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Preface . . ix

PREFACE

Since 1974, the Center for Mental Health Services (CMHS) and its
predecessor agency, the National Institute of Mental Health, has
administered the Crisis Counseling Assistance and Training Program, in
coordination with the Federal Emergency Management Agency (FEMA).
The Crisis Counseling Program provides supplemental funding to States
for short-term crisis counseling services to victims of Presidentially
declared disasters. The Crisis Counseling Program includes a training
.component for direct service staff and other disaster service workers to
ensure that appropriate services are provided to the community.

Published in 1978, this training manual was the first publication to
originate from the program. The primary purpose of this edition is to
provide an overview of substantive concepts to assist mental health
administrators, planners, and trainers in developing the training compo-
nent of crisis counseling projects. This edition has been extensively
revised to reflect wisdom and knowledge gathered from 25 years of
disaster mental health experience.

One of the significant changes America has experienced during the
past decade has been the occurrence of human-caused disasters. With
the rise in number of complex technological and terrorist events, we
recognize the need to emphasize that the practical applications of this
manual can be expanded to disasters and emergencies of all types.

One of the challenges of the program is the need to educate human
service managers and mental health professionals that the Crisis Coun-
seling Program model differs significantly from the traditional mental
health model. Disaster mental health is a specialized service which
requires distinct training. The skills, knowledge, and attitudes required
for disaster mental health and crisis counseling are quite different from
those needed in therapeutic, clinical mental health services. This manual
introduces the trainer to the Crisis Counseling Program model, the scope
and limits of the program, and elements required for effective service
design and delivery.

The manual details specific guidelines on how disasters affect chil-
dren, adults, and older adults, the importance of tailoring the program to
fit the community, descriptions of effective disaster mental health inter-
vention, and strategies for preventing and managing worker stress. It also
includes a comprehensive training course (Section 6) with eleven differ-
ent activities which can be modified to the phase of the disaster response
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and tailored to current and anticipated needs of the community and
program staff. Overheads and educational information have been spe- ..
cifically designed and formatted for immediate use by the trainer.

With the increase in number and complexity of disaster events, there
is one factor that remains constant in determining the effectiveness of
disaster mental health response and recovery—preparedness. Crisis
counseling program services are most effective when there is an existing
plan in place for rapid mobilization, response, and implementation of
disaster mental health services.

FEMA provided funding to CMHS for revision of this manual as part of
the continuing effort by both agencies to assist communities in achieving
the goal of disaster mental health response and recovery planning. It is
our hope that administrators, managers, and trainers will take advantage
of this resource before disaster strikes to ensure that the most effective
and appropriate crisis counseling services are provided to disaster
survivors.

Mary Elizabeth Nelson, MSW

Chief, Emergency Services and Disaster
Relief Branch

Center for Mental Health Services

Substance Abuse and Mental Health
Services Administration

Y
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Background and Overview

Background and Overview

Purpose of the
Manual

Mental health intervention has become a valued dimension of
immediate and long-term disaster response. Psychological recov-
ery is recognized as a focus for relief efforts, along with repairing homes
and rebuilding bridges. Emergency responders, disaster workers, and
community members now receive mental health support following most
large-scale disasters. Mental health professionals have readily stepped
into the disaster milieu to provide counseling, debriefing, school inter-
ventions, case management, and consultation.

Legislative authority is given to the President under Section 416 of The
Robert T. Stafford Disaster Relief and Emergency Assistance Act of 1988
(Public Law 100-707) to provide training and services to alleviate mental
health problems caused or exacerbated by major disasters. The Act reads
as follows:

Crisis Counseling Assistance and Training. The President is authorized

to provide professional counseling services, including financial

assistance to State or local agencies or private mental health organi-

zations to provide such services or training of disaster workers, to

survivors/victims of major disaster in order to relieve mental health

problems caused or aggravated by such major disaster or its aftermath.

n
The Crisis Counseling Assistance and Training Program (commonly

referred to as the Crisis Counseling Program) is managed by the Federal
Emergency Management Agency (FEMA) in cooperation with the Center
for Mental Health Services (CMHS).

While each disaster and community is unique, States face similar chal-
lenges as they mobilize the resources to provide post-disaster mental
health services. Disaster mental health providers, program planners, and
administrators must quickly acquaint themselves with “the basics” of
disaster mental health to be able to design and deliver services that are
effective. A primary purpose of this Manual is to present an overview of
essential information including: how disasters affect children, adults and
older adults, the importance of tailoring the program to fit the commu-
nity, descriptions of effective disaster mental health interventions, and
strategies for preventing and managing worker stress.

-
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Background and Overview

Another purpose of the Manual is to efficiently assist mental health

-administrators, -planners, and- disaster mental health trainers as they
develop the training.component of their crisis counseling project. Spe-
cific disaster mental health training is critical for all professional and
- paraprofessional personnel associated.with a disaster mental health
recovery- program. This training can guide crisis counseling project
development so that the wisdom gathered from twenty-five years of
disaster mental health intervention is reflected in program services. A
course outline for comprehensive disaster mental health training com-
plete with overheads and handouts is in Section 6 of this Manual. The
overheads and handouts have been prepared for immediate use by the
trainer. Additional skill training for paraprofessional staff is described in
Section 7. '

- Crisis Counseling Programs typically reach out to human service
agencies and organizations in the community. Examples of service
provider groups are disaster relief workers, health care professionals,
church volunteers, senior center personnel, building permit inspectors,
public assistance workers, food bank workers, day care staff, and agri-
cultural extension employees. Crisis counseling staff provide educational
presentations and materials on disaster mental health so that local
human service workers are better equipped to serve their constituencies
following the disaster. The material provided in this Manual, especially
the summary tables and handouts, will be useful for human service
workers. A description of training options for human service workers is
included in Section 7.

