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PREFACE

Protecting civilian populations and using civil resources in support of North Atlantic Treaty

Organi sationdés (NATO) o bof thecSeniovw Gvd Energendy Plannikge y f u n c
Committee (SCEPC). The SCEPC coordinates planning in several areas, to ensure, when

necessary, civil support for the Alliancebs mi | i tary operations or mild]
authorities in civil emergencies. The Joint Medical Committee (JMC) supports this work.

NATO Members and their Partner Nations are committed to providing working environments
and management practices that promote the best health of all who work with NATO. Part of
that commitment is recognising that it is unacceptable that people working with NATO, in
whatever capacity, are injured by their work and reasonable arrangements ought to be in
place to prevent harm. Ensuring the psychosocial welfare of all people involved with the work
of NATO is a key part of that commitment.  Risks to psychosocial wellbeing can be
minimised by planning and implementing good management procedures.

As Chair of the JMC, | am therefore delighted to be able to introduce this non-binding
guidance on Psychosocial Care for People Affected by Disasters and Major Incidents: a
Model for Designing, Delivering and Managing Psychosocial Services for People Involved in
Major Incidents, Conflict, Disasters and Terrorism.

It represents a significant piece of work undertaken by representatives from the Joint Medical
Committee. It is intended as a conceptual and practical resource for people who develop
governmental policy, design and plan services, or provide preparatory training for the staff of
the services that are required. It brings together:

1 a brief summary of the nature of disasters, traumatic events, major incidents and
psychosocial trauma; core concepts and definitions; and, patterns of response;
1 a strategic stepped model of care that links the impact of events with the core
components of the model of care and the modalities for assessment and intervention;
and
1 a summary of the important aspects of strategic leadership, management and workforce
development that should be covered when planning effective responses t o peopl eb
psychosocial and mental health needs after disasters of all kinds, major incidents, conflict
and terrorism.

Dr Edita Stok

Chair

Joint Medical Committee
NATO
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FOREWORD

In Spring 2007, the North Atlantic Treaty Organisation Joint Medical Committee (NATO JMC)
asked me, as the Civilian Representative of the United Kingdom (UK) on the committee, to
lead work to develop this guidance for NATO Members and Partner Nations on a model of
psychosocial care for populations affected by major incidents, conflict, disasters and
terrorism that includes promoting the resilience and psychological wellbeing of all staff
before, during and following major incidents. That model is presented and explained in this
document.

An expert advisory group comprising representatives of NATO Members and Partner Nations
was convened. The membership of the group is shown at Annex G. Initial scoping and
development of the guidance was undertaken by teleconference and use of the Internet.
Subsequently, the Aberdeen Centre for Trauma Research of the Robert Gordon University in
Scotland was tasked with reviewing the literature and producing evidenced briefings for the
contents of this guidance (see Annex H). Thereafter, a team from the expert group, led by
the Scientific Adviser and the Project Manager, assumed responsibility for the drafting.

The guidance provides:

9 a picture of the scope and nature of the impact of disasters, conflict, terrorism, and major
incidents on the psychosocial and mental health of people who are affected by them or
involved with them;

agreed definitions of personal and collective psychosocial resilience;

an evidence-informed and values-based approach to psychosocial intervention after

disasters and major incidents of all kinds that takes the psychosocial resilience of

persons and the collective psychosocial resilience of families, groups of people and
communities as the anticipated responses but not as inevitable;

f guidance on the i mportance of developing
resilience of teams and communities before events occur and of supporting their
resilience during the course of untoward events and afterwards;

1 guidance on providing needs-led mental healthcare at the right times and in the most
appropriate ways for the people who require it; and

1 a description of a stepped model of care that embodies the principles identified here by
recommending that a comprehensive plan should be based on six main components in
which prominence is given to strategic leadership and planning, developing collective
community resilience, and providing services that are proportionate to the needs of the
people who are affected by these events.

E

It is recognised that the pathway of care may look different for each Member Nation and that
there will have to be different country specific products to support the guidance.

I should like to express my personal gratitude to all who contributed their knowledge,
experience, time and energy to the process of producing this guidance and its outputs. In
particular, | should like to thank Professor Richard Williams, Professor of Mental Health
Strategy in the University of Glamorgan and the Gwent Healthcare NHS Trust and the
Scientific Adviser on Psychosocial and Mental Health to the Department of Health. | am
most grateful to him for his considerable input and energy in developing this guidance and its
content and for his continuing support in this area of work.

Dr Penny Bevan

Director

Emergency Preparedness Division
Department of Health, England
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INTRODUCTION AND RECOMMENDATIONS

Introduction

1.

Disasters, terrorism and traumatic events, whatever their source or scale, bring with
them the potential to cause distress. Sometimes that distress is severe. Every person
who is directly or indirectly involved in such an event may be affected and many may
need psychosocial support. A sizeable minority of people may develop other
psychosocial conditions and/or mental disorders for which they require more
substantial and, sometimes, sustained intervention, including treatment.

While there is a high incidence of military conflicts and terrorism, there is also evidence
that the numbers of persons affected by natural disasters have increased very rapidly
though the numbers of people killed by these events have fallen. This guidance
recognises the national and international dimensions of disasters, terrorism and
traumatic events as they involve, for example, commuters, visitors, tourists, relatives
and the ripple effect of events.

The phrase 6disasters and major incident
emergencies, disasters of all kinds, conflict and war, terrorism and major incidents.

This document provides best practice guidance for NATO Members and Partner
Nations about planning and managing psychosocial and mental health services in
response to these traumatic events. It embraces services that are required for people
of all ages while giving special focus to vulnerable age-groups including children,
young people and older people. It aims to provide a model of care that integrates
approaches and actions needed to promote the resilience and psychological wellbeing
of survivors, indirectly affected persons and staff of the responding services before,
during and following major incidents.

In the context of this guidance, staff include people who are:

civilians;

military personnel;

first responders (members of the public and professionals);
emergency and rescue services personnel;

humanitarian aid workers;

non-health and welfare employed persons; and,

staff of the healthcare services.

= =4 =8 -8 _a_a_9

Given the inherently disruptive nature of disaster, terrorist attack and other traumatising
events, the expert advisory group (Annex G) acknowledges that ideal or even usual
standards of care may be affected. In the event that the demand for care exceeds or
overwhelms the supply, the underpinning principle is to achieve the best outcomes
based on the ability to achieve benefit. For this reason, the model of care at the centre
of this guidance has been built on the best scientific evidence available, examples of
good practice and shared knowledge that combine to provide a flexible template for
planning services.

The purpose of the document is to provide a framework for people who develop
governmental policy, design and plan services or provide preparatory training for the
staff of services required in the event of major incidents. This guidance has therefore
been prepared as both a conceptual and practical resource, covering the following key
areas of information.
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I The rationale upon which the model of care is based. This includes a summary of;
core concepts; patterns of response; and the nature of disasters, traumatic events,
major incidents and psychosocial trauma; populations at risk.

1 A strategic stepped model of care. It links the impact of events with the core
components of the model of care and provides information about effective
assessment and intervention.

1 A summary of the important aspects of strategic leadership, management and
workforce development that should be covered when planning and delivering

effective responses to peopl eds psychosoci

disasters and major incidents.

Recommendations

8.

There are 20 main findings from the literature reviews and discourses with experts in
the field that underpin the contents of this guidance. They, together with the
associated recommendations are as follows.

a. Strategic preparedness supports psychosocial resilience and is, thereby, likely to
i mprove r espon ssgchosdcia nepds ang redudesthe pisks of severe
distress and mental disorder.

The building blocks of good planning are:

strategic, operational and tactical preparedness;

timeliness;

flexibility;

integration;

good communications;

timely and trusted sharing of information with the public and among the
responding agencies;

efficiency and effectiveness; and

effective planning and co-ordination of service responses may maximise the
collective resilience of the public and communities and the personal resilience
of affected persons and responders

E R

=a =

b. Every jurisdiction requires an integrated disaster and major incident plan.

1 Every jurisdiction and area within it should have a disaster and major incident
plan that is appropriate to its national, regional and local governance structures
and which makes provision for a psychosocial and mental heath responses that
are fully integrated into wider disaster planning and preparedness.

c. How psychosocial responses are managed may define the extent and effectiveness
of communitiesd recovery

T The evidence indicates t h aythosbcialeresporasgs
to disasters are managed may be the defining factor in the ability of
communities to recover.

1 Information and activities that normalise reactions, protect social and
community resources and signpost access to additional services are
fundamental to effective psychosocial responses.

1-8
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1 Everyone involved is likely to benefit from supporting arrangements in the
immediate aftermath

d. Restoring the social fabric of communities is important in responding effectively to
the psychosocial and mental health effects of disasters and major incidents.

1 Restoring the social fabric of communities, and protecting vulnerable people
and communities against the psychosocial effects of disasters and major
incidents are important components of disaster preparedness, responses to
major incidents, and facilitating recovery.
T The effectiveness of the responses made de
resilience and vulnerabilities of affected communities.

e. Decision-makers must understand the risk factors that affect the likelihood of
people coping well with the psychosocial impacts of disasters or of developing
mental disorders.

