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Foreword

The last decade has been marked by major disasters around the globe. Regardless of 
their origin, these events have deeply impacted the population living in the affected 
areas. The loss of life, serious injuries, destroyed homes and other property, displace-

ment, and family separation creates serious disruptions and repercussions in people’s lives, 
and can affect their mental health and psychosocial well being. With time, most of those af-
fected will manage to recover on their own, depending on the circumstances. Some, however, 
will need more attention, care, and treatment. 

This book offers the basic knowledge required for health and mental health workers in 
the area of mental health and psychosocial support for populations affected by disasters.

There is a close relationship between mental health and physical health, especially in an 
emergency context. In addition to saving lives and treating physical injuries, it becomes very 
important to have a good understanding of the mental health reactions of populations to col-
lective trauma. Providing clear information, helping to trace relatives, and listening carefully 
to expressed needs are actions that, when offered in a timely and appropriate way, will ensure 
that most of the affected population will react without developing mental disorders. Every 
country in our Region should have skilled professionals to provide this psychological first aid 
as well as specialized treatment for those in need.

The importance of having an adequate mental health system prior to an emergency 
situation becomes a national priority for disaster reduction. A decentralized mental health 
system is the best option for providing the immediate and appropriate response to the needs 
of the affected population. The capacity of countries and local authorities to mobilize exist-
ing resources efficiently and effectively and to organize an adequate mental health response 
will depend on the strength of their community-based mental health systems, the depth of 
the integration of mental health into their primary health care, and the existence of adequate 
policies, plans, and legislation. 

Another important aspect to consider is that the emergency or the disaster can be seen 
as an opportunity to mobilize interest and resources that will contribute to develop and/or 
strengthen the mental health system of the affected country. 

The Caribbean is a region prone to natural disasters, particularly hurricanes, floods, 
earthquakes, and volcanic eruptions. Over the years, national authorities in its countries and 
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territories have increasingly taken measures to lessen the severity of those disasters, with an 
emphasis on mitigating the physical and structural impact. While this is commendable, simi-
lar efforts should focus on becoming better prepared in the mental health and psychosocial 
field to respond to emergencies and disasters. 

I would be remiss if I did not emphasize a unique aspect of this book: it has been primar-
ily written by professionals from the Caribbean who, year after year, have provided support 
to those affected by disasters in their own country or in neighboring countries, and therefore 
can appreciate what has worked as well as the shortcomings in disaster response. The valuable 
collaboration of PAHO/WHO Collaborating Centers, who have contributed to the improve-
ment of mental health systems in many Caribbean nations, were also central to the develop-
ment of this book. Our gratitude for their input goes out to all of them. 

The book has been prepared taking into consideration the needs of the Caribbean popu-
lation and its professionals. It can be useful for health sector institutions as well as for those 
actors from the social sector or civil society who provide psychosocial support to communi-
ties affected by traumatic events. It is our hope that this publication will serve as a practical 
tool and as a contribution to basic training materials.

Mirta Roses Periago 
Director 
Pan American Health Organization
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Chapter 1

Introduction
Dévora Kestel1 

Mônica Zaccarelli Davoli 2

Lost lives, injury, displacement, and damage to property resulting from disasters present 
major challenges for individuals and society at large. These events disrupt and place 
additional burdens on public and private institutions that provide services. The ability 

of individuals to cope in the aftermath of a disaster depends largely on their resources and ca-
pacities. Problems that an individual faced prior to a disaster, whether psychological or social 
in nature, can be exacerbated by the chaos following an event.

This chapter addresses the nature of psychological or social problems in the aftermath of 
disasters and gives an overview of support mechanisms for dealing with these challenges.

Impact of disasters on the health sector

Disasters resulting from natural and manmade hazards have a twofold impact on health 
systems: directly, through damage to the infrastructure and health facilities and the con-
sequent interruption of services at a time when they are most needed, and indirectly, by 
potentially causing an unexpected number of casualties, injuries, and illnesses in affected 
communities (1).

Caribbean countries are at risk for multiple natural hazards, including seismic activ-
ity, hurricanes, and floods, as well as human-caused hazards. The Soufriere Hills volcano in 
Montserrat is the most active in the region. In 1995, it caused widespread damage, destroy-
ing the capital city of Plymouth. The January 2010 earthquake in Haiti was devastating in 
terms of the number of lives lost, serious injuries, and devastation to housing and infrastruc-
ture. In the health sector alone, more than 50 hospitals and health centers collapsed or were 
left unusable (2).

Hurricanes represent the single most important and recurrent hazard in the region. The 
direct impact of hurricanes can impede development dramatically. Economic losses from 
Hurricane Ivan (2004) in Grenada, for example, accounted for more than twice that nation’s 
GDP. The health sector in Saint Lucia was impacted to the tune of EC$8.3 million by Hur-
ricane Tomas in 2010. A number of hospitals were damaged, particularly Dennery Hospital, 

1. Mental Health Regional Advisor, Pan American Health Organization.
2. Disaster Reduction Advisor, Pan American Health Organization.
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which accounted for half of the cost of the impact to the health sector when it had to be 
relocated (3). 

Given the proximity of the countries and territories in the Caribbean, it is likely that 
more than one will be affected by the same hurricane. Due to the small size of the islands, it 
is equally very possible that an entire country will be affected by any one disaster.

In September 1998, the ten-day journey of Hurricane Georges through the Caribbean 
left widespread destruction throughout many of the islands. One of the worst affected coun-
tries was Saint Kitts and Nevis. The National Disaster Office estimated that 80%–85% of the 
houses on Saint Kitts were partially or completely destroyed. The Joseph N. France General 
Hospital in Saint Kitts, a 174-bed facility, and the only hospital on the island serving a popu-
lation of 33,000, lost 90% of its services.

 Mental health and psychosocial support in disasters

In their Guidelines on Mental Health and Psychosocial Support in Emergency Settings (4), 
the U.N. Inter-Agency Standing Committee (IASC) defines mental health as follows: “The 
composite term mental health and psychosocial support … describe[s] any type of local or 
outside support that aims to protect or promote psychosocial well-being and/or prevent or 
treat mental disorder.” The two terms—mental health and psychosocial support—are highly 
interconnected, with one or the other having a predominant role during different phases of a 
disaster. 

Significant problems of a predominantly social nature include (5, pg. 2):

 “Pre-existing (pre-emergency) social problems (e.g., extreme poverty, belonging to a 
group that is discriminated against or marginalized, and political oppression);

 “Emergency-induced social problems (e.g., family separation, disruption of social 
networks, destruction of community structures, resources and trust, increased gender-
based violence) or a lack of food and water and shelter;

 “Humanitarian aid-induced social problems (e.g., undermining of community struc-
tures or traditional support mechanisms)”.

Similarly, problems of a predominantly psychological nature include:

 “Pre-existing problems (e.g., severe mental disorder; alcohol abuse);

 “Emergency-induced problems (e.g., grief, non-pathological distress, depression, and 
anxiety disorders, including post-traumatic stress disorder [PTSD]);

 “Humanitarian aid-related problems (e.g., anxiety due to lack of information about 
food distribution).”

Thus, mental health and psychosocial problems in emergencies encompass far more 
than the experience of PTSD or disaster-induced depression. A selective focus on these two 
problems is inappropriate because it overlooks many other mental health and psychosocial 
problems in emergencies and ignores people’s traditional resources and support systems.
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It is important to note that not all of the population affected by a disaster will encounter 
psychological problems. In general terms, a study carried out by WHO (6) shows that in 
emergency situations, there is an increase, on average, of 1% of people with severe mental 
disorders (e.g., psychosis and severely disabling presentations of mood and anxiety disorders) 
above an estimated baseline of 2%–3%. Additionally, there is an increase of 5%–10% of 
people with mild or moderate mental disorders (including mood and anxiety disorders, such 
as post-traumatic stress disorder) above an estimated baseline of 10%. Most of the persons 
in this second category will recover naturally, over time. Although these figures are estimates 
based on available studies, they do offer an idea of what might be expected in a population 
affected by a disaster.

Coordination of mental health services and psychosocial  
support

In normal circumstances, providing mental health services and psychosocial support 
implies working with the health sector as well as other sectors: social, education, justice, and 
civil society, among others. These sectors play an important role in the direct provision of 
services, as well as in the development of mental knowledge and tools.

In large-scale emergencies, health sector agencies directly involved in mental health and 
psychosocial support are limited and in many countries, most of the psychosocial support 
activities may be conducted by agencies outside the health sector. Therefore, coordination 
among all the actors/agencies involved becomes a priority. This is particularly relevant in ma-
jor natural disasters or complex emergencies, where the number of national and international 
organizations may be very high. 

As part of the Humanitarian Reform of the United Nations, in 2005 the Inter-Agency 
Standing Committee developed a new approach – the cluster approach – as a way of orga-
nizing coordination and cooperation among humanitarian actors into sectors. The cluster 
mechanism was adopted to improve the efficiency and effectiveness of humanitarian response 
in crisis; to increase predictability and accountability in all main sectors of the international 
humanitarian response; to ensure that gaps in response do not go unaddressed (7). As stated 
in the IASC guidelines, while a spe-
cific cluster is not assigned to mental 
health and psychosocial support, the 
following clusters may be relevant to 
work in this area: Camp Coordination 
and Camp Management; Early Recov-
ery; Education; Emergency Shelter; 
Health; Nutrition; Protection; and 
Water, Hygiene and Sanitation. 

Box 1.1 presents a summary of 
the recommendations for coordina-
tion of mental health and psychoso-
cial support (MHPSS).



Mental Health and Psychosocial Support in Disaster Situations in the Caribbean

Core Knowledge for Emergency Preparedness and Response

4

In large-scale or complex emergencies when the inter-cluster coordination mechanism 
is activated, the model shown in Figure 1.1 is suggested. According to this model, MHPSS 
should have focal points in each cluster involved that provides MHPSS to report and provide 
feedback to and from specialized sectors and MHPSS.

Box 1.1 
IASC Guidelines for coordination of MHPSS activities in major disasters (3,.pg ..10)

“MHPSS.involves.activities.that.need.to.be.discussed.and.integrated.within.relevant.cluster/sector.work.
plans,.as.they.are.core.components.of.core.clusters/sectors.(e .g ..Health,.Protection.and.Education) ..Ac-
countability.for.MHPSS.activities.lies.within.the.relevant.Clusters ..It.is.important.to.include.MHPSS.projects.
in.relevant.chapters.(Health,.Protection.and.Education).of.Flash.or.CAP.Appeal.documents ..Such.docu-
ments.should.not.have.a.separate.MHPSS.chapter ..MHPSS.should.not.be.established.as.a.separate.Cluster .

“The.IASC.Guidelines.recommend.establishing.a.single,.intersectoral.MHPSS.coordination.group,.with.
terms.of.references,.and.in.which.many.MHPSS.actors.are.present ..Key.inter-cluster.operational.issues.
should.be.addressed.by.the.Inter-Cluster.Coordination.Group,.where.it.exists ..When.few.MHPSS.actors.are.
present,.an.intersectoral.MHPSS.coordination.group.may.not.be.appropriate ..In.that.case,.it.is.important.to.
organize.regular.meetings.among.MHPSS.actors.from.different.sectors.or.to.establish.a.system.of.MHPSS.
focal.points.from.within.the.various.relevant.clusters/sectors,.who.meet.regularly .

“The.MHPSS.coordination.group.should.work.with.all.relevant.clusters/sectors.to.ensure.that.their.activi-
ties.are.conducted.in.a.way.that.promotes.mental.health.and.psychosocial.well.being .”

Figure 1.1. Model for coordinating MHPSS in large-scale disasters 

Source:.Adapted.with.permission.from.IASC.Reference.Group.for.Mental.Health.and.Psychosocial.Support.in.Emergency.
Settings ..Mental.Health.and.Psychosocial.Support.in.Humanitarian.Emergencies:.What.Should.Humanitarian.Health.Actors.
Know?.Geneva,.IASC,.2010.(5) .
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Most disasters in the Caribbean are not considered complex emergencies. However, 
although fewer actors may be involved, the need for coordination is extremely important. In 
most countries the ministry of health leads the mental health and psychosocial coordination 
efforts, involving actors from other ministries (social, education, local government) as well as 
non-governmental agencies (see Figure 1.2).

Disasters are an opportunity to develop or strengthen mental 
health systems

Disasters often present windows of opportunity, and in these situations, the attention 
and support that a country receives can help to develop and/or strengthen existing mental 
health systems. In order to improve the effectiveness and sustainability of activities, it is 
important to have a medium- to long-term vision when planning and implementing inter-
ventions. 

The IASC Guidelines for Mental Health and Psychosocial Support in Emergency Settings (5, 
pp. 22-29) offer a detailed list of initiatives that should take place as part of the post-emer-
gency recovery process. The following initiatives are recommended for the health sector: 

 Initiate updating of national mental health policy and legislation, as appropriate. 

 Make mental health care available to a broad range of emergency-related and pre-
existing mental disorders through general health care and community-based mental 
health services.

 Work to ensure the sustainability of any newly established mental health services. 

 For people in psychiatric institutions, facilitate community-based care and appropri-
ate alternative living arrangements” (5, pg. 17).

Figure 1.2. Model for coordinating MHPSS in smaller scale disasters
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Examples exist in which the initiatives aimed at consolidating or strengthening a men-
tal health system, were an outgrowth of activities initiated in the response toa disaster. As 
described in IASC Guidelines for Humanitarian Actors: “Reports from Albania, China, In-
donesia, Jordan, Iraq, Kosovo, Macedonia, the occupied Palestinian territory, Peru, Sri Lanka 
and Timor-Leste show how an emergency can lead to the long-term development of sustain-
able mental health care.” The aftermath of the earthquake in Haiti, and the cholera outbreak 
later in 2010, also demonstrate how the post-disaster period can be right time to plan for 
change in existing systems. As pointed out by Z. Abaakouk (see Box 1.2), shortly after the 
earthquake, “the Ministry of Health and key stakeholders discussed the future model of men-
tal health for Haiti. The intention was to use the expertise and funds present in the aftermath 
of the disaster to build a sustainable mental health system that will remain once international 
actors leave the country.”

Key interventions that can help to establish or strengthen a sustainable mental health 
system should be taken into account, starting in the immediate post-disaster phase:

 Development or updating of the mental health policy and plan to ensure a long-term 
vision of strengthening the mental health system in the country. While a post-emer-
gency response to mental health and psychosocial needs is being offered, representa-
tives from international organizations that intend to provide support to the country 
for longer periods of time should meet with officials from the ministry of health and 
a group of national stakeholders for the elaboration or revision of the policy and plan 
that considers a human rights perspective. 

 Development of community-based mental health services to include psychiatric units 
in general hospitals and designating health facilities to be used for community-based 
mental health day services that would be built or renovated as part of the reconstruc-
tion process. It is important to avoid the concentration of efforts and resources (fi-
nancial and human) for a country’s mental health system in tertiary level institutions 
(psychiatric hospitals being the most common).

 Training community-based mental health professionals is particularly relevant in 
cases where the only or the most significant service has been a psychiatric institution. 
Professionals that provide mental health and psychosocial support will need updated 
training and development of skills to facilitate their work in community settings.

 Ensure inclusion of a mental health component in training programs for primary 
health care practitioners as part of large training programs being implemented. 

Caribbean mental health systems 

Between 2006 and 2009, 16 Caribbean countries and territories implemented the World 
Health Organization Assessment Instrument for Mental Health Systems (WHO-AIMS). For 
the first time, this comprehensive assessment offered the possibility to gather detailed infor-
mation about how each country or territory is organized, which resources are involved, and 
what are the strengths and weaknesses of their respective mental health systems. 
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Each country or territory has produced a report presenting results from the assessment. 
These reports, which are available for consultation (8), offer a unique resource that humani-
tarian actors could use at the time of an emergency to gain knowledge on existing facilities 
and resources, their distribution, and modalities of functioning. A report reviewing the situ-
ation of the 16 Caribbean countries and territories (9) is available as well for consultation. 
MHPSS disaster managers are encouraged to have a copy of this report readily available in 
their ‘kit’ of disaster preparedness material.

To briefly summarize these findings, it can be said that Caribbean countries and ter-
ritories are undergoing continual change, moving from a centralized system—in general led 
by a psychiatric hospital—to a decentralized system, which offers community-based mental 
health service. In many cases, mental health is being integrated into primary health care and 
psychiatric nurses are playing a significant role in providing services. 

However, despite the advances, the decentralization process must continue, particularly 
considering the limited number of mental health human resources that are available in most 
countries. Updating mental health policies, plans, and legislation is crucial for the develop-
ment of a sustainable system. 
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Box 1.2 
Brief summary of mental health in Haiti in 2010: a public health need, an added value within the 
health sector, and a cornerstone for reconstruction

Zohra Abaakouk, PAHO/WHO Mental Health Advisor, Haiti

Haiti’s.existing.institutional.model.of.mental.health.care.is.poorly.developed ..There.are.no.regulations.
and/or.legislation.related.to.mental.health.issues,.nor.does.the.country.have.a.national.mental.health.
policy.and.plan .

•. Public.mental.health.services.are.restricted.to.the.tertiary.care.level,.centralized.and.concentrated.in.
two.main.facilities

•. Mental.health.services.have.not.been.integrated.into.the.public.health.system ..Instead,.all.ambula-
tory.mental.health.services.as.well.as.community-based.services.rely.on.national.and.international.
nongovernmental.organizations.(NGOs) .

•. Within.the.public.system,.the.resources.(human.and.material).are.very.limited ..According.to.the.Min-
istry.of.Health,.the.budget.allocated.to.mental.health.services.amounts.to.1%.of.the.public.health.
sector.budget ..

Mental health and psychosocial interventions: the situation in 2010

Following.the.2010.earthquake.in.Haiti,.mental.health.needs.were.overwhelming.and.the.Ministry.
of.Health.was.not.able.to.respond.to.this.important.demand ..Immediately.after.the.earthquake,.the.
Cross-Cluster.Working.Group.on.Mental.Health.and.Psychosocial.Support.(MHPSS).was.created,.as.it.was.
estimated.that.at.one.point.more.than.110.different.organizations.were.providing.mental.health.and/or.
psychosocial.services,.or.conducting.training.to.health.and.mental.health.professionals.(5) .

MHPPS activities during response to the cholera outbreak.

The.mental.health.component.of.the.cholera.outbreak.was.not.taken.into.consideration.by.national.
authorities.and.major.NGOs,.underestimating.the.importance.of.a.comprehensive.public.health.approach ..
Due.to.lack.of.information.and.knowledge.about.cholera,.the.first.reaction.of.the.population.was.based.
on.fear.and.hostility.(see.Box.3 .2.on.“Experiencing.fear.during.an.infectious.disease.outbreak”.in.Chapter.
3) ..Interventions.by.the.Ministry.of.Health.played.a.crucial.role.in.building.a.bridge.between.health.units.
and.communities,.managing.fear,.and.fighting.stigmatization.of.patients,.their.relatives,.communities,.
and.health.workers ..Through.psychosocial.group.activities.it.has.been.possible.to.gain.better.clarity.about.
common.Haitian.representations.and.perceptions.related.to.cholera.(6,.7,.and.8) ..

Mental health issues as part of the Haitian reconstruction process

One.of.the.first.priorities.of.this.cooperation.was.to.conduct.an.assessment.of.the.existing.mental.health.
system.through.the.World.Health.Organization.Assessment.Instrument.for.Mental.Health.Systems.(WHO-
AIMS).(9) ..Another.priority.has.been.to.strengthen.existing.mental.health.care.services,.an.area.widely.
excluded.from.the.social.perspective ..A.big.effort.is.being.made.to.support.the.psychiatric.hospitals.where.
living.conditions.remain.poor,.there.is.a.shortage.of.human.resources.and.key.supplies,.and.basic.psycho-
social.needs.as.well.as.training.needs.are.still.unaddressed ..

A.draft.national.mental.health.policy.has.been.produced.to.decentralize.resources,.incorporate.mental.
health.services.into.primary.health.care.and.general.hospitals,.and.train.primary.health.care.workers.on.
mental.health.issues ..

Click.here.or.go.to.http://tinyurl .com/89ud2nd.to.read.the.full.article.of.the.mental.health.system.in.
Haiti,.prior.to.and.in.the.aftermath.of.the.earthquake,.which.includes.links.to.important.references .

Following is a brief summary of the mental health system in Haiti, in the context of the 
catastrophic earthquake of January 2010. The complete text can be accessed through the link 
at the end of the box. 
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Chapter 2

Disaster Management Structures  
in the Caribbean

Mônica Zaccarelli Davoli3

Introduction

This chapter provides a brief overview of the structures and mechanisms in place for 
disaster management, risk reduction and response in the Caribbean. 

There is no one-size-fits-all approach to disaster management among Caribbean coun-
tries, and indeed, the same is true for regional and international agencies and mechanisms. 
Often a disaster-affected country will become highly sensitized to the need to improve its 
management capacity. However, maintaining this momentum over long periods of time 
remains a challenge. The number of actors participating in response operations has also 
changed considerably over the last decades, presenting a further challenge, and civil society 
groups have significantly increased their presence in these operations. This text will focus on 
the main structures linked to the nation states in the Caribbean.

This chapter begins by presenting an overview of national disaster response structures 
in Caribbean countries and territories, followed by regional/Caribbean organizations, and 
ending with the international mechanisms. It is important to recognize that the first response 
is always at the local/national level and that any response must support, rather than compete 
with the national response.

National disaster response structures

In general, Caribbean countries have similar structures. That is, the Head of Govern-
ment has ultimate responsibility for disaster management. To support this mandate, he/she 
relies on both operational and policy structures.

The operational structures are the national disaster management offices. In Saint Kitts 
and Nevis, for example, this office is called the National Emergency Management Agency 
(NEMA); in the British Virgin Islands, it is the Department of Disaster Management 
(DDM); in Jamaica, the Office of Disaster Preparedness and Emergency Management, 
(ODPEM), etc. Although the structures are similar among the countries, the size and scope 
of national offices vary widely.

3. Disaster Reduction Advisor, Pan American Health Organization.
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The functions of the disaster management offices include, but are not limited to:

 Implementing government policy and programs aimed at lessening the impact of 
disasters;

 Providing training in disaster management;

 Issuing early warning of hazards to institutions and the general population;

 Calling for activation and/or deactivation of the National Emergency Response Plan;

 Leading disaster response efforts and coordinating with other sectors and with re-
gional and international structures.

The mechanisms that set policy are the National Disaster Committee or Council, typi-
cally a multi-agency, multi-sectoral body, which includes the private sector and non-govern-
mental and voluntary organizations. Using the National Disaster Committee of Barbados as 
an example, some of its members are: the Director of Emergency Services, Director of Statis-
tical Services, Commission of Police, Chief Medical Officer, Chief Welfare Officer, Airport 
Manager, Barbados Red Cross, and others. 

Although the responsibilities of the National Disaster Committees vary from country to 
country, they serve primarily as a forum for identification of hazards and definition of policy 
strategies to prevent and mitigate damages and to make preparedness, response, and rehabili-
tation determinations.