Why Special Training?

Specific training is essential because post-disaster mental health
services are significantly different from the work activities of most
mental health professionals. A supportive conversation or a focused
problem-solving session over a cup of coffee, at a feeding van, or at a
town meeting are essential activities in disaster work. While a back-
ground in crisis intervention or critical incident stress is helpful, it does -
not prepare a mental health professional for the range of issues encoun-
tered in communities during the months following a disaster.

As public funding for mental health services has become primarily
limited to serving those with serious and persistent mental illnesses,
many mental health workers have become less experienced in dealing
with the general population who may be coping with loss, disruption,
and, in some cases, tragedy. Many outpatient psychotherapists, accus-
tomed to the fifty-minute session in an office, find providing support
services in people’s homes or at shelters outside their comfort zone.

12



Background and Overview ' 3

While case managers for people with mental illness and geriatric spe-
cialists are skilled at accessing resources and providing services outside
an office, they benefit from training on disaster issues. Disaster mental
health training builds on each mental health professional’s existing
strengths and experiences and provides a framework and specific inter- .
‘ventions appropriate to the disaster context. :

Newcomers to disaster work are impressed with the “alphabet soup”
of agencies, centers, and services (e.g., DFO, EOC, ARC, FEMA, VOAD,
SBA). For most, the bureaucratic context of disaster relief work is new,
almost like operating in a different culture. Training provides the big
organizational picture of disaster recovery, so that mental health workers
can navigate in the new environment and utilize available resources.

Crisis Counseling Programs typically find that paraprofessionals from
the affected communities can be highly.effective community outreach
workers. When paraprofessional workers represent the groups they are
serving, for example, older adults, people of color, or people from
different ethnic or cultural groups, they often readily gain access. Al-
though these individuals may be “natural helpers” or “peer counselors”
with other groups, specific training on disaster and mental health issues
facilitates their integration into the program. In addition to specific
disaster mental health training, paraprofessionals benefit from tralnlng
and practice with basic counseling skills.

Occasionally, States will provide disaster. mental health training for
disaster mental health workers only, and not include those who will be
providing clinical supervision or program administration. Disaster
program experts emphatically concur that when all parties involved with
a program have received training in disaster mental health, conflicts and
misunderstandings that undermine program effectiveness can be
avoided.

This Manual is intended as a companion resource to Disaster Response
and Recovery: A Handbook for Mental Health Professionals (CMHS,
1994). While the Handbook provides practical information for plan-
ning and implementing disaster mental health services, this Manual
focuses more on what workers need to know to provide those services.
This Manual includes sections on how communities and survivors
respond to disaster, potential at-risk groups, and stress management for
staff. Recognizing the necessity for service providers to quickly develop
competency in a new context, topic presentations are focused and brief.
Additional readings are suggested in the text and listed at the end of
sections. These have been selected because they provide synthesized
research reviews and practical suggestions, and are readily available.

Overview of

Resources

%



Background and Overview

A comprehensive training course outline, which describes the specific
skills, knowledge, and attitudes required for disaster mental health, is in
Section 6. When the training content is not included in this manual, the
trainer is directed, in most instances, to a chapter in the Handbook.
Additional resources from the Center for Mental Health Services are
extremely useful as well.

o



Response to Disaster . 5

Responses to Disaster

survivor’s reactions to and recovery from a disaster are influenced

by a number of factors, some inherent and some malleable. These
factors are depicted in the diagram below, and, as shown, contribute to
recovery outcomes. The disaster event itself has characteristics, such as
speed of onset or geographic scope, which generates somewhat predict-
able survivor responses. Each survivor has a combination of personal
assets and vulnerabilities that either mitigate or exacerbate disaster
stress. The disaster-affected community may or may not have pre-existing
structures for social support and resources for recovery. Disaster relief
efforts that effectively engage with survivors and the overall community
promote recovery.

This section describes critical variables associated with each factor.
The term “psychosocial” is often used to capture the breadth of effects of
disaster on survivors. As shown in the diagram below, disasters unavoid-
ably impact survivors both psychologically and socially. Disaster mental
health program planners, administrators, and providers can more easily
assess their own communities and design effective interventions when
they have an appreciation for this “macro” view of interacting factors.

Phases of Disaster Honeymoon
(Community
. Cohesion)

“Heroic” | Reconstruction

A New Beginning

Pre-disaster .
.y - Disillusionment

R

Warning  Thraat ]

Trigger Events and

Inventory Anniversary Reactions
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Response to Disaster

Characteristics

of Disasters

Disasters are not uniform events. Each disaster, be it a flood, earth-
quake, hurricane, or human-caused disaster, has intrinsic unique ele-
ments. These elements have psychological implications for survivors and
communities. The disaster characteristics discussed in this section are:
natural vs. human causation, degree of personal impact, size and scope,
visible impact/low point, and the probability of recurrence. Each of
these, individually or collectively, has the potential for shaping and
influencing the nature, intensity, and-duration of post-disaster stress.