1 This means that decision-makers must understand:
o0 the health risks faced by people after disasters and major incidents;
o the distressed emotional and dysfunctional behavioural responses that may
occur;
o the mental disorders that people may develop; and
o the anxieties about survivors that relatives, friends and many other people
may experience.
9 Particular populations at increased risk of psychopathological morbidity
following disasters include:
0 women;
o children and adolescents;
0 older people;
0 people who have pre-existing health problems; and
o less affluent people.

f. Factors that influence the philosophy of psychosocial and mental healthcare that is
espoused by this guidance include:

1 Substantial resilience of persons and communities is the expected response to
a disaster, but is not inevitable.

9 Often, the responses that are experienced by resilient people can be difficult to
distinguish from symptoms of acute stress disorders and later post-traumatic
conditions.

1 The risk of psychiatric morbidity is greatest for those people who:

have high perceived threat to life;

are faced with a circumstance of low controllability and predictability;

have experienced high loss and physical injury;

have to live with the possibility that the disaster might recur;

have been exposed to dead bodies and grotesque circumstances; and

have endured higher degrees of community destruction.

O OO O o o

g. There is a broad spectrum of psychosocial responses to disasters and major
incidents.

9 Distress after disasters and major incidents is very common.
1 In most cases, distress is transient and not associated with dysfunction.

1-9
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But, some peoplebdbs distress may .l ast

The majority of people do not require access to specialist mental healthcare,

though a substantial minority of people may do so.

9 Screening, surveillance and clinical assessment are required by a proportion of
survivors who are thought to be at particular risk.

1 A small proportion of affected persons may require long-term mental health

services in response to their needs.

E

The ways in which people respond fall into four main groups. Therefore, the
approach that is supported by this guidance depends on distinguishing people who
are:

stunned in the immediate aftermath (resistant and resilient people);

proportionately and temporarily distressed but able to function satisfactorily in

the short- and medium-terms (resilient people);

1 disproportionately distressed or distressed and dysfunctional in the short- to
medium-terms; or

1 mentally disordered in the short-, medium- or longer-terms.

1
1

The cornerstone of the plan should be

1 The psychosocial responses that are provided should recognise the important

onge

S Uuf¥

to peopleds recovery of sustaining .their

This means that:

0 services should recognise peopl eds
need for informally provided support and responsive services;

o the public should be actively engaged in delivering disaster responses;

o the emphasis of interventions should be on empowering communities and
people who are affected;

0 the public must be trusted with accurate information that is provided
regularly by credible persons;

0 services that offer psychosocial and mental health interventions should be
made available to support survivor
and collective resilience and coping;

0 it is important to take a positive and co-operative stance to responding
effectively to enquiries from the media; and

o avoiding the corrosive effects or rumour is also important.

Survivors of disasters and major incidents require rapid action and sustained

responses.

1 Attending to basic needs (safety, security, food, shelter, acute medical
problems, etc) is the first and highest priority.

1 Survivors and other affected persons require rapid, effective action followed by
sustained mobilisation of resources.

Psychosocial plans should be based on the principles of psychological first aid
because the abilities of people to accept and use social support and the availability
of it are two of the key features of resilience.

First responders are a mix of people with differing capabilities and who face
differing profiles of psychosocial risk.

9 First responders include members of the public who are first on the scene as
well as frontline rescue and emergency staff.

1-10
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1 They may also include staff of humanitarian aid, welfare and healthcare
services, and military personnel.

1 Evidence shows that some first responders may be vulnerable to the
psychosocial and mental health consequences of their involvement in disasters
and major incidents while others are hardier.

m. A coordinated approach is essential across the emergency response systems and
rescue services.

1 Integrated planning is required to support:

a balance of population health and personalised healthcare services;
rescue, humanitarian aid and welfare response organisations;

social care systems;

voluntary and non-governmental organisations;

military systems; and

military aid to civil powers.

O O 0O Oo0OOoo

n. The strategic stepped model of care recommended in this guidance links the
impact of events with the core components of psychosocial and mental healthcare
that populations of people, communities and particular people require and the
modalities of screening, triage, assessment and intervention. It is intended as a
conceptual and practical resource for planners.

The strategic stepped model of care described here has six main components:

i strategic planning - comprehensive multi-agency planning, preparation, training
and rehearsal of the full range of service responses that may be required;

1 prevention services that are intended to develop the collective psychosocial
resilience of communities and which are planned and delivered in advance of
untoward events;

9 basic humanitarian and welfare services that should be made available to
everyone and which are centred on families;

1 providing psychological first aid that is delivered by trained lay persons who are
supervised by the staff of the mental healthcare services;

1 providing screening, assessment and intervention services for people who do
not recover from immediate and short-term distress; and

1 providing access to primary and secondary mental healthcare services for
people who are assessed as requiring them.

0. Continuing strategic planning is required throughout emergencies because all plans
are likely to require adjustment and development in detail as the nature of particular
major incidents become clearer. This means that strategic and operational
planning must continue through all of the response and recovery phases.

p. Developing and managing the psychosocial and mental health components of
disaster and major incident plans should be the responsibility of the agencies and
persons who are responsible for the whole of the plans for preparing for and
responding to disasters and major incidents. There should be explicit
arrangements for designing, developing, testing, rehearsing and managing the
psychosocial and mental health components of the plan.

1 Each emergency, disaster and major incident planning team should include a
senior representative of the agencies that are designated to deliver
psychosocial and mental healthcare responses and this person should chair a

1-11
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multi-agency, psychosocial and mental healthcare expert advisory
subcommittee that is appointed to advise the emergency planning committee.

1 The psychosocial plans should be developed, managed and monitored by the
multi-agency psychosocial expert advisory subcommittee and it should include
survivors of past disasters and major incidents and mental health professionals.

g. Senior trained and experienced members of the staff of the social and mental
healthcare agencies be appointed as formal advisers to commanders and
managers at the strategic, operational and tactical levels during:

1 planning;
9 execution; and
1 review of plans and regeneration after events.

This role requires:

clinical skill and training in disaster psychosocial care;

awareness of the concepts and practices of strategic leadership and
management; and

1 training in decision-making, consultation and supervision.

1
1

r. Managing the stepped model of care that is at the core of this guidance requires:

1 providing effective command, control and coordination during and following an
incident;

1 fully integrating the psychosocial and mental health responses at the strategic,
operational and tactical levels of command by appointing trained advisers;

I commissioners, incident response commanders, services and practitioners to
adopt an ethical framework for planning and delivering services;

 commissioners, incident response commanders, services and practitioners to
adopt a framework for good decision-making;

1 commanders to ensure that appropriate services are made available in each
phase of recovery and this requires services that are based on the principles of
psychological first aid and which offer:

o immediate humanitarian aid and welfare responses for everyone who needs
them;

0o responses t hat recogni se t hat t he i ntensi
exposure to the stressor, certain prior experiences, and the availability or
otherwise of social support determine their likelihood of developing more
serious psychological problems or mental disorders;

o long-term and persistent follow-through; and

o care for responders;

9 commissioners, incident response commanders, services and practitioners to
adopt pre-planned frameworks for:

o corporate governance; and

o clinical governance.

s. Execution of psychosocial and mental healthcare plans plan depends on managing
and caring for staff well. Staff and agencies should be provided with:

clear plans;

statements of the expectations that are likely to fall on them;
opportunities for training and rehearsal; and

increased supervision and social support.

1-12
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This means that all rescuers, responders and other staff involved should have:

1 clear roles and responsibilities that are agreed in advance;

1 professional standards and expectations that are clear, practical and realistic;
and

I effective leadership and access to the support of colleagues

t. Information-gathering and research are vitally important if lessons are to learned
from clinical practice in disasters and major incidents that will contribute to saving
lives, minimising suffering, and reducing risks to staff in other disasters and events.

1 Plans made for information gathering and research should be made beforehand
and deal with the pressures that services may be under during a disaster or
traumatic event and the restrictions that researchers face in meeting
methodological standards in these circumstances.

1 Ethical procedures and research standards should not be compromised.

Implementing this Guidance

9.

10.

11.

In summary, this guidance is intended to assist NATO Members and Partner Nations to
prepare effective responses. These responses should be led by government policy
which should enable the responsible authorities within each nation to plan services that
are based on a common platform and which are fully integrated into wider disaster
planning and preparedness.

It proposes that Member Nations should adopt the model of care for psychosocial and
mental health services that is described in this guidance because it:

1 is empirically based (i.e. based on the best evidence available);

T s flexible across events, cultures and time periods;

1 accommodates the needs of vulnerable and at-risk groups of people, including care
providers;

9 s realistic in terms of the extent to which it can be implemented in an emergency
situation given the personnel and resources available;

T takes account of population dynamics that may affect first responder and service

staff, including age and cultural differences;

is capable of evaluation;

acknowledges the importance of anticipated reactions, resilience and the natural

healing potential of individuals, families and communities; and

1 endorses the primary principle of, first, do no harm.