The health disaster coordinator or the representative of the health sector in the National 
Disaster Committee is the bridge between the national body and a health sector sub-com-
mittee. This health-specific forum is where health sector coordination takes place. Often the 
main players include health services or hospitals and primary health care facilities, epidemiol-
ogy departments or units, environmental health officers, and others. Four of the functions of 
a health sub-committee are essential for an efficient disaster response. They are to: 

 Develop a health sector disaster preparedness and response plan;

 Train health sector personnel about the plan;

 Develop simulation exercises that constantly rehearse and test the plan;

 Estimate and attend to the health needs in disaster response situations.

In the health sector, in addition to the national health disaster preparedness and response 
plans, there are specific contingency plans for different threats or areas, e.g., SARS response 
plan, pandemic influenza response plan, health services response plan, etc. It is in this context 
where mental health and psychosocial concerns and potential needs must be addressed. 

Disaster response structures at the regional level in the Caribbean

External assistance is needed in cases in which the event overwhelms the national capac-
ity such as the floods in Guyana (2005) and Suriname (2006) or occasions where the event 
has international proportions (for example, Hurricane Ivan in Grenada in 2004 and the Haiti 
earthquake in 2010, which affected the entire country).
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In 1991, Caribbean countries jointly created the Caribbean Disaster and Emergency 
Response Agency (CDERA) through an Agreement of the Conference of Heads of Govern-
ment of CARICOM as a regional agency for disaster response, CDERA’s mandate evolved to 
other aspects of disaster management. To reflect this change, it was renamed the Caribbean 
Disaster Emergency Management Agency (CDEMA) (1) in 2010. Presently there are 18 
Participating States within CDEMA’s membership (1).

CDEMA uses the following guidelines to implement its response mandate:

 Carry out immediate and coordinated response to disasters in Participating States;

 Mobilize and coordinate disaster relief from governmental and nongovernmental 
organizations for the affected Participating States;

 Promote the establishment, enhancement, and maintenance of disaster response capa-
bilities among Participating States.

The CDEMA Coordinating Unit executes the Regional Response Mechanism (RRM) 
(note that “regional” here refers to Caribbean and more precisely CDEMA Member Coun-
tries) on behalf of the CDEMA Participating States. The RRM is an arrangement for the 
coordination of disaster response among CDEMA Participating States, regional and interna-
tional agencies. The RRM is:

 A number of plans, procedures and guidelines;

 A group of response units, agencies and organizations;

 A collection of agreements, memoranda of understanding and protocols.

The Regional Response Mechanism is composed of a regional coordination plan, re-
gional warehouses, memoranda of understanding, standard operating procedures, and other 
elements mentioned in Figure 2.1.

One of the key components of the RRM is the Caribbean Disaster Relief Unit (CDRU), 
a facility created to manage the use and secure the participation of regional forces in humani-
tarian situation. The Regional Security System/Central Liaison Office in Barbados man-
ages the CDRU on behalf of CDEMA, as it is staffed by military and police personnel. The 
CDRU is available to any CDEMA Participating State to support response and relief opera-
tions following a disaster impact. The main tasks of the CDRU include management of relief 
supplies, emergency telecommunications support, and identifying appropriate personnel for 
repairing critical lifeline facilities. CDRU organizes training sessions (2) to support these 
activities.

Another key component is the Rapid Needs Assessment Team (3). Commonly referred 
to as RNAT, this team, comprised of experts in different aspects of disaster response, is de-
ployed within the first two to three days after the impact of the hazard and is responsible for 
the initial damage report and assessment of humanitarian needs. PAHO/WHO participates 
in the team by providing an expert in the health sector.

A coordination mechanism is in place to facilitate coordination within the Eastern Ca-
ribbean countries and territories. The Eastern Caribbean Donor Group (ECDG) combines 
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international and regional (Caribbean) institutions. The group is convened and chaired by 
the Resident Coordinator of the United Nations in Barbados with participation of CDEMA, 
the Regional Security System, different United Nations agencies involved in disaster re-
sponse, embassy representatives and/or bilateral cooperation agencies (for example, United 
Kingdom Department for International Development [DFID], Canadian International De-
velopment Agency [CIDA], U.S. Agency for International Development [USAID], interna-
tional development banks such as the Inter-American Development Bank and the Caribbean 
Development Bank). A similar mechanism is in place for the Western Caribbean functioning 
from Jamaica.

The Regional Response Mechanism is activated in full or specific components, according 
to the magnitude of the event. A request from the affected country is usually the requirement 
for its activation.

Specifically in support to the health sector of disaster-affected countries, the Pan Ameri-
can Health Organization (4), the World Health Organization’s office for the Americas, has 
maintained an Emergency Preparedness and Disaster Relief program for over three decades. 
PAHO/WHO works with countries to:

 Mobilize the Regional Health Disaster Response Team; 

 Strengthen the channeling of health information for analysis and decision making, 
providing a coordination platform for humanitarian response actors, promoting com-
munication, and generating up-to-the-minute reports;

Figure 2.1 Components of the Regional Response Mechanism
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 Lead the UN Health Cluster at the country level; 

 Maintain health standards and ensure access to health services in complex emergen-
cies;

 Coordinate international assistance and ensure that humanitarian supplies and dona-
tions are managed transparently and effectively.

PAHO/WHO´s Regional Disaster Response (RRT) Team (5) comprises public health 
experts in health services, epidemiology, water and sanitation, mental health, information 
and communication, and other areas. Team members represent PAHO/WHO, ministries 
of health, and academic institutions. At the request of the ministry of health, the Team is 
available to provide support in authoritative diagnosis of health needs for external assistance, 
provide technical advice on post-disaster health issues, establish an emergency operations 
center, and work with national authorities to coordinate the overall health response. The 
mobilization is triggered by a request from ministries of health to PAHO/WHO. More infor-
mation about the RRT Team, its deployment and tools can be found in the Field Manual on 
PAHO’s website.

Mental health is one of the areas in which countries request support in a post-disaster 
setting. In response to that request, mental health professionals participate with the RRT 
team on specific tasks: assessing the impact of the disaster and population needs from the 
mental health and psychosocial perspective, and providing advice and working with national 
counterparts in developing the most appropriate interventions.

International disaster response structures 

By “international structures” we mean the mechanisms countries have put into place un-
der the scope of the United Nations to support nations that have been impacted by disasters. 
As mentioned in Chapter 1, the most recent 
humanitarian reform (6) aims to enhance 
humanitarian response capacity, predict-
ability, accountability, and partnership. It is 
an effort by the international humanitarian 
community to reach more beneficiaries, 
with more comprehensive, needs-based 
relief and protection, in a more effective and 
timely manner.

The U.N. Cluster Mechanism has 
changed the way in which humanitarian 
assistance is coordinated and delivered. 
Assistance is now organized around nine 
clusters. Each Cluster is led or co-led by 
a UN agency, according to its respective 
areas of expertise and is responsible for all 
post-disaster activities related to the topic, 
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regardless of who is implementing – whether the government, an NGO or a UN agency. The 
Clusters encompass the following issues (7):

AREA OF RESPONSIBILITY LEAD AGENCY (IES)

Agriculture Food.and.Agriculture.Organization.(FAO)

Camp.Coordination/Management UN.Refugee.Agency.(UNHCR)

Early.Recovery UN.Development.Program.(UNDP)

Education UNICEF,.Save.the.Children

Emergency.Shelter IOM,.UNHCR

Emergency.Telecommunications Office.for.the.Coordination.of.Humanitarian.Affairs.
(OCHA),.World.Food.Program.WFP)

Health World.Health.Organization.(in.the.Americas,.Pan.
American.Health.Organization)

Logistics WFP

Nutrition UNICEF

Protection UNHCR

Water,.Sanitation,.Hygiene UNICEF

As cluster leads, agencies work with relevant humanitarian actors that have expertise 
and capacity in a specific area. In a country facing an emergency situation or a disaster, the 
clusters provide support to the Humanitarian Coordinator. They do not necessarily carry out 
all of the activities themselves, but are responsible for ensuring that they are implemented. 
In this sense, if all else fails, the lead agency must step in to do the job itself. The concept of 
‘provider of last resort’ is the bottom line in accountability. However, the financial implica-
tions of this responsibility for cluster lead agencies require further examination and clarifica-
tion. Read more about the concept of provider of last resort and how the Cluster approach is 
used to strengthen humanitarian response (8).

The Global Health Cluster, under the leadership of the World Health Organization, is 
made up of more than 30 international humanitarian health organizations that have been 
working together to build partnerships and mutual understanding and to develop common 
approaches to humanitarian health action. The Global Health Cluster is charged with the 
following: 

 Producing widely endorsed products and services that will streamline emergency 
response and increase its predictability;

 Achieving greater coherence in health action among the many and varied stakeholders 
by building partnership and common understanding;

 Well managed health information, integrated into an overall information manage-
ment system that will serve all stakeholders to ensure an evidence-based health 
response; 
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 Coordinating a system to rapidly deploy health cluster coordinators, other experts 
and medical supplies for a more effective and timely response

 Ensuring a greater focus on building national level capacity to strengthen the pre-
paredness, response and resilience of affected countries.

Review the Global Health Cluster’s strategic framework for 2009-2011. Read more con-
siderations for countries in Latin America and the Caribbean (9).
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Why a mental health plan for emergencies?

The importance of addressing mental health and psychosocial issues in disaster situations 
has become increasingly relevant for governments and humanitarian actors. According to lo-
cal circumstances, mental health professionals are frequently called upon after an emergency 
to provide immediate psychosocial support to the victims of an event. This happens after a 
relatively minor incident, such as a car accident with multiple fatalities, as well as in cases 
where the disaster is major, as in the case of the 2010 earthquake in Haiti. 

Whatever the magnitude of the disaster or emergency, there is increasing awareness of 
the need to be ready for such events. This is particularly relevant in a region such as the Ca-
ribbean, where the risk of hurricanes, earthquakes, and flooding is relatively high.

A mental health com-
ponent should be part of the 
national health sector plan 
for emergencies, which forms 
part of the national emergency 
plan. At the same time, mental 
health plans for emergen-
cies, where they exist, need to 
be made part of the national 
mental health plan in order to 
ensure cohesiveness between 
the emergency plan and the 
country’s mental health system. 
An example of one country’s 
integration of mental health 
care into their disaster planning 
is provided in Box 3.1.



Mental Health and Psychosocial Support in Disaster Situations in the Caribbean

Core Knowledge for Emergency Preparedness and Response

20

The IASC Guidelines (1, pp. 23–24) introduce a Matrix of Interventions to guide basic 
actions that should be considered in an emergency context to protect and promote mental 
health and psychosocial support for affected populations. A summary of the areas introduced 
by the matrix is presented in Table 3.1. For each one of the areas listed, the matrix proposes 
actions that should take place during emergency preparedness, as a minimum response, and 
as a comprehensive response. The complete matrix is available online through the link under 
Reference 1.

Table 3.1 Matrix of interventions in MHPSS in emergency settings 

Part A—Common function across domains
Coordination
Assessment,.monitoring.and.evaluation
Protection.and.human.rights.standards
Human.resources

Part B—Core mental health and psychosocial support domains
Community.mobilization.and.support
Health.services
Education
Dissemination.of.information

Box 3.1 
Cuba’s experience in the protection of mental health in disaster situations

Jorge.T ..Balseiro.Estévez7

Particularly.over.the.last.20.years,.Cuba.has.developed.methodologies.and.guidelines.for.mental.health.
care.in.disaster.and.emergency.situations,.which.are.the.country’s.foundation.for.planning.and.action ..This.
process.was.conducted.systematically.in.all.provinces.and.included.the.participation.of.mental.health.spe-
cialists,.health.workers,.and.authorities.from.the.National.Health.System.(NHS) ..Workers.from.local.govern-
ment.and.organizations,.including.the.National.Civil.Defense,.first.responders.and.volunteers,.were.involved.
in.the.design.and.implementation.of.these.methodologies ..

In.each.province,.training.is.carried.out.by.mental.health.specialists.and.experts.from.different.organi-
zations.such.as.Ministry.of.Health.and.Professional.Associations.(psychiatry.and.psychology),.under.the.
general.supervision.and.coordination.of.the.Technical.Committee.of.the.Latin.American.Center.of.Disaster.
Medicine.(CLAMED) ..The.Cuban.Ministry.of.Public.Health.designated.CLAMED.as.the.organization.respon-
sible.for.training.and.preparing.health.service.personnel.for.emergency.situations.and.disasters ..CLAMED.
has.organized.and.developed.postgraduate.courses,.training.workshops,.group.discussions,.and.other.
approaches.to.exchange.knowledge,.experience,.and.lessons.learned.in.disaster.management.at.local,.
national.and.international.levels .

In.2008,.the.Cuban.Ministry.of.Public.Health.formulated.and.adopted.the.Guidelines.for.Mental.Health.in.
Disasters.in.Cuba ..This.document.provides.guidance.about.general.actions.to.be.implemented.during.each.
stage.of.a.disaster:.prevention,.preparedness,.response.and.recovery ..

Cuba.has.trained.and.prepared.a.significant.number.of.professionals.who.have.assisted.victims.of.catas-
trophe.in.several.countries.of.Latin.America,.the.Caribbean,.and.other.continents,.through.the.Henry.Reeve.
International.Brigade .

7 .. Professor.of.Psychiatry.and.Disaster.Chairperson,.University.of.Medical.Sciences,.Camaguey;.Director.of.Psychiatry.
Hospital.of.Camaguey,.Cuba .
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Part C—Social considerations in sectoral domains
Food.security.and.nutrition
Shelter.and.site.planning
Water.and.sanitation

Action plan for mental health care and psychosocial support in 
emergencies

Objective of the plan

The objective of the plan is to introduce and develop the mental health and psychosocial 
component of health care during emergencies, as well as to offer an appropriate response to 
the mental and psychosocial needs of the population. Implicit in this central objective are the 
following goals:

 To eliminate or reduce the risk of suffering psychosocial injury;

 To reduce distress among the population;

 To contribute to prevention and control of the range of social problems arising 
among the population, especially among those most affected;

 To prevent, treat, and rehabilitate the mental disorders occurring as a direct or indi-
rect consequence of the disaster or emergency;

 To provide support and psychosocial care for the members of the response teams;

 To ensure the psychosocial recovery of the population affected by the disaster after the 
acute phase.

Principles of the plan

 Interdisciplinary and multi-sector strategy;

 Social participation;

 Comprehensive approach to health, focusing on primary health care;

 An approach based on: a) vulnerability and risk; b) human rights; c) consideration of 
ethnic, linguistic, and cultural characteristics; d) gender equity;

 Flexibility and adjustment to local circumstances.

General recommendations for action (2,.3)

 The paradigm of mental health care in emergencies should be modified, giving special 
emphasis to groups and communities. The most frequent institutional responses have 
been based on individual psychiatric care, which is not effective in emergency situa-
tions and can serve only a limited number of people. 

 After a major disaster, it is essential to provide guidance for the insecurity caused by 
fears of repeated or new disasters. 
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 General measures that help to bring about order and calm should be supported. 

 It is important to take into account the values, traditions, and customs of the popula-
tion, as well as other features in accordance with age, gender, place of residence, etc. 

 The most vulnerable people should receive specific care. Members of the response 
teams are an at-risk group who should receive priority attention. 

 Humanitarian assistance, the satisfaction of basic needs for the disaster-affected 
population, and the establishment of safe environments are the primary and crucial 
measures of first aid and psychosocial assistance. 

 Placing disaster victims in shelters should be considered the option of last resort since 
it generates many psychosocial problems. 

 The provision of direct assistance in shelters, schools, and other community spaces 
makes early identification of psychosocial problems possible and allows proactive 
treatment. 

 Diagnostic labeling should be avoided when dealing with disaster victims. 

 Hospitalization should be limited to only the absolutely necessary cases and for the 
shortest possible time. Also, the use of medications should be restricted to the bare 
minimum. 

 Criteria for psychiatric referral should be defined, for example: 1) persistent or ag-
gravated symptoms that do not resolve with initial treatment, or symptoms that cause 
great suffering; 2) significant difficulties coping with daily life; 3) the risk of com-
plications, especially suicide; 4) related problems, such as alcoholism; and 5) serious 
psychiatric disorders, such as psychosis (which rarely develop in these conditions). 

 There should be an emphasis on a return to normalcy as soon as possible, avoiding 
re-victimization of the population. 

 Companionship in the form of groups at significant moments such as during exhu-
mations or in morgues is an approach that complements clinical interventions and 
administrative measures. 

 Mourning is expressed differently by different cultures. The execution of farewell rites 
of loved ones is important for accepting and processing what has occurred.

 It has been demonstrated that there can be medium- to long-term mental health ef-
fects of severe disasters. 

Before drawing up the plan, it is desirable to (4, 5): 

 Review the country’s regulations and legislation; the national disaster response plans 
in the ministry of health and other institutions of the health sector; and the national 
mental health plan;

 Compile existing documentation on mental health and emergencies;

 Interview key actors at the national and local levels;

 Set up a multi-sector working group to draw up the plan which includes: 
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 The government agency responsible for coordinating disaster and emergency 
response (the agency name differs depending on the country)

 The ministry of public health

 Other government agencies (education, culture, sport, social protection, labor 
and economic actors)

 Civil defense

 Red Cross

 Military forces

 Police force and other public security agencies

 Mayors’ offices and city authorities

 The fire service

 Universities

Suggested components of the plan (1,.3,.4)

The following ten suggested components of the plan are drawn from different materials 
produced over the years, both at global level (as in the case of the IASC Guidelines on Men-
tal Health and Psychosocial Support in Emergency Settings) and at regional level (PAHO 
publications produced as a result of countries’ experiences in disasters).

1. Prior preparedness actions
These include planning and organization of the response, training of staff, etc. 

2. Rapid preliminary assessment of damage and mental health needs after a disaster
Territories and/or countries should conduct a Mental Health Situation Analysis. 
This will provide a basis for a more efficient rapid assessment that is required in the 
immediate aftermath of the disaster (see Chapter 4 for more details on conduct-
ing mental health assessments in disasters). A tool or guide for rapid assessment in 
disasters or emergencies should be used at the local and country level and include 
the following:

 General, social, and demographic assessment of the community;

 Identification of the mental health needs and psychosocial problems faced by the 
population;

 Evaluation of the mental health services and programs;

 Determination of priorities and target groups for immediate action.

3. Psychological first aid by unspecialized personnel
Primary health care workers, volunteers, search and rescue personnel, humanitarian 
aid workers, and community agents are the “first responders” following a disaster 
and have direct contact with the population. They can provide psychological first 
aid immediately after a disaster. 
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4. Specialized care
Specialized care should be reserved for cases with more complex mental disorders. 
The mental health services should be linked to primary health care. The following 
features of a country/territory’s mental health system should be taken into consider-
ation when planning for specialized care of the disaster-affected population:

 Assessment of specialized human resources and their distribution, the coverage 
they provide and the existing support network. The mental health resources 
available for mobilization during emergencies should also be assessed.

 Provision of direct specialized clinical care for persons with mental disorders, 
implying the organization of the following services:

• Psychiatric hospital (it is not the favored option);

• Psychiatric department of a general hospital;

• Community and ambulatory mental health services;

• Mobile teams or teams temporarily assigned to selected sites;

• Other mental health units or services in governmental and nongovernmental 
organizations.

• Definition or updating of mechanisms for referral and counter-referral of 
cases

 Priority for care of highly vulnerable risk groups. Identification of specific highly 
vulnerable people or with special needs: deeply affected groups; women; older 
persons; children and adolescents; displaced persons, especially those living in 
shelters; persons with pre-existing mental disorders (including those living in 
institutions). (See Chapter 9 on supporting vulnerable groups in disaster situa-
tions);

 Care for members of the first response teams (including self-care).

5. Training on mental health and psychosocial support, including crisis intervention 
and psychological first aid 
Training must be given to workers with first contact with victims and survivors. 
Issues for consideration include:

 Availability of support and teaching tools;

 Distribution of publications on mental health and psychosocial support;

 Training for health workers and other agents while circumstances are normal. 
The most important target groups for training are: primary health-care workers; 
staff responsible for the management of shelters and refuges; volunteers, first 
responders and humanitarian assistance staff; teachers; community leaders and 
health promoters;

 Continuity and follow-up of the training process in the services.



25

Chapter 3

Mental Health and Psychosocial Support Plan for Emergencies

6. Health education for the population
The population should know that many psychosocial manifestations are normal 
emotional responses to an adverse event, how to identify problems that require 
assistance, and some simple measures for coping with these situations. Educational 
strategies for the population should include the following:

 Ensure availability of easily understandable educational material, graded by age 
group and level of vulnerability;

 Group awareness-raising educational activities during emergencies, involving: 
groups and families deeply affected by the disaster, evacuees and shelter dwellers, 
children and adolescents, women’s groups, members of initial response teams, 
and other organized community groups;

 Implement health promotion and education activities with participation of 
community organizations, focused on children and adolescents in schools.

7. Social communication
A good strategy of information and guidance for the community is essential to 
promote calm and to reduce fear and suffering (see Box 3.2 “Experiencing fear dur-
ing an infectious disease outbreak” and Box 3.3 “Communicating with the public 
during an emergency”). The following actions should form part of that strategy:

 Advise authorities on how to set up a coherent and efficient social communica-
tion system;

 Inform key political players about the need for a social communication system 
and the strategy defined for its establishment;

 Inform and motivate 
service providers about 
psychosocial issues;

 Help design messages di-
rected at different popula-
tion groups;

 Dispel and manage ru-
mors;

 Evaluate the response by 
the population in order 
to quickly organize social 
communication activities;

 Organize, during times of 
risk, educational/informa-
tional campaigns in the 
community (e.g., during 
the rainy season or hur-
ricanes).
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Box 3.2 
Experiencing fear during an infectious disease outbreak 

Although.fear.is.common.in.any.disaster,.it.is.even.more.common.in.cases.when.biological.or.chemi-
cal.agents.are.present ..Cholera.and.pandemic.influenza.are.some.of.the.threats.that.have.been.present.
recently.in.the.Caribbean.region ..Different.reasons.can.be.given.for.this.fear:

•. The.invisibility.of.the.agent ..People.affected.during.an.earthquake.may.quickly.determine.the.extent.
of.their.losses.or.injuries,.but.infection.with.a.disease.may.not.be.immediately.evident.and.people.
may.not.be.able.to.determine.by.themselves.whether.or.not.they.have.been.infected .

•. The.contagion.factor ..The.risk.of.a.disease.that.spreads.from.person-to-person.creates.a.situation.
where.everyone.may.be.a.source.of.disease:.family,.friends,.and.health.care.providers.themselves.may.
transmit.illness ..Such.a.situation.creates.stigma,.discrimination,.isolation,.quarantine,.separation.from.
family.members,.and.even.evacuation ..These.experiences.increase.levels.of.fear.and.stress .

•. Uncertainty.about.the.level.of.risk ..The.consequences.of.being.infected.may.not.be.fully.known ..Lack.
of.clarity.among.professionals.involved.during.the.outbreak.and.confusing.messages.and.recommen-
dations.sent.to.the.general.population.may.increase.public.anxiety .