Natural vs. Human Causation

While there are divergent findings regarding whether natural or
human-caused disasters produce greater overall psychological effects,
there are clearly psychological reactions unique to each (Weisaeth,1994;
Rubonis & Bickman,1991). In human-caused disasters such as bombings
and other acts of terrorism, technological accidents, or airline crashes,
survivors grapple with deliberate human violence and human error as
causal agents. The perception that the event was preventable, the sense
of betrayal by a fellow human(s), the externally focused blame and
anger, and the years of prolonged litigation are associated with an
extended and often volatile recovery period.

In true natural disasters, the causal agent is seen as beyond human
control and without evil intent. For some, accepting mass destruction as
“an act of God” is easier, whereas for others it can be more difficult. The
world can temporarily seem to become unsafe with its potential for
random, uncontrollable and devastating events (Yates, 1998).

In reality, there is a continuum between natural and human factors.
Many disasters occur or are worsened through an interaction of natural
and human elements (Green & Solomon, 1995). For example, damage

- from the natural event of flooding may be increased due to human

factors such as inadequate planning, governmental policies, or faulty
warning systems. An aircraft accident may result from an interaction of
poor weather conditions and pilot error. Survivors experience reactions
consistent with each dimension as they struggle with causal attributions.

Degree of Personal Impact

Researchers have consistently shown that the more personal exposure
a survivor has to the disaster’s impact, the greater his or her post-disaster
reactions (Solomon & Green, 1992). Death of a family member, loss of
one’s home, and destruction of one’s community exemplify high impact
factors. In each of these, the intertwining of grief and trauma processes
compound the effects and extend the duration of the recovery period for

4
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many survivors (Kohn & Levay, 1990). High exposure survivors experi-
ence more anxiety, depression, sadness, post-trauma symptoms, somatic
symptoms, and, in some studies, alcohol abuse.

Size and Scope of the Disaster

As with the degree of personal impact, a dose-response relationship
between community devastation and psychological impact exists. When
entire communities are destroyed, everything familiar is gone. Survivors
become disoriented at the most basic levels. Researchers have found
higher levels of anxiety, depression, post-traumatic stress, somatic
symptoms, and generalized distress associated with widespread commu-
nity destruction (Solomon & Green, 1992).

When some fabric of community life is left intact (e.g., schools,
churches, commercial areas), there is a foundation from which recovery
can occur. Social support occurs more readily when community gather-
ing places remain. Survivors are then more able to continue some of
their familiar routines. Family roles of provider, homemaker, or student
are more able to be fulfilled when structures and institutions remain.

Visible Impact/Low Point

Most disasters have a clearly defined end point that signals the begin-
ning of the recovery period. After a tornado, hurricane, or wildfire has
passed through an area, the community sees the total extent of resulting
physical destruction and begins the recovery and rebuilding process. The
disaster threat is over and healing can begin.

However, in contrast technological events like nuclear accidents or
toxic spills are “silent” disasters and do not show visual damage or have
an observable “low point.” The health consequences of increased risk for
cancer and birth defects continue for decades (Green & Solomon, 1995;
Berren et al., 1989). This prolonged impact period with no clear end
impedes the recovery process. Survivors suffer the effects of chronic
stress and anxiety due to the extended period of anticipation, fear, and
threat (Davidson & Baum, 1994).

The end point of the disaster can be ambiguous in some natural
disasters as well. Although an earthquake has its major impact, the
aftershocks keep survivors worrying that “the big one is yet to come.”
Slow moving, repeat flooding, and related landslides may continue for
months through a period of heavy rains. While there is visual physical
damage to be reckoned with, it may be weeks or months before survi-
vors feel that the disaster is truly over.

27
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Survivor/

“Person”
Characteristics

Probability of Recurrence

When the disaster has a seasonal pattern, such as hurricanes or
tornadoes, survivors are concerned they will be hit again before the
season ends. During the low-risk portion of the year, communities
rebuild. Vegetation grows back and visual reminders of the disaster
diminish. At the one-year anniversary, the reminder that the area is
potentially at-risk again causes disaster stress and hypervigilance to
resurface.

The immediate probability of recurrence is perceived as high follow-
ing earthquakes and floods. The aftershocks following an earthquake or
the increased risk of flooding due to ground saturation and damaged
flood control structures following major floods keep many survivors
anxious and preoccupied. In flood plain areas prone to repeat flooding,
survivors can be kept in limbo regarding governmental buyouts, re-
zoning, or the rebuilding of their homes as local, State, and Federal
agencies address jurisdictional and legislative issues. This can be espe-
cially threatening and anger inducing when the next year’s flood season
approaches and decisions and/or repairs have not yet been made.

These five characteristics of disasters—natural vs. human causation,
degree of personal impact, size and scope, visible impact/low point, and
the probability of recurrence—contribute to dynamics that have poten-
tial psychosocial implications. These characteristics further define the
disaster event portrayed in the diagram at the beginning of this section.
Now, the discussion will shift to the survivor’s characteristics that can
mitigate or elevate disaster stress outcomes.