1
1

There are certain general matters relating to developing policy to implement this
guidance. The core finding from the work that was conducted to construct this
guidance is that the services, including the psychosocial and mental health services
that are required following disasters and major incidents only work effectively if the
need for them has been anticipated. This requires understanding of the dynamic shifts
that occur with the passage of time and clarity about how these services are to
interdigitate with other services that offer psychosocial responses. Achieving
psychosocial care and mental health services for moderate and large scale
emergencies that are well integrated with the requirements for humanitarian aid,
welfare and psychosocial care into the disaster response plans requires that lessons
learned through research and experience are translated in integrated ways into policy
at four levels. These levels are:

1-13
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governance policies;

strategic policies for service design;
service delivery policies; and
policies for good clinical practice.

coow

Each of these four aspects of policy should be influenced by the kinds of evidence that
are summarised in this guidance and should be ethical. Thus, there are important roles
for practitioners who are skilled in mental healthcare and experienced and trained in
disaster management to provide advice to the authorities as they develop each of
these aspects of policy and conduct operations in the face of disaster.

Governance policies relate to how countries, regions and counties are governed.
Policies at this level are required that set the overall aims and objectives for responses
to disasters and major incidents and, in the instance of the subject matter of this
guidance, they should specify the need for services to be designed, developed and
delivered that offer psychosocial and mental healthcare that is integrated into all
disaster response plans. Strategic policies are then required that translate political
imperatives into the intent and direction of development of specific components of the
plans overall. This requires the responsible authorities to bring together evidence from
research with eminence-based experience and their knowledge of the nature of areas
of the country for which they are responsible and their profile of risks to design services
through which to discharge the political imperatives and then mount programmes for
managing the performance of those services to meet the objectives that are identified
for them.

Service delivery policies concern how particular services function and relate to their
partner services and how affected populations are guided into and through them
according to the evidence and awareness of the preferences of people who are likely to
use them. Therefore, service delivery policies include evidence- and values-based
models of care, care pathways and protocols and guidelines for care as well as
processes for demand management, audit and review. Policies for good clinical
practice concern how clinical staff take account of the needs and preferences of
patients, deploy their clinical skills, and their work with patients to decide how
guidelines, care pathways and protocols are to be interpreted in individual cases.

The position taken in this guidance is that psychosocial care and mental health
services that are capable of responding to a variety of types or causes of disasters and
major incidents should be built upon the existing clinical skills and preparedness within
each community. This raises matters for planning, training and for sustaining
knowledge and skills.

However, this guidance recognises that there is no common pattern across different
countries about whether aid, welfare, psychosocial responses, continuing support and
mental healthcare are provided by one agency or by several agencies. Therefore, the
focus of this guidance is on the psychosocial and mental healthcare responses
required and the common factors that should assist different nations to design them
appropriately. Humanitarian assistance and welfare responses are not the subject of
this guidance; however, these activities should be integrated with psychosocial
responses.

Evidently, policy at each of the four levels should be informed by culture and values as
well as by evidence from science and experience gleaned from practice. Thus, Annex
A reproduces the Madrid Framework that can be used as a framework for
benchmarking how ell policies relate to and deal with the values that are inherent in
designing and delivering services.

1-14
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Summary

18.

19.

In summary, this paragraph lists the minimum key actions or objectives that are
required of staff who are planning the psychosocial and mental health service
responses to disasters. They include:

a.

b.

Integrating psychosocial and mental healthcare responses within the grand plan for
preparing for and responding to disasters;

Fully integrating psychosocial and mental healthcare responses, usually
sequentially;

Appointing psychosocial and mental health advisers to commanders of responses
to major incidents and disasters;

Empowering communities and people;

Attending to the basic needs of the population first;

Planning and enacting a good public risk communication and advisory strategy that
involves the public and the media and which provides timely and credible
information and advice;

Ensuring staff are capable of working with diversity of values and cultures;

Ensuring that the psychosocial and mental health responses are comprehensive
and stepped according to need, are of sufficient duration and are well co-ordinated;
Allocating and managing roles for mental health professionals; they should be well
lead, managed, supervised and cared for; and

Promoting learning by planning and managing knowledge acquisition and its
transfer, evaluation and performance management.

This guidance provides information and advice on achieving these objectives.
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THE NATURE OF DISASTERS, MAJOR INCIDENTS AND
PSYCHOSOCIAL TRAUMA

DISASTERS AND MAJOR INCIDENTS

20.

21.

22.

23.

24,

Disasters include: conflict; flooding (now the most frequent calamitous occurrence);
hurricanes; earthquakes; chemical, biological, radiological, and nuclear (CBRN) events;
major industrial or transport accidents; multiple shootings; and, peacetime terrorist
attacks.

The literature offers many ideas for defining a disaster while agreeing that it is almost
impossible to find a universally acceptable one. The various definitions include
descriptions of natural disasters such as floods and earthquakes, and human-made
disasters such as war and conflict, together with some description of scale, cause or
source. Some commentators see disaster in terms of the degree of threat to the social
system and social vulnerability, the political impact and the effect on people who are
involved. The World Health Organi sati on ( WHO) has aseverened
disruption, ecological and psychosaocial, which greatly exceeds the coping capacity of

the affected communityo®.

Thus, there are many ways in which disasters and major incidents may be classified.
Figure 1 provides one typology of traumatic events that is based on who is involved
and the intentions of any human perpetrator.

Figure 1: Types of traumatic events?

Intentional

Individual
People
Involved

Unintentional

Traumatic
Events

Human-made

Communities
Involved

Natural

Other typologies are based on the agents or causes disasters and major incidents.
Some, for example might be termed natural disasters; while other events arise from
technological accidents or are due to human-induced incidents.

Disasters, terrorism, active military service and major incidents have certain common
features. They include their exceptional nature, their short-term predictability, their
potential for destroying the infrastructure of societies and their potential for being

* World Health Organisation (WHO), 1992 (cited by Williams R on p264. The psychosocial consequences for children of mass
violence, terrorism and disasters. International Review of Psychiatry 2007; 19(3): 263-277).

% based on p4 in Fullerton CS, Ursano RJ, Norwood AE, Holloway HH. Trauma, terrorism, and disaster. In Ursano RJ,
Fullerton CS, Norwood A, (editors). Terrorism and disaster. Cambridge: Cambridge University Press, 2003, p1-20 and
reproduced with permsission.
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26.

27.
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experienced by some people as overwhelming. Massed eventsii é scar t he
the individuals and communities they touch, they have the capacity to forever change
the character and |ife style of i ndi vi
perceptions of the world and individual and collective vulnerability and strengtha
Fundamentally, then, emergencies, disasters and major incidents are about people,
their experiences, and how they respond. Therefore, incidents are not only physical
events but also psychosocial events that involve people. It follows that plans made for
responding to disasters and major incidents must include responses to their
psychosocial effects.

3

Advanced planning T as compared with reactive planning i should provide for effective
services after disasters and major incidents but, because the nature of events can
rarely be predicted, plans must be altered progressively as circumstances require.
This means that strategic, operational and tactical planning should be seen as
processes rather than products. These processes must be underpinned by a
reasonable understanding of both the myths and the realities (see Annex B) of human
behaviour in times of extreme duress following a major event(s).There are differences
in the use of the terms strategic, operational and tactical between the military context
and the civilian context of major incident response. In this document the military usage
is adopted.

The importance, for example, of differentiating between the nature of various major
incidents and disasters is that, while all events have substantial psychosocial impacts,
the ways in which they operate, the extent and duration of the effects, and the risks to
mental health vary according to the type of threat and the nature of the population that
is involved. This guidance assembles the best evidence available concerning typical
human responses to such events. One of its features is to emphasise the importance of
normalising the way humans respond because distress is typical and it does not
necessarily indicate the need for special psychosocial service responses. However, the
gui dance al so highlights t he ri sk of
responses and their needs and then building them erroneously into response plans or
training courses for first responders and other staff. The key to successful service
delivery is to prepare plans that can be readily adapted as the realities of the situation
become apparent.

To this end, some features of particular types of disaster are presented in this
guidance. The intention is not to review in detail the impact of each of the causative
agents or what is known about the populations affected. The numbers of people
involved, the reactions of persons who are not directly affected, the particular spectrum
of peopleds responses and t hdsaster, theeaushsve
agent and the circumstances of the population. Nonetheless, sufficient conclusions
may be drawn to enable a broad pattern of responses to be identified and planned for,
albeit with the caveat that variations should be made to adapt the plan in particular
situations.

Strategic planners and decision-makers must be prepared to be creative and flexible in
designing and implementing services. They must be critically reflective in addressing
the unique challenges of each disaster or major incident. This guidance seeks to
underpin that creativity. As will be made clear in later sections of this document,
planners and incident response commanders should be prepared to seek expert advice
on variations to the general plan that may be required in particular circumstances.

® pfefferbaum B. Caring for children affected by disaster. Child and adolescent clinics of North America; 1998; 7; 579-97.
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NATURAL DISASTERS

29.

NATO/EAPC UNCLASSIFIED

While particular attention has been focused on military conflicts and terrorist incidents,
there is also evidence that the numbers of people affected by natural disasters have

increased very rapidly although fatalities have fallen.

summary.

