APPENDIX 2

KEY CONCEPTS OF DISASTER MENTAL HEALTH

Key Concepts of Disaster Mental Health have developed as the result of the knowledge of experienced mental health personnel who have provided disaster mental health services in response to a variety of natural and man-made disasters.  These concepts are also supported by research studies of persons impacted by disasters.  Disaster mental health personnel should incorporate these concepts into their plans for delivery services.

Key Concepts of Disaster Mental Health

1. NO ONE WHO SEES A DISASTER IS UNTOUCHED BY IT

In any given disaster, loss and trauma will directly affect many people.  In addition, there are many other individuals who are emotionally impacted simply by being part of the affected community.

A disaster is an awesome event.  Simply seeing massive destruction and terrible sights evokes deep feelings.  Often, residents of disaster-stricken communities report disturbing feelings of guilt, sadness, anxiety, and anger, even when they themselves are not victims.  Such strong reactions confuse them when, after all, they were spared any personal loss.  Everyone who sees a disaster is, in some sense, a victim.

Even individuals who experience a disaster “second hand” through exposure to extensive media coverage can be affected.  This includes children whose parents lose track of how much disaster material their children are seeing or hearing.

2. THERE ARE TWO TYPES OF DISASTER TRAUMA

There are two types of disaster trauma that occur jointly and continuously in most disasters: individual and collective.

Individual trauma is defined as “a blow to the psyche that breaks through one’s defenses so suddenly and with such brutal force that one cannot react to it effectively.”  Individual trauma manifests itself in the stress and grief reactions which individual survivors’ experience.

Collective trauma is a “blow to the basic tissue of social life that damages the bonds attaching people together and impairs the prevailing sense of community.”  Collective trauma can sever the social ties of survivors with each other and with the locale.  These may be ties that could provide important psychological support in times of stress.  Disaster disrupts nearly all activities of daily living and the connections they entail.  People may relocate to temporary housing away from their neighbors and other social supports such as church, clinics, childcare, or recreation programs.  Work may be disrupted or lost due to business failure, lack of transportation, loss of tools, or a worker’s inability to concentrate due to disaster stress.  For children, there may be a loss of friends and school relationships due to relocation.  Fatigue and irritability can increase family conflict and undermine family relationships and ties.

3. MOST PEOPLE PULL TOGETHER AND FUNCTION DURING AND AFTER A DISASTER, BUT THEIR EFFECTIVENESS IS DIMINISHED

There are multitudes of stressors affecting disaster survivors.  In the early “heroic” and “honeymoon” phases there is much energy, optimism, and altruism.  However, there is often a high level of activity with a low level of efficiency.  As the implications and meaning of losses become more real, grief reactions intensify.  As fatigue sets in and frustrations and disillusionment accumulate, more stress symptoms may appear.  Diminished cognitive functioning (short-term memory loss, confusion, difficulty setting priorities and making decisions, etc.) may occur because of stress and fatigue.  This can impair survivors’ ability to make sound decisions and take necessary steps toward recovery and reconstruction.

4. DISASTER STRESS AND GRIEF REACTIONS ARE NORMAL RESPONSES TO ABNORMAL EVENTS

Most disaster survivors are normal persons who function reasonably well under responsibilities and stresses of everyday life.  However, with the added stress of disaster, most individuals will usually show some signs of emotional and psychological strain.  Reactions include post-traumatic stress and grief responses.  These reactions are normal reactions to an extraordinary and abnormal situation, and are to be expected under the circumstances.  Survivors, residents of the community, and disaster workers alike may experience them.  These responses are usually transitory in nature and very rarely imply a serious mental disturbance or mental illness.  Contrary to myth, neither post-traumatic stress disorder nor pathological grief reactions are rampant following a disaster.

The post-traumatic stress process is a dynamic one, in which the survivor attempts to integrate a traumatic event into his or her self-structure.  The process is natural and adaptive.  It should not be labeled pathological (i.e. “disorder”) unless it is prolonged, blocked, exceeds a tolerable quality, or interferes with regular functioning to a significant extent.

Grief reactions are a normal part of recovery from disaster.  Not only may individuals lose loved ones, homes, and treasured possessions, but hopes, dreams, and assumptions about life and its meaning may be shattered.  The grief responses to such losses are common and are not pathological (warranting therapy or counseling), unless the grief is an intensification, a prolongation, or an inhibition of normal grief.  Relief from stress, the ability to talk about the experience, and the passage of time usually lead to the reestablishment of equilibrium.  Public information about normal reactions, education about ways to handle them, and early attention to symptoms that are problematic can speed recovery and prevent long-term problems.