A major disaster indiscriminately affects all who are in its path. Some
disasters, such as a tsunami or landslide, may happen disproportionately
to destroy wealthy people’s shoreline or cliff-top view properties;
whereas, another disaster, such as an earthquake or hurricane, may
destroy poor people’s structurally unsound housing. The disaster may
affect thousands to millions of people in a densely populated urban
area, or affect comparatively small numbers of people in a sparsely
populated rural area. '

Each survivor experiences the disaster through his or her own lens.
The meaning the survivor assigns to the disaster, the survivor’s inherent
personality and defensive style, and the survivor’s world view and
spiritual beliefs contribute to how that person perceives, copes with, and
recovers from the disaster. Experiences with losses or disasters may
enhance coping or may compromise coping due to unresolved issues
associated with those past events.

i
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Disaster Relief

Efforts

Phases of

Disaster

Having sufficient financial resources and being able to benefit from a
social support network buffer the potentially devastating effects of a
disaster and greatly assist the recovery process. An additional resilience
factor includes the ability to tolerate and cope with disruption and loss.
In ‘contrast, vulnerability factors include preexisting health or emotional
problems and additional concurrent stressful life events (McFarlane,
1996). In addition, cultural experience and ethnic background may
facilitate or interfere with a survivor’s ability to engage with disaster
relief efforts. :

Research findings are inconsistent with regard to the impact of gender
and age on psychological outcomes. There is some indication that those
in the forty to sixty age range may be more at risk because of the com-
peting demands of child rearing, jobs, and caring for elderly parents
(Green & Solomon, 1995). While single survivors may be more vulner-
able than those who are married, increased marital conflict has been

- demonstrated following disasters. Refer to Section 3 for more informa-

tion on the disaster reactions of potential.risk groups.

When disaster relief efforts “fit” the community being served, survivors’
access to assistance is enhanced. Information is available in native
languages through print media, radio, and television. Relief workers are
respectful of differences and work with trusted community leaders.
Barriers are identified and addressed as every effort is made to connect
survivors with resources for recovery. ‘

While the above description is a goal, relief efforts may fall short.
Disaster mental health workers may identify survivor groups who are not
receiving services or recognize incompatibilities between the relief
operation and the disaster-affected community. When individual survi-
vors are unable to access services because of their: limitations, disaster -
mental health workers may assist the survivor with’ overcommg personal

. or institutional barriers.

The relationships depicted in the Phases of Disaster diagram (page 5)
shift over time. The experiences and needs of survivors and the commu-
nity are different in the first week following the disaster compared with
those at three months. Disaster relief efforts, including mental health

_programs, must maintain awareness of and accommodate to the time-

based phases of disaster response (Tassey et al., 1997).

Both community and individual responses to a major disaster tend to
progress according to phases. An interaction of psychological processes
with external events shapes these phases. Examples of significant time-
related external events are the closure of the emergency response phase,
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the damage assessment of one’s personal residence, or receiving finan-
cial determinations. The following represents a compilation of phase lists
developed by different disaster experts. These particular phases have

" been selected and described because of their relevance to disaster

mental health planners and workers in providing ongoing disaster
recovery assistance.

Warning or Threat Phase

Disasters vary in the amount of warning communities receive before
they occur. For example, earthquakes typically hit with no warning,
whereas, hurricanes and floods typically arrive within hours to days of
warning. When there is no warning, survivors may feel more vulnerable,
unsafe, and fearful of future unpredicted tragedies. The perception that
they had no control over protecting themselves or their loved ones can
be deeply distressing.

When people do not heed warnings and suffer losses as a result, they
may experience guilt and self blame. While they may have specific plans
for how they might protect themselves in the future, they can be left with
a sense of guilt or responsibility for what has occurred.

Impact Phase

The impact period of a disaster can vary from the slow, low-threat
buildup associated with some types of floods to the violent, dangerous,
and destructive outcomes associated with tornadoes and explosions. The
greater the scope, community destruction, and personal losses associ-
ated with the disaster, the greater the psychosocial effects.

Depending on the characteristics of the incident, people’s reactions
range from constricted, stunned, shock-like responses to the less com-
mon overt expressions of panic or hysteria. Most typically, people
respond initially with confusion and disbelief and focus on the survival
and physical well-being of themselves and their loved ones. When
families are in different geographic locations during the impact of a
disaster (e.g., children at school, adults at work), survivors will experi-
ence considerable anxiety until they are reunited.

Rescue or Heroic Phase

In the immediate aftermath, survival, rescuing others, and promoting
safety are priorities. Evacuation to shelters, motels, or other homes may
be necessary. For some, post-impact disorientation gives way to adrena-
line induced rescue behavior to save lives and protect property. While
activity level may be high, actual productivity is often low. The capacity
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to assess risk may be impaired and injuries can result. Altruism is promi-
nent among both survivors and emergency responders.

The conditions associated with evacuation and relocation have psy-
chological significance. When there are physical hazards or family
separations during the evacuation process, survivors often experience
post-trauma reactions. When the family unit is not together due to
shelter requirements or other factors, an anxious focus on the welfare of
those not present may detract from the attention necessary for immedi-
ate problem-solving.

Remedy or Honeymoon Phase

During the week to months following a disaster, formal governmental
and volunteer assistance may be readily available. Community bonding
occurs as a result of sharing the catastrophic experience and the giving
and receiving of community support. Survivors may experience a short-
fived sense of optimism that the help they will receive will make them
whole again. When disaster mental health workers are visible and
perceived as helpful during this phase, they are more readily accepted
and have a foundation from which to provide assistance in the difficult
phases ahead.