Figure 2: The numbers of disasters, people affected and people killed

between 1951 and 2000
Source: CRED/OFDA database)”

Figures 2 and 3 provide a

Decades Total
1951-1960 1961-1970 1971-1980 1981-1990 1991-2000 1951-2000
Number of 367 717 1,162 2,081 2,985 7,312
Disasters
Persons 11,176,496 | 233,704,495 | 767,985,585 | 1,453,553,034 | 2,129,297,606 | 4,595,717,196
Affected
Persons 4,177,884 2,088,942 1,408,749 829,441 754,206 9,259,222
Killed
Probability 0.3748 0.0089 0.0018 0.0006 0.0004 0.0020
Figure 3a: Distribution of the numbers of persons affected and killed
by type of natural disaster from 1966-1990
Source: CRED/OFDA database)
a High Earthquakes Floods Volcanoes Famine | Droughts Total
Winds
Disasters 1,165 387 1,004 64 20 380 3,020
Affected 214,846 52,584 784,553 983 22,247 | 1,235,783 | 2,311,000
(thousands)
Deaths 416 541 126 26 605 1,884 3,600
(thousands)
Probability 0.0019 0.0103 0.0002 0.0271 0.0272 0.0015 0.0016

4 Cited in Sundes KO, Birnbaum ML. Health disaster management: guidelines for evaluation and research in the Utstein style.
Prehospital and Disaster Medicine 2003;17(Suppl 3):144-167.
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Figure 3b: Distribution of the numbers of persons affected and killed

(Source: CRED/OFDA database)

by type of natural disaster from 1991-2001

b High Earthquakes Floods Volcanoes Famine | Droughts Total
Winds
Disasters 847 244 1,042 60 45 277 2,465
Affected 276,631 36,249 1,483,232 2,041 38,236 434,785 2,234,961
(thousands)
Deaths 208 80 102 0.9 277 3 671
(thousands)
Probability 0.0008 0.0022 0.0001 0.0004 0.0072 0.00001 0.0003
30. Flooding

a. Flooding is, now, the most frequent type of natural disaster and a form that clearly
illustrates the need to adjust strategic plans to actual circumstances during their
implementation. This is because, while there has been relatively little high quality
research in this area, the research that has been carried out suggests that the
psychosocial impact is particularly prevalent and prolonged. The psychosocial and
mental health consequences have a long tail rather than one low point and there
may be a number of peaks and troughs in
wel | be because peopleds homes and I|iveli
takes a long time, as does financial and material recompense.

5> 0
o O

b. During the night of 31 January 1953, the Netherlands was hit by one of the
greatest natural disasters in its history. Spring tides and storms caused provinces
Zeeland and a part of Noord-Brabant and South Holland to be flooded. As a
result, 1,836 people and tens of thousands of animals drowned, 4,500 houses and
buildings were destroyed and 200,000 acres of land was flooded. Fifty years later,
people who were involved carry the emotional scars of this disaster. Additionally,
some of the children and grandchildren, who were born after 1953, have also been
affected. These observations point to one aspect of what has been termed the
ripple effect of disasters and to the long-term consequences. Often, memories
may become intertwined; memories of the inundations during the Second World
War are sometimes confused with the collapse of the dikes in 1953, for example.
Addi tionally, particul ar peopl eds me mor i
through mythology and culture.

e s

c. Research into the flooding of 1953 in the Netherlands has indicated that there are
four phases in response to disasters: the disaster; rescue; evacuation; and
recovery. However, it is not always possible to make a clear distinction between
the phases and the dynamics of the various phases have much in common with
the dynamics in society after disasters. Disasters also reveal weak points and
tensions in societies.

d. Research also shows that, in most cases, people only start to gather their
belongings to make them safe after flooding has occurred; it appeared that the
people of the Netherlands were caught by surprise by the flow of water, even
though some of them had been warned well in advance. This raises awareness of
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the tension for planners in balancing actions that are intended to promote
preparedness with the risks of, inadvertently, giving rise to anxiety and rumours,
on one hand, or encouraging complacency through the public being presented
with the same message repeatedly, on the other hand. Achieving a good balance
between alerting people but not provoking their anxieties and contributing to
inappropriately is a feature of planning for all disasters and major incidents.

e. As an example, research on the mental health effects of flooding on the population
of Lewes in south-east England, flooded by torrential rain in June 2000, showed
that nearly half of the population whose homes had been inundated had marked
distress nine months after the event. Their experiences were sufficient for them to
score as possibly having a mental disorder on a well-known mental health
screening measure.” Interestingly, around one in every eight people whose
homes had not been flooded, but who had experienced anxiety about the
possibility were affected by community disruption, also scored as possibly having
a disorder. This research also points up the importance of distinguishing between
distress and disorder even though the experiences of the people involved may
appear to be similar.

f.  This supports the importance of taking a long-term view of the responses that
people require. While the model for planning for psychosocial care presented in
this guidance is primarily focused on the period immediately after a disaster and
subsequent months, it is important to continue planning throughout the duration of
communitiesd recovery.

g. Hurricane Katrina is acknowledged to be one of the worst natural disasters ever to
strike the USA. The storm and its aftermath displaced over one million people,
mostly African-Americans, and unveiled challenging issues for national disaster
preparedness, socio-economic status and race. They included slow response;
failure to provide survivors with water and food; attempts of insurance companies
to minimise their liabilities; lack of medical and pharmaceutical resources; and lack
of support for first responders.

h. The lessons from Hurricane Katrina also highlight another general principle which
the importance of dispelling and not supporting the development of rumours.
Recurrently, providing credible information, trusting the public and the authorities
treating people as partners has been shown to be a good principle.

i.  The lessons learned for mental health services after Hurricane Katrina emphasise
the importance of:

1 designing a general template for a systematic plan to provide psychosocial
and mental health services that can be tailored to actual needs and
resources;

efficient communication and coordination;

identifying who should be and who is in charge;

allocating suitable funding i counter-terrorism tends to call for amounts of
funding that are disproportionate to the risks of the various types of disaster
and major incidents;

1 personal and community preparedness;

= =4 =9

® Reacher M, McKenzie K, Lane C, Nichols T, Kedge I, Iversen A, Hepple P, Walter T, Laxton C, Simpson J. Health impacts of
flooding in Lewes: a comparison of reported gastrointestinal and other illness and mental health in flooded and non-flooded
households. Communication and Public Health 2004; 7(1):1-8.
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I adequate training and preparation of the people who provide psychosocial
care;

1  recognition of vulnerable groups, particularly the poorest but also less affluent
people;

1 anticipating and addressing the needs of people who have chronic medical
conditions during and subsequent to major calamities;

I taking steps to counter rumour and chaos;

91 identifying the appropriate roles for mental health professionals and their post-
disaster interventions;

1 knowledge management to promote learning post-disaster; and

9 evaluation of disaster responses.6

j-  Subsequently, three levels of intervention have been suggested:

i. assessment:

1 of mental health needs: overall number impacted, degree of loss/impact of
trauma;
1 of who is to benefit, how they are to be identified, what tools to use, who is
to prepare and ask questions, who is to compile data; and
T to determine if the process whereby pe
health needs are ascertained can be combined with other case
management and needs assessment processes;

ii. education and training is required:

for the general public by providing and disseminating information;

to i ndaotravtkeeper so, who determine access
psychosocial effects of trauma on adults, first responders, children,

adolescents and their parents, and older people and to assist them to

identify scenarios that require people to be referred rapidly to more

specialised services; and

9 to prepare the staff of the mental health providers and train the trainers;

1
1

iii. integration: the teams that provide psychosocial care in crises should be
integrated or networked with the teams that deliver the other community
resources that are available.

TECHNOLOGICAL DISASTERS

31. Technology-caused disaster may be defined as the breakdown of technological
facilities, systems or services due to human action or inaction that could result in harm
to people and the environment. It can be the result of failures of technological systems
that control elements vital to health and wellbeing, accidental spillages of substances,
deliberate or careless release of substances, illegal or badly designed disposal or
storage areas, or leakage from such areas. The term is also used to include transport
accidents and events that take place because buildings have been poorly designed
and/or maintained.

32. Information about technological disasters is summarised in Figure 4.

® For example: Gheytanchi A, Joseph L, Gierlach E, Kimpara S, Housley J, Frnaco Z, Beutler L. The Dirty Dozen, Twelve
Failures of the Hurricane Katrina Response and How Psychology Can Help. American Psychologist 2007;62(2):118-130.
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Figure 4: Available information on numbers of technological disasters, the number

of persons affected and the number Kkilled for all technolo
listed by decade from 1951 (Source: CRED)

gical disasters

Decades Total

1951-1960 1961-1970 1971-1980 1981-1990 1991-2000 1951-2000
Number of 52 94 289 922 2,167 3,524
Disasters
Persons 410,356 98,629 1,906,099 2,262,013 727,628 5,303,725
Affected
Persons Killed 8,401 5,577 90,105 66,105 87,648 257,836
Probability 0.0205 0.0565 0.0473 0.0292 0.1205 0.0486

CONFRONTATION, CONFLICT AND WARFARE

33.

34.

35.

36.

General Rupert Smith has pointed out that, in the late 19™ and 20" centuries, the
paradigm of industrial warfare was based on a sequence of events:

Peace A Crisis A War A Resolution A Peace

Since World War Il, more than 200 major conflicts have taken place that would amount
to wars, if war had been declared. This reflects a paradigm shift in the nature of
warfare that has occurred in the last 60 years. There has been a move away from
industrial warfare to a recurrent pattern of confrontation moving to conflict and back
again on a cyclical basis in many theatres with no formal declaration of war.