•. Autonomic.arousal ..Signs.and.symptoms.that.may.be.normal.among.frightened.persons.(muscle.
tension,.palpitations,.hyperventilation,.vomiting,.sweating,.tremors.and.a.sense.of.foreboding).may.be.
incorrectly.attributed.to.a.disease.and.lead.to.overwhelmed.health.services .

•. Use.of.protective.clothing ..Using.masks,.respirators,.or.special.clothing.may.provoke.some.distress.
due.to.difficulty.in.breathing,.claustrophobic.effects,.limited.verbal.communication,.and.difficulties.in.
movement ..

Dissemination.of.appropriate.information.is.crucial,.and.will.have.an.immediate.influence.in.annulling.
the.effect.of.at.least.some.of.the.reasons.listed.above .

Adapted.from:.World.Health.Organization,.Mental health of populations exposed to biological and chemical weapons ..
Geneva ..2005.

Box 3.3. 
Communicating with the public during an emergency

During.the.acute.emergency.phase,.it.is.important.to.establish.and.disseminate.an.ongoing.reliable.flow.
of.credible.information.on:.

(a). the.emergency;.

(b). efforts.being.taken.to.establish.physical.safety.for.the.population;.

(c). information.on.relief.efforts,.including.what.each.organization.is.doing.and.where.they.are.located;.
and.

(d). the.location.of.relatives.to.enhance.family.reunion.and,.if.feasible,.information.on.access.to.com-
munication.with.absent.relatives ..Information.should.be.disseminated.according.to.principles.of.risk.
communication:.e .g .,.information.should.be.uncomplicated.(understandable.to.local.12-year-olds).
and.empathic.(showing.understanding.of.the.situation.of.the.disaster.survivor) .

Source:.World.Health.Organization,.Mental Health in Emergencies,.Geneva:.WHO,.2003 .
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8.  Intersectoral and inter-institutional coordination
Establishing coordination among sectors and agencies is a critical part of pre-disas-
ter planning. Actions that should be taken include: 

1. Identify and strengthen organizations and institutions acting directly and indi-
rectly in the mental health field;

2. Enhance the ministry of health’s stewardship role;

3. Conduct joint activities by the national mental health program and institutions 
responsible for disaster management;

4. Define and enhance cooperation mechanisms and establish networks at different 
levels;

5. Secure the commitment from organizations to implement and follow up on 
plans;

6. Convene assessment meetings periodically for different national stakeholders;

7. Exchange and classify experiences.

9. Community organization, social participation, and promotion of self-reliance
It is critical to involve the community at large in pre-disaster planning. Actions to 
this end include:

 Identify community organizations and leaders;

 Support social participation and self-help by encouraging and organizing the 
population to help themselves and each other;

 Encourage the population to take part in planning and implementing actions 
during emergencies.

10. System for registering information, indicators, and follow-up
It is important to establish a system for recording all relevant demographic and 
contextual information, people’s experiences in the emergency, mental health and 
psychosocial problems, existing resources to deal with those problems, etc.

Evaluation and indicators

The follow-up and evaluation of a plan depend, to a large extent, on the use of reliable 
indicators and the determination of a baseline, which makes it possible to monitor progress.

Indicators that are of interest tend to relate to the structure of mental health services (for 
instance, the availability and conditions of existing services and resources) and processes (for 
instance, utilization of those services), which are important during both normal times and in 
emergencies. A valuable foundation on which to develop indicators for mental health during 
emergencies would be the existence of a reliable surveillance and data collection system that 
functions during normal times. Unfortunately, it is common for health systems to have no 
satisfactory mental health information systems, which makes it more difficult to set them up 
or strengthen them during emergencies. 
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This is further compounded by a dearth of readily available information during the 
emergency situation, since the information available from hospitals tends to be of little value 
for mental health services, as it relates mainly to physical morbidity and the increase in casel-
oad. They usually do not reflect the true scale of psychosocial problems besetting the affected 
population.

Therefore, a large part of the information available during emergencies is qualitative, ob-
tained through rapid interviews with key informants or community meetings. The informa-
tion concerns not only current morbidity, but also the whole range of psychosocial problems 
affecting people at such times and which affect their very survival.

 Regardless of the aforementioned limitations, the impact of interventions implemented 
as a result of the emergency should be evaluated in the long- and medium-term and will be 
aided by ad hoc research or specially-designed studies.

Sustainability

The sustainability of actions or strategies put in place by the emergency plan requires 
ongoing evaluation. The following questions will assist in measuring the success of actions 
taken.

 How many of the services and processes instituted during the emergency plan are 
sustainable? Which have proved impossible to maintain, despite their being useful 
and necessary?

 Have primary health care and mental health services been enhanced at the local level 
and have their levels of coverage increased? Are specialized professionals (psychiatrists 
and psychologists) with specific training available? Are health workers motivated by 
and sensitive to the issues raised by disasters? Have they been trained in basic mental 
health and psychosocial issues?

 Are there education professionals with a background in mental health and disasters? 
Have universities shown an interest in contributing to the training process? 

 Have inter-institutional agreements been established regarding mental health and 
psychosocial support during emergencies? Will it be possible to maintain these agree-
ments?

Final remarks

1. Throughout their history, many Caribbean countries have been beset by major 
events such as natural disasters, against a background of deep social and economic 
adversity. There has been enormous loss of life and property. This makes it impera-
tive to address the psychosocial and mental health problems as a matter of State 
policy within the framework of a comprehensive health plan.

2. A mental health action plan in disaster situations should be founded in pragmatic, 
flexible, and broadly accepted principles. There are types of mental health and psy-
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chological interventions that have been validated through experience and are agreed 
on by nearly all experts.

3. The psychosocial problems in disasters or emergencies are not solely a problem for 
the health sector; they also involve other players, including government agencies, 
NGOs, local authorities, and the community itself. The main priority of mental 
health work is to reintegrate persons back into their normal lives. 

4. In natural disasters emergencies, the frequency of mental disorders increases, as do 
many other emotional manifestations that can be considered “normal responses to 
abnormal situations.” There is also evidence of other problems such as excessive alco-
hol consumption and violent behavior. The small group of persons who need specific 
support or specialized treatment must be identified early on.

5. There are not enough mental health specialists in Caribbean countries to provide 
care for all those affected by disasters. However, it is neither necessary nor desirable 
to rely solely on professional or specialized staff to provide all mental health care 
needed.

6. The mental health component must be integrated into the primary health care 
network. Under normal circumstances and before disasters strike, the mental health 
care model should be reinforced on a community basis. Frequently, the structure of 
mental health services does not match the needs that arise during emergencies.

7. At present, the classic concept of post-traumatic stress disorder is facing criticism. It 
does not apply to developing countries; most commonly, isolated symptoms of post-
traumatic stress may be observed, but not the syndrome in its entirety. Specialized 
services that are vertical and centered on trauma treatment are not recommended. 
Indiscriminate psychological support activities, carried out by foreign teams or by a 
variety of groups simultaneously, are counterproductive. 

8. The recovery work should begin immediately after the critical phase of the emergen-
cy. The psychosocial impact of a disaster is the outcome of several factors which  
need to be dealt with appropriately; they include the nature of the event, the extent 
to which an individual is affected, and the nature of the losses. It will also be nec-
essary to ensure continual monitoring to determine the medium- and long-term 
repercussions. 

9. Humanitarian and social assistance is an important part of the work to improve 
mental health of populations affected by disasters, but should be complemented 
with other specific interventions. 

10. There is a clear relationship between human rights and mental health in disaster  
situations.
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Why conduct needs assessments?

Before implementing programs, it is crucial that health care actors broadly understand 
the humanitarian situation they are working in and know what the main problems of and 
resources for the affected population are (1, 2). For example, the needs in a camp established 
for internally displaced persons, which has existed for many years, may be very different from 
needs in an area that has recently been struck by an earthquake. 

Needs assessments are an essential, high-priority response that should be started as soon 
as possible in a humanitarian crisis (ideally before a crisis, as is further explained below). 
They are one of the first things that need to be done, and one which will lay the foundation 
for subsequent actions (2).

Why a toolkit?

The IASC Guidelines on mental health provide a good overview of what types of topics 
should be covered in a needs assessment (2). However, these guidelines do not provide clear 
guidance on how needs assessments should be conducted. Also, they do not always make 
a clear link between information collected in needs assessments and the design of mental 
health and psychosocial support programs. The “Mental Health and Psychosocial Needs and 
Resources in Major Humanitarian Crises: WHO Toolkit for the Health Sector”3 is being 
developed to fill this gap, with a focus on the role of actors in the health sector.

What are needs assessments?

Needs assessment are referred to here as the collection of information to guide the imple-
mentation of mental health and psychosocial support programs in humanitarian settings. 
This information may (a) be already existing data, (b) may be new information collected by 
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others (e.g. as part of multi-agency efforts), or (c) may be new information collected by you 
and your team. 

Needs assessments are not a one-off effort. They must be conducted repeatedly (see 
Figure 4.1), because needs in a humanitarian setting change over time. Needs assessments are 
also different depending on a number of factors. In other words, there is no “one-assessment-
fits-all” format. They depend on (a) the phase and type of the emergency (e.g. in acute phases 
of a humanitarian crisis, the focus should be on quick assessments that lead to immediately 
useful results); (b) the mandate and particular skills of the organization (e.g. a child-focused 
organization would likely have little experience in collecting information on needs of older 
persons); (c) the information that is already available (identified through a desk review); 
and (d) for what specifically the assessment information will be used (e.g. an organization 
or service focused on severe mental disorders will likely need more information on available 
psychiatric resources).

How are needs assessments conducted?

Needs assessments should be conducted in a flexible manner and should be tailored to 
the situation. It is generally not possible or advisable to do an assessment of all relevant topics 
at once, and a selection of assessment topics should be made. Based on this selection, there 
are different tools available to collect information (see next paragraph). Because assessments 
usually focus on selected topics, it is crucial that organizations collaborate, so that each assess-
ment can contribute to a more complete picture of the needs and resources in humanitarian 
settings. 

In general, the following things are good to keep in mind when selecting assessment  
topics. 

(1) Develop a clear framework and objectives of your assessment. This will help to pri-
oritize the information needed, select the tools, as well as determine the capacity to 
respond to data collected.

 (2) Remember that time is short and resources are limited. Do not burden people un-
necessarily; study of already available information is crucial to minimize the topics 
for further assessment. There is no point in collecting the same information twice, 
unless there is doubt whether existing information is up-to-date or of sufficient qual-
ity. Only collect information that will likely lead to humanitarian actions. 

(3) There is no need for in-depth information on all topics at every point. The informa-
tion needed depends on an agency’s mandate and capacity to act on the assessment. 
When assessments become too broad, it is difficult to collect good quality informa-
tion on all topics. 

(4) Collaboration is crucial. When inter-agency (including governments) assessments are 
done, the large burden of doing assessments can be shared across agencies. Inter-
agency assessments are recommended, because they tend to be more credible, and 
they tend to facilitate collaborative planning. Agencies may divide topics and select a 
number of more specific topics according to the agencies’ strengths.
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(5) Check validity of your information. Choices for methodology should be based on 
available resources (skills, time, money), and the decision to check the validity of 
findings by collecting related information in more than one way (so-called “trian-
gulation”). For example, if you are interested in changes in utilization of mental 
health services, you could compare perspectives from community leaders as well as 
household surveys. The forthcoming WHO Toolkit provides more than one method 
to assess an issue. Assessors will want to select the methods most appropriate and 
feasible for them.

Figure 4.1 provides an overview of the assessment process.

Chapter 4

Assessment of Mental Health and Psychosocial Needs and Resources: WHO Toolkit 

Figure 4.1 Overview of the Assessment Process
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What specific techniques can be used in needs assessments?

In general, a variety of techniques are used in assessments, both qualitative (e.g., open-
ended questions in individual and group interviews, observation, and mapping) and quan-
titative (e.g., surveys). The WHO Toolkit does not include surveys on the distribution and 
course of mental disorders (i.e., psychiatric epidemiology). Such surveys are very difficult to 
conduct in a meaningful way in humanitarian settings. This is mainly because they require 
specific technical work to try to distinguish between normal psychological distress (i.e., psy-
chological complaints that can be expected in difficult situations) and mental disorders (i.e. 
“a clinically recognizable set of symptoms or behaviors associated in most cases with distress 
and with interference with functioning”). Also, in the early phases of a humanitarian crisis, it 
is not likely that psychiatric epidemiological information can quickly lead to concrete recom-
mendations for humanitarian action.

Table 4.1 provides an overview of the tools that are included in the forthcoming WHO 
Toolkit. Tools are listed in accordance with the actions by health actors that are recommend-
ed by the recently revised Sphere Handbook (1). 

Table 4.1 Overview of tools in the WHO Toolkit

Tool # Title Method Why use this tool

For coordination and advocacy

1 Who.is.Where,.When,.doing.
What.(4Ws).in.Mental.Health.
and.Psychosocial.Support:.
Summary.of.Manual.with.
Activity.Codes.

Interviews.with.agency.pro-
gramme.managers

For.coordination,.through.
mapping.what.mental.health.
and.psychosocial.supports.are.
available.

2 WHO.Assessment.Schedule.of.
Serious.Symptoms.in.Humani-
tarian.Settings.(WASSS)

(Component.of ).community.
household.survey.(representa-
tive.sample)

For.advocacy,.by.showing.the.
prevalence.of.mental.health.
problems.in.the.community

For MHPSS through health services

3 Checklist.for.Site.Visits.at.
Institutions.in.Humanitarian.
Settings

Site.visit,.interviews.with.staff.
and.patients

For.protection.and.care.
for.people.with.mental.or.
neurological.disabilities.in.
institutions

4 Checklist.for.Integrating.Men-
tal.Health.in.Primary.Health.
Care.(PHC).in.Humanitarian.
Settings

Site.visit,.interviews.with.PHC.
programme.managers

For.planning.a.mental.health.
response.in.PHC

5 Neuropsychiatric.Component.
of.the.Health.Information.
System.(HIS).

Clinical.epidemiology.using.
health.information.system

For.advocacy.and.for.planning.
and.monitoring.a.mental.
health.response.in.PHC.



35

Chapter 4

Assessment of Mental Health and Psychosocial Needs and Resources: WHO Toolkit 

Tool # Title Method Why use this tool

6 Mental.Health.System.Formal.
Resources.in.Humanitarian.
Settings

Review.of.documents,.inter-
views.with.managers.of.services

For.planning.(early).recovery/
(re-).construction,.through.
knowledge.on.formal.resourc-
es.in.the.regional/national.
mental.health.system

For MHPSS through diverse sectors, including through community support

7 Checklist.on.Obtaining.
General.(non-MHPSS.specific).
Information.from.Sector.Leads

Review.of.documents.by.sector.
lead.

For.summarizing.
general,(non-MHPSS.specific).
information.already.known.
about.the.current.humani-
tarian.emergency.(to.avoid.
collecting.new.data.on.what.
is.already.known)

8 Template.for.Desk.Review.
of.Pre-Existing.Information.
Relevant.to.Mental.Health.and.
Psychosocial.Support.in.the.
Region/Country

Literature.review For.summarizing.MHPSS.
information.about.this.region/
country.-.already.known.
before.the.current.humani-
tarian.emergency.(to.avoid.
collecting.new.data.on.what.
is.already.known)

9 Participatory.Assessment.I:.
Perceptions.by.General.Com-
munity.Members

Interviews.with.general.commu-
nity.members.(free.listing.with.
further.questions).

For.learning.about.local.
perspectives.on.problems.and.
coping.in.a.participatory.man-
ner.to.inform.MHPSS.response

10 Participatory.Assessment.
II:.Perceptions.by.Commu-
nity.members.with.in-Depth.
Knowledge.of.the.Community

(Individual.or.group).key.infor-
mant.interviews

11 Participatory.Assessment.III:.
Perceptions.by.Severely.Af-
fected.Persons.Themselves

Interviews.with.severely.affected.
persons.(free.listing.with.further.
questions).

12 Humanitarian.Emergency.
Setting.Perceived.Needs.Scale.
(HESPER)

Community.household.survey.
(representative.sample)

(early.in.emergencies.this.
method.may.also.be.adapted.
in.convenience.samples.of.key.
informants).

For.informing.response,.
through.collecting.data.on.
the.frequency.in.the.com-
munity.of.physical,.social,.and.
psychological.perceived.needs

Tool 1 (Who is Where, When, doing What (4Ws) in Mental Health and Psychosocial 
Support: Summary of Manual with Activity Codes) can be used to map existing and planned 
mental health and psychosocial support programmes. The results are essential for coordinat-
ing services (e.g. geographically between actors, to avoid duplication, or to identify gaps in 
service delivery).

Tool 2 (WHO Assessment Schedule of Serious Symptoms in Humanitarian Settings—
WASSS) covers surveillance of common serious symptoms in humanitarian settings. This 
tool includes a section for integration into household surveys to identify people with severe 
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symptoms and impaired functioning. Data from this tool will be helpful in advocacy for 
mental health.

Tool 3 (Checklist for Site Visits at Institutions in Humanitarian Settings) may be used 
when visiting institutions for people with severe mental disorders and other neurological dis-
abilities. Questions on the checklist can be filled in during a walkabout and interviews with 
staff/ patients, and may be particularly useful in the beginning phases of a humanitarian crisis 
to ensure continuity of care and protection of the human rights of those held in institutions.

Tool 4 (Checklist for Integrating Mental Health in Primary Health Care in Humanitar-
ian Settings) may be used to assess specific psychological and social considerations in the 
provision of general health care, focused specifically on primary health care. It can be filled 
out through interviews and through observation (1 checklist per organization).

Tool 5 (Neuropsychiatric Component of the Health Information System—HIS), a 
UHNCR tool that provides a format for documenting neuropsychiatric disorders and prob-
lems (seven categories), as part of primary care practice. Documenting these seven categories 
may provide an indication of the main mental problems in a humanitarian setting.

Tool 6 (Summary of mental health system formal resources) provides a format for col-
lecting existing data on the types of resources available for mental health, particularly formal 
mental health resources, e.g. psychiatrists, psychologists, nurses, social workers, etc. in gov-
ernment mental health care, NGOs and private practices.

Tool 7 (Checklist for Obtaining General (non-MHPSS-specific) Information from 
Sector Leads) provides an overview and checklist for the collection of existing information 
from different humanitarian sectors/clusters, linking assessment topics with relevant sectors/
clusters.

Tool 8 (Template for Desk Review of Pre-Existing Information Relevant to Mental 
Health and Psychosocial Support in the Region/Country) provides an overview of topics that 
need to part of a desk review of existing information, including contacting local and inter-
national experts on the crisis. To avoid overburdening populations affected by humanitarian 
crises, it is crucial that all the information that is already available is put to the best possible 
use.

Tool 9 (Participatory Assessment I: Perceptions by General Community Members) pro-
vides a format for free listing—a technique in which one question is asked to generate a great 
deal of information (e.g., what types of problems were caused by the crisis?; what do people 
do to deal with these problems?; etc.). Free listing may be especially useful to gather a quick 
general idea on problems and resources that can be used for later, more in-depth follow-up.

Tool 10 (Participatory Assessment II: Perceptions by Community Members with in-
Depth Knowledge of the Community) provides questions that may be used for interviews 
with community members who have in-depth knowledge of problems and resources in their 
community. Questions focus on sources of distress, how distress is expressed, how assistance 
is being sought for distress, and who may be at heightened risk for distress.
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Tool 11 (Participatory Assessment III: Perceptions by Severely Affected Persons) provides 
example questions to ask to general community members who are suffering distress. It can be 
used to compare with data collected by general community members who do not particularly 
suffer these problems and key informant interviews.

Tool 12 (Humanitarian Emergency Setting Perceived Needs Scale (HESPER) was devel-
oped by WHO and the Institute of Psychiatry at King’s College London (2011) to rapidly as-
sess perceived needs of populations in humanitarian settings during conflict or other disasters 
in low- and middle-income countries. The scale, uniquely, provides a population-level assess-
ment of the prevalence and distribution of needs as perceived by members of the population 
themselves.

How can assessments lead to recommendations?

Providing recommendations for humanitarian action is the main goal of doing an 
assessment. In general, the more precise a recommendation, the more useful it is. Recom-
mendations should include, at a minimum, the following information: (a) to whom the 
recommendation is addressed (e.g., the government, health sector actors, protection sec-
tor actors, education sector actors, specific organizations, etc.); (b) the target group; (c) the 
problem targeted; (d) the suggested intervention, or how the intervention may be developed 
together with the target population; and (e) links with relevant guidance (e.g., from the IASC 
MHPSS Guidelines or Sphere Handbook). When there are multiple recommendations, they 
should be ordered in terms of priority. Ideally, ideas for recommendations are discussed with 
the target group before they are put on paper or finalized. The IASC MHPSS Guidelines 
recommend implementation of MHPSS in a multi-layered system of care. It is often helpful 
to provide recommendations for each of the layers of the IASC pyramid (see 2).
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Introduction

The Caribbean region consists of 26 countries and territories,14 and most countries in the 
region are classified as Small Island Developing States (SIDS) by the United Nations, with 
Haiti being classified as one of the least developed countries in the world (2, 3). This clas-
sification indicates a country’s economic stability as measured by gross national income per 
capita (GNI) as well as its accomplishments in the area of human development. The situation 
in Haiti has serious implications when put in the context that 66% of the world’s population 
living in the poorest countries accounts for 95% of the mortality due to disasters (4). 

The disruptions in normal day-to-day activity caused by disasters are particularly bur-
densome and have extremely far-reaching repercussions for small nation states with limited 
resources for rebuilding and with entrenched social and political problems. Unfortunately, 
these factors are characteristic of many countries and territories of the Caribbean and make 
disaster and disaster mitigation complex issues to deal with. Furthermore, history has dem-
onstrated that the Caribbean is highly vulnerable to disasters, both natural and human gener-
ated. Hurricanes, floods, earthquakes, volcanoes, droughts, and mass deaths due to illness or 
violence are some of the hazards that have affected the region. 

Between 1970 and 2000, the Caribbean region recorded an average of 32.4 disasters per 
year, which caused a total of 226,000 fatalities or approximately 7,500 deaths per year (6). 
Significantly, earthquakes accounted for 53% of total mortality associated with disasters in 
the region (6). In light of current statistics of loss of life as a result of the 2010 earthquake in 
Haiti, these numbers seem less alarming as an aggregate loss over a 30-year period. Though 
the official count remains undetermined, Haitian authorities have recorded at least 230,000 
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(5). This number represents almost 3% of the nation’s population. This is without doubt one 
of the highest death tolls in a modern disaster.