Inventory Phase

Over time, survivors begin to recognize the limits of available disaster
assistance. They become physically exhausted due to enormous multiple
demands, financial pressures, and the stress of relocation or living in a
damaged home. The unrealistic optimism initially experienced can give
way to discouragement and fatigue.

Disillusionment Phase

As disaster assistance agencies and volunteer groups begin to pull out,
survivors may feel abandoned and resentful. The reality of losses and the
limits and terms of the available assistance becomes apparent. Survivors
calculate the gap between the assistance they have received and what
they will require to regain their former living conditions and lifestyle.

Stressors abound—family discord, financial losses, bureaucratic
hassles, time constraints, home reconstruction, relocation, and lack of
recreation or leisure time. Health problems and exacerbations of pre-
existing conditions emerge due to ongoing, unrelenting stress and
fatigue. |

D
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Key Concepts of

Disaster Mental
Health

The larger community less impacted by the disaster has often returned
to business as usual, which is, typically discouraging and alienating for
survivors. Ill will and resentment may surface in neighborhoods as

" survivors receive unequal monetary amounts for what they perceive to

be equal or similar damage. Divisiveness and hostility among neighbors
undermine community cohesion and support.

Reconstruction or Recovery Phase

The reconstruction of physical property and recovery of emotional
well-being may continue for years following the disaster. Survivors have
realized that they will need to solve the problems of rebuilding their
own homes, businesses, and lives largely by themselves and have gradu-
ally assumed the responsibility for doing so.

.. With the construction of new residences, buildings, and roads comes

another level of recognition of losses. Survivors are faced with the need
to readjust to and integrate new surroundings as they continue to grieve

- losses. Emotional resources within the family may be exhausted and

social support from friends and family may be worn thin.

When people come to see meaning, personal growth, and opportunity
from their disaster experience despite their losses and pain, they are well
on the road to recovery. While disasters may bring profound life-chang-
ing losses, they also bring the opportunity to recognize personal
strengths and to reexamine life priorities.

Individuals and communities progress through these phases at differ-
ent rates depending on the type of disaster and the degree and nature of
disaster exposure. This progression may not be linear or sequential, as
each person and community brings unique elements to the recovery
process. Individual variables such as psychological resilience, social
support, and financial resources influence a survivor’s capacity to move
through the phases. While there is always a risk of aligning expectations
too rigidly with a developmental sequence, having an appreciation of

‘the unfolding of psychosocial reactions to disaster is valuable.

The following guiding principles form the basis for disaster mental health
intervention programs. Not only do these principles describe some
departures and deviations from traditional mental health work; they also
orient administrators and service providers to priority issues. The truth
and wisdom reflected in these principles have been shown over and
over again, from disaster to disaster.

, m
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® No one who sees a disaster is untouched by it.
® There are two types of disaster trauma—individual and community.

® Most people pull together and function during and after a disaster,
but their effectiveness is diminished.

® Disaster stress and grief reactions are normal responses to an
abnormal situation.

® Many emotional reactions of disaster survivors stem from problems
of living brought about by the disaster.

® Disaster relief assistance may be confusing to disaster survivors.
They may experience frustration, anger, and feelings of helplessness
related to Federal, State, and non-profit agencies’ disaster assistance
programs.

® Most people do not see themselves as needing mental health
services following a disaster and will not seek such services.

® Survivors may reject disaster assistance of all types.

Disaster mental health assistance is often more practical than
psychological in nature.

® Disaster mental health services must be uniquely tailored to the
communities they serve.

® Mental health workers need to set aside traditional methods, avoid
the use of mental health labels, and use an active outreach
approach to intervene successfully in disaster.

Survivors respond to active, genuine interest, and concern.

Interventions must be appropriate to the phase of disaster.

Social support systems are crucial to recovery.

(CMHS, 1994; See Chapter 1, page 1, for more information.)

Community Outreach

Outreach approaches that offer practical assistance with problem-
solving and accessing resources are key to a successful program. Return-
ing to the diagram at the beginning of this Section, “disaster relief
efforts,” as shown, include disaster mental health services. It is essential
that those services have the flexibility to engage with diverse individual
survivors and the varied elements within the community. Programs
should establish a vital presence early in recovery, developing creative
strategies to meet survivors where they are and bring them forward in
their recovery process.
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Most people who are coping with the aftermath of a disaster do not'
see themselves as needing mental health services and are unlikely to . -
request them. People reacting to disasters tend to have little patience
with implications that they are in need of psychological treatment. ThlS :
is why terms like “psychotherapy” or “psychological counselmg are '
often rejected and terms like “assistance with resources” and “talking
about disaster stress” are more acceptable.

Survivors who will be using program services are, for the most part,
normal, well-functioning people who are under temporary emotlonal
stress.