Confrontation describes a state of opposition between states, countries and groups
within them in which political and diplomatic services are engaged and military forces
are deployed. Conflict means a hostile meeting of opposing military forces during
which fighting occurs. Rupert Smith shows that both confrontation and conflict involve
use of military force. In the former, the forces are deployed mainly to demonstrate that
they represent force. The purpose of confrontation is to influence opponents in order to
win a clash of wills. Thus, confrontation is psychological in its intent. In the case of
conflict, military force is employed directly to destroy, capture territory and attain a
decisive outcome.

As a consequence of this paradigm shift, the battlegrounds for modern confrontations
and conflicts now lie within civilian domains rather than on discrete battlefields. These
conflicts are often of low intensity and episodic, involve guerrilla armies, and victimise
the civilian population.

Thus, in most recent human conflicts, warlike and terrorist actions on local
environments resulting in hazardous situations for the health, wealth and social welfare
of local populations that are then precipitated into much greater devastation or

’ Cited by Sundes KO, Birnbaum ML. Health disaster management: guidelines for evaluation and research in the Utstein style.
Prehospital and Disaster Medicine 2003;17(Suppl 3):144-167.
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catastrophe. Resident and displaced populations, refugees and the people affected by
famine are all caught up in conflict.

In addition, recent experience has raised particular concerns for providing services for
personnel of the armed services and for the increasing number of children and civilian
families that are now directly involved in conflict. The number of children and family
members who are killed and injured is often much larger than the corresponding
number of combatants.

There has been extensive study of the psychosocial and mental health effects of
industrial warfare and more limited conflicts on combatants in the last century and in
the first decade of the 21% Century. Some concepts resulting from these studies have
been controversial. However, it is clear that withessing or participating in hostilities,
killing and destruction and experienci
expected, sudden or continuous, can have substantial mental health consequences. It
is also clear that these effects can be mitigated by effective leadership; instilling
confidence in the system, the plans made and the equipment issued; and, particularly,
by training and affiliation with buddies and groups of peers. Thus, elite and well trained
forces experience fewer ill effects.

The experiences of war and conflict provide lessons that can be translated to managing
psychosocial care in other situations including disaster, terrorism and other major
events. A review of the history of military psychology and psychiatry shows that the
aspiration of achieving positive psychosocial and mental health through effective
selection procedures has not been fulfilled. However, substantial lessons for disaster
psychosocial care have been learned from military practice. They include the
importance of providing stepped and progressive models of care through which the
specialisation of service responses is titrated against the needs of the people affected.
Thus, people who experience distress, or distress combined with dysfunction, are first
provided with simple interventions close to the frontline (i.e. in proximity to the source
of their distress), soon after the traumatic events (i.e. with immediacy), and a good
recovery is expected. The model of care proposed in this guidance incorporates the
lessons of proximity, immediacy and expectancy, and of stepped services balanced
with needs.

PEACEKEEPING

40.

41.

42.

Peacekeeping describes military operations that are intended to preserve peace and
involves supervision by international forces of truces between hostile nations or groups.
It is a term that is used mainly to describe actions that are sponsored by the United
Nations (UN) and NATO.

Peacekeeping can be extremely stressful. The peacekeepers are exposed to danger
caused by warring parties and, often, unfamiliar cultures and climates. They may be
targets for attacks by some of the parties to conflict. Additionally, the requirement to
engage with local populations to keep the peace brings risks and peacekeepers may
witness atrocities.

The strain can give rise to effects on

and is associated with them developing mental health problems, mental disorders and
substance use and misuse. The rates of these conditions are greater in the armed
forces deployed on peacekeeping duties than in the general population. However,
post-traumatic stress disorder (PTSD) i a term used to describe a particular syndrome
or type of mental disorder that is discussed later in this guidance i may be relatively
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uncommon. Peacekeepersdé6 families are also

experience.

It has been claimed that peacekeeping duties have produced even higher rates of
stress casualties than is calculated from a formula that takes into account the numbers
of soldiers who are killed and wounded.? The UN-Soldiers Stress Syndrome is the
term given to a particular form of post-traumatic stress response in these personnel.
Its characteristicfeatur e i s of distress evoked by f
latter may have been occasioned by duty-related provocations, threats or exposures to
dangers under circumstances in which the military cannot fight back because of the
carefully prescribed limitations on their actions.

CHILD SOLDIERS

44.

45.

46.

Involving children as combatants or in support of military combat has a long history; it is
not a modern phenomenon. However, employing children in warfare is rising and
peacekeepers are exposed increasingly to child soldiers. These findings emphasise
the degree of involvement of civilians in modern warfare. Now, under international law,
it is a crime to recruit children under 15 to armed forces or employ them in combat and
18 is the minimum age at which people may be directly involved in warfare.
Nonetheless, a report to the UN Security Council in 2005 listing 54 parties to 11
conflicts that recruited children and there is information suggesting that children as
young as six years old may be recruited to participate directly in military conflicts.
Children may also be involved in terrorism by, for example, acting as bombers and
suicide bombers. Additionally, children may be employed in a number of logistic roles
as well as in combat. A good review is provided by Wessels.®

Study of employing children in conflict and war raises many issues. They include:

I the extent to which Western concepts of childhood are accepted by, and can be
applied in non-Western cultures;

9 the cultures in which children who are soldiers have been brought up and the

requirement to understand the pressures on them to become combatants or to

support combat indirectly;

the effects that facing children as soldiers have on adult combatants;

the preparation that troops require if they are to face effectively and be equipped to

deal with children who are combatants or threats to security; and

1 the needs of child soldiers and how they should be managed.

1
1

While this section provides a brief overview, it also raises more questions than
answers.

Often children who become soldiers are portrayed as unwitting victims. However, the
situation is rather more complicated than that. The availability of light weapons has
greatly increased the potential for employing children as combatants. However,
research has shown that the availability of weapons is only one of a range of factors
that influence whether or not children become soldiers. There are economic, cultural,
social and political pressures that act powerfully on children and which may make them
more likely to become soldiers. They include:

9 loss of caretakers;

8 Weisaeth L..Historical background of early intervention in military settings. In @rner R, Schnyder U (editors). Reconstructing
early intervention after trauma. Oxford: Oxford University Press 2003.
° Wessells MG. Child soldiers: from violence to protection. Cambridge, Massachusetts: Harvard University Press 2006.
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9 provision of food and money;
1 revenge; and
1 pursuit of ideology and religion.

Sometimes, the only way in which children can save their own lives is by becoming
soldiers.

47. There is evidence that, at the time of combat, child soldiers may show less fear than
adult soldiers and greater disregard for life and the rules or laws of warfare. Inaction or
hesitation by adult combatants in the face of child combatants can lead to more
bl oodshed and childrenés empl oyment as sol d
between warring parties. Therefore, the military authorities should consider all of these
matters as topics for their training of troops who require guidance on how they should
act when confronted with child soldiers. A particular topic for consideration concerns
young women and girls who are employed as soldiers. Additionally, troops require
support post-conflict that enables them to raise and deal with their exposure to children
as soldiers or perpetrators of terrorism.

48. Chil drenés subsequent mor al responses may be
spend in an armed group and whether they see themselves as victims, are able to
express remorse, or whether or not they continue to use violence habitually as a
means of exerting control.*

49. While some sources conclude that children who are soldiers react to conflict very
differently as compared to adults who are soldiers, there is also evidence that the
psychosocial and mental health responses in the medium and long-terms of children
who are forced to participate in military activities and in committing atrocities are similar
to the reactions of children who are involved in other overwhelming or disastrous
events.”' Thus, the evidence is not yet conclusive. As a guiding principle, Shaw and
Harrissaythati The essence of a traumatic situation
experience has for individuals and the difficulty in processing the experience into their
preconceived cognitive views of the worldd . Cumulatively, there is evidence that
children's psychological responses to their involvement in conflict as soldiers are
determined by:

1 Dbiological factors;

T the childrendéds devel opment al phases;

9 the intensity, type, duration of the traumatic experience including:

o0 the intensity and duration of exposure to the stressor;

o the degree of their participation in forced military activities;

o whether or not they are mutilated,;

0 witnessing killing of parents, family members and other community members;

childrends fantasy |livessiand their interpret

level of emotional and cognitive development;

psychosocial factors including:

o0 the degree of injury or life-threat;

0 the increased risk of displacement faced by child combatants and the difficulties
of returning child soldiers to their communities given the events in which they
have been involved;

0 losses of family members; and

= —a =9

1 Barenbaum J, Ruchkin V, Schwab-Stone M. The psychosocial aspects of children exposed to war: practice and policy
initiatives. Journal of Child Psychology and Psychiatry 2004; 45(1):41-62.

