it was
shown that the improvement was maintained up
to follow-up at 18 months and was of equal
magnitude in all countries (Ignacio et al.,, 1989).

Planning and coordination of
interventions in case of disasters

A senior mental health professional should be
identified at a national level to head and plan
mental health resources and consulting for di-
saster preparedness and relief measures. Since
national or local disaster tcams are primarily
concerned with the provision of emergency
medical care and are often headed by a surgeon

for instance, it can be useful if the profcssmnal i

coordinating mental health inputs is also a phy-
siclan (e.g.a psychiatnst), in order to be able ro

operate morc easily in these arcles and within

the disaster circumstances. Such a specialist lai-
son officer will take partin the multidisciplinary
decision-making groups and also coordinate
mental health aspects and mental health reams

when these are available. Most importantly, he

orshe canactasa consultant to train and support

the prevennve and other activities of the pn-

mary health care workers.

Atrention should also be paid to the mental
health needs of the care givers themselves, who
are faced with heavy demands during disasters
and who are themselves exposed 1o a substantial
nisk of stress-relared disorders.

As for service planning, it must be remem-

bered that services should be provided on the .
basis of the actual needs rather than on the basts

of the demand: this applies both to the timing
and to the magnitude of the interventions (Ross
& Quarantelli, 1976).

A major boon for the overall field of disaster

prevention, preparedness and mitigation should

come from the UN General Assembly Resolu-

tion 42/169, designating the 1990s as the Inter-
national Decade for Namral Disaster Reduction
(IDNDR) (Lcchat, 1990; WHO, 19893, 1989b).
The objective of this decade would be to reduce
the loss of life, property damage and social and

economic disruption caused by natural disas-

ters, particularly in developing countries. In the

context of the IDNDR, WHO will play amajor
technical role in the health sector, including in

the specific area of mental health.
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Given the above constraints and consider-
atton, the following points need to be high-

lighted:

1. Along range plan, including a full scale men-
tal hcalth intervention strategy, should be
developed at national and international level.
Many preparatory steps must be taken, The
comments that follow present a progression
from the current position towards an ulri-
mate goal which s unlikely to befully reached
in less than 5-10 years.

2. Concurrently work on preparedness response
and rehabilitation is necded, with the full
understanding that these levels may proceed
at different paces and influence each other
(e.g-while preparedness efforts are poer, re-
sponse measures may need to be emphasized;
when preparedness improves other response
measures may be reduced).

3. Below, three possible models for a
psychosocial response to disasters are de-
scribed; these may vary from country to coun-
try and they will need to be adapred to local

realities.

Model 1 (International reliance)

This is the current structure seen in most devel-
oping countries.

An international consultant may be called
upon to provide mental health assistance aftera
disaster has occurred, typically to the Ministry
of Health, through WHO. The consultant will
meet With an ﬂmergcncy Commime and Wi].l
acquirc information on the country and the
disaster. The consultant can advise the national
Ministry of Health and the health authorities of
the disaster area (and a local memal health of-
ficer if onc exists) on the serting up of an appro-
priate emergency structurc for ensuring 2
psychesocial component within the disaster re-
lief operation.

The mental health workers in the arca will be
involved 1n some direct patient care, but the
international consultant should promote the
development and implementation of a model of
care in which the general or pnmary health
worker will take the responsibility tor provid-
ing mental health care to victims with the sup-
port of mental health professionals. The role of
theinternational consulrant will be of educating

the mental health officers at the national and
local levels, who in turn will take the responsi-
bility for training the local health workers in
relevant mental health issues. The consultant
should make available appropnate materials.

Model 2 {Notional reliance)

Continuing efforts to achicve disaster prepared-
ness even beforc a disaster occurs, should be
taken 1o ensure national capability for managing
the mental health consequences of disasters.
These inchide the development of appropriate
training matenials (¢.g.manual, shides, ideotapes)
which will be used to train national staff to be
responsible for the disaster mental health acuvi-
ties within their home country. Without there
being a disaster, a workshop could be convened,
to be led by one or more international consult-
ants with the national mental health authorities
and designated staff who would be responsible
for a disaster mental health programme. The
goal of the workshop would be to develop the
appropriate training materials and plan for their
use. When a disaster strikes a country, the inter-
national consultant should no longer be needed
and the country will have atrained a greater
degree of sclf reliance.