Disaster mental health workers must go to the survivors and not wait
and expect that the survivors will come to them (Cohen, 1990). This
means being visible in the disaster-affected neighborhoods, often going
door-to-door to check-in with residents to see if they want assistance.
Establishing relationships with community gatekeepers like corner store
owners, or local cafe staff is important for referrals of survivors in need.
Attending community gatherings at churches, schools, or community
centers is useful for connecting with local residents and providing
disaster mental health information. Besides these outreach approaches,
educational materials that describe and. emphasize the normalcy of
reactions are of great benefit for disaster survivors. Educational outreach
through the media—television, newspaper, radio, and community
newsletters—reaches survivors whom other means might not contact.
Disaster Response and Recovery: A Handbook for Mental Health Profes-
sionals provides extremely useful and detailed information about com-
munity outreach in a range of settings (CMHS, 1994).

Disaster mental health workers are most likely to find people strug-
gling with the disruption and loss caused by the disaster. Disaster-related
psychological symptoms warranting diagnosis are rare (Ursano, et al.,
1995). People vary in the ability to recognize their own needs and in
comfort level with asking for help. They may, for example, feel that it is
personally degrading to request clothing or to seek an emergency loan.
This reluctance can usually be overcome by personal contact with a
caring person, who has the correct mformatlon and encourages the
seeking of assistance.

Above all, disaster mental health programs must actively fit the disas-
ter-affected community. Salient dimensions for consideration include:
ethnic and cultural groups represented, languages spoken, rural or urban
locales, values about giving and receiving help, and who and what the
affected groups are most likely to trust. Access and acceptance is gained
more quickly when disaster mental health programs coordinate and
collaborate with local trusted organizations.
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Disaster Reactions of
Potential Risk Groups

[though there are many feelings and reactions people share in

common following a disaster, there are also expressions that are
more specifically influenced by the survivor’s age, cultural and ethnic
background, socioeconomic status, pre-existing physical, and psychoso-
cial vulnerabilities. Disaster mental health workers are better prepared to
design effective interventions when they have an understanding of how
demographic and health factors interact with disaster stress.

This section describes groups commonly found within communities
following a disaster and provides suggestions for disaster mental health
interventions. Common issues, concerns, and reactions are also briefly
presented in this section.

First is a review of some thoughts, feelings, and behaviors common to all

Common Needs , ,
who experience a disaster:

and Reactions

B Concern for basic survival

B Grief over loss of loved ones and loss of valued and meaningful
possessions

B Fear and anxiety about personal safety and the physical safety of
loved ones

B Sleep disturbances, often including nightmares and imagery from
the disaster

B Concerns about relocation and related isolation or crowded living
conditions

B Need to talk about events and feelings associated with the disaster,
often repeatedly

B Need to feel one is a part of the community and its disaster recov-
ery efforts ‘
Potential Risk Groups

Each disaster-affected community has its own demographic composi-
tion, prior history with disasters or other traumatic events, and cultural
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Age Groups

representation. When disaster program planners review the groups
impacted by a disaster in their community, consideration should be
given to the following, as well as additional groups unique to the locale:

B Age groups

B Cultural and ethnic groups

B Socioeconomic groups

B People with serious and persistent mental illness

B Human service and disaster relief workers

The majority of survivors are resilient and with time can integrate their
disaster experiences and losses and move on. However, survivors who
have significant concurrent psychosocial, health, or financial problems
are at greater risk for depression, anxiety, post-traumatic stress symptoms
or an exacerbation of their pre-existing condition. When survivors have
personally sustained severe disaster losses (e.g., death of a loved one,
devastation of home and community), their reactions are more intensely
expressed and over a longer period of time (Solomon & Green, 1992).
This section includes a brief overview for each group. The disaster
reactions described normally resolve over time with sufficient support
and physical recovery. References for more detailed information are
provided.

Each stage of life is accompanied by special challenges in coping with
the aftermath of a disaster and age-related vulnerabilities to disaster
stress. For children, their age and development determine their capacity
cognitively to understand what is occurring around them and to regulate
their emotional reactions. Children are more vulnerable to difficulty

- when they have experienced other life stresses in the year preceding the

disaster, such as a divorce, a move, or the death of a family member or
pet (Vogel & Vernberg, 1993). For adults, stress associated with family
and home disruption, financial setbacks, and work overload predomi-
nate. For older adults, concerns regarding health, financial stability, and
living independently become primary.

The age groups considered in this section are:

B Preschool (ages 1-5)

® Childhood (ages 6-11)

B Pre-adolescence and Adolescence (ages 12-18)

B Adults

B Older Adults
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Reactions and problems vary depending upon the phase of the post-
disaster period. Some of the problems discussed appear immediately;
many appear months later;

Preschool (ages 1-5)

Small children view their world from the perspectives of predictability,
stability, and the availability of dependable caretakers. Disruption in any
of these domains causes distress. Preschool age children often feel
. powerlessness and fear in the face of a disaster, especially if they are
separated from parents. Because of their age and small size, they are
unable to protect themselves or others. As a result, they may feel consid-
erable anxiety and insecurity.

In the preschool years, children generally lack the verbal and concep-
tual skills necessary to understand and cope effectively with sudden
- unexpected stress. They typically look to parents and older siblings as
behavior models, as well as for comfort and stability. Research has
shown that children’s reactions are more related to how their family or
caregiver is coping than the actual objective characteristics of the disas-
ter itself (Green et al., 1991).

Children who have lost one or both parents are especially in need.
Loss of a relative, a playmate, or a pet is also a disturbing event for
children. They will need opportunities to express their grief. One of the
major fears of childhood is abandonment, so children need frequent
reassurance they wull be cared for.