The impact of a disaster, whether human-generated or natural, on the mental health of 
any population is both vast and deep in its ramifications. Caribbean culture, social norms, 
and patterns of stress response are likely to contribute to differing reactions to disaster among 
the people of the region. Research has demonstrated that perceptions of stress, resilience, 
and coping in response to disasters vary among different cultural groups and this is evident 
from differences in mental health outcomes following disasters (7). The severe personal stress 
associated with disasters may result in the onset of new mental health problems or in the 
worsening of pre-existing ones. It is therefore important to have a profile of the Caribbean in 
terms of frequently encountered mental health issues, which are present on an ongoing basis. 
Information on the most commonly encountered psychiatric conditions is presented below.

Psychiatric conditions 

Psychotic disorders

These conditions are characterized by alterations in a person’s perception of reality. This 
is manifested in the form of delusions (fixed, false beliefs out of keeping with one’s social 
and cultural background), hallucinations (hearing, seeing, smelling, tasting, or feeling things 
which are not really there), difficulties in organizing and expressing thoughts, and displays 
of behavior that are unusual in the context of individual and cultural norms. The most long 
lasting of these disorders is schizophrenia, which has been shown to have an incidence (an-
nual rate of the occurrence of new cases) of 2–3 per 10,000 persons in the general popula-
tion. This rate has been fairly consistent across a number of Caribbean countries (Jamaica, 
Barbados, Trinidad and Tobago, and Suriname) (8-11). Rates are higher in very small islands, 
perhaps as a result of selective migration (persons with mental illness are less likely to emi-
grate and more likely to return home if living 
abroad). This is exemplified by the rate in Domi-
nica, which has been calculated as 11.8/10,000 
(12). In general, persons with psychiatric condi-
tions are at risk for decompensation (decreased 
ability to carry on with activities of daily living) 
in the face of stressful circumstances. The severe 
stress associated with disasters can be expected 
to be associated with a worsening of features of 
mental illness, including psychotic symptoms. 

Mood disorders

These conditions affect emotional experiences 
to the extent that a person may have prolonged 
periods of feeling sad with low interest, low en-
ergy, poor concentration, a sense of hopelessness, 
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and sometimes suicidal thoughts, which constitute depression. The opposite may also occur 
and individuals may experience unexplainable euphoria associated with increased energy, 
impulsiveness, and racing thoughts, which constitutes mania. Mania is part of a condition 
known as bipolar disorder, in which persons may have episodes of depression on some occa-
sions and mania on others.

In a lifestyle survey in Jamaica, as many as one in five respondents between the ages of 
15 and 74 years reported significant features of depression in the past month (13). Other 
evidence for a high rate of occurrence includes the finding that 25%–45% of all persons 
receiving treatment for physical illnesses in Trinidad and Tobago also have features of depres-
sion (14).

Data on bipolar disorder indicate an admission rate of 0.8 per 1,000 hospital admissions 
in Trinidad and Tobago and 12/100,000 in Jamaica (15, 16).

The low energy, loss of interest, and impaired concentration may reduce one’s ability to 
react rapidly and appropriately in the face of an emergency. The stress of a disaster can also be 
expected to be associated with a worsening of depressive as well as bipolar symptoms.

Suicide

Suicide is associated with a psychiatric illness in 70% of cases, with depression being the 
most frequently occurring psychiatric diagnosis (60%). Rates vary across the Caribbean with 
2.0–2.7/ 100,000 in Jamaica (17), 4.0/100,000 in Barbados (18) and 12.3/100,000 in Trini-
dad and Tobago (19). There appear to be cultural differences, with particularly high rates 
among persons of East Indian descent. Completed suicide (an attempt resulting in death) is 
more common in males, who tend to use more lethal methods than females. Suicidal behav-
ior is often carried out with a sense of ambivalence and in an environment of frustration. The 
devastation, displacement, and hopelessness, which may occur in the aftermath of a disaster, 
may heighten the risk of suicide.

Dementia

Dementia is marked by memory impairment and difficulty with processing thoughts and 
information; it primarily affects older persons. As life expectancy continues to increase in the 
Caribbean, it can be expected that the prevalence of this condition will increase. Data from 
Cuba (20) indicate that roughly 10% of persons over the age of 65 suffer from dementia. 
The risk for dementia is increased with advanced age, poor education, and a positive family 
history. The impact of dementia is far-reaching and may cause both emotional and financial 
strain on caregivers. To have a disaster superimposed on such a situation could prove over-
whelming. 

Anxiety disorders

Anxiety disorders are conditions in which there are inner experiences of fear and tension 
as well as outward manifestations of anxiety (e.g., rapid heart rate, trembling) to the extent 
that they are excessive, distressing, or impair the ability of the affected individual to function. 
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As of July 2010, epidemiological data on this condition is lacking for the Caribbean region. 
However, the disruption and displacement caused by disasters can be expected to increase the 
propensity for anxiety disorders and reactions.

Persons with mental disorders as a vulnerable group

The stress and upheaval that invariably result from disasters increase not only the risk of 
the development of new mental disorders, but also the exacerbation of pre-existing ones. Per-
sons with psychiatric illnesses are therefore a vulnerable group in the face of a disaster. Many 
community mental health services have psychiatric registers, which may assist with identify-
ing persons at risk in order to prevent adverse mental health outcomes. Strategies such as 
ensuring continued access to medication and therapeutic and emotional support are crucial 
for achieving that goal (see Chapters 9 and 12).
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Definition of culture

The Merriam-Webster Dictionary provides several definitions of culture: the integrated 
pattern of human knowledge, belief, and behavior that depends upon the capacity for learn-
ing and transmitting knowledge to succeeding generations; the customary beliefs, social 
forms, and material traits of a racial, religious, or social group; also: the characteristic features 
of everyday existence (as diversions or a way of life) shared by people in a place or time (1). 
Culture is central to every aspect of life; it defines how persons who share similar beliefs and 
behavioral patterns will prepare, respond, and recover from major events such as disasters (2).

Factors influencing culture

Historical events

Culture is influenced by many factors including 
past experiences of a group, both negative and posi-
tive: an example of a negative experience is the fear 
some African-Americans have of being victimized, 
which that can be attributed, in part, to the Tuske-
gee Syphilis Study (3); a positive experience could 
be the sharing of responsibilities and care giving by 
the extended family in Caribbean culture, in part de-
veloped out of the limited finances of post-colonial 
Caribbean families.

Religion

In the Caribbean, religion is an important influ-
encing factor because of the previously pivotal role 
churches played in providing education, sustenance, 
and shelter. Churches were also influential in the 
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pooling of resources to supply the needs of many in the extended family model. For instance, 
the societal roles of males and females, and the expected behaviors of children in the Carib-
bean are largely guided by the predominant Christian and Hindu faiths.

Economic context

The economic context of a country shapes cultural practices, such as the sharing of 
homes and financial responsibilities by members of the extended family and the employment 
status of various members of the household. As the economies of the Caribbean countries 
have improved over time, nuclear families have become more dominant and the influence of 
North American culture has increased, resulting in some changes to cultural practices.

Culture and gender

Gender roles are defined by societal norms influenced by a number of factors. Gender 
roles in the Caribbean have evolved, as more females attain tertiary education and assume 
jobs traditionally seen as “men’s work” (4). Women are the heads of the household in the ma-
jority of Caribbean homes and it follows that in emergency situations, women often carry the 
burden of accessing assistance (e.g., food, repairs, and medical supplies) for their households. 
Women also do the majority of caretaking for the youth and older persons, so the success of a 
family in emergency situations is especially dependent on the well-being of women.

Culture and perceptions of mental health/mental disorders

The perception of mental health and mental disorders are in part colored by the popula-
tion’s past experiences with emotional disorders. In the Caribbean, some religious groups see 
mental illness as a weakness of faith or a punishment for having offended the higher powers. 
These beliefs result in feelings of extreme guilt for those believers who become ill, delays in 
accessing medical treatment for fear of societal scorn, and noncompliance with treatment 
recommendations. 

Some religious groups also believe that psychosis is a sign of demonic possession, again 
contributing to ostracism and the stigmatization of the mentally ill. Exorcism and rituals 
performed by non-traditional healers have been utilized in some communities where persons 
believe in obeah, or the use of magic rituals, to ward off misfortune, or to cause harm. This 
has contributed to the number of persons with persistent mental illness who delay accessing 
mental health services until their illness is in the advanced stage. 

A review of culture and mental health issues in Haiti is presented in Box 6.1. This sum-
mary examines cultural perceptions of mental illness, non-traditional approaches to mental 
health care, and the structure of the country’s mental health services. The article was prepared 
following the earthquake of 2010. 

The perceived higher rate of mental disorders in Caribbean persons who have spent time 
in the United Kingdom has led to the belief that travel abroad results in mental illness. Simi-
larly, there is the belief that intensive academic pursuit contributes to mental illness, or that it 
can result from the administration of a secret potion by an ill-intentioned partner. 
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The predominantly authoritarian style of parenting and the historical belief that “chil-
dren are to be seen and not heard,” the dearth of child and adolescent mental health special-
ists, and the history of limited advocacy in the area of the emotional health of children and 
adolescents has led to a generally poor understanding of the emotional challenges faced by 
these groups in the Caribbean. 

Limited understanding of the emotional world of children and adolescents can be 
compounded by the sanctioning of corporal punishment by many cultures in the region, 
which can result in acts of severe physical discipline. This becomes particularly concerning 
in a post-disaster phase, as children may display externalizing symptoms, behaviors which 
are misinterpreted by adults whose harsh discipline serves to further endanger the emotional 
well-being of the child. Conversely, social withdrawal and quietness associated with internal-
izing disorder (depressive and anxiety disorders) are likely to be mistaken for “good behavior.”

Chapter 6

Cultural Competence and Empowering Communities

Box 6.1 
Summary of “Culture and Mental Health in Haiti: A Literature Review”16

Andrena.Pierre17

Introduction

On.12.January.2010.a.devastating.earthquake.struck.Haiti,.causing.more.than.200,000.deaths,.injuring.
thousands,.and.leaving.many.homeless ..Important.governmental,.health,.educational,.and.commercial.
buildings.as.well.as.public.infrastructure.were.damaged.or.destroyed ..In.the.face.of.the.trauma.and.loss.
caused.by.this.catastrophic.event,.the.international.response.included.the.deployment.of.foreign.medical.
teams.to.address.the.health.needs.of.the.Haitian.population ..In.an.attempt.to.provide.some.useful.local.
background.to.the.deployed.international.mental.health.professionals,.the.Department.of.Mental.Health.
and.Substance.Abuse.of.the.World.Health.Organization.(WHO).commissioned.the.document.“Culture.and.
Mental.Health.in.Haiti .”.The.document.is.a.review.of.scholarly.and.grey.literature.in.English.and.French.on.
the.perceptions.by.Haitians.of.mental.health.and.mental.health.services.in.their.country.before.the.earth-
quake ..

The Socio-Cultural Context

. Haiti.is.bordered.by.the.Dominican.Republic.on.the.island.of.Hispaniola,.which.is.approximately.
600.miles.south-east.of.Florida ..As.with.many.countries.in.the.Caribbean,.Haiti.was.marked.by.slavery,.
which.began.at.the.end.of.the.fifteenth.century ..However,.in.1804,.Haitian.slaves.defeated.their.masters.
and.Haiti.became.the.first.Black.republic ..Since.then,.Haiti.has.endured.economic.marginality.and.political.
instability ..As.a.result,.many.Haitians.have.emigrated.in.search.of.better.lives,.with.a.large.diaspora.sending.
financial.support.to.those.they.have.left.behind.in.Haiti ..

Haiti.has.a.growing.population.of.more.than.nine.million,.50%.of.whom.are.under.the.age.of.20,.with.
a.large.percentage.(60%).living.in.rural.areas ..The.two.official.languages.are.Creole.and.French;.however,.
while.Creole.is.spoken.by.the.vast.majority,.only.a.minority.speaks,.writes,.and.understands.French ..As.part.
of.the.legacy.of.slavery.and.colonization,.Haiti.is.marked.by.a.class.hierarchy.based.on.language,.education,.
and.economic.background ..These.factors.also.influence.Haitians’.explanations.of.illness.and.utilization.of.
formal.and.informal.mental.health.services ..The.society.is.structured.in.such.a.way.that.gender.roles.are.
clearly.defined,.with.men.having.the.authority.and.women.the.responsibilities.in.all.aspects.of.social.life ..
Parental.rights.and.children’s.duties.are.also.clearly.defined ..

16 .. Kirmayer,.L .J,.et.al ..Culture.and.mental.health.in.Haiti:.a.literature.review,.WHO/.MSD/MER/10 .1 ..Geneva:.WHO,.
2010 ..Available.at:.http://tinyurl .com/7qmehj3 .
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Haiti.is.characterized.by.religious.diversity.with.Vodou,.Roman.Catholicism,.and.Protestantism.being.the.
most.prevalent.religions ..Despite.numerous.divergences.between.the.followers.of.these.religions,.all.share.
a.belief.in.the.spirit.world ..Hence,.health.and.illness.are.explained.in.terms.of.one’s.connection.to.God.and.
the.healing.practices ..Catholics.and.Protestants.may.use.prayer.rituals.to.deal.with.mental.and.physical.ill-
ness ..Both.religious.affiliations.and.family.networks.constitute.important.coping.resources.in.time.of.stress.
and.difficulties .

Knowledge.of.the.prevalent.diseases.and.causes.of.mortality.in.different.age.groups.can.help.health.
professionals.in.the.process.of.giving.a.diagnosis,.as.most.Haitian.patients.expect.to.be.asked.about.the.
presence.of.a.series.of.symptoms.during.a.diagnostic.consultation ..Many.Haitians.use.a.humoral.theory.in.
which.illness.is.caused.by.an.imbalance.of.hot.and.cold.within.the.body ..In.this.system,.treatment.(which.
includes.herbal.teas,.regulated.diet,.compresses,.baths,.and.massages).must.be.in.the.opposite.direction.of.
the.imbalance.in.order.to.restore.equilibrium .

Mental.illnesses.are.often.attributed.to.supernatural.forces.in.that.they.may.be.caused.by.a.spell.or.hex,.
or.a.failure.to.please.spirits ..This.external.attribution.may.be.helpful.for.recovery.in.that.people.can.call.
upon.the.spirits.or.God.to.intervene.on.their.behalf.to.assist.healing ..Moreover,.because.people.are.seen.
as.victims.of.forces.beyond.their.control,.they.are.more.likely.to.be.provided.with.social.support ..The.more.
severe.cases.of.mental.illness.can.be.associated.with.social.stigma.and.shame;.hence,.the.family.may.be.
reluctant.to.acknowledge.that.a.member.is.mentally.ill ..

Although.there.are.no.systematic.data.on.the.prevalence.of.mental.health.problems.in.Haiti,.the.preva-
lence.of.disorders.such.as.schizophrenia,.bipolar.disorder.with.mania,.and.other.psychoses.are.no.different.
from.that.in.other.countries ..People.with.no.access.to.hospitals.or.medical.treatment.who.have.suffered.
repeated.psychosis.episodes.and.have.impaired.functioning.may.be.labelled.‘fou’.(crazy).and.their.cognitive.
ability.may.not.be.trusted.even.after.remission ..The.symptoms.of.schizophrenia.are.based.on.concepts.
of.self.and.non-self ..As.such,.it.is.important.to.understand.Haitians’.cultural.and.religious.concepts.of.the.
person.in.order.not.to.mistake.normal.spiritual.beliefs.and.practices.for.evidence.of.psychological.and.
psychiatric.problems ..

In.Haiti.the.word.“depression”.is.used.to.refer.to.discouragement.while.dépression.mentale.refers.to.
depression.as.understood.in.Western.psychiatry ..Depression.is.expressed.mostly.in.terms.of.somatic.symp-
toms.and.is.not.considered.as.a.mental.illness.per.se,.but.as.a.state.of.debilitation.due.to.physical.health.
conditions.such.as.anaemia ..Individuals.experiencing.depression.usually.seek.support.and.guidance.from.
family.networks ..

The.earthquake.has.been.a.profoundly.traumatic.event:.many.people.witnessed.death.and.severe.
injury.or.lost.loved.ones.and.belongings ..Disorders.related.to.trauma.and.loss.are.more.likely.to.develop.in.
individuals.who.have.pre-existing.vulnerabilities,.such.as.exposure.to.various.types.of.violence,.prior.to.the.
earthquake ..The.loss.of.status.or.social.roles.that.results.from.material.loss.may.elicit.distress.in.the.forms.of.
feelings.of.shame,.humiliation,.and.powerlessness ..

Dissociative.phenomena.commonly.seen.in.Haiti.include.various.forms.of.possession.trance ..In.this.con-
text,.it.is.important.to.distinguish.possession.associated.with.schizophrenia.from.the.religious.experiences.
of.possession,.where.a.spirit.enters.a.member.of.a.religious.congregation.in.order.to.punish,.reward,.or.
treat.another.member.of.the.congregation ..Folk.diagnoses.include.sezisman,.endipozisyon.and.pedisyon ..
Sezisman.is.a.state.of.paralysis.provoked.by.the.shock.of.unexpected.events.such.as.receiving.sad.news.
concerning.a.loved.one.or.witnessing.a.traumatic.event ..Treatment.of.seizisman.includes.herbal.teas,.cold.
compresses.on.the.forehead,.and.support.and.care.from.relatives ..Endipozisyon.or.fainting.is.due.to.un-
bearable.emotional.distress.or.some.bodily.pain.and.is.more.common.among.women;.it.is.thought.to.be.
due.to.hot.or.bad.blood ..Pedisyon.is.a.condition.of.arrested.pregnancy.that.may.persist.for.months.or.years ..
It.is.thought.that.at.some.point.during.the.pregnancy.the.uterine.blood.is.diverted.from.the.fetus,.which.
stops.growing ..Because.maternity.is.an.important.aspect.of.a.woman’s.life.in.Haiti,.this.condition.may.allow.
infertile.women.to.claim.the.status.of.“being.with.a.child .”
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 Mental Health Services

The.health.care.system.is.divided.into.four.sectors:.public.institutions,.non-profit.NGOs.and.religious.or-
ganizations,.mixed.non-profit.organizations,.and.for-profit.private.clinics ..Most.institutions.are.independent;.
there.is.no.network ..While.most.people.value.professional.biomedical.services,.about.half.of.the.popula-
tion.experience.limited.access.to.health.care.services.because.of.structural.costs,.distance,.and.location ..
Hence,.many.people.wait.until.their.illnesses.are.in.the.advanced.stage ..Consequently,.many.view.hospitals.
as.places.“where.people.go.to.die .”.Death.is.considered.as.a.natural.part.of.the.cycle.of.life ..Deceased.fam-
ily.members.continue.to.play.important.roles.as.they.are.thought.to.advise.and.help.their.descendants.
through.dreams ..Death.rituals.and.burial.are.very.important ..Thus,.in.the.aftermath.of.the.earthquake,.the.
uncertainty.about.the.fate.of.a.deceased.loved.one.may.elicit.nightmare.and.concerns.when.thinking.
about.the.dead ..

In.the.absence.of.a.well-developed.mental.health.care.system,.Haitians.have.learned.to.deal.with.their.
mental.and.physical.illnesses.on.their.own,.using.the.social.support.of.family,.community,.and.religious.
networks.as.well.as.the.services.of.herbalists,.bone.setters.(who.treat.conditions.such.as.broken.bones),.
injectionists.(who.administer.herbal.or.Western.preparations),.and.midwives ..Upper-.and.middle-class.
Haitians.are.more.likely.to.seek.psychiatric.care .

Regardless.of.the.type.of.illness,.advice.regarding.treatment.is.usually.sought.first.from.family.members.
and.relatives ..For.instance,.Haitians.may.not.readily.accept.psychotherapy.to.solve.personal.problems,.
because.these.are.viewed.as.family.or.religious.matters ..Hence,.successful.treatment.will.include.collabora-
tion.with.family.and.the.community.of.the.patient ..Health.care.professionals.are.expected.to.be.engaging.
and.active.in.resolving.issues ..Consequently,.it.is.important.for.clinical.practitioners.to.be.aware.of.patients’.
understanding.of.illness.and.their.expectations.regarding.the.treatment ..

Culture and help-seeking behaviors

The cultural beliefs with respect to mental illnesses and mental health services impact 
help-seeking behaviors. Although we can make generalizations as to these behaviors about 
members from the same cultural group, variations do occur as a result of a number of factors 
including age and educational status.

In the Caribbean region, as 
in many other regions, the history 
of treatment of mental illness has 
been one of institutionalization and 
limitation of the rights of patients; 
this in part accounts for the stigma 
associated with mental disorders and 
discrimination against clients who 
seek mental health services (5). At the 
same time, because of the influence 
of religious leaders and fear of being 
stigmatized for seeking mental health 
services, some persons will frequently 
seek the counsel of their clergy or 
non-traditional healer before access-
ing mental health services (6–8).
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The traditional structure of the Caribbean family is such that children and adolescents 
are seen as an extension of their parents and therefore, in general, medical services to chil-
dren and adolescents cannot be provided without the approval of their parents. As a result of 
the low awareness of and the stigma associated with receiving mental health services, chil-
dren and adolescents with emotional challenges often remain untreated because of lack of 
knowledge on the part of the parents or guardians. Parents must sanction treatment for their 
children and can refuse mental health services for children who are severely ill. 

Compliance with treatment recommendations may be a challenge because of pervasive 
rumors about psychotropic medications, including beliefs that they result in “madness”; as a 
result, persons generally seek medical treatment when symptoms are advanced. 

Families are more likely to seek mental health services for relatives who exhibit violent 
or bizarre behaviors because of the fear that they might cause bodily harm to others. Reinte-
gration into society post-treatment for clients with a past history of violence is particularly 
challenging as they face discrimination and rejection by their families.

Cultural competence of disaster response teams

Box 6.2 lists questions that mental health teams should ask when planning their response 
to disaster. These questions are built around the topics covered in the previous section: factors 
that influence culture, how culture shapes beliefs about mental health, and attitudes about 
seeking assistance. As outlined above, cultural groups have characteristic ways of coping in 
times of disaster. The method of coping is inclusive of the way in which the group prepares 
and responds to disaster. 

When working in culturally diverse communities, disaster response mental health teams 
should consider the steps outlined below (see also, Box 6.3) (9): 

 The team must first understand and respect the way in which each group copes with 
the emotions frequently seen in disasters (e.g., loss and grief ). Knowledge of how the 
culture copes can be used to encourage those affected by a disaster to build on their 
innate coping skills and natural support network.

 Psychosocial interventions (e.g., support groups, educational materials, etc.) should 
be developed to complement those that already exist within the culture.

 When culturally sanctioned practices are identified that are believed to undermine the 
psychological well-being of the culture (e.g., the utilization of non-traditional healers 
to treat psychosis), the team should respectfully engage cultural leaders in a dialogue 
to share information on alternative methods of treatment.

 The mental health planning team needs to consult culture brokers (those who are 
entrenched in the community and culture and are in a position of authority) during 
every phase of disaster preparedness so that the mental health section of the emer-
gency preparedness plan is culturally sensitive and has the agreement of all cultural 
groups.
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 An understanding of the help-seeking behaviors of the population is critical to the 
process of developing mental health services that the community will utilize during a 
disaster. The community’s level of understanding about help-seeking behavior, their 
cultural strengths, and potential challenges can be assessed by initiating dialogue on 
the community’s past experiences with disaster. For example, some cultures become 
very unified in disaster situations because of the strength of the extended family and 
community network, whereas others are less connected and function more on the 
individual level. 