Given that an international consultant does
not have to be recruited for work to be initiated,
interventions can be implemented much earhier,
probably within one week of the disaster. It will
also be possible to involve the mental health
workers almost entirely in supcrvision and sup-
port of direct service providers.

To achieve Model 2, the following prelimi-
Nary steps arc suggested:

1. Development of a core of training matenial
fornational or Regional use: manual, shide set,
video, etc. These should be available for vari-
ous levels of staff, e.g.

(i) the mental health professional;

(1) the general health professional;

(iii) the auxiliary health workers;

{(iv) the community (non-health) workers.

2. Compilation of a literature review accessible
to non-mental health professionals.

3. Workshop/confercnce on “disaster mental
health training” for the national mental health
leaders and/or persons designated by them.




4, SPCCi{iC allocatioﬂ Of moﬂﬂy f[om thﬁ gﬂncral
health budget should be obtained in order to
implement the above mentioned plans.

Model 3 (Local reliance)

Later on, and 11 zones at clear nsk for disaster,
thelocal mental health team (if one exists) should
be responsible for managing the psychosocial
components of disaster relief in 1ts area of re-
sponsibility, and a local disaster comrmittee

should bC formed, rather than relying on t]’?le
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national authorities when disaster strikes. This .

requires that the Ministry of Health organizes
tratning for selected local mental health officers.

Using this model, mental hcalth interven-
tlons can occur sooner. The mental health offic-
ers will only be directly responsible for those
referred by the general health worker, including
those requiring hospitalization. The greater prox-
imity to the community allowsforamuch greater
degree of community participation.
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1. Much of the research on the psychosocial
cffects of disasters hasbeen carried ouramong
Western populations. It is therefore impera-
tiVE o Cafl’y ot ExtEHSiVE rESCEIICl'l With Pﬂpu"
lations from developing countries, those that
are most affected by natural and man-made
disasters, both large and small-scale; this re-
search will allow the study of cross-cultural
varations 1n frequency, symptomatology,
ternporal patterns and outcome of psycho-
logical disorders, and will clanfy the moder-
ating cffect of culture on these disorders. This
research, to be practically and ethically fea-
sible, needs to follow strict gmidelines, and
should adopt a rigorous research methodol-
ogy. To achieve this, every cffort should be
made to obtain rcliable pre-disaster baseline
health data (preferably from various sources);
to have a control group; to have high follow-
'L'I.p TESPOHSE rates; to use a longimdinal de—
sign, and to find valid 5crccning instruments
to be cmploycd as a first Step In Mass screen-
ing programmes in the acute post-disaster
phase

. Although there is agreement thar social sup-
port and intense kin relationships are lughly
supportive and facilitate post-disaster recov-
cry among victims, little cmpincal evidence is
available in this regard. Thercfore, the spe-
afic role of these vaniables in modifying the
overall frequency, severity and course of psy-
chological disorders needs to be further ex-
plored, as do the importance of personal vul-
ncrability and prior psychopathology in their
oceurrence. Specihic groups, particularly de-
pendent on social support (such as children,
the clderly, the physically ill) should be care-
fully investigated.

POSSIBLE RESEARCH PRIORITIES

3. Investigationsinto physiﬂlogical determinants

and correlates of psychological and psychiat-
ric disorders, especially PTSD, so far mainly
laboratory-based, should be strengthencd and
should be mainly clinically based. It would
therefore be useful to find reliable, valid and
feasible physiological measures of stressto be
used as diagniostic tools. For practical rea-
sons, this rescarch 1s more feasible with inds-
vidual victims of 2 single trauma or in more
limited accidents or disasters occurnng in
developed countries.

. The diagnostic specificity of the symptoms of

PTSD also needs to be further explored, as
does the natural history of this disorder.

. Animportantarca of research is comorbidity,

especially among persons suffering from
PTSD: for instance, substance abuse, fre-
quently associated with PTSD, has been in-
terpreted as a long-term attempt to numb
onesclf against intrusive images and night-
miares, thus representing a sccondary responsc
to primary PTSD symptoms.

6. The expenence of facing a trauma as an indi-

vidual, versus the effect of trauma when expe-
ricnced with others needs to be investigated.

. Finally, treatrnent of the main psychologlcal

and psychiatric post-traumatic disorders 1s
an important area for rescarch. The main
psychotherapeutic and pharmacological treat-
ment methods deserve detailed consideration
and need to be adequately tested and verified
for cross-cultural applicability as well as for
gencral cffectiveness.
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