Preschoolers express their upset through regressive behaviors such as
thumb sucking, bed-wetting, clinging to their parents, a return of fear of
the dark, or not wanting to sleep alone. They often have sleep problems
and frightening dreams. These problems are best understood as normal
expressions of anxiety about the disruption of their familiar routines and
previously secure worlds.

In the natural course of events, small children will try to resolve
traumatic experiences by reliving them in their play activities. They may
reenact the earthquake, flood, or tornado repeatedly. Children should be
encouraged to verbalize their questions, feelings, and misunderstandings
about the disaster so that adults can listen and explain. Relief of disaster
fears and anxiety is attained through reestablishing the child’s sense of
security. Frequent verbal reassurance, physical comforting, more fre-
quent attention, comforting bedtime rituals, and mealtime routines are
helpful. As much as possible, young children should stay with people
with whom they feel most familiar.
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Childhood (ages 6 - 11)

School age children are developing the cognitive capacity to under-
stand the dangers to family and environment inherent in disasters. They
are more able to understand the disaster event and the mitigating role of
disaster preparedness. This awareness can also contribute to preoccupa-
tion with weather and disasters, and fears about family members being
killed or injured. School age children have a great need to understand
what has happened and the concrete steps that they can take for protec-
tion and preparedness in the future.

Children often have special bonds with playmates or pets. When the
disaster causes loss of significant others due to death or relocation, the
child may grieve deeply. They experience the full range of human emo-
tions, but may not have the words or means to express their internal
experience. Adults can assist children to express these powerful emo-
tions through talking, play, art, and age-appropriate recovery or pre-
paredness activities.

School age children also manifest their anxiety through regressive
behavior. Returning to behavior appropriate for a younger age is trying
for parents, but serves an initially functional purpose for the child.
These behaviors include: irritability, whining, clinging, fighting with
friends and siblings, competing with younger siblings for parents’ atten-
tion, or refusing to go to school. Bedtime and sleep problems are com-
mon due to nightmares and fearfulness about sleeping alone or in the
dark.

Sometimes children’s behavior can be “super good” at home, because

‘they are afraid of further burdening their parents or causing more family

disruption. They may show disaster stress at school through concentra-
tion problems, a decline in academic performance, aggression toward
classmates, or withdrawal from social interactions. Some children may

-have somatic reactions and seek attention from the school nurse for

stomach aches, headaches, nausea, or other complaints.

Pre-adolescence and Adolescence (ages 12 - 18)

This age group has a great need to appear competent to the world
around them, especially to their family and friends. They struggle with
the conflicts inherent in moving toward independence from parents on
the one hand and the desire to maintain the dependence of childhood
on the other. Approval and acceptance from friends are of paramount
importance. Adolescents need to feel that their anxieties and fears are
both appropriate and shared by their peers.
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Disaster stress may be internalized and expressed through psychoso-
matic symptoms such as, gastrointestinal distress, headaches, skin
problems, or vague aches and pains. Sleep problems such as insomnia,
night terrors, or sleeping excessively may signal internal upset. Adoles-
cents may turn to alcohol or drugs to cope with their anxiety and loss.

Social or school problems may also occur. Acting out or rebellious
behavior may involve fighting with others, stealing, or power struggles
with parents. Other adolescents may express their distress through
withdrawal from friends and family and avoidance of previously
enjoyed activities. School performance may decline. When the disaster
causes major destruction of home and community, an older adolescent
may postpone the developmental step of moving away from home.

Adults

Adults are focused on family, home, jobs, and financial security. Many
are involved with caring for elderly parents as well. Pre-disaster life
often involves maintaining a precarious balance between competing
demands. Following a disaster, this balance is lost with the introduction
of the enormous time, financial, physical, and emotional demands of
recovery. Children in the family are in special need of attention and
familiar routines, yet parents do not have enough hours in the day to
accomplish all that is before them.

Over time, this stress overload can be manifested through physical
symptoms of headaches, increased blood pressure, ulcers, gastrointesti-
nal problems, and sleep disorders. Somatic reactions are especially
present in those who are less able to experience and express their
emotions directly. Cultural, gender-based, or psychological factors may
interfere with emotional expression and seeking social support.

Emotional reactions often oscillate between numbness and intense
expression. Anxiety and depression are common, as adults grapple with
both anxiety about future threats and grief about the loss of home,
lifestyle, or community. Anger and frustration about relief efforts abound,
sometimes reflecting a displacement of the “less rational” anger that the
disaster happened to them and was out of their control.

Older Adults

In the normal course of life, older adults typically have coped with
losses prior to the disaster. They may have successfully adjusted to losses
of employment, family, home, loved ones, or physical capabilities. For
some, coping with these prior losses has strengthened resilience. For

31



22

Disaster Reactions of Potential Risk Groups

others, the prior.losses may have worn down the individual’s reserves
and the disaster is an overwhelming blow (Norris et al., 1994). As a
result of the disaster, irreplaceable possessions such as photographs or
mementos passed on through generations may be destroyed. Pets or
gardens developed over years may be lost. Mental health workers must
recognize the special meaning of these losses, if they are to assist with
grieving.