 Challenges with accessing mental health services should be identified and addressed 
in the emergency preparedness plan and possible solutions identified in consultation 
with the cultural groups.

 All of the mental health audiovisual material produced must be vetted for cultural 
sensitivity. Materials should also be produced that take into account the variation in 
the cultural groups (including linguistic), variations in education level and religion.

Box 6.2  
Summary points and assessment questions to be used during the disaster response phase

Factors influencing culture

Historical.events—What.are.the.key.historical.events.for.the.population?

Religion—Which.religions.are.dominant.and.what.are.their.practices?

Economic.context—What.is.the.economic.situation.for.the.country/regions/sub-regions?

Gender—What.are.the.predominant.gender.roles.for.the.country/regions/sub-regions?.

Culture and perceptions of mental health/mental disorders

Beliefs—What.are.the.predominant.beliefs.about.mental.health,.mental.disorders.and.mental.health.
treatment?.What.are.the.beliefs.as.they.relate.to.special.groups,.e .g .,.older.persons,.children.and.adoles-
cents,.the.physically.and.mentally.disabled?

Predominant.practices—What.is.the.history.of.mental.health.services.in.the.population?.How.does.the.
culture.cope.with.emotional.challenges?

Religion—What.are.the.religious.beliefs.about.mental.health.and.mental.disorders?.

Culture and help-seeking behaviors

Practices—What.are.the.ways.in.which.the.culture.identifies.mental.health.problems?.What.are.the.
prevailing.ways.in.which.the.culture.addresses.mental.health.problems?

Beliefs—What.are.the.prevailing.beliefs.about.seeking.professional.help.for.mental.health.problems?

Religion—What.are.the.religious.beliefs.about.seeking.professional.help.for.mental.health.problems?.

Culture and psychological response to disaster

Practices—There.may.be.varied.responses.by.cultural.groups.to.disaster ..Caribbean.people.historically.
have.been.expressive.but.resilient.in.disaster.situations .

Question—What.are.the.sanctioned/normal.response.of.the.culture.to.disaster?
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 First responders should receive continuous training on cultural competence. They 
should be well versed in the cultural issues specific to the community in which they 
are working.

 The mental health team must be willing to include and collaborate with (upon the re-
quest of their clients) religious leaders and non-traditional healers in patient manage-
ment so long as they maintain the medical standard of care.

 The first steps in ensuring the psychological welfare of a community in a post-disaster 
situation are to provide for the basic human needs; cultural groups need to know 
how to access basic needs (food, water, shelter, and health care) in the various stages 
of a disaster. Disaster preparedness efforts should ensure that each cultural group is 
informed and has access to basic needs during and post-disaster.

Empowering communities after a disaster

 Developing active partnerships with the cultural groups within a society allows health 
professionals to empower communities and to develop culturally competent disaster 
preparedness plans (10). Mental health workers should consider the following points 
when working with communities (see also, Box 6.4).

 Empowerment occurs in part through knowledge (9, 10). Mental health workers first 
need to be educated about the community by its leaders and cultural brokers in the 
following areas: the structure and functioning of the community; family structure and 
gender roles; community priorities, strengths, and weaknesses; and past experiences 
with disasters.

 Each community group should be consulted and a disaster plan specific to the vulner-
abilities of the community developed; the plan should identify the priorities of the 
community, current resources (human resources, health care facilities, etc.), and the 
projected need during a disaster. For example, in an impoverished neighborhood 
with poorly constructed houses, a plan to evacuate persons to the local churches and 
schools might be developed, allocating the responsibility for transportation to mem-
bers of the community with vehicles. This will further facilitate a sense of organiza-

Box 6.3 
Cultural competence summary points to be used during the disaster response phase

Identify.and.respect.the.cultural.norms.as.they.relate.to.coping.with.emergencies;

•. Identify.the.natural.resources.of.the.culture;

•. Work.with.cultural.brokers.to.identify.areas.where.external.support.is.needed;.

•. Identify.suitable.mental.health.services.for.the.needs.of.cultural.groups;

•. Work.with.religious.leaders.where.requested.and.where.collaborative.work.is.appropriate;

•. Provide.materials.(print,.audiovisual,.etc .).that.are.culturally.and.linguistically.appropriate .
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tion and control for the community members, both of which contribute to emotional 
stability.

 Tasks should be assigned to various members of the community. This might include 
accounting for disabled persons, maintaining a normal schedule of schooling and play 
for the children, volunteering to assist older persons and pregnant women to obtain 
food and water. The assignment of tasks can serve the dual purpose of keeping the 
caregiver occupied and distracted from worrying, and reducing the overwhelming 
feelings of helplessness and despair that may be experienced by those who require as-
sistance.

 Vulnerable people within the community (e.g., pregnant women, children, older 
persons, persons with disabilities, the homeless, persons with severe persistent men-
tal illness) should be identified with the assistance of cultural leaders. Specific plans 
should be developed for other community members to act as liaisons and to provide 
support to these persons following disasters.

 Shelter should be organized for displaced persons in a way that families and commu-
nities are housed together. This decreases the anxiety associated with loss and fear and 
facilitates the development of support groups between community members. 

 Frequent community meetings should be held for community members following a 
disaster to provide practical and psychological support and to assess the community’s 
ongoing needs.

 Frequent community meetings should be held between community representatives, 
government agencies, and nongovernmental organizations to determine how to access 
support for the community’s ongoing needs.

 Community members need to be educated about maintaining good mental health 
in disaster situations, the normal psychological response to disaster in the pediatric 
and adult populations, the signs of mental disorders, and treatment resources which 
they can utilize. Members of the community should also be aware of interventions 
to minimize the psychological sequelae of disaster, for example, by joining support 
groups, maintaining routines (especially for children and adolescents), and respond-

Chapter 6
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Box 6.4 
Empowering communities post-disaster: summary points

•. Identify.community.leaders.and.involve.them.in.the.decision.making.process

•. Build.on.the.natural.resources.of.the.culture

•. Improve.the.knowledge.base.of.the.community.with.regards.to.maintaining.good.mental.health

•. Allow.the.community.to.express.their.needs.

•. Assign.key.roles.to.members.of.the.community

•. Identify.and.attend.to.the.needs.of.special.groups.(e .g .,.the.mentally.ill,.physically.ill,.older.and.dis-
abled.persons,.children,.and.pregnant.women) .
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ing to externalizing behaviors displayed by children in a reassuring manner as op-
posed to corporal punishment.

 Encourage the resumption of cultural practices including rituals and religious prac-
tices around grief, loss, and burial of the deceased.
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Chapter 7
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Introduction

Typically, when someone is faced with the possibility of losing his/her life, loved ones, 
home and possessions, hopes, dreams and assumptions about life, there will be some degree 
of psychological impact. This is what usually occurs in the event of a disaster. Disasters of 
various types are common occurrences throughout the world and have a broad impact on 
individuals and communities. Despite that, most survivors are able to cope with the effects, 
rebuild their lives, and recover psychologically. In most cases, the passage of time will lead to 
the re-establishment of equilibrium. Fundamental to this process is access to public informa-
tion about normal reactions, personal coping strategies, and when and where to seek help.

Factors influencing emotional reactions to disasters

Not all disasters are the same. Each disaster, whether a flood, earthquake, hurricane, or 
human-caused event, has unique elements. These elements have psychological implications 
for survivors and communities and the potential for shaping and influencing the nature, 
intensity, and duration of post-disaster distress. Following is an overview of these factors.

Origin of the disaster

If a disaster is caused by human actions, survivors tend to struggle with deliberate 
human-on-human violence or human error as causal agents. Recovery is hampered by blame 
and anger, evoked by the perception that the event was preventable and a sense of betrayal 
by a fellow human(s). Disasters caused by natural hazards are often perceived to be beyond 
human control. It is not uncommon for people to believe that disasters are retribution for 
evil beliefs or deeds (see Chapter 6); for some, accepting mass destruction as “an act of God” 
is easier, whereas for others it can be more difficult (1). However, disasters are increasingly 
recognized as failures of the development process. For example, the quality and level of en-
forcement of buildings codes is a major determining factor in a country’s resilience to natural 
disasters. 

18. Psychiatric Nurse Practitioner, Community Nursing Services, Ministry of Health, Saint Lucia.
19. Psychiatric Nurse Practitioner, Central Health Region, Ministry of Health, Belize.
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Degree of personal impact

Research has consistently shown that the more personal exposure a survivor has to the 
disaster’s impact, the greater his or her post-disaster reactions (2). Death of a family member, 
loss of one’s home, and destruction of one’s community can have a devastating impact on 
survivors. In each of these instances, the intertwining of the processes of grief and trauma 
compound the effects and extend the duration of the recovery period for many survivors 
(3). Survivors who experience tremendous loss experience more anxiety, depression, sadness, 
somatic symptoms, and, in some cases, alcohol abuse.

Size and scope of the disaster

It is highly likely that the greater the community devastation, the greater the psychologi-
cal impact on the survivors. When entire communities are destroyed, everything familiar is 
gone. Survivors become disoriented and may experience high levels of anxiety, depression, so-
matic symptoms, and generalized distress associated with widespread community destruction 
(3). When some fabric of community life is left intact (e.g., schools, churches, commercial 
areas), there is a foundation upon which recovery can begin. Social support occurs and family 
roles resume more readily when community gathering places remain. Survivors are then more 
able to continue some of their familiar routines. 

Probability of recurrence

When a disaster has a seasonal pattern, such as a hurricanes or tornado, survivors are 
concerned they will be hit again before the season ends. During the period between events, 
communities rebuild, vegetation grows back, and visual reminders of the disaster diminish. 
As the season comes around again, the reminder that the area is potentially at-risk may stir 
up feelings of anxiety and hyper vigilance may resurface. Earthquakes, volcanic eruptions, 
and floods that do not necessarily follow a seasonal pattern tend to make survivors anxious 
and preoccupied because the immediate probability of recurrence is perceived as high. 

Characteristics of survivors

Each survivor experiences the disaster through his or her own lens. Factors such as the 
meaning assigned to the disaster, 
personality type, inherent personality, 
coping skills, world view, and spiritual 
beliefs contribute to how that person 
perceives, copes with, and recovers 
from the disaster. Experiences with 
losses or disasters may enhance or 
may compromise coping. Resilience 
factors include the ability to tolerate 
and cope with disruption and loss; 
while vulnerability factors include 
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preexisting health or emotional problems and additional concurrent stressful life events (4). 
In addition, cultural experience and ethnic background may facilitate or interfere with a 
survivor’s ability to engage with disaster relief efforts.

Typical reactions to disasters

It is commonly assumed that that the devastation associated with some disasters may 
cause pathological conditions such as acute stress disorder and post-traumatic stress disorder 
(PTSD). The truth is, however, that for the majority of survivors, mild to moderate distress 
reaction is the most common occurrence. Distress reaction is transitory and commonly 
regarded as a normal response to an abnormal event. Survivors also react with grief to the loss 
of loved ones, homes, and possessions. Poor concentration, withdrawal, and depressed mood 
characterize grief reactions and are common and normal. Grief and stress response in the 
disaster aftermath are natural and adaptive, and should not be labeled pathological unless it 
is prolonged, blocked, exceeds a tolerable quality, or interferes with regular functioning to a 
significant extent. It is important to remember that the average person is “normal” before and 
after the event and therefore mental health labels must be avoided when inappropriate. 

Table 7.1 presents common distress reactions to disasters, categorized into emotional, 
physical, cognitive, and interpersonal effects (see Table 7.1).

Table 7.1 Common disaster-related stress reactions

Emotional reactions Cognitive reactions Physical reactions Interpersonal reactions

•. Fear.
•. Grief.
•. Anger.
•. Guilt
•. Feeling.depressed.or.

sad
•. Feeling.despair.or.

hopelessness
•. Resentment
•. Helplessness
•. Emotional.numbness
•. Feeling.overwhelmed

•. Trouble.concentrat-
ing.or.remembering.
things

•. Confusion
•. Difficulty.making.

decisions
•. Preoccupation.with.

the.event
•. Recurring.dreams.or.

nightmares
•. Questioning.spiritual.

beliefs
•. Attention.span.
•. Memory.problems
•. Self-blame

•. Tension
•. Fatigue
•. Restlessness
•. Sleep.disturbances.
•. Bodily.aches.and.pains
•. Increase.or.decrease.in.

appetite
•. Hypertension,.heart.

pounding
•. Racing.heartbeat
•. Nausea
•. Quick.startle.response
•. Headaches

•. Feeling.more.distrust-
ful

•. Irritability
•. Sleep.problems
•. Crying.easily
•. Increased.conflicts.

with.family
•. Withdrawal.from.

others
•. Feeling.rejected.and.

abandoned.by.others
•. Being.judgmental;.be-

ing.over-controlling

Source:.Adapted.from.New.South.Wales.(NSW).Health,. .Disaster.mental.health.response.handbook,.North.Sydney,.NSW:.
NSW.Health,.2000 .

Typical reactions to disasters by age group

Children, adolescents, adults, and older persons may share common patterns or ways of 
reacting to a disaster.
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Table 7.2 Common reactions in the post-disaster phase, by age group

Common reactions of 
children

Common reactions of 
adolescents

Common reactions of 
adults

Common reactions of 
older adults

•. Fearful.of.new.situa-
tions.

•. Separation.anxiety
•. Fear.of.the.darkness.or.

animals
•. Clinging.to.parents.
•. Baby.talk
•. Loss.of.bladder.or.

bowel.control,.consti-
pation

•. Speech.difficulties.
(e .g .,.stammering)

•. Loss.or.increase.of.
appetite

•. Become.passive.and.
quiet

•. Thumb-sucking
•. Irritability
•. Aggressive.behavior.at.

home.or.school
•. Competition.with.

younger.siblings.for.
parental.attention

•. Night.terrors,.night-
mares,.fear.of.darkness

•. School.avoidance
•. Withdrawal.from.peers
•. Loss.of.interest;.poor.

concentration.and.
attention.in.school

•. Headaches.or.other.
physical.complaints

•. Fears.about.weather,.
safety,.recurrence

•. Thinks.about.many.
frightening.moments.
during.and.after.the.
events

•. Sleep.disturbance
•. Appetite.disturbance
•. Rebellion.in.the.home
•. School.problems.(e .g .,.

fighting,.withdrawal,.
loss.of.interest,.
attention-seeking.
behaviors)

•. Physical.problems.
(e .g .,.headaches,.
vague.pains,.skin.
eruptions,.bowel.
problems,.psychoso-
matic.complaints)

•. Loss.of.interest.in.peer.
social.activities

•. Poor.performance
•. Withdrawal.and.

personal.isolation,.
extreme.avoidant.
behavior

•. Changes.in.peer.
group.or.friends

•. Agitation.or.decrease.
in.energy.level

•. Irresponsible.and/or.
delinquent.behavior

•. Use.of.alcohol.and.
drugs

•. Sleep.problems.
•. Avoidance.of.remind-

ers.
•. Excessive.activity.level.
•. Crying.easily.
•. Increased.conflicts.

with.family.
•. Hyper.vigilance.
•. Isolation,.withdrawal
•. Fatigue,.exhaustion.
•. Gastrointestinal.

distress
•. Appetite.change.
•. Somatic.complaints.
•. Worsening.of.chronic.

conditions
•. Depression,.sadness.
•. Irritability,.anger.
•. Anxiety,.fear.
•. Despair,.hopelessness.
•. Guilt,.self.doubt.
•. Mood.swings

•. Depression,.withdraw-
al,.apathy.

•. Decline.in.physi-
cal.health.with.an.
increase.in.physical.
complaints

•. Disorientation,.confu-
sion,.and.memory.
losses ..

•. Agitation,.impatience,.
anger,.and.irritability.

•. Appetite.and.sleep.
disturbances.

•. Reluctance.to.leave.
home.

•. Relocation.adjustment.
problems

•. Worsening.of.chronic.
illnesses.

•. Sleep.disorders.
•. Somatic.symptoms.
•. Multiple.medication.

needs
•. Despair.about.losses.
•. Apathy.
•. Suspicion.
•. Anxiety.with.unfamil-

iar.surroundings.
•. Embarrassment.about.

receiving.“hand.outs”

Source:.Adapted.from.New.South.Wales.(NSW).Health ..Disaster.mental.health.response.handbook,.North.Sydney,.NSW:.NSW.
Health,.2000 .

Children 

Children experience a variety of reactions and feelings in response to a traumatic event 
or a disaster and require special attention to meet their needs (see Table 7.2). Children may 
exhibit behaviors that are not typical for them. For example, an outgoing child may become 
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shy or may revert to a past behavior such as thumb-sucking or baby talk. Since many chil-
dren lack the verbal and conceptual skills needed to cope effectively with sudden stress, the 
reactions of their parents and families strongly affect them. In most cases the symptoms will 
pass after the child has readjusted. When symptoms do continue, it means a more serious 
emotional problem has developed and the child will need to be referred to a mental health 
professional (see Chapters 9 and 12 for more information). 

Adolescents 

Peer reactions are especially significant in this age group (see Table 7.2). The adolescent 
needs to know that his/her fears are both appropriate and shared by others. A disaster may 
stimulate fear concerning the loss of their family or fear related to their body. The family’s 
need to pull together threatens their natural branching away from the. Disasters disrupt their 
peer relationships and school life. As children get older, their responses begin to resemble 
adult reactions to disasters. They may also have a combination of childlike reactions mixed 
with adult responses. Teenagers may show more risk-taking behaviors than normal (reckless 
driving, use of drugs, etc.). Teens may feel overwhelmed by their emotions, and may be un-
able to discuss them with their families (see Chapters 9 and 12 for more information).

Adults

Adults are focused on family, home, jobs, and financial security. Many are involved 
with caring for older parents as well. Pre-disaster life often involves maintaining a precari-
ous balance between competing demands. Following a disaster, this balance is lost, with the 
introduction of the enormous time, financial, physical, and emotional demands of recovery. 
Somatic reactions are especially present in those who are less able to experience and express 
their emotions directly (Table 7.2). Cultural, gender-based, or psychological factors may 
interfere with emotional expression and seeking social support. Anxiety and depression are 
common, as adults contend with both anxiety about future threats and grief about the loss of 
home, lifestyle, or community.

Older adults 

The impact of disaster-related 
losses has shown that a higher inci-
dence of personal loss, injury and 
death are experienced by older adults 
(Table 7. 2). In addition, existing 
problems with sight, hearing and mo-
bility all place older adults at higher 
risk for physical injury. Research has 
also shown that older adults are less 
likely to evacuate, less likely to heed 
warnings, less likely to acknowledge 
hazards and dangerous situations, 
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and are much slower to respond to the full impact of losses. A larger proportion of older 
persons, as compared with younger age groups, have chronic illnesses that may worsen with 
the stress of a disaster, particularly when recovery extends over months. They are more likely 
to be taking medications that need to be replaced quickly following a disaster. Reactions of 
older adults to disasters are summarized in the table below (see Chapters 9 and 12 for more 
information).

Conclusions

The emotions and reactions that follow a disaster are normal and natural responses to a 
stressful event. For most people, these reactions are temporary and generally do not become 
chronic problems. Individual responses will differ and progress at different paces throughout 
the process. It is important for survivors to recognize that these reactions are expected and 
that everyone will experience them in some form and intensity.

References

1. Yates, S. “Attributions about the causes and consequences of cataclysmic events.” 
Journal of Personal and Interpersonal Loss. 1998; 3(1):7–24.

2. Solomon, S.D., B. L. Green, “Mental health effects of natural and human-made 
disasters.” PTSD Research Quarterly. 1992; 3(1): 1–8.

3. Kohn, R., I. Levav. “Bereavement in disaster: an overview of the research.” Int J Ment 
Health. 1990; 19(2): 61–76.

4. McFarlane, A.C., L. Weisaeth (Eds.), Traumatic stress: the effects of overwhelming expe-
rience on mind, body and society. New York: Guilford Press; 1996.

5. New South Wales (NSW) Health, Disaster mental health response handbook. North 
Sydney, NSW: NWS Health, 2000.

6. Raphael, B. When disaster strikes: how individuals and communities cope with catastro-
phe. New York: Basic Books, 1986. 



63

Chapter 8

Distress vs. Disorder
Nelson Clarke20

20. Consultant Psychiatrist and Chief of Staff, Sandilands Rehabilitation Centre, Associate Lecturer in Psy-
chiatry, The University of the West Indies, Bahamas.

In the immediate aftermath of a major disaster, emphasis is understandably on basic 
needs such as food, water, shelter, and medical care for those who may have been physically 
injured. After a disaster that has caused infrastructure damage, important considerations 
must be addressed, including re-establishing communications and ensuring that there is 
reliable damage assessment. It is not unusual for mental health to be absent among the list of 
high priorities that need to be addressed. In fact, many countries’ disaster plans, particularly 
those of developing countries, may not have a mental health component.

Range of reactions to disasters

The psychological reactions of individuals in a population affected by a disaster can vary 
intensity and a wide range of psychological reactions are usually seen, ranging from very mild 
and very transient to the more severe and long-lasting reactions that may last for years. The 
initial reactions, which occur immediately after the event, are widespread and unstable. Acute 
reactions may include symptoms of anxiety and depression and for most of the population 
will not be long lasting (see Chapter 7, Normal Psychological Reactions to Disasters).

It is important to remember that not only those who have e experienced trauma first-
hand display reactions. However, those who are involved in rescue efforts may also display 
reactions to the trauma, having been secondarily exposed to the event (see Chapter 12).

In general, it may be helpful to think of the possible reactions under the three headings 
below, rather than to label individuals as suffering from a specific mental health problem or 
psychological disorder: 

 The expected/usual psychological reactions to a disaster; 

 Exaggerated, prolonged unusual or severe reactions to a disaster;

 Reactions that put the individual or other members of the community at risk. Among 
the group of individuals with this type of reaction there are likely to be persons who 
have had previous mental health problems, as well as persons who have had no prior 
history of mental illness (see Chapter 9). 
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Labeling a person as suffering from a mental 
illness still carries significant stigma and may be 
associated with ostracism and social exclusion. 
Care must be taken not to subject individu-
als unnecessarily to these consequences. On 
the other hand, every effort must be made to 
educate members of the society about mental 
illness and the need to ensure early detection 
and intervention so that affected individuals 
receive the necessary care, minimizing suffering 
and marginalization, and are able to return as 
functional members of their community. 

In many communities/countries of the region there still exists significant stigma associ-
ated with mental illness. Persons who suffer from mental health problems are often not seen 
as being genuinely ill. They are less likely to be regarded as experiencing real suffering (in the 
sense that persons who have had physical injuries or physical illnesses are). It is often more 
likely that they will be made fun of, ridiculed, or regarded as weak. In some instances they 
are also regarded as potentially violent and unpredictable. 