5. MANY EMOTIONAL REACTIONS OF DISASTER SURVIVORS STEM FROM PROBLEMS OF LIVING CAUSED BY THE DISASTER

Because disaster disrupts so many aspects of daily life, many problems for disaster survivors are immediate and practical in nature.  People may need help locating missing loved ones; finding temporary housing, clothing, and food; obtaining transportation; applying for financial assistance, unemployment insurance, building permits, income tax assistance; getting medical care, replacement of eyeglasses or medication; obtaining help with demolition, digging out, and cleanup.

6. DISASTER RELIEF PROCEDURES HAVE BEEN CALLED “THE SECOND DISASTER”

The process of obtaining temporary housing, replacing belongings, getting permits to rebuild, applying for government assistance, seeking insurance reimbursement, and acquiring help from private or voluntary agencies is often fraught with rules, red tape, hassles, delays, and disappointment.  People often establish ties to bureaucracies to get aid they can get nowhere else.  However, the organizational style of the aid-giving bureaucracies is often too impersonal for victims in the emotion-charged aftermath of the disaster.  To complicate the matter, disasters and their special circumstances often foul up the bureaucratic procedures even of organizations established to handle disaster.  Families are forced to deal with organizations that seem or are impersonal, inefficient, and inept.

7. MOST PEOPLE DO NOT SEE THEMSELVES AS NEEDING MENTAL HEALTH SERVICES FOLLOWING A DISASTER, AND WILL NOT SEEK OUT SUCH SERVICES

Many people equate “mental health services” with being “crazy.”  To offer mental health assistance to a disaster survivor may seem to add insult to injury – “First I have lost everything and now you think I’m mentally unstable.”  In addition, most disaster survivors are overwhelmed with the time-consuming activities of putting the concrete aspects of their lives back together.  Counseling or support groups may seem esoteric in the face of such pragmatic pressures.  Very effective mental health assistance can be provided when the worker is helping survivors with concrete tasks.

8. SURVIVORS MAY REJECT DISASTER ASSISTANCE OF ALL TYPES

People may be too busy cleaning up and dealing with other concrete demands to seek out services and programs that might help them.  Initially, people are relieved to be alive and well.  They often underestimate the financial impact and implication of their losses, and overestimate their available financial resources.  The bottom-line impact of losses is often not evident for many months or, occasionally, for years.

The heroism, altruism, and optimism of the early phases of disaster may make it seem that “others are so much worse off than I am.”  For most people, there is a strong need to feel self-reliant and in control.  Some people equate government relief programs with “welfare.”  For others, especially recent immigrants who have fled their countries of origin because of war or oppression, government is not to be trusted.  Pride may be an issue for some people.  They may feel ashamed that help is needed, or may not want help from “outsiders.”  Tact and sensitivity to these issues are important.

9. DISASTER MENTAL HEALTH ASSISTANCE IS OFTEN MORE “PRACTICAL” THAN “PSYCHOLOGICAL” IN NATURE

Most disaster survivors are people who are temporarily disrupted by a severe stress, but can function capably under normal circumstance.  Much of the mental health work at first will be to give concrete types of help.  Mental health personnel may assist survivors with problem solving and decision-making.  They can help them to identify specific concerns, set priorities, explore alternatives, seek out resources, and choose a plan of action.  Mental health staff must inform themselves about resources available to survivors, including local organizations and agencies in addition to specialized disaster resources.  Mental health workers may help directly with some problems, such as providing information for filling out forms, helping cleanup, locating health care or childcare, and finding transportation.  They may also make referrals to specific resources, such as assistance with loans, housing, employment, and permits.

In less frequent cases, individuals may experience more serious psychological responses such as severe depression, disorientation, immobilization, or an exacerbation of prior mental illness diagnosis.  These situations will likely require referral for more intensive psychological counseling.  The role of the disaster mental health worker is not to provide treatment for severely disturbed individuals directly, but to recognize their needs and help link them with an appropriate treatment resource.