Older adults living on limited incomes tend to reside in dwellings that
are susceptible to disaster hazards due to the location and age of the
buildings. Because of financial limitations and age, they may not be able
to afford the repairs to their homes. Leaving familiar surroundings is
especially difficult for those who experience deficits in hearing, vision,
or memory, because they rely on known environmental cues to continue
living independently.

Many older adults fear that if their diminished physical or cognitive
abilities are revealed, they risk loss of independence or being institution-
alized. As a result, they may under report the full extent of their prob-

“lems and needs. They may continue living in damaged or unsanitary

conditions, because they do not have the physical strength, stamina, or
cognitive organizational ability to undertake disaster clean up. Disaster
mental health workers must carefully assess the range and full extent of
problems in living faced by the older survivor. Often, concrete practical
assistance for recovery, stabilization, and engagement with appropriate
resources allows the older adult to continue living independently.

A larger proportion of older persons, as compared with younger age
groups, have chronic illnesses that may worsen with the stress of a
disaster, particularly when recovery extends over months. They are more
likely to be taking medications that need to be replaced quickly follow-
ing a disaster. While older adults may be in more need of multiple
services for recovery, they are often especially reluctant to accept help
and what they perceive as “handouts.” Disaster mental health programs
can more quickly gain acceptance when they work closely with known,
trusted organizations and employ older adults as outreach workers.
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behavior

- Whining, clinging,
acting like a
younger child

- Increased
competition with
younger siblings for
parents’ attention

Age Groups | Behavioral Symptoms | Physical Symptoms | Emotional Symptoms Intervention Options
PRESCHOOL | - Resumption of - Loss of appetite - Anxiety - Give verbal assurance and physical
(1-5) bed-\_uetting, thumb | Stomach aches - Fear comfort
sucking - Nausea - Irritability - Provide comforting bedtime
- Clinging to parents & . routines
- Fearsofthedark |~ :;;ﬁt‘::;?:;ems' - Angry outbursts - Avoid unnecessary separations
- Avoidance of - Speech difficulties - Sadness - Permit child to sleep in parents’
sleeping alone peech difficullies | _ withdrawal room temporarily
- Increased crying - Tics - Encourage expression regarding
losses (i.e., deaths, pets, toys)
- Monitor media exposure to disaster
trauma
- Encourage expression through play
activities
CHILDHOOD | - Decline in school - Change in appetite | - School avoidance - Give additional attention and
(6-11) | Perormance - Headaches - Withdrawal from consideration
- Aggressive - Stomach ach friends, familiar - Relax expectations of performance
behavior at home or aches activities athome and at school temporarily
school i :ileﬁr':;:tt;rhances, - Angry outbursts - Set gentle but firm limits for acting
- Hyperactive or silly g ¢ . out behavior
- Obsessive

preoccupation with
disaster, safety

- Provide structured but
undemanding home chores and
rehabilitation activities

- Encourage verbal and play
expression of thoughts and feelings

- Listen to the child’s repeated
retelling of disaster event

- Involve the child in preparation of
family emergency kit, home drills

- Rehearse safety measures for future
disasters ‘

- Develop school disaster program for
peersuppont, expressive activities,
education on disasters,
preparedness planning, identifying
at-risk children
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uggestions (Continued)
Age Groups | Behavioral Symptoms | Physical Symptoms | Emotional Symptoms Intervention Options
PRE- - Decline inacademic | - Appetite changes - Loss of interest in - Give additional attention and
ADDLESCENCE | performance - Headaches peersocial consideration
AND - Rebellion athome m""t'?s’ hobbies, | _ Relax expectations of performance
ADDLESCENCE or school - Gastrointestinal recreation athome and school temporarily
(12-18) problems - Sadness or
- Decline in previous | Skin eruptions depression - Encourage discussion of disaster
responsible in erupti experiences with peers, significant
behavior - Complaints of - Resistance to adults
- Agitation or v:?:se aches and authority - Avoid insistence on discussion of
decrease in energy P - Feelings of feelings with parents
level, apathy - Sleep disorders :lnea:d;qst;zzys:nd - Encourage physical activities
- Delinquent behavior P .
- Rehearse family safety measures for
- Social withdrawal future disasters

- Encourage resumption of social
activities, athletics, clubs, etc.

- Encourage participation in
community rehabilitation and
reclamation work

- Develop school programs for peer
support and debriefing,
preparedness planning, volunteer
community recovery, identifying at-
riskteens

ADULTS - Sleep problems - Fatigue, exhaustion | - Depression, - Provide supportive listening and

- Avoidance of - Gastrointestinal sadness :?;::::,Tg;ori?;:;: detail ahout
reminders distress - Irritability, anger

- Excessive activity | - Appetite change - Anxiety, fear i ::f;isl:gw'm prioritizing and problem-
level . . . :

- Somatic complaints | - Despair, Offer assistance for famil

prul ; - y members
Crying easily - Worsening of hopelessness to facilitate communication and

- Increased conflicts | chronic conditions | - Guilt, self doubt effective functioning
with family - Mood swings - Assess and refer when indicated

- Hypervigilance - Provide information on disaster

- Isolation, stress and coping, children’s
withdrawal reactions and families

- Provide information on referral
resources

34
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Age Groups | Behavioral Symptoms | Physical Symptoms | Emotlonal Symptoms Intervention Opiians
OLDER - Withdrawal and - Worsening of - Depression - Provide strong and persistent verbal
ADULTS isolation chron