Importantly, in many individuals somatic (physical) complaints such as headache, 
muscular pain, assorted aches, and fatigue may occur in addition to emotional and psycho-
logical complaints. At times these physical or somatic complaints may not be recognized as 
reactions associated with the disaster. It should also be noted that in some cultures it may be 
more acceptable to experience and report these physical complaints rather than complain of 
psychological or emotional reactions. So it is very important for those persons assisting after 
a disaster to have knowledge about the culture and the attitudes of the population regarding 
psychological and emotional complaints (see Chapter 6).

Clues that help identify the presence of severe mental disorder

Some reactions in the aftermath of a disaster are a cause for concern when it comes to 
the well-being of individuals who display them and signal a need for appropriate evaluation 
and interventions (9). These reactions include:

 Inability to look after his/her own basic needs

 Inability to look after young children he/she is responsible for

 Delusions

 Hallucinations

 Suicidal thoughts 

 Homicidal thoughts 

 Prolonged and excessive use of mind-altering substances, including alcohol

 Violent and aggressive behavior 
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Delusions or delusional thoughts may be an indication that the person who is expressing 
them suffers from a psychosis. A psychosis is a mental illness in which the individual has lost 
contact with reality. This type of mental illness may place the individual at risk for causing 
harm to others or becoming involved in altercations or physical conflict, thus sustaining 
an injury. However, a relatively small percentage of persons who suffer from psychosis are 
violent.

Anyone who complains about being suicidal or speaks about not wanting to live should 
be given additional support and carefully evaluated by a mental health professional or a 
person with the skills and experience to provide the necessary assistance. Any individual who 
consistently behaves in an erratic manner or voices intent to harm other persons should be 
carefully evaluated.

Two short vignettes, based on actual events, serve to demonstrate the range of reactions 
to a disaster (see Box 8.1). The first is of a woman who has experienced a hurricane. Her re-
actions are considered to be in the “normal” range (it should be noted that recovery occurred 
within a matter of weeks and psychological treatment was not necessary). The second is of 
a man who lost his means of livelihood during a major storm. He experienced a number of 
severe reactions, which together satisfied the criteria for the diagnosis of a depressive illness. 
The individual received treatment and the problems eventually resolved. 

Box 8.1 
Examples of persons exhibiting ranges of reactions to natural disaster

Case 1

Angelique.was.terrified.during.the.hurricane ..The.island.suffered.a.direct.hit.from.Hurricane.Frances ..
Angelique.had.taken.her.two.small.children.to.the.shelter.several.hours.before.the.hurricane ..During.the.
ordeal.she.could.hear.the.howling.of.the.wind.and.horrendous.noises.outside.the.shelter,.as.various.struc-
tures.in.the.surrounding.area.were.blown.away.or.damaged ..

When.the.hurricane.finally.passed,.she.returned.to.find.that.her.house.had.suffered.very.little.physical.
damage ..Over.the.next.two.weeks.she.had.difficulty.sleeping,.felt.listless,.had.poor.appetite,.and.experi-
enced.terrifying.dreams.in.which.she.re-experienced.the.hurricane ..At.times.she.felt.nervous,.especially.
when.the.sky.became.darkly.clouded.and.it.seemed.as.if.it.were.getting.ready.to.rain ..Somehow.this.
reminded.her.of.the.hours.before.the.hurricane ..One.month.afterward.she.still.felt.a.little.anxious.when.she.
recalled.the.experience.but.was.sleeping.well.and.was.managing.to.get.on.with.her.usual.activities .

Case 2

Tony.had.been.very.upset.after.learning.that.his.fishing.boat.had.been.washed.away.by.the.storm ..He.
was.angry ..He.felt.lost.and.wondered.how.he.would.now.earn.a.living ..He.had.been.a.fisherman.ever.since.
leaving.school ..He.started.drinking.much.more.than.usual.and.spent.most.of.the.day.in.the.little.bar.near.
the.waterfront ..He.seemed.despondent.and,.despite.efforts.from.his.friends.to.cheer.him.up,.grew.more.
despondent.daily .

Tony’s.wife.told.the.doctor.that.she.was.very.concerned.about.him ..He.had.stopped.being.his.usual.
cheerful.self.and.constantly.talked.about.having.very.little.reason.to.continue.living ..It.was.now.more.than.
a.month.since.the.boat.had.been.lost ..He.had.been.irritable,.continued.to.drink.far.more.than.was.custom-
ary.and.had.lost.weight ..He.had.lost.interest.in.most.things.and.wore.a.sad.and.dejected.look ..Of.major.
concern.for.his.wife.was.his.talk.about.death:.he.even.told.her.what.he.wanted.done.at.his.funeral ..Tony.
was.eventually.evaluated.and.treated.for.a.depressive.illness ..He.received.antidepressant.medication.and.
counselling.sessions.and.his.symptoms.eventually.resolved .
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Figure 8.1 illustrates important differences between reactions that can occur as a result 
of exposure to a disaster and symptoms that are indicative of the presence of mental illness or 
mental disorders.

 Acute stress reactions

For many individuals the experience of a disaster results in feelings of anxiety and emo-
tional distress, which usually resolve within a few weeks. These reactions may involve sadness 
or low mood, fear and worry, and for some persons, preoccupation with bodily symptoms 
may also be significant. In a number of individuals, the reactions may progress and evolve 
into full blown post-traumatic stress disorder, generalized anxiety, or depressive illness. For 
most individuals, however, these reactions usually resolve without need of treatment. 

In most cases it may be enough to offer simple support and encourage individuals to re-
sume their usual routines, not take medications to treat anxiety, and avoid the use of alcohol 
or other drugs to help with their symptoms of anxiety or to alleviate sadness or low mood. 
Individuals should also be encouraged to identify those resources within the community such 
as relatives, friends, and spiritual leaders for support. 

Psychological first aid (described in Chapter 11) should be made available to everyone in 
the immediate post-disaster period. For individuals who continue to have problems beyond 

Figure 8.1 Mental distress or mental disorder?

Source:.S ..Kutcher,.Dalhousie.University,.Nova.Scotia,.Canada .
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three to four weeks, help within the primary care setting should be offered (10). Those indi-
viduals should, in the first instance, be assessed by the primary care physician.

As part of the Mental Health Gap Action Program, WHO has published an intervention 
guide to assist health workers in a variety of settings to detect and manage mental, neuro-
logical, and substance abuse disorders (see Box 8.2). While not geared specifically to disaster 
situations, it offers the tools to address psychosocial support and community-based mental 
health services which can be provided in situations where mental health care services may 
have been disrupted or are not available. 

Criteria for the diagnosis of depressive illness 

While a number of mental health problems can occur in persons who have experienced a 
disaster, depressive illness may be one of the more common. This is a serious illness. Accord-
ing to the Diagnostic and Statistical Manual (DSM-IV) of the American Psychiatric Asso-
ciation, symptoms must be present for at least two weeks, for most of the day, every day or 
nearly every day and specific criteria must be met before the diagnosis can be made (11).

Five (or more) of the following symptoms must have been present during the same two-
week period and represent a change from previous functioning; at least one of the symptoms 
is either (1) depressed mood or (2) loss of interest or pleasure.

 Depressed mood most of the day, nearly every day, as indicated by either subjective 
report (e.g., feels “sad” or “empty”) or observation made by others (e.g. “appears tear-
ful”). In children and adolescents, this can be an irritable mood;

 Markedly diminished interest or pleasure in all, or almost all, activities most of the 
day, nearly every day (as indicated by either subjective account or observation made 
by others);

 Significant weight loss when not dieting or weight gain (e.g., a change of more than 
5% of body weight in a month), decrease or increase in appetite nearly every day. In 
children, consider failure to make expected weight gains;

Box 8.2 
Guide for detecting mental, neurological and substance abuse disorders: the WHO - Mental Health 
Gap Action Program

The.mhGAP.Intervention.Guide.(mhGAP-IG).is.a.simple.tool.to.help.detect,.diagnose,.and.manage.
the.most.common.mental,.neurological,.and.substance.use.disorders.and.is.aimed.at.helping.a.range.of.
people.from.doctors.and.nurses.to.assistants.in.a.variety.of.resource.settings .

The.mhGAP-IG.includes.evidence-based.recommendations.to.manage.priority.conditions.including.
depression,.epilepsy,.psychosis,.bipolar.disorders,.developmental.and.behavioral.disorders.in.children.and.
adolescents,.dementia,.alcohol.use.disorders,.drug.use.disorders,.self-harm/suicide,.and.other.significant.
emotional.or.medically.unexplained.complaints ..The.Guide.emphasizes.the.importance.of.psychosocial.
interventions.in.managing.these.conditions ..It.also.provides.advice.on.medicines,.when.to.use.them.or.
not,.and.covers.interventions.with.a.basic.approach.that.uses.easy-to-follow.flowcharts .

Information.available.from:.http://www .who .int/mental_health/mhgap/en/ .



Mental Health and Psychosocial Support in Disaster Situations in the Caribbean

Core Knowledge for Emergency Preparedness and Response

68

 Insomnia or hypersomnia nearly every day 
(inability to sleep or excessive sleeping);

 Psychomotor agitation or retardation nearly 
every day (observable by others, not merely 
subjective feelings of restlessness or being 
slowed down);Fatigue or loss of energy nearly 
every day;

 Feelings of worthlessness or excessive or inap-
propriate guilt (which may be delusional) 
nearly every day (not merely self-reproach or 
guilt about being sick);

 Diminished ability to think or concentrate, 
or indecisiveness, nearly every day (either by 
subjective account or as observed by others);

 Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation with-
out a specific plan, or a suicide attempt or a specific plan for committing suicide.

The symptoms cause clinically significant distress or impairment in social, occupational, 
or other important areas of functioning.

Many persons who have experienced a disaster may have periods of despondency and 
depressed mood, which may be an expected reaction to the disaster (6, 7). It is when the 
depressed mood or feelings of emptiness or an inability to experience enjoyment or plea-
sure persist that the possibility of a depressive illness must be considered and the individual 
should be properly evaluated.

Depression is a very serious mental health problem; it is much more than a brief period 
of unhappiness. Some individuals suffering from this illness may experience suicidal thoughts 
and may act upon these thoughts. It is extremely important that these persons receive appro-
priate care leading to recovery and that they receive follow-up care, since relapse and further 
episodes of depression can occur in some individuals.

It must be recognized that after a period of a month or so, most of the usual reactions 
that persons may have experienced after a disaster begin to resolve or to show some degree of 
improvement. Any reactions that continue beyond four to six weeks without signs of im-
provement or resolution may indicate that the individual needs assistance.

Post-traumatic stress disorder 

Post-traumatic stress disorder (PTSD) has been identified as a disorder that has an 
increased incidence in persons who have experienced a disaster (DSM-IV-TR). Diagnostic 
criteria for PTSD include a history of exposure to a traumatic event and symptoms from 
each of three symptom clusters (i.e., intrusive recollections, avoidant/numbing symptoms, 
and hyper-arousal symptoms). Another criterion concerns duration of symptoms, and a sixth 
assesses functioning.
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Criterion 1: Stressor

The person has been exposed to a traumatic event in which both of the following have 
been present:

 The person has experienced, witnessed, or been confronted with an event or events 
that involve actual or threatened death or serious injury, or a threat to the physical 
integrity of oneself or others;

 The person’s response involved intense fear, helplessness, or horror. In children, this 
may be expressed instead by disorganized or agitated behavior.

Criterion 2: Intrusive recollection

The traumatic event is persistently re-experienced in at least one of the following ways:

 Recurrent and intrusive distressing recollections of the event, including images, 
thoughts, or perceptions. Note that in young children, repetitive play may occur in 
which themes or aspects of the trauma are expressed;

 Recurrent distressing dreams of the event. In children, there may be frightening 
dreams without recognizable content;

 Acting or feeling as if the traumatic event were recurring (includes a sense of reliving 
the experience, illusions, hallucinations, and dissociative flashback episodes, including 
those that occur upon awakening or when intoxicated). In children, trauma-specific 
re-enactment may occur;

 Intense psychological distress at exposure to internal or external cues that symbolize 
or resemble an aspect of the traumatic event;

 Physiologic reactivity upon exposure to internal or external cues that symbolize or 
resemble an aspect of the traumatic event.

Criterion 3: Avoidant/numbing

Persistent avoidance of stimuli associated with the trauma and numbing of general re-
sponsiveness (not present before the trauma), as indicated by at least three of the following:

 Efforts to avoid thoughts, feelings, or conversations associated with the trauma;

 Efforts to avoid activities, places, or people that arouse recollections of the trauma;

 Inability to recall an important aspect of the trauma;

 Markedly diminished interest or participation in significant activities;

 Feeling of detachment or estrangement from others;

 Restricted range of affect (e.g., unable to have loving feelings);

 Sense of foreshortened future (e.g., does not expect to have a career, marriage, chil-
dren, or a normal life span).
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Criterion 4: Hyper-arousal

Persistent symptoms of increasing arousal (not present before the trauma), indicated by 
at least two of the following:

 Difficulty falling or staying asleep;

 Irritability or outbursts of anger;

 Difficulty concentrating;

 Hyper-vigilance;

 Exaggerated startle response.

Criterion 5: Duration

The duration of the disturbance is more than one month.

Criterion 6: Functional significance

The disturbance causes clinically significant distress or impairment in social, occupa-
tional, or other important areas of functioning. It is acute if duration of symptoms is less 
than three months; it is chronic if duration of symptoms is three months or more. With or 
without delayed onset, symptoms can occur at least six months after the stressor

Psychotic illness

A psychotic illness is a mental illness in which the symptoms are such that the individual 
loses contact with reality because of the occurrence of delusional thoughts (false beliefs or 
false ideas) and hallucinations (false perceptions). These kinds of illness are not commonly 
a consequence of a disaster but may recur in persons who have previously suffered from 
psychosis. Certainly, individuals who have been in treatment for psychosis are likely to suffer 
a relapse in the aftermath of a disaster when they are unable to obtain the medications with 
which they were being treated. In some cases the stress of the disaster may result in relapse 
(see Chapter 9). 

Summary

 Psychological reactions to a disaster or traumatic event are expected and may affect 
the survivors as well as those who are involved in providing assistance.

 There are a wide range of usual reactions and these should not be considered as symp-
toms indicative of mental illness or mental disorder.

 Personality, culture, and traditions have an effect in determining the types of reactions 
people are likely to exhibit following a disaster.

 The intensity of reactions to a disaster is also affected by the extent of the loss suf-
fered. 
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 The very young and the very old may display reactions that are different from those of 
mature adults. 

 Caution should be exercised and care taken not to label individuals prematurely as 
suffering from a mental illness.

 Care should also be taken to ensure that persons who are experiencing symptoms 
of mental illness receive the care and attention that will result in the control of their 
symptoms and relief of their suffering while being treated with dignity.

 Indications that individuals experience delusional thinking, have suicidal ideas, 
behave in a violently aggressive manner, engage in behavior likely to cause injury to 
themselves or others, or are unable to care for themselves may signal the presence of a 
mental illness.

 Specific diagnostic criteria must be used when diagnosing any mental illness.

 Treatment should be initiated by those professionals with the appropriate training 
and experience. 

Conclusion

Disasters may result in widespread psychological distress in the population experiencing 
the disaster. The reactions may vary from very mild and transient to severe and long lasting. 
For the majority of individuals these reactions resolve over time and most people regain their 
sense of equilibrium and return to functioning as productive members of their communities 
within a matter of weeks.

A small percentage of persons exposed to the disaster are likely to experience sustained, 
severe reactions. Some of these individuals may have previously suffered mental health prob-
lems. Anxiety disorders, post- traumatic stress disorders, and depressive illness are among the 
more common mental health problems that may occur in the aftermath of a disaster, and 
they can affect adults, children and older persons. Substance abuse problems can also occur 
in the post-disaster period. 

When a mental illness is suspected the individual should be carefully evaluated and 
treatment provided by an experienced health care professional. It is important not to label 
individuals as suffering from mental illness when they are experiencing reactions that are 
common among persons following a disaster. On the other hand, assistance and appropriate 
treatment must be provided for individuals suffering from serious mental illness. 
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Introduction

During a disaster situation, there are individuals within the general population who may 
be more significantly affected than others and who are at greater risk for negative outcomes. 
From a public health standpoint, and as part of disaster response strategic planning, it is im-
perative that these groups are identified, in advance, so their needs can be addressed within 
the wider framework of the post-disaster mental health response.

Several agencies have identified a number of potentially vulnerable groups that may re-
quire or benefit from specific post-disaster interventions. Issues affecting each of these groups 
are discussed in this chapter. These groups are as follows:

 People with pre-existing mental disorders

 Children and adolescents

 Gender-based vulnerability (women)

 Older persons

 Homeless persons

 Indigenous peoples 

 People living in shelters
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First responders, who provide direct disaster assistance, are also considered a vulnerable 
population. More information regarding this group is included in Chapter 12.

When addressing the needs of vulnerable people following a disaster, it is essential to 
keep in mind that the information provided in this document is meant to guide the develop-
ment and application of interventions that can be used in addition to providing basic health 
care. It is also important to stress that all interventions be delivered in culturally appropriate 
ways.

Persons with pre-existing mental disorders

Persons with pre-existing mental disorders are a vulnerable group and frequently ne-
glected during disasters or emergency situations, whether they live in the community or are 
residents in institutions. 

Persons with mild to moderate mental disorders may present at primary health care or 
emergency facilities with unexplained, somatic complaints. By contrast, those with severe 
mental disorders may not search for help at all, for reasons such as isolation, stigma and 
fear of being rejected, lack of knowledge or awareness of their own situation, or because of 
limited access to services (4). Furthermore, these persons may have been abandoned by their 
families as a consequence of the disaster and or displaced from their place of residence. In 
the absence of their usual support networks, these persons may be unable to receive needed 
care and/or to recognize the possible danger of their condition. This is the case in temporary 
shelters or camps for displaced persons, where it is common “to see persons wandering lost, 
terrified, unfed, perhaps with verbal and physical signs of abuse” (5). 

Once persons with mental disorders are identified (by asking relevant governmental and 
nongovernmental agencies and by visiting existing institutions), it is important that they 
receive appropriate protection and needed attention to ensure immediate continuity of care 
and avoid interruption of ongoing treatment (4).

In many countries, particularly those with limited resources, the development of services 
for persons with severe mental disorders are inadequate to meet the needs of the population 
(6). A lack of knowledge regarding adequate organization of services as well as the stigma 
against persons with mental disorders contribute to the limited development of mental 
health systems. A disaster may cause damage to structures, dispersion of qualified personnel, 
competing and urgent medical priorities, or other difficulties that will exacerbate the poor ex-
isting conditions, rendering facilities inaccessible or inadequate to meet the needs of affected 
population (5).

Another important aspect to consider is that personnel providing emergency care may 
have little or no experience in recognizing mental disorders and managing persons suffer-
ing from these conditions. It is important for health care providers to receive basic training 
that will help them to identify and treat mental disorders. This training should be spread 
over a period of time, in combination with appropriate supervision and follow-up (5). It is 
equally important that psychotropic medication is available (see Chapter 10 on Post-Disaster 
Psychotropic First Aid Kit and Chapter 8, Box 8.2 on the WHO mhGAP program) and that 
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primary care practitioners are authorized to prescribe these drugs, as recommended by inter-
nationally agreed guidelines (4). 

 The training and supervision offered to health care practitioners should be combined 
with training for family members and community volunteers. These groups can provide psy-
chosocial support as an important component of a comprehensive care approach. 

Recommended measures (4, 5) for attending to the specific needs of people living with 
severe mental disorders who are confronted with a disaster situation are listed in Box 9.1.

In the Caribbean, many individuals living with severe and persistent mental disorders 
or mental disabilities may reside in long-term care institutions. These persons require special 
attention, as they form a particularly vulnerable group. They may have been abandoned by 
personnel and left unprotected from the effects of the disaster. After many years of living in 
institutions, these persons may have lost their capacity to react during an emergency. Away 
from their families and isolated, the context of emergency may create further anxiety, agita-
tion, or withdrawal (4). 

In cases where there is structural damage to a facility, or where staff abandons the facility 
as a consequence of the disaster, the institution’s residents may remain without appropriate 
“clothing, feeding, shelter, sanitation, physical care and basic treatment (including medica-
tion and psychosocial support) (4).”

It is important that professionals responding to the emergency ensure that these persons 
receive appropriate, comprehensive care, always respecting the human rights and dignity of 
these persons. Box 9.2 offers recommended actions for people living in psychiatric institu-
tions.

Chapter 9

Support for Vulnerable Groups Following a Disaster

Box 9.1 
Recommendations for supporting persons with pre-existing mental disorders

•. Assess.pre-existing.structures.as.well.as.the.impact.of.the.emergency.on.those.services .

•. Identify.people.with.severe.mental.disorders.that.require.assistance .

•. Provide.medical.and.psychosocial.interventions.to.relieve.symptoms .

•. Provide.protection.and.support.to.restore.functions .

•. Ensure.adequate.supplies.of.essential.psychiatric.drugs.in.all.emergency.drug.kits .

•. Enable.at.least.one.member.of.the.emergency.primary.health.care.team.to.provide.frontline.mental.
health.care ..

•. Train.and.supervise.available.primary.health.care.staff.in.the.frontline.care .

•. Establish.mental.health.care.at.additional,.logical.points.of.access .

•. Avoid.the.creation.of.parallel.mental.health.services.focused.on.specific.diagnoses.(e .g ..PTSD).or.on.
narrowly-defined.groups.(e .g ..widows) ..

•. Educate.and.support.existing.care.givers .

•. Inform.the.population.about.the.availability.of.mental.health.care .
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Children and adolescents

Children and adolescents are largely dependent on their families to supply basic needs 
such as shelter, food, and economic support, as well as to fulfill many of their social and emo-
tional needs. Youths under age fifteen represent one-third of the population in most English-
speaking Caribbean countries (7). Their roles and activities are dynamic, changing overtime 
as they get older, gain more independence, and acquire responsibilities; however, even older 
adolescents are frequently still dependent on their families for basic needs. 

It is also important to consider that for most children and adolescents school is a signifi-
cant component of their day-to-day lives, not just for education, but also for social interac-
tion and as a support network. Post-disaster interventions addressing the needs on any level 
for children and adolescents must include both family and educational institutions and 
should be delivered in developmentally appropriate ways. 

In this context, while mental health services may have an important role to play, many of 
the initial post-disaster mental health interventions will be better provided not by specialized 
mental health or pediatric health services, but by appropriate community agencies and edu-
cational institutions. Ideally, these should be partnered with those specialized service provid-
ers that are already working in the area. 

A child’s reaction to a disaster situation is influenced by a number of factors (see a com-
plete description in Table 7.2). Regardless of age, children may demonstrate difficulties in 
being away from their primary caretaker and exhibit a variety of sleep disturbances, including 
difficulty falling asleep, nightmares, and fear of the dark (8). 

Acute Stress Reaction (ASR) is common and expected in the immediate post-disaster 
setting and young people experiencing it are best helped by activities designed to “normalize” 
their daily experience. This means addressing immediate daily living needs and returning to 
usual activities as rapidly as possible. 