10. DISASTER MENTAL HEALTH SERVICES MUST BE UNIQUELY TAILORED TO THE COMMUNITIES THEY SERVE

The demographics and characteristics of the communities affected by disaster must be considered when designing a mental health program.  Urban, suburban, and rural areas have different needs, resources, traditions and values about giving and receiving help.  It is essential that programs consider the ethnic and cultural groups in the community, and provide services that are that are culturally relevant and in language of the people.  Disaster recovery services are best accepted and utilized if they are integrated into existing, trusted community agencies and resources.  In addition, programs are most effective if workers are from the community and its various ethnic and cultural groups are integrally involved in service delivery.

11. MENTAL HEALTH STAFF NEED TO SET ASIDE TRADITIONAL METHODS, AVOID THE USE OF MENTAL HEALTH LABELS, AND USE AN ACTIVE OUTREACH APPROACH TO INTERVENE SUCCESSFULLY IN DISASTER

The traditional, office-based approach is of little use in disaster.  Very few people will come to an office or approach a desk labeled “mental health.”  Most often, the aim will be to provide human services for problems that are accompanied by emotional strain.  It is essential not to use words that imply emotional problems, such as counseling, therapy, psychiatric, psychological, neurotic, or psychotic.  Mental health staff may identify themselves as human service workers, crisis counselors, or use other terminology that does not imply that their focus is on pathology.  Workers seem less threatening when they refer to their services as “assistance,” “support,” or “talking” rather than labeling themselves as “mental health counselors.”

Mental health staff need to use an active outreach approach.  They must go out to community sites where survivors are involved in the activities of their daily lives.  Such places include impacted neighborhoods, schools, disaster shelter, Disaster Application Centers, meal sites, hospitals, churches, community centers, and the like.

12. SURVIVORS RESPOND TO ACTIVE INTEREST AND CONCERN

They will usually be eager to talk about what happened to them when approached with warmth and genuine interest.  Mental health outreach workers should not hold back from talking with survivors out of fear of “intruding” or invading their privacy.

13. INTERVENTIONS MUST BE APPROPRIATE TO THE PHASE OF THE DISASTER

It is important that disaster mental health workers recognize the different phases of disaster and the varying psychological and emotional reactions of each phase.  For example, it will be counterproductive to probe for feelings when shock and denial are shielding the survivor from intense emotion.  Once the individual has mobilized internal and external coping resources, he or she is better able to deal with feelings about the situation.  During the “heroic” and “honeymoon” phases, people are seeking and discussing the facts about disaster, trying to piece reality together and understand what has happened.  They may be more invested in discussing their thoughts than about feelings.  In the “disillusionment” phase, people will likely be expressing feelings of frustration and anger.  It is not usually a good time to ask if they find something “good” that has happened to them through their experience.

Most people are willing and even eager to talk about their experiences in a disaster.  However, it is important to respect the times when an individual may not want to talk about how things are going.  Talking with a person in crisis does not mean always talking about the crisis.  People usually “titrate their dosage” when dealing with pain and sorrow, and periods of normalcy and respite are also important.  Talking about ordinary events and laughing at humorous points is also healing.  If in doubt, ask the person whether they are in the mood to talk.

14. SUPPORT SYSTEMS ARE CRUCIAL TO RECOVERY

The most important support group for individuals is the family.  Workers should attempt to keep the family together (in shelters and temporary housing, for example).  Family members should be involved as much as possible in each other’s recovery.

Disaster relocation and the intense activity involved in disaster recovery can disrupt people’s interactions with their support systems.  Encouraging people to make time for family and friends is important.  Emphasizing the importance of “rebuilding relationships” in addition to rebuilding structures can be a helpful analogy.

For people with limited support systems, disaster support groups can be very helpful.  Support groups help to counter isolation.  People who have been through the same kind of situation feel they can truly understand one another.  Groups help to counter the myths of uniqueness and pathology.  People find reassurances that they are not “weird” in their reactions.   The groups not only provide emotional support, but survivors can share concrete information and recovery tips.  They benefit from the guidance of other experience survivors.  Besides the catharsis of sharing experiences, they can identify with others who are recovering and feel hope for their own situation.  Mental health staff may involve themselves in setting up self-help support groups for survivors, or may facilitate support groups.

In addition, mental health workers may involve themselves in community organization activities.  Community organization brings community members together to deal with concrete issues of concern to them.  Such issues may include social policy in disaster reconstruction, or disaster preparedness at the neighborhood level.  The process can assist survivors with disaster recovery not only by helping with concrete problems, but by reestablishing feelings of control, competence, self-confidence, and effectiveness.  Perhaps most important, it can help to reestablish social bonds and support networks that have been fractured by the disaster.