™ Shaw JA, Harris JJ. Children of war and children at war: child victims of terrorism in Mozambique. In Ursano RJ, Norwood
AE, editors. Trauma and disaster i responses and management. American Psychiatric Publishing: Washington DC; 2003.
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o the disruption of continuity of communities/schools/families.*

50. The strategic approach taken in this guidance encompasses the needs of troops who
face children as soldiers or the agents of terrorist and other atrocities as well as those
of children who have been so engaged. The lesson for planning is that it should
encompass the real risks and needs of affected populations rather than being limited
by abhorrence or other reasons for preferring to stand aside from unpalatable
situations.

TERRORISM AND THREATS OF TERRORISM

51. Terrorism is distinguished from other natural and human-made disasters by the
characteristics of extensive fear, loss of confidence in institutions, unpredictability and
pervasive experience of loss of safety. Indeed, the psychological impact of events is
the hallmark of terrorism and, in many instances, the primary targets are civilian and
not military. Thus, the threat as much as the occurrence of terrorism provokes fear and
anxiety. Consequently, greater effects on societies can be caused through, for
example, Draconian security measures taken to prevent future events than may result
from actual terrorist incidents.

52. In broad terms, people present themselves for healthcare evaluation relating to three
types of problems following a potential terrorism, or to disaster-related toxic (biological,
chemical or nuclear) exposure. They are:

1 people with a disease or injuries that are due to the toxic agents;

1 people who have the physical manifestations of disease and a concurrent
psychiatric condition that may confuse the clinical picture presented by either or
both conditions; and

1 people who have not been exposed, but fear that they have been; this group of
people is likely to be many times larger than the other two combined and, again,
this may be the intention of perpetrators.

Anxiety and fear provoked by concerns about the possibility of having been exposed
can complicate the medical picture. Physiological signs of autonomic nervous system
arousal, along with anticipated somatising behaviours and dysphoria, mimic symptoms
and signs of the physical effects of biological and chemical agents.

53. Although panic does occur after disasters, there is a large literature on the topic which
agrees that panic is rare. Comparatively though, little research has been carried out on
bioterrorist incidents, therefor e st udi es of - dsm&kmown haysst @éma @9
soci o0g e n i-tollowinglactual orspérceived exposures to biologic or toxic agents
may be relevant to terrorism. Communicating risk is a critically important public health
authority response to help the public react safely and appropriately.

54. Figure 5 represents the phases of individual and community responses to chemical or
biological agent exposure.

2 williams R. The psychosocial consequences for children of mass violence, terrorism and disasters. International Review of
Psychiatry 2007; 19(3):263-277.
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Figure 5: Phases of individual and community responses to chemical
or biological agent exposure®®

Covert Exposure

Clinical lliness Behavioral Manifestations

. Clinical illness: first wave of people who present with clinical symptoms and signs of agent before the general
public becomes aware of the bioterrorism event

Behavioral symptoms and signs: as the outbreak becomes defined and publicised, patients present with a

. mixture of clinical illness attributable to the agent, behavioral manifestations attributable to fears of having been
exposed, and psychiatric disorders. After the exposures attributable to the biological agent illnesses have run
their course, fears of having been exposed remain and result in continued presentations to medical facilities.

Announced Exposure

Behavioral Manifestations Clinical lliness

. Clinical illness: it is important to address anxiety and concurrent psychiatric disorders in the overall medical
management of patients with confirmed illness due to biological agents.

. Behavioural manifestations: initially, the latency period and clinical course of the biological agent dictate that there
has not been time yet for actual illnesses attributable to the biological agent to have occurred. Behavioural
manifestations will remain after clinical cases have run their course among those worried they may have been
exposed

PANDEMICS AND EPIDEMICS

55.

56.

57.

A pandemic is a worldwide spread of disease with outbreaks or epidemics occurring in
many countries and in most regions of the world over time. Pandemics have the
potential for global reach of mass destruction and, historically, have been more
devastating than any other type of disaster.

An epidemic is a usually sudden outbreak of disease that becomes very widespread
and affects a whole region, or a continent. Thus, epidemics affect more than the
expected number of people and cause more than the number of cases of particular
diseases that ordinarily occur in particular communities or regions during given periods
of time. Diseases are described as endemic when they are present in a community at
all times but in low frequency.

There are virtually no empirical data on the psychosocial and mental health impact of
mass outbreaks of infectious disease such as a pandemic. This is largely because few
pandemic health threats in the last century have been studied by scientists. However,
the Severe Acute Respiratory Syndrome (SARS) near-pandemic in 2002-2003 has
been studied. Almost half of the community population exposed to the SARS

'3 reproduced with permission from Rundell JR, Christopher GW. Differentiating manifestations of infection from psychiatric
disorders and fears of having been exposed to bioterrorism. In Ursano RJ, Norwood AE (editors). Bioterrorism. New York:
Cambridge University Press; 2004. Also, quoted on p 166 by Rundell JR in Assessment and management of medical-surgical
disaster casualties. In Ursano RJ, Fullerton CS, Weisaeth L, Raphael B (editors). Textbook of Disaster Psychiatry. Cambridge:
Cambridge University Press; 2007.
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outbreaks experienced increased stress during the outbreak; nearly 20% exhibited
psychosocial responses, and many felt horrified and helpless. Frontline health workers
may be particularly vulnerable to negative mental health consequences of treating
outbreak victims.

58. Special attention to the following matters is required:

 communicating risk;

1 safety communication through public/private collaboration;

1 psychological, emotional, and behavioural responses to public education, health
surveillance of populations, and early detection efforts;

1 psychological responses to community containment strategies such as quarantine,
movement restrictions, school/work/other closures;

9 sustaining the psychosocial resilience of the staff of healthcare services;

1 managing health service surge and continuity; and

1 responses to mass prophylaxis using vaccines and antiviral medication.

59. There has to be particular consideration for staff who may come into contact with
infected people. The SARS outbreak had significant psychosocial effects on
healthcare staff in Toronto and the effects on their families were substantial.*
Research on the staff of a Toronto hospital showed that:

the effects differed with respect to occupation and perception of risk;

almost two-thirds of surveyed staff reported increased levels of concern for
personal and family health;

9 four factors were associated with risk of concern for health of self and family:

0 perception of risk;

o living with children;

o effects on lifestyle; and

0 being treated differently because of a person's work in a hospital.

1
1

60. Around 30% of staff who were involved as participants in the research were
significantly distressed at the time. Factors associated with distress included:

1 part-time employment;
1 lifestyle impacts; and
T effects of precautionary measures on a per sc

61. The staff of one Toronto hospital showed that they were adversely affected by fear of
contagion and of infecting family, friends and colleagues™ Caring for health workers is
chall enging, and the wuncertainty has a psych
response required:

clear communication;

sensitivity to the psychosocial responses;
collaboration between disciplines;
authoritative leadership; and

provision of psychosocial support.

= =4 —a —a A

4 Nickell LA, Crighton EJ, Tracy CS, Al-Enazy H, Bolaji Y, Hanjrah S, Hussain A, Makhlouf S, Upshur REG. Psychosocial
effects of SARS on hospital staff: survey of a large tertiary care institution. Canadian Medical Association Journal 2004;
170(5):793-798.

* Maunder R, Hunter J, Vincent L, Bennett J, Peladeau N, Leszcz M, Sadavoy J, Verhaeghe LM, Steinberg R, Mazzulli T. The
immediate psychological and occupational impact of the 2003 SARS outbreak in a teaching hospital. Canadian Medical
Association Journal 2003; 168(10):1245-1251.
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A paper on the long-term psychological and occupational effects on hospital staff found
that healthcare workers experienced the SARS outbreak as stressful.'® In the interval
of 13 to 26 months afterwards, healthcare workers reported higher levels of burnout
and distress. T kagiance intadiverse sutcenzey was éx@ainediby a
protective effect of the perceived adequacy of training and support and by a
provocative effect of maladaptive coping style and other individual factorso .

It is important to note that, while the proportion of staff that was affected by distress
was substantial only one healthcare worker of the 139 studied in Toronto developed
PTSD in the one to two years that followed, although seven (5%) had new episodes of
mental disorder’. That frequency might have been not grossly dissimilar to the rate
that might have been predicted for staff who were unaffected by SARS though the very
low numbers, the circumstances and short duration of follow-up prevent any statistical
analysis or robust conclusions on this matter. However, the incidence was associated
with past psychiatric history and inversely related to years of healthcare experience
and perceived adequacy of training. It also has to be set against the life-time
prevalence of depressive or anxiety disorders or substance misuse in similar
communities that are unaffected by SARS.

Thus, despite the relatively high frequency of less severe anxieties and worries at the
time of the SARS outbreak, the incidence subsequently of new episodes of disorder
was similar to community incidence rates. This indicates that, despite symptoms of
distress, the resilience of hospital staff who continued to work in the hospitals in
Toronto was sustained. Nonetheless, training for future events should bolster health
care staf f 0sisparicularly impontantefor peapte who are more vulnerable
or less experienced.

RURAL HEALTH AND WELLBEING AND OUTBREAKS OF ANIMAL DISEASES

65.

66.

67.

However, poverty is more common in rural than urban areas and especially so in the
most remote areas. People who live on low incomes may be dispersed over large,
sparsely populated regions. Their poverty is often less visible as is lack of access to
services and poor transport and it has a major impact on the health of people and their
families. Other problems are social isolation, social stigma, gaining access to services
because of the unsocial hours worked, and economic difficulties.