Post-traumatic stress disorder (PTSD) and depressive disorder may occur but are not 
diagnosable until four weeks and two weeks, respectively, after the initial event (see Chapter 

Box 9.2 
Recommendations for institutionalized persons with mental disorders

•. Ensure.that.at.least.one.agency.involved.in.health.care.accepts.responsibility.for.ongoing.care.and.
protection.of.people.in.psychiatric.institutions ..

•. If.staff.has.abandoned.psychiatric.institutions,.mobilize.human.resources.from.the.community.and.
the.health.system.to.care.for.people.with.severe.mental.disorders ..

•. Provide.basic.training.and.supervision.for.those.mobilized.to.provide.care ..

•. When.the.condition.of.the.patient.allows,.care.should.be.provided.outside.of.an.institution .

•. Protect.the.lives.and.dignity.of.people.living.in.psychiatric.institutions,.ensuring.that.patients’.basic.
physical.needs.are.met .

•. Monitor.the.overall.health.status.of.patients.and.implement.or.strengthen.surveillance.of.their.human.
rights .
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Box 9.3  
What is normally expected in children and adolescents following a disaster?

•. Feelings.of.anxiety,.fears,.and.worries.about.safety.of.self.and.others.(more.clingy.to.teacher.or.parent) .

•. Worries.about.re-occurrence.of.event .

•. Increased.levels.of.distress.(whiny,.irritable,.more.“moody”) .

•. Changes.in.behavior .

•. Increased.somatic.complaints.(e .g .,.headaches,.stomach-aches,.aches.and.pains) .

•. Changes.in.school.performance .

•. Recreating.event.(e .g .,.talking.repeatedly.about.it,.“playing”.the.event) .

•. Increased.sensitivity.to.sounds.(e .g .,.sirens,.planes,.thunder,.backfire,.loud.noises) .

•. Statements.and.questions.about.death.and.dying .

8). These disorders will require mental health interventions (9). 

Preliminary research has identified two risk factors in children and youth that influence 
the presence of post-disaster mental health problems. They are the previous level of family 
psychopathology and family poverty (10). It is well understood that the psychological well-
being of the parent is directly linked to the well-being of their child. This underscores the 
importance of providing post-disaster physical, social, economic, and psychological support 
for Caribbean mothers who tend to be the major providers of child care following a disaster 
(11). 

The application of Critical Incident Stress Debriefing or Critical Incident Stress Manage-
ment interventions is not likely to be helpful and may even lead to negative outcomes. There 
is no evidence that these forms of psychologi-
cal debriefing are helpful for children, youth, 
or families (12). 

The post-disaster mental health response 
for children and youth must be addressed 
in two stages: The first or immediate stage 
focuses on providing safety, shelter, and 
security to children and teenagers within 
the context of their community, school, and 
family. Except for unique circumstances or 
for enhanced needs associated with known, 
ongoing mental disorder, mental health 
specialists are not required. The second or 
emergent stage requires ensuring that these 
young people are able to access mental health 
care according to their need. Recommended 
actions for children and youth in post-disas-
ter settings are summarized in Box 9.4. 
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Providing mental health care for children and adolescents in the primary care  
system

It is essential to enhance the primary care system’s capacity to identify and effectively 
intervene with children and adolescents demonstrating prolonged and extensive disturbances 
in their mental well-being or signs and symptoms of mental disorder. Given the lack of 
services specializing in child and adolescent mental health in the Caribbean region, much of 
the burden of care will necessarily fall on existing primary care facilities. Health care provid-
ers will need to be educated in the identification, diagnosis, and most appropriate types of 
intervention for children and youth prior to the onset of a disaster, since waiting to carry out 
this type of training until after the disaster would be too late.

First responders should similarly be educated in what the normal and expected emo-
tional responses of children and youth are to traumatic events, and how to provide emotional 
support to children, families, and community. They should also be well versed in how to best 
access primary health care services (or specialty mental health services, if needed) for assess-
ment, diagnosis, and treatment for those young people who may require additional care. 

Box 9.4 
Recommended actions for children and youth in post-disaster settings

•. Ensure.that.basic.needs.such.as.water,.food,.shelter,.safety,.and.emotional.support.are.met ..

•. Ensure.that.children.are.reunited.with.their.parents.or.usual.caretakers.as.soon.as.possible .

•. Return.to.routine.daily.life.as.soon.as.possible.(including.school) .

•. Support.mothers.and.other.caregivers.to.care.for.their.children ..Children.supported.by.caring.adults.
who.allow.them.to.talk.about.their.experiences.and.help.them.to.cope.with.everyday.problems.and.
fears.are.less.likely.to.develop.negative.outcomes .

•. Mothers.and.other.caregivers.need.to.be.taught.about.the.expected.response.of.their.children.to.
trauma.and.coached.in.the.type.of.interventions.that.may.be.necessary ..For.example,.corporal.pun-
ishment.for.“misbehavior”.should.be.replaced.with.interventions.that.promote.self-soothing.and.stress.
reduction.(such.as.holding.and.stroking.the.child,.providing.their.favorite.toy,.etc .).

•. Provide.space.and.opportunity.for.play .

•. Ensure.that.schools.are.prepared.and.functional.as.soon.as.possible .

•. Develop.short-.and.long-term.mechanisms.for.emergency.departments.to.deal.with.the.unique.
needs.of.children.and.youth.with.mental.health.and.substance.use.disorders.and.their.families .

•. Promote.and.adopt.family.and.community.engagement.strategies.in.emergency.departments.includ-
ing.the.use.of.trained.family.members.to.assist.in.service.planning.and.delivery .

•. Adopt.proven.and.effective.evidence-based.strategies.for.emergency.care.for.children,.youth,.and.
their.families.with.mental.health.and.substance.use.disorders .

•. Provide.consultation.to.professionals.in.schools,.health.care.settings,.spiritual.settings,.and.other.
service.systems.who.see.trauma-exposed.children.and.families .

•. Obtain.training.in.developmentally.and.culturally.appropriate.evidence-based.therapies.for.child.
trauma.to.effectively.treat.children.who.do.not.recover.on.their.own .
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Maintaining specialty services for children with pre-existing mental disorders

It is important to be able to identify children at risk for most negative mental health 
outcomes, including young people with pre-existing mental health problems and mental 
disorders. Thus, existing mental health services that can assess, diagnose and provide the best 
evidence-based care for children and adolescents must be maintained. Additionally, primary 
health care providers, teachers, parents, and other community workers must be educated to 
recognize children and youth who show signs of significant mental health problems or men-
tal disorders. Establishing and maintaining the linkage between specialty and primary care 
services, with clear referral procedures, must be a priority in the post-disaster period. 

Public and professional education

Primary health care providers, teachers, parents, and the general public need to be 
educated on how to identify children and youth who show signs of significant mental health 
problems or mental disorders. 

The public must be well informed prior to any disaster situation about the expected and 
normal emotional responses to a disaster (see Chapter 7) and should also be provided with 
information on strategies to help maintain mental health, signs of mental illness, and avail-
able resources for assessment and treatment. 

Gender-based vulnerability

Knowledge of the different gender roles in the Caribbean should be used to develop 
gender-sensitive mental health plans as part of disaster preparedness. This knowledge should 
include the different roles of men and women in the family and the community as well 
as gender differences in the way in which 
health services are accessed. Mental health 
disaster preparedness plans should include 
input from both genders at all life stages, 
demonstrate an awareness of the gender roles 
in society, and identify and provide for sex-
specific challenges, vulnerabilities, and needs 
(15). 

In this context, it is important to un-
derstand the concept of gender vulnerability 
to disaster. While not all women are equally 
vulnerable and many men are also vulner-
able, considerable cross-cultural research 
has shown that women are generally more 
vulnerable to disaster than men (see Box 9.5) 
(16). For biological reasons such as physi-
cal disability and age, both women and men 
can be vulnerable to the negative impact of a 



Mental Health and Psychosocial Support in Disaster Situations in the Caribbean

Core Knowledge for Emergency Preparedness and Response

80

disaster. For women, the most significant biological factors increasing their vulnerability are 
pregnancy and lactation, due to heightened nutritional needs and reduced physical mobility. 

Men face an increased risk of morbidity and mortality due to their social roles as protec-
tors and defenders of the household. They are more likely to participate in search and rescue 
operations, and are less likely to evacuate to shelters in the short-term. For women, pre-exist-
ing vulnerabilities often relate to an inferior position in the social structure, including: lack of 
access to wage income, transportation, communication, and education. Such vulnerabilities 
can prevent women from learning about evacuation warnings, utilizing shelter options, or 
putting aside assets as “insurance” against potential disaster. The accepted role that women 
play as caregivers for children, older persons, and the disabled further increases their vulner-
ability to disasters by limiting their mobility and increasing their workload (17).

Many Caribbean households are led by women who are tasked with providing for both 
the financial and psychological needs of their children and dependent older persons. This can 
result in an enormous physical, social, economic and psychological burden post-disaster (18). 

Men and women have different post-disaster coping mechanisms. Women’s psychosocial 
symptoms following the disaster are more frequently characterized by depression, anxiety, 
sleeplessness, and migraine headaches; men tend to present risk-prone and dysfunctional 
social behaviors such as aggression (19). 

It is important to note that community cohesion in the Caribbean is also highly linked 
to social networks created by and maintained by women. This includes a variety of activi-
ties such as community-based child welfare. Undertaking post-disaster interventions in the 
Caribbean will be more effective if they are delivered through the women in these already 
existing networks. Women are also more likely to seek medical attention for themselves and 
family members. Information about service availability and accessibility is more effective 
when delivered through women and their social and institutional networks. Men are less 
likely to seek medical attention or to encourage others to do so, making them vulnerable to 
suffering delays in diagnosis and treatment of mental disorders (20). 

Box 9.5 
Gender-based issues that can become evident following a disaster.(22).

•. Women.giving.birth.in.unsafe.conditions .

•. Malnourished.infants.because.their.malnourished.mothers.cannot.breastfeed.them .

•. Sexual.abuse.of.women.because.there.are.no.protective.measures;.lack.of.separate.toilets.and.bath-
rooms.in.camps.and.temporary.shelters .

•. Women-headed.households.unable.to.restore.their.livelihoods.because.employment.generation.as-
sistance.focuses.on.areas.that.predominantly.employ.men .

•. Women-headed.households.unable.to.access.food.and.other.supplies.due.to.restrictions.on.their.
freedom.of.movement.or.physical.barriers.to.reaching.supply.locations .

•. The.need.for.additional.reproductive.and.child.health.care.as.well.as.psychosocial.counseling.since.
who.give.birth.in.the.immediate.aftermath.are.more.vulnerable.due.to.stress.experienced.during.the.
disaster .
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Box 9.6 
Recommendations regarding women when planning for and responding to disasters (22)

•. Special.care.should.be.given.to.pregnant.and.breastfeeding.women.and.women.with.young.children .

•. Women’s.reliable.and.regular.access.to.food.and.clean.water.is.important.because.women.typically.
take.care.of.food.and.water.for.children,.older.persons,.and.the.entire.family ..

•. Identify.specific.needs.of.women:.Ask.the.women ..Women.are.most.aware.of.the.needs.of.their.family.
and.any.urgent.needs .

•. Female-.specific.requirements,.such.as.sanitary.pads.and.underwear,.must.be.included.in.the.list.of.
emergency.supplies ..Vitamins.and.other.supplements.should.be.provided.to.pregnant.and.lactating.
mothers .

•. Breast.milk.substitutes.should.be.included.in.food.aid.packages.for.families.with.infants,.as.it.is.not.
uncommon.for.mothers.under.stress.to.have.lactation.difficulties.in.disasters ..

•. Provide.adequate.separate.toilets.and.bathrooms.for.women.as.well.as.dressing.rooms.and.breast-
feeding.stations.for.women .

•. Provide.adequate.shelter.and.housing ..Temporary.shelters,.including.tents,.must.be.comfortable.and.
habitable ..In.disaster.situations,.women.tend.to.spend.more.time.in.shelters.than.men .

•. Ensure.security.and.safety.of.women.and.children ..In.some.post-disaster.situations,.women.may.be.at.
physical.and.emotional.risk.from.groups.of.men,.gangs,.and.even.civil.authorities .

Another issue to consider during the emergency and rehabilitation phases is the creation 
of new vulnerabilities, or “second-generation disasters” that result from the interventions 
themselves. For women and girls, the most frequent example is an increased risk of becoming 
the victim of physical and sexual violence in temporary shelters and public spaces. For men, 
problems of alcoholism and aggression often emerge or are exacerbated when they feel idle 
and unable to contribute to their families’ well being (21). 

 Older persons

In an emergency situation, older adults may be less likely to heed disaster warnings, can 
be reluctant to leave their homes, may require more functional assistance, and are more likely 
to have chronic medical and/or psychiatric conditions. They are also prone to suffer health-
related consequences as a direct result of a disaster and will require longer recovery periods 
for these problems. They are also at increased risk of abuse or exploitation. Frail older persons 
and other vulnerable adults have physical and cognitive characteristics that reinforce the need 
for a specialized disaster response strategy (23). 

Specialty mental health services for older adults are not usually available in the Caribbe-
an. Older persons demonstrate a variety of unique challenges that may impact their response 
to a disaster. These include, but are not limited to: diminished sensory capacity, decreased 
mobility and physical frailty, income shrinkage and financial limitations, loss of friends and 
social status, isolation and loss of life-long partners, changes in housing, multiple medica-
tions, complex medical problems, ill health, cognitive impairment, and impaired self-care 
(24). Interventions directed at older persons are outlined below.
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Providing mental health care for older adults in the primary care system

The primary care capacity to identify and address mental health needs of older adults 
must be enhanced prior to the onset of a disaster. Primary health care providers must be 
educated to identify, diagnose, and recognize the most appropriate interventions for mental 
health problems and mental disorders in older persons. Older persons suffering from per-
ceptual challenges such as difficulties in hearing or vision will require more considerate and 
compassionate interactions (25).

First responders should be educated about the normal and expected emotional responses 
that older persons may present following a traumatic event and how to provide appropriate 
emotional support. The rapid establishment of daily routines is essential for the older person, 
as he or she may suffer from a variety of cognitive difficulties that require simple and fre-
quently repeated information. In addition, the stress caused by the disaster may exacerbate or 
precipitate cognitive problems.

First responders must be able to access primary health care services (or specialty mental 
health services, if needed) for assessment, diagnosis, and treatment for those who may require 
additional care. 

Maintaining specialty services for older persons with pre-existing mental and 
physical disorders

It is important to identify those older persons who are at greater risk for negative mental 
health outcomes, such as those with pre-existing physical and mental health problems. Many 
mental health problems in older persons can be traced to health problems, which make it 
imperative that the physical health status be properly assessed. 

Thus, existing health and mental health services that can diagnose and provide the best 
evidence-based care for older persons must be maintained. Additionally, primary health care 

Box 9.7 
Recommendations to support the emotional well-being of older persons (26).

•. Focus.first.on.post-disaster.priorities.such.as.water,.food,.shelter,.safety,.and.emotional.support ..

•. Ensure.that.older.persons.are.reunited.with.their.families.or.caregivers.as.soon.as.possible .

•. Return.to.the.daily.routine.as.soon.as.possible .

•. Provide.attention.to.functional.needs.(including.self-care.and.mobility) .

•. Teach.family.members.and.caregivers.about.expected.responses.of.older.adults.to.trauma.and.pro-
vide.coaching.on.how.to.give.care ..

•. Ensure.that.older.persons.have.fair.and.equal.access.to.resources.and.protection.against.abuse.and.
exploitation ..

•. Ensure.an.adequate.supply.of.medicines.to.minimize.interruption.of.any.ongoing.treatments ..

•. Older.persons.may.require.additional.attention.in.terms.of.receiving.clear,.consistent.and.repeated.
assurances,.explanations.of.what.is.happening,.and.directions.on.what.to.do .
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providers, family members, and care providers need to be educated about how to identify 
older adults who are showing signs of significant mental health problems or mental disor-
ders. The public should be well informed prior to any disaster situation about the expected 
and normal emotional responses to a disaster and should also be provided information on 
strategies to help maintain mental health, signs of mental illness, and available resources for 
assessment and treatment. 

Recommendations for supporting the emotional well-being of older adults in disaster 
situations are presented in Box 9.7.

The homeless

The number of homeless in the Caribbean is not known and services targeting the 
homeless are not universally available. The homeless face enormous challenges accessing 
help, transportation, and medical care, even in non-disaster situations. In the aftermath of a 
disaster they have difficulty maintaining communication with family and care providers, and 
are even more vulnerable (27). Furthermore, the homeless population tends to be scattered 
throughout the community and may not be easily accessible to first responders. Some home-
less individuals may actively avoid contact with social agencies or the police if they have had 
previous negative experience with them. They often have limited capacity to find shelter and 
obtain and store water, food, and medication. They may be excluded from established modes 
of emergency registration, communication, and notification. They have limited and often 
fragmented support systems within the community, which decreases their capacity to cope 
following a disaster. This hinders their ability to identify and access shelters or evacuation ser-
vices. Stigma associated with homelessness also creates a barrier to care, both in pre-disaster 
and post-disaster settings (27). 

Compared to the general population, the homeless population exhibits a higher preva-
lence of mental illness, substance abuse, physical illness (such as infectious diseases and 
chronic disorders), and suicidal behaviors. These phenomena increase the risk for negative 
mental health outcomes with an inverse correlation between the health needs of the homeless 
and their ability to receive care in the post-disaster situation. Despite these needs, the home-
less may not be included in the development of post-disaster plans (27). This situation may 
be particularly problematic in developing countries, including in the Caribbean. 

Box 9.8 
Recommendations for assisting the homeless in disaster situations.(28)

•. Humanitarian.workers.must.heightened.awareness.of.the.need.to.identify.and.locate.homeless.
individuals ..

•. The.homeless.have.both.mental.and.physical.health.needs.and.these.needs.must.be.met.concomi-
tantly.in.the.post-disaster.period .

•. Extra.effort.may.be.required.to.engage.the.homeless,.particularly.if.they.have.had.negative.experi-
ences.with.service.providers .

•. Efforts.to.locate.the.homeless.must.include.those.people.who.best.understand.how.to.reach.them.
(for.example,.shelter.staff ) .
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It is important that homeless individuals are treated equitably and with respect. Recom-
mendations regarding their specific needs in disaster situations are presented in Box 9.8. 

Indigenous peoples

In normal circumstances, indigenous populations suffer from a range of health problems 
at higher rates than the general population and they continue to have substantially shorter 
life expectancy. The mental health needs of indigenous people in the Caribbean have not 
been well documented and few services are available to meet their unique cultural, social, and 
economic situations. As a group within the Americas, they are at higher risk for a variety of 
negative mental health, social, and economic outcomes. Mental health care for indigenous 
peoples remains a low priority for health and social care agencies and local governments, and 
substantive research pertaining to their post-disaster mental health needs in the Caribbean is 
not available (29, 30).

 Many indigenous people may have had negative experiences with the mainstream health 
care system, often because of cultural differences between the client and the health care pro-
vider. They may have experienced denigration of their cultural identity, beliefs, and lifestyles 
by service providers including doctors, nurses, teachers, social workers, clergy, and others 
(31). 

There are many obstacles to improving mental health care for indigenous peoples in 
post-disaster situations. In a project to translate emergency response material into Aboriginal 
languages in Western Australia, a range of issues was identified, including the relevance of 
and acceptance of the materials by the aboriginal communities (32). A similar analysis has 
not been undertaken for the Caribbean region, but observations made during the Australian 
project may be applicable. These include: 

 Cultural and linguistic diversity among indigenous peoples;

 Varying levels of literacy in a country’s official language in indigenous communities;

 Complexity of government emergency management policy and arrangements;

Box 9.9 
Recommendations for working with indigenous communities in disaster settings.(33)

•. Improve.access.to.and.the.quality.and.appropriateness.of.all.health.services.(including.mental.health.
services).provided.to.indigenous.peoples .

•. Engage.indigenous.communities.and.leaders.across.this.region.in.a.meaningful.way,.in.the.develop-
ment.health.and.mental.health.services .

•. Address.basic.social,.cultural,.and.economic.realities.within.health.frameworks ..

•. Provide.funding.for.community.capacity.building.of.indigenous.peoples.(education/training) .

•. Recruit,.train.and.employ.indigenous.peoples.as.health.care.providers.in.their.communities .

•. Ensure.that.indigenous.communities.have.equal.access.to.appropriate.post-disaster.mental.health.
interventions .
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 Inadequate level of indigenous community knowledge about the respective roles of 
key emergency management agencies;

 Fragmented engagement between emergency service organizations, local govern-
ments, and indigenous communities;

 Need for greater clarity around roles and responsibilities in regard to remote indig-
enous communities;

 Perceived relevance of emergency management to indigenous communities;

 Cultural competency, sensitivity, and relevance of specific emergency procedures.

Indigenous peoples are entitled to the same post-disaster considerations that other 
citizens receive. One of the most important considerations is to include representatives from 
indigenous communities in the development of and planning for post-disaster mental health 
services. Additionally, high-quality research into best practices to meet the needs of these 
communities must be developed and conducted. 

People living in shelters

The provision of 
shelter is frequently the 
only way to provide 
temporary accommoda-
tion to people who—as 
a consequence of the 
disaster—have lost 
their homes or place 
of residence. Providing 
shelter should last for 
a short period of time, 
and general principles 
should be taken into 
consideration to avoid 
mental health and psy-
chosocial problems that 
arise as a consequence 
of what is intended to 
be a short-term solu-
tion. Unfortunately, it is 
not uncommon to find 
that problems related to 
alcohol abuse, violence, 
and sexual harassment 
become worse in tempo-
rary shelter situations.
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Conclusions

The Caribbean faces a number of significant challenges in the development of evidence-
based post-disaster mental health interventions for vulnerable people. The diversity in social, 
economic, and cultural domains across the region makes it unlikely to find ‘one-size-fits-all’ 
solutions to complex post-disaster problems. Thus, while interventions based on current 
best knowledge are being applied, it is essential that evaluation and research on outcomes be 
conducted to determine what is needed and how it can most successfully (including cost-
effectiveness) be delivered to meet the needs of vulnerable people.
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Introduction

People experiencing normal distress do not require special mental health interventions; 
instead, they need shelter, food, water, and safety as well as the rapid resolution of problems 
associated with the disaster (1). It is essential not to pathologize normal stress/emotional 
responses to disaster and not to provide specific mental health interventions that may not be 
helpful or that indeed may be harmful (e.g., psychological debriefing) (2). 

As discussed in Chapter 9, psychiatric patients are potentially very vulnerable in disaster 
situations and may require special assistance following an event (5). 