Economies of scale mean that most services are located in urban areas. This creates
problems for access particularly in urgent and crisis situations. There are also
implications for the time, money and effort required to travel to services, particularly
when access to transport may be a problem. Access to information is difficult and
inadequate in rural areas both physically and in appropriate formats.

The stigma for people with mental health problems and disorders can be particularly
strong in rural communities. This is partly caused by the social structure in which the
service user movement is weak; many communities also have a deeply ingrained
culture of stoicism and self-reliance. The latter can have both negative and positive
effects. When combined with problems of access to services, stigma may result in
people receiving services late in the trajectory of their needs.®

' Maunder RG, Lancee WJ, Balderson KE, Bennett JP, Borgundvaag B, Evans S, Fernandes CMB, Goldbloom DS, Gupta M,
Hunter JJ, McGillis L, Nagle LM, Pain C, Peczeniuk SS, Raymond G, Read N, Rourke SB, Steinberg RJ, Stewart TE,
VanDeVelde-Coke S, Veldhorst GG, Wasylenki DA. Long-term psychological and occupational effects of providing hospital
healthcare during SARS outbreak. Emerging Infectious Diseases 2006; 12(12):1924-1932.

7 Lancee WJ, Maunder RG, Goldbloom DS. Prevalednce of psychiatric disorders among Toronto hospital workers one to two
}/ears after the SARS oputbreak. Psychiatric Services 2008; 59(1):91-5.

® http://www.mind.org.uk/About+Mind/Networks/ruralMinds/
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68. Set against this background, certain groups of people in rural communities are at high
risk of developing mental health problems and disorders, including farmers and farm
workers and their families. Two specific agricultural crises in the UK, caused by Bovine
Spongiform Encephalopathy (BSE) and foot and mouth disease, have had devastating
long-term effects on agricultural communities.

69. After the 2001 foot and mouth crisis in the UK:

1 the physical and emotional health of local people was significantly worse than that
of the main population and high levels of stress, anxiety and depression were
identified;

9 less than a quarter of people who were affected sought advice about their health
since the start of the outbreak despite many of them stating that their health had
been affected;

1 farmers were more likely to turn to their own communities and to veterinary
surgeons for support; and

1 few people said that they would welcome more support from health services with
many preferring to use anonymous support agencies, such as self-help materials or
computer-based treatments.*®

COMMUNITY RESILIENCE AND RESTORING COMMUNITIES

70. Protecting vulnerable people and communities against disaster is a critical component
of disaster preparedness and responses to major incidents. Particular populations, for
example, women, children and adolescents, older people, people who have pre-
existing health problems and less affluent people are at increased risk of
psychopathological morbidity following disasters.

71. Research into resilience has shown that two interacting factors are of great importance
in how people respond to and cope with disasters and major incidents. First, a key
strength is peoplebs ability to form relatiol
The second factor concerns the amount of psychosocial support families and
communities offer. People who are able to form attachments well and who are offered
support are less likely to develop post-traumatic mental disorders than people who
have difficulty in accepting support and/or who are not offered it. Therefore, it seems
likely that lack of social support, and concurrent life stress have greater effects on
whether or not people have an adverse psychosocial response to a disaster or major
incident than pre-existing factors such as demographics, pre-existing psychiatric illness
and family psychiatric history.

72. This means that effective community provision of psychosocial support is a critical
factor in mitigating the psychosocial consequences of disasters and major incidents.
However, it is also the case that, in most countries, this kind of intervention is not
necessarily offered on a needs-led or rational basis. People who are least affluent and
poor are affected most by disasters and they demand and receive less attention than
their more fortunate, and, in some cases, less needy peers.

73. Poverty and social disadvantage also have major effects on collective, community and
personal resilience. Most definitions of poverty include some description of economic
deprivation, that is, lack of income. Poverty is not only deprivation of economic or
material resources but a violation of human dignity too. This, in itself, does not take

% peck DF. Foot and mouth outbreak: lessons for mental health services. Advances in Psychiatric Treatment 2005; 11:270-
276.
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account of the variety of social, cultural and political aspects of deprivation and social
disadvantage that are often associated with poverty. Many research studies show that
disadvantage and poverty are overlapping but also distinct risk factors.

Reports from the UN indicate that at least half the world's population live in cities. For
the developing world, this means that many cities have large populations living away
from their families, and communities and other social networks, are crowded into poor
housing and located away from services of any kind. Often they live on inhospitable
terrain, including flood plains and sloping ground. Plainly, these indirect effects of
poverty also have impacts on social and community cohesion and the risks of
disasters.

Even if the number of disasters were to remain the same each year, and this is not the
case, the numbers of people who are living in poverty in cities is increasing by tens of
millions of people each year. Their proximity to coasts and rivers places them at
increased risk of the effects of pluvial, fluvial and coastal flooding. Some 500 million
people now live in the most active volcanic and seismic zones of the planet. Economic
growth everywhere means that there is more investment to be destroyed, and more
people are at risk of losing their livelihoods and suffering the psychosocial and mental
health consequences of disasters.

Summary box 1: The nature of disasters, major incidents
and psychosocial trauma

Key points: the nature of disasters, traumatic events, major incidents and
psychosocial trauma

This section provides summary ofthe nature of disasters, conflict, traumatic
events, major incidents and terrorismand the rationale on whth the guidance
and thestrategic steppedmodel of care are founded.

This guidance is aimed at mitigating the psychosocial effects of traume
events on people generally and on responders. Responders include pec
who are:

civilians;

military personnel;

first responders (members of the public and professional);
emergency and rescue services personnel;

humanitarian aid workers;

non-health and welfare employed persons; and,

staff of healthcareservices.

= = =] = = =] =
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PSYCHOSOCIAL RESPONSES TO DISASTERS, MAJOR INCIDENTS

AND SUSTAINED ADVERSITY

INTRODUCTION

76.

77.

78.

79.

80.

81.

On average, a disaster occurs somewhere in the world each day. Although some are
anticipated, it is very difficult to predict accurately when disasters may occur or what is
likely to be the nature of the next major incident. This imposes a challenge for services
and those people who determine policy. In particular, it imposes an obligation to have
rehearsed and tested plans available that are sufficiently flexible to be adapted to
circumstances that have not been anticipated. They must also be sufficiently clear to
enable rapid, prioritised and comprehensive actions to be taken.

The common characteristics of disasters and major events are their potential to affect
and disadvantage many persons and to create many stressors that include:

threat to life and physical integrity;

exposure to dying people and to corpses;

bereavement;

profound loss;

social, employment, school and community disruption; and
continuing hardship.

E N |

The most common experiences resulting from disaster are social and material loss and
bereavement. People may experience multiple losses. Failure to confirm death, locate
bodies and to ascertain the possibility of the survival of close family and friends may
delay grief for substantial periods of time.

The psychological and behavioural consequences of disasters result from interactions
of the:

9 direct impact of the disaster or major incident, for example, destruction and death;

1 consequences of the response, for example, economic loss, disruption, etc;

1 impact of subsequent preparedness or counter-terrorism strategies, for example,
behavioural and social ramifications of new security procedures; and

T peopleds personal and community <circu
and

1 health affects on people who are involved directly or indirectly or who carry the
burden of worry and care for survivors.

This means that people who are responsible for planning and responding to major
events must understand the various ways of meeting the psychosocial needs of people
who are affected by those events.

It is important for all authorities to consider the need to:

T work with each of the other legitimate authorities in the countries in which they are
involved; and

1 be aware of how responsibilities are allocated by the administrations with which
they work.

People react in various ways to traumatic events. Reactions are determined by various
factors including pre-trauma, peri-traumatic and post-traumatic factors. Most people of
all ages recover from their acute response, whatever the traumatic event. This process
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can take up to several months, depending on the nature of the trauma and the
response. A sizeable minority of people goes on to develop more significant problems
and disorders that have direct and indirect impacts on their lives. Thus, the ways in
which humans respond to powerful psychological trauma can be illustrated by a
spectrum with resistance and resilience, and growth at one end and identifiable and
sometimes severe and/or sustained psychopathology at the other.

82. This section of the guidance begins by reviewing some of the myths that are commonly
attached to psychosocial response to disasters and major incidents, summarises an
abstracted summary of how people generally react psychosocially before providing
more detail on the factors that influence the prospects of people developing more
severe responses and information that relates
these matters should inform the planning for and the systems and services that are set
up to respond to the psychosocial needs of populations of people that are affected by
disasters and major incidents.

THE CHALLENGE OF CATASTROPHIC EVENTS: PSYCHOSOCIAL MYTHS AND THE
REALITIES

83. There are many common myths about human behaviour and sensitivities before,
during and after disasters and major incidents; a summary is at Annex B. Planners as
well as practitioners should understand them if they are to make arrangements to train
first responders and all staff properly and to design appropriate psychosocial care for
survivors, people who are indirectly involved and, not least, for first responders and
staff of emergency and health agencies. This section identifies three common myths
and provides a substantial commentary on panic.

Immobilisation by Fear

84. A first myth is that people who are rendered victims are immobilised by fear and
helplessness and feel hopeless. While this may occur in some large-scale events that
destroy the infrastructure of large areas, it is far from the general case. Many people
directly involved are first to take action; they are the first responders.

Chaos within Responding Agencies

85. Another myth is that disasters create chaos within responding agencies. Often,
disasters and major incidents create unity and improve inter-agency cooperation rather
than disorganisation. It is also important to realise that there can be little easy division
between the needs of first responders, including professional and emergency staff, and
the needs of the survivors whom they are seeking to assist. Everyone in the dynamic is
at risk of psychosocial impact. This is the reason for this guidance referring to
survivors rather than victims.

Panic

86. The subject of how people behave after disasters and major incidents is considerable
importance for planning for disasters because it has implications for:

1 how societies and communities plan and prepare for disasters of all kinds including
the public education they provide and their approaches to developing collective
resilience;

1 how and what governments and the responsible agencies communicate with the
public at the times of major incidents;
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1 how agencies respond in the immediate, short and medium terms; and, particularly,
for

1 how the responsible agencies manage the scene in the immediate aftermath of
events.

However a pervasive myth concerns panic. Indeed, this is one of the most persistent
myths that appears resistant to researched evidence to the infrequency of its
occurrence to the extent that there are widely-held beliefs that panic after single-
incident major events is common. Panic is defined as a nacule fear reaction marked
by loss of self-control followed by non-rationalandnon-s oci al® f 1l i ght 6

Research and common experience shows that, contrary to belief, panic, as defined
here, occurs less frequently than many people suppose. If panic does occur it is most
likely when people:

T feel trapped and helpless;
1 think there is no effective leadership or management; and
1 believe that resources will be provided on a first come, first served basis.

This is likely to be a particularly pertinent factor in relation to CBRN incidents.

However, there is a volume of evidence from many events of differing natures which
show that that, while people are stunned in the immediate aftermath of a potentially
traumatic event, they often show remarkable altruism and behave in rational and
selfless ways, even to the extent of putting themselves at greater risk in order to care
for strangers. Recently, these findings have been described by research on people
who were directly involved in the bombings in London on 7 July 2005.*

An informative research review of panic in respect of terrorism and CBRN releases is
provided by Sheppard et al.** This guidance quotes from that because it covers a
number of matters that have important consequences for governments, planners and
responders.

Sheppard et al summarise the situation by saying that fGovernments and
commentators perceive the public to be prone to panic in response to terrorist attacks i
conventional or involving chemical, biological or radiological weapons. Evidence from
[our analysis of] five such incidents suggests that the public is not prone to panic,
although people can change their behaviours and attitudes to reduce the risk of
themselves being exposed to a terrorist incident. Sheppard et Byl
evaluating public reactions to terrorism or CBR releases in a limited number of case
studies, this paper ... [proposes] that panic remains rare in these scenarios. Instead,
we suggest that although the public may change their behaviours or attitudes, in ways
that might be viewed as irrational by public authorities, to reduce their risk of being
personally exposed or threatened by terrorism, these actions tend to have an internal
logic and as such are amenable to change. Assumptions of panic may therefore be
counterproductive.

The matter of amenability to change of public reactions to disasters and major incidents

has substanti al i mplications for societi
resilience priort o any emergency and the author.i

% Quarantelli EL. The disaster recovery process: what we know and do not know from research. Preliminary Paper 286.
Disaster Receovery Center; 1994.

2 Drury J, Cocking C; 2007. www.sussex.ac.uk/affiliates/panic/Disasters%20and%20emergency&20evacuations%20(2007).pdf
22 Sheppard B, Rubin GJ, Wardman JK, Wessely S. Terrorism and dispelling the myth of a panic prone public. Journal of
Public Health Policy 2006; 27:219-245.
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Furthermore, this aspect of the topic also emphasises the key importance of how and
in what ways the media are engaged in emergency preparedness and for strategies for
effective public communication prior to, during and after all kinds of disastrous events.

93. A second point illustrated by Sheppard et al relates to cultural dimensions that impinge
on how people respond to disasters. They say fWhile our discussion centres on
providing a wide-r angi ng perspective of the publicdés r
mind that social and cultural backgrounds between and within countries may influence
the behavioural responses to terrorism, and this should be factored to ensure effective
terrorism ri sk communication strategies. Rat her t
many different sectors within societies based on different demographic, social,
psychological, and medical characteristicso .

94. Inrespect of the protective actions that people and the public may take, Sheppard et al
saythati Behavi our al responses may be divided in
making unnecessary journeys, and acts of commission, such as taking prophylactic
medication despite the inherent risk of side effects. Evidence suggests that the public
are aware of these differences, and tend to adopt responses proportionate to the risk.
Drawing upon the literature in the social and natural sciences, our discussion
encompasses differing risk perceptions of terrorist threats and consequences of
attackso . Ther ef or eDuring am enyergéncyrevhcuatibna.t the fpresence of
heightened anxiety and distress among the evacuees combined with a fear of dying is
not sufficient to label them as panickinga

95. Sheppard et al state that fPanic in this sense demands four additional factors: a hope
of receiving apparently scarce or dwindling resources; a focus on achieving personal
safety instead of assisting others; a degree of contagiousness; and the adoption of
irrational behaviours.”®

96. The matter of whether or not, in an emergency, the public complies with what the
responsible authorities predict will occur, with what they would prefer to occur, or with
their plans or instructions often appears to frame the factors that bring influential
people, including planners, responders and journalists, to use the wor d &épani co
respect of apparently non-compliant behaviour of persons or groups of people. In this
regard, S h e p p &his d. irmationaladlementaisyparficularly important, but is
often misapplied. One set of behaviours might be construed as the best actions by
emergency planners, journalists, or public health officials in possession of all the
relevant information, with sufficient time to make an informed choice, and possibly also
the benefit of hindsight, but these behaviours will not necessarily appear to be the best
actions to someone denied these resources and having to make rapid decisions under
intense stress. Incorrect decision-making due to incomplete information or insufficient
resources is not the same as irrational decision-making and as such is not sufficient to
categorise someone as panickingo?

97. Much of the research into how people behave after disasters has focused on studying
particular people. Recently, very promising lines of enquiry have been developing that
consider the social psychology of disasters. That research has thrown further light on
how groups of people behave together as disasters unfold and afterwards. These
enquiries also challenge assumptions made about panic showing that, for example,
people trapped together during the bombings in London on 7 July 2005 formed bonds
rapidly with strangers and that they were more likely to display altruistic behaviours

2 Keating JP. The myth of panic. Fire Journal. 1982:57-147.
# Keating JP. The myth of panic. Fire Journal. 1982:57-147.
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rather than panic in either the technical sense that has been adopted here or in the
more colloquial ways in which that term is often, inaccurately, used.?

In summary, the presence or absence of panic may be a critical matter that affects
morbidity and mortality in the immediate period following an emergency. However,
myths about this important matter may also raise the risks because they may be
included within the assumptions on which major incident plans are developed and put
into action. Therefore, accurate information about topics of this nature is vital as is
more research into how fear and anxiety interact with behavioural responses to amplify
or attenuate p e 0 p peecépsions. A closely related matter is the work that is required

to develop plans that enabl e t he authorities to modify

accurate and authoritative risk communication strategies. Research is in progress in
this domain, but it is too early to report on it in the edition.

The Realities of How People Respond to Disasters and Major Incidents

99.

100.

101.

There are several conclusions that stand out from the literature.

i People and communities show remarkable psychosocial resilience. Up to
approximately 75% of people recover psychosocially without requiring expert
intervention given the care, assistance and good relationships with their families
and friends and the support of their communities. However, this proportion
changes with the nature of the disaster or major incident.

1 Resilience allows for optimism but it must not allow complacency. The potential for
immediate and short- to medium-term distress is great and a high percentage -
around 25% - of people who are involved experience long-term health complaints
after their exposure to traumatic events. The risks are substantial for a sizeable
minority of people to develop a mental disorder or other psychological morbidity
and dysfunction in the medium- or long-terms. The range of services required by
people who suffer these problems are disproportionately high.

On the other hand, the psychosocial impact of disasters and major incidents also
produces ripple effects and psychosocial responses are usually required on a wider
scale than may be predicted initially. Major incidents, disasters and terrorism may
occur in one location but they often have far wider effects on people and communities.
Commuters may be involved in travel-related incidents as are tourists and visitors.
Survivors and responders have relatives, work colleagues and other highly concerned
people who are not directly involved. Additionally, planners should be aware of the
convergence of staff of aid and relief agencies, offers of assistance and advice and
materials in the aftermath of major incidents. Not least, there needs to be active and
positive engagement with the media.

Thus, even local events may have national and international effects. A good example
of a technological disaster that had short-, medium- and long-term consequences is the
explosion at Chernobyl. Well after the immediate, regional impact that event resulted
in transmission of radiation over a huge area of the world which brought medium- and
long-term effects on an international scale that have had their psychosocial
components.

% Drury J, Cocking C; 2007. www.sussex.ac.uk/affiliates/panic/Disasters%20and%20emergency&20evacuations%20(2007). pdf
and http://www.london.gov.uk/assembly/resilience/2006/7 7reviewnov22/04u-univ-sussex.pdf
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