During a disaster or immediately afterwards, there may be lack of professional help (i.e., 
family doctors or physicians, nurses, counselors, psychologists, and psychiatrists) to assist 
individuals requiring treatment for mental disorders. Many Caribbean countries have an 
inadequate capacity to meet mental health needs under normal conditions; a disaster can 
severely overburden these resources. (5, 6). It is essential that available resources be directed 
to the areas of greatest need: people with pre-existing mental disorders, those showing 
substantial signs/symptoms of mental illness and other groups considered vulnerable (as 
identified in Chapter 9). There is some evidence that enhancing the mental health treatment 
competencies of health care providers can help mitigate the lack of specialized mental health 
services (7). For example, a training program for community health clinic staff in Grenada 
demonstrated effective and efficient treatment of individuals with mental disorders following 
Hurricane Ivan (see Box 10.1) (8).

During the immediate aftermath of a disaster, the priorities are to treat aggravated men-
tal disorders and minimize interruptions in ongoing treatment. In preparing for disaster, it 
is necessary to ensure that essential medications used to treat mental disorders will be easily 
available. The majority of psychopharmacological treatments fall into one of the following 
categories: antidepressants, anti-psychotics, anxiolytics/hypnotics, anti-Parkinsonian, mood 
stabilizers, and anti-epileptics. Many of these medications are used to treat more than one 
type of illness and can be used to treat symptomatically as well. For example, antidepressants 
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are used to treat anxiety disorders, chronic headache, and fibromyalgia as well as depression; 
anxiolytics are used to treat insomnia, alcohol withdrawal, and seizures, including convulsive 
status epilepticus, as well as anxiety.29

Due to the multiple uses of these 
medicines, a post-disaster first aid 
psychotropic kit does not necessarily 
need to include all medications in 
each category. The minimum medica-
tion provision suggested by WHO is: 
one generic anti-psychotic; one anti-
Parkinsonian drug (to deal with po-
tential extra-pyramidal side effects); 
one anti- convulsive/antiepileptic; 
one anti-depressant and one anxio-
lytic (for use in substance withdrawal 
and convulsions). We suggest adding 
as well one mood stabilizer (5). Table 
10.1 includes a modified list of the 
essential psychotropic medications 
proposed by WHO as being part of a 
Post-Disaster First Aid Kit. The table 
includes uses of the medications as 
well as doses and side effects to allow 
for ease of application. 

29. It should be noted that in the past, benzodiazepines were commonly used following a disaster due to 
their potential to reduce anxiety and improve sleep; it is currently known that they may interfere with 
the cognitive processing needed to deal with the trauma and therefore they are not recommended for 
routine use (9).

Box 10.1 
Mental health training assists in post-hurricane Grenada

An innovative approach to addressing mental health needs following natural disasters 
in the Caribbean was implemented in the island country of Grenada. The training focused 
on enhancing the capacity of local, community-based health workers to provide immedi-
ate and continued mental health care following a natural disaster. Soon after this training, 
Hurricane Ivan (2004) struck the island. When surveyed about the effectiveness of the 
pre-disaster training, community health providers stated that they were able to effectively 
identify, intervene, and address post-disaster mental health needs in their communities. 
They stated that the care they provided for affected individuals continued beyond the im-
mediate post-disaster period. This experience suggests that enhancing the capacity of local, 
community-based health providers to deal with post-natural disaster mental health needs 
may be a useful model (8). 
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Table 10.1 Essential post-disaster psychotropic first aid kit

Drug class Drug name Uses (FDA 
approved and 

additional)

Initial 
dose 
(mg)

Dose 
range 

(mg/d)

Half 
life

Comments Side effects

Antide-
pressant

Amitriptyline
Tablet.25.mg

Depression,.
anxiety.disorders.
(i .e ..PSTD),.chronic.
pain,.fibromyalgia .

25.mg/d 75–300.
mg/d

10–46.
hrs

Initial.dose.may.
be.divided.or.
given.as.a.single.
bedtime.dose .

Dizziness.or.lightheadedness,.
drowsiness,.confusion,.con-
stipation,.difficulty.urinating,.
dry.mouth;.discontinuation.
syndrome.with.abrupt.dis-
continuation.may.occur .

Antipsy-
chotic

Haloperidol
Injection:.5.
mg.in.1-ml.
ampoule
Tablet:.2.mg;.
5.mg

Acute.and.chronic.
psychoses,.acute.
mania,.agita-
tion/aggression,.
antiemetic,.
persistent.hic-
cups,.Huntington.
chorea,.dementia-
related.behavioral.
problems .

0 .5–.3.
mg/d

3–20.
mg/d

12–36.
hrs

Neuroleptic.ma-
lignant.syndrome.
is.a.life-.threaten-
ing.neurological.
disorder.caused.
by.an.adverse.
reaction.to.halo-
peridol
Use.with.extreme.
caution.in.
patients.with.
Parkinson.disease,.
movement.disor-
ders,.seizures .

Blurred.vision,.constipation,.
dryness.of.mouth,.sedation,.
unusual.secretion.of.milk,.
weight.gain.
Serious.side.effects:.Tardive.
dyskinesia.(a.movement.
disorder:.uncontrolled.move-
ments.of.the.mouth,.tongue,.
jaw,.or.arms.and.legs) ..Neu-
roleptic.malignant.syndrome.
(severe.muscle.stiffness,.fever,.
unusual.tiredness.or.weak-
ness,.rapid.heartbeat,.difficult.
breathing,.increased.sweat-
ing,.loss.of.bladder.control,.
and.seizures) .

Anxiolytic/
hypnotic

Diazepam
Tablet.
(scored):.2.
mg,.5.mg
Injection:.
5.mg/ml.
in.2-ml.
ampoule

Gel.or.rectal.
solution:.5.
mg/ml.in.0 .5.
ml;.2-ml.and.
4-ml.tubes

Anxiety,.insomnia.
(acute),.alcohol.
withdrawal,.
depression.with.
comorbid.anxiety,.
panic.disorder,.sei-
zures,.neuroleptic.
induced.akathisia,.
behavioral.prob-
lems.in.patients.
with.mania.or.
psychosis.and.
catatonia,.tremor,.
parkinsonism,.
muscle.spasm,.
complications.
with.hallucino-
gens.or.overdose.
of.stimulants,.
pre-operative.
medication .

For.
seizures.
control:
Adult:.5.
mg.IV
Adoles-
cent.:.
2 .5.mg.
IV
Pediat-
rics:.0 .2.
mg.IV

For.
seizures.
control:
Adult:5–.
20.mg.
IV
Adoles-
cent:.
2 .5–10.
mg.IV
Pediat-
ric.0 .2–5.
mg.IV

20–.
200.
hrs

Long-term.effects.
include.tolerance,.
dependence.as.
well.as.withdraw-
al.syndrome .

Adjust.dosing.in.
older.persons .

Drowsiness,.fatigue,.seda-
tion,.confusion,.anterograde.
amnesia.(especially.at.higher.
doses) .

Anti-Par-
kinsonian

Biperiden
Injection:.5.
mg.(lactate).
in.1‐ml.
ampoule .
Tablet:.2.mg.
(hydrochlo-
ride)

Parkinson.disease,.
extrapyramidal.
side-effects .

1.mg/d 2–12.
mg/d

24.hrs Often.can.be.
tapered.and.dis-
continued.after.
several.weeks,.
without.return.
of.EPS .

Constipation,.dry.mouth,.
tachycardia,.confusion,.uri-
nary.retention,.blurred.vision .
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Drug class Drug name Uses (FDA 
approved and 

additional)

Initial 
dose 
(mg)

Dose 
range 

(mg/d)

Half 
life

Comments Side effects

Antiepi-
leptic

Phenobar-
bital
Injection:.
200.mg/ml.
Oral.liquid:.
15.mg/5.ml.
Tablet:.15.
mg.to.100.
mg

Generalized.tonic-
clonic,.complex.
partial.seizures;.
prevention.of.
seizures.relating.to.
operative.or.trau-
matic.neurological.
events

Child:.
up.to.5.
mg/kg.
daily
Adoles-
cent:.
60–180.
mg.at.
night
Adult:.
1.mg/
kg/d

Child:.
up.to.
5.mg/
kg/d
Adoles-
cent:.
60–180.
mg.at.
night
Adult:.
2–3mg/
k/d

53–118.
hrs

Can.be.used.in.
status.epilepticus.
when.a.benzodi-
azepine.has.failed ..
Given.at.night.
time.reduces.
drowsiness.dur-
ing.the.day .
Has.addiction.
potential .

Dry.mouth,.blurred.vision,.
drowsiness,.euphoria.or.dis-
orientation,.urinary.retention,.
postural.hypotension,.consti-
pation,.agitation,.disturbed.
behavior .

Mood.
stabilizer

Lithium
Tablets.or.
capsule:.300.
mg

Acute.treatment.
of.mania,.bipolar.
depression,.
prophylaxis.in.
classical.bipolar.
disorder

300.mg.
Bid

600–
1800.
mg/d

20–26.
hrs.
(longer.
with.
im-
paired.
renal.
func-
tion.
and.
in.the.
elderly)

Measure.serum.
lithium.concen-
trations .
Monitor.renal.and.
thyroid.function .
Maintain.ad-
equate.fluid.and.
sodium.intake .

Nausea,.vomiting,.diarrhea,.
dry.mouth,.weight.gain,.
fatigue,.dizziness,.fine.hand.
tremor,.poliuria,.polidipsia,.
hypothyroidism,.cognitive.
blunting,.psoriasis,.acne,.
alopecia,.edema,.teratogen ..
Toxicity:.ataxia,.vertigo,.dysar-
thria,.confusion,.nystagmus .

Notes:.Compiled.from:.WHO,.Model Formulary.(2008);16th WHO Model List of Essential Medicines.(2010);.D,.Gardner,.J,.Russell,.S ..
Kutcher,.The Psychotropic Handbook.(2006);.Kaplan.&.Sadock’s.Handbook of Psychiatric Drug Treatment ..Third.edition,.2001 .
Bid.=.Twice.a.day;.Tid.=.Three.times.a.day .

The.Post-Disaster.Psychotropic.First.Aid.Kit.should.include.at.least.one.medication.from.each.of.the.five.categories.men-
tioned.above.and.it.should.be.distributed.strategically.over.the.entire.health.care.system.in.order.to.be.easily.and.equitably.
accessible.in.case.of.an.emergency ..The.rapid.access.to.essential.psychotropic.medications.following.a.disaster.may.result.
in.better.outcomes.for.people.with.a.previously.diagnosed.mental.disorder ..It.will.also.allow.health.professionals.to.provide.
early.interventions.to.those.developing.a.mental.disorder.after.the.disaster ..Along.with.access.to.the.Post-Disaster.Psycho-
tropic.First.Aid.Kit,.it.is.essential.to.ensure.that.primary.health.care.providers.and.other.health.services.personnel.providing.
post-disaster.medical.care.have.the.necessary.competency.training.to.correctly.use.these.medications ..They.should.be.
capable.of.determining.the.following:.initial.dose;.treatment.target.dose;.dose.titration;.outcome.monitoring;.measurement.
of.side.effects;.functional.evaluation;.treatment.duration;.and.strategies.for.treatment.discontinuation.if.warranted .
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Introduction

Over the past few decades there has been growing interest in and recognition of the need 
for evidence-informed, early psychosocial support following traumatic events. Psychological 
First Aid (PFA) is the approach recommended by many international expert groups, includ-
ing WHO, the Sphere Project, and the Inter-Agency Standing Committee on Mental Health 
and Psychosocial Support, to support people affected by crisis events (3, 4, 5). 

PFA is an evidence-informed intervention that addresses the practical psychosocial needs 
of individuals, families, and communities in the immediate aftermath of a disaster. In the 
early post-disaster phase, PFA facilitates recovery in affected individuals across all age groups 
by reducing the initial distress caused by traumatic events, helping them to meet their basic 
needs and connect with social supports and services, providing information, and fostering 
short- and long-term adaptive functioning and coping. PFA is based on the assumption that 
all people have innate coping abilities and the capacity to recover from distressing events, 
especially if they are able to restore basic needs and have access to support as needed. 

Current PFA models are designed for delivery by a range of people—health or mental 
health personnel, disaster response workers, lay volunteers—who can offer early assistance 
to affected children, families, and adults. In large-scale events, PFA, as a psychosocial re-
sponse, may be offered as one component of a multi-sectoral disaster management program 
(6). It may be necessary for a helper or responder to act quickly in an acute crisis situation, 
but wherever possible, it is recommended that PFA providers work through an established 
organization or community group to improve the overall coordination of relief efforts. By 
working through an organization or group, the helper may have access to resources and in-
formation that will enable him/her to provide better assistance to those affected, and for their 
own support and security while providing assistance. 

PFA is an immediate, short-term intervention offered to affected people soon after they 
have experienced a very distressing event—either immediately following exposure to a criti-
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cal event or some days or weeks after, depending on when the helper encounters the person 
and their needs. Some people who have experienced a crisis may require help and support 
for a longer period of time, or may require more advanced care and support (health, mental 
health, legal or social services). Follow-up psychosocial support with families and individuals 
(see Chapter 12) may be indicated.

PFA is designed to be flexible and adaptable to a variety of settings, contexts, cultures, 
and needs; it provides an evidence-informed framework for intervention on which to build 
locally appropriate, acceptable, and responsive programming (2, 5, 7, 8). It is currently being 
implemented in countries around the globe (7, 9, 10), as a response to events affecting in-
dividuals or groups of people. As each crisis situation is unique, PFA must be tailored to the 
particular context, culture and social situation (see Chapter 6 of this book).

Foundations of PFA

PFA describes a humane, supportive, and practical response to fellow human beings suf-
fering exposure to serious stresses and who may need support. PFA should be distinguished 
from clinical mental health care, emergency psychiatric interventions, or psychological 
debriefing. The approach does not require clinical expertise or a discussion of the event that 
caused the distress. Furthermore, PFA cannot be assumed to prevent longer-term mental 
health sequelae of trauma or to reliably assist in identifying individuals at risk for developing 
later mental disorders. Rather, it is an empathic and pragmatic approach to assist persons in 
distress to stabilize and begin their own practical and emotional recovery (8).

The term “psychological first aid” was first coined at the end of World War II (1). There 
has been a recent trend to more clearly articulate the PFA approach and its components ac-
cording to evidence-informed practices. Empirical evidence (2, 5, 11) for PFA draws from 
two burgeoning areas of behavioral science research: Research on factors influencing individ-
ual and community risk and resilience in the aftermath of disaster and research on the factors 
influencing the restoration of social and behavioral functioning post-disaster (6, 13, 14). 

Existing evidence and professional consensus underscore the utility of PFA in the early 
stages of psychosocial response to crisis events, namely:

 Certain factors such as perceived poor social support are associated with increased 
rates of post-traumatic stress disorder following traumatic events (15).

 The TENTS Delphi study found strong consensus for provision of general support, 
access to social support, physical, and psychological support (16).

 NATO Guidelines promote PFA as part of psychosocial emergency plans because “the 
abilities of people to accept and use social support and the availability of it are two of 
the key features of resilience” (17).

 IASC and Sphere Guidelines recommend that PFA be made available to acutely 
distressed persons following extreme events and that some forms of psychological sup-
port should be easily taught to and provided by lay persons (4, 5).
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According to experts in the field of disaster response, social care responses—including 
access of survivors to social, physical, and psychological support—are key aspects of resilience 
(16, 17). PFA approaches translate these key aspects into actions that can be easily taught to 
and provided by lay persons, in accordance with humanitarian guidelines (5).

Five empirically supported principles guide practices and programs for psychosocial 
intervention in the aftermath of disaster. These principles help to form a foundation for the 
PFA approach described below (6):

 Promote sense of safety

 Promote calming

 Promote sense of self and collective efficacy

 Promote connectedness

 Promote hope 

In summary, PFA is evidence-informed and consistent with strong professional consen-
sus for social support of persons in the early aftermath of exposure to critical events, and in 
consideration of the wider socio-cultural context in which those events occur (8). 

PFA approach

The goals of PFA are pragmatic and constructed around practical areas of action. Several 
guides and manuals exist for the provision of PFA to various groups of people. Annex 11.1 
to this chapter contains a list of relevant resources developed in various international settings. 
Although the different resources vary in the principles, actions or steps they define in their 
approach, they share certain elements basic to the provision of PFA. Also appended to this 
chapter (Annex 11.2) is the ‘Psychological first aid pocket guide’, excerpted from the WHO 
Psychological first aid: guide for fieldworkers (8). According to this guide, the main prin-
ciples of PFA are to:

 Provide practical care and support which does not intrude

 Assess needs and concerns

 Help people to address basic needs (for example, food and water, information)

 Listen to people, without pressuring them to talk

 Comfort people and help them to feel calm

 Help people connect to information, services, and social supports

 Protect people from further harm

Good communication skills are key to offering PFA effectively and respectfully to 
people in distress. Guidance on active listening, empathy, and socio-cultural considerations 
in communication are described in most PFA resources. Effective communication is based 
on an understanding of the cultural and social norms of the people being helped, and how 
to speak and behave in ways that are respectful and appropriate. For example, the helper or 
responder begins by introducing themselves by name and their organizational affiliation. It is 

Chapter 11

Psychological First Aid



Mental Health and Psychosocial Support in Disaster Situations in the Caribbean

Core Knowledge for Emergency Preparedness and Response

100

often helpful for people learning about PFA to practice active listening, i.e., how to ask about 
people’s needs and concerns, how to listen and respond without judging the affected person 
(i.e., about how they feel or things they did or did not do during the crisis), and how to offer 
assistance in ways that respect and promote the ability of affected people to help themselves. 
Being able to listen well and to be calm and caring in one’s verbal and non-verbal communi-
cation (i.e., body language, eye contact) can be a great support to people in distress.

PFA does not involve pressuring people to tell details of the story of what happened to 
them or their feelings about the event. The helper or responder can be supportive also by 
sitting quietly with someone in distress or who does not want to talk; by offering practical 
comfort, such as a glass of water or a blanket, if possible. The helper or responder must also 
remember that their assistance will be time-limited. Therefore, it is important that those 
offering PFA aim to help affected people to mobilize their own coping resources, and know 
how to connect with available services and supports that they may need in the course of their 
recovery.

Practical support, information, and connection with loved ones and services are also 
basic elements in the provision of PFA. People impacted by crisis events may have a range 
of basic needs such as food, shelter, and health services. By learning about available services 
and supports, the responder can help affected people to link with those services in order to 
meet their basic needs. People affected by crisis events are almost always in need of accurate 
information about the event, any plans being made by people in charge of the response (i.e., 
shelter arrangements in disasters), and the welfare and whereabouts of friends and loved ones. 
Those providing PFA should be well-informed and be able to offer accurate information to 
affected individuals and groups. People affected by crisis events may also be separated from 
their family or community. Although the helper should not force social support, it is often 
useful to offer to help affected people to connect with loved ones and persons they trust. 

Certain people in crisis situations may be particularly vulnerable, and may need extra 
assistance to be safe, to access basic needs and services, and to connect with loved ones and 
social suport. According to the Psychological first aid: guide for field workers (8), people who 
may need special attention in a crisis include:

 Children and adolescents, especially those separated from their caregivers; 

 People with health conditions or physical and mental disabilities (i.e., frail older per-
sons, pregnant women, people with severe mental disorders, or people with vision or 
hearing difficulties);

 People at risk of discrimination or violence, such as women or people of certain eth-
nic groups.

The helper or responder should be aware of people who may need special assistance or re-
ferral to professional health or mental health care. By knowing their limitations in providing 
assistance, the responder can best provide care and support in ways that ensure the well-being 
and safety of both themselves and the people they are helping.
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Good practice

To offer PFA in a responsible way, it is important for any helper or responder to be aware 
of and to follow guidelines of good practice. The first is the principle of “do no harm.” Help-
ers, responders, or any person or agency involved in humanitarian response will interact with 
people who may have experienced severe and traumatic events, and who may be facing new 
challenges in their lives without the supports and resources they normally rely on. In all of 
their actions, those providing assistance must strive to avoid causing further harm to affected 
people. It is important for any helper or responder to know about and adhere to any ethical 
codes of conduct that their organizations or agencies follow. According to the Psychological 
first aid: guide for field workers (8), the following principles help to ensure that helpers or 
responders offer PFA in a way that respects people’s safety, dignity and rights:

Safety

 Avoid putting people at further risk of harm as a result of your actions.

 Make sure, to the best of your ability, that the adults and children you help are safe 
and protect them from physical or psychological harm.

Dignity

 Treat people with respect and according to their cultural and social norms.

Rights

 Make sure people can access help fairly and without discrimination.

 Help people to claim their rights and access available support.

 Act only in the best interest of any person you encounter.

These principles may have particular meanings in different socio-cultural contexts and 
how they are applied should be considered carefully. For example, acting ‘only in the best in-
terest of the people one is helping’ means that the helper or responder should not ask for any 
money or favor in exchange for the assistance he/she provides. Ensuring people are safe and 
protected from further harm may be challenging in some situations and require the helper or 
responder to take decisions using his or her best judgement. Treating people with respect also 
involves communicating with them in a non-judgmental way, particularly about their feel-
ings or actions during the crisis situation. 

It is also essential for the helper or responder to take into account the culture of the peo-
ple he or she is assisting. Culture shapes how we think, behave, and relate to people around 
us—including what is and is not appropriate to say and do. For example, the gender of the 
responder must be considered when offering assistance (e.g., in some cultures, it is only ap-
propriate for women to speak with women). It is essential that any model of PFA be adapted 
to be acceptable and appropriate to the people who are being helped, and that responders are 
aware of their own beliefs so they can set aside any biases as they offer support to survivors 
(8). 
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Finally, helping responsibly also means that those providing assistance practice good self- 
and team-care strategies. Helpers and responders are often exposed to the traumatic stories of 
the people they are helping, and may witness destruction, injury, and death. They and their 
families may also be directly impacted by the crisis situation, or to similar events in their 
past. Providing assistance to others in difficult circumstances can be emotionally and physi-
cally stressful and requires helpers and responders, as well as the organizations and agencies 
with whom they work, to pay particular attention to their own health and emotional well-
being. For example, helpers should consider:

 Their motivation and readiness to help in each crisis situation.

 Personal considerations (e.g., health problems, family stresses) that may affect their 
ability to respond and their well-being.

 How to cope in healthy and adaptive ways with stress (e.g., getting enough rest) and 
minimizing negative coping strategies (e.g., avoiding working excessive hours or days 
without time off).

 How best to support their fellow helpers and responders (e.g., having a buddy system 
for support and safety).

 Taking time to rest and reflect with a supervisor or persons they trust after ending 
their assistance.

Summary

PFA is the recommended approach for offering humane, practical and empathic sup-
port to people in the aftermath of crisis events. It is designed to reflect the realities of diverse 
cultures, settings and contexts in which it is to be applied and promotes the strengthening of 
natural healing practices, social networks, and self-efficacy. PFA can be employed by trained 
health workers, disaster responders, and lay volunteers to provide individuals and families 
with immediate psychosocial support that facilitates adaptive coping. Within a larger frame-
work of emergency or humanitarian response, PFA can promote the efficient use of available 
resources by linking psychological first aid to the broader, comprehensive crisis response 
involving multiple sectors and a range of interventions. When linked to the broader network 
of supports available to survivors in their own communities, as well as within the health and 
social sectors, PFA can assist in the provision of a continuum of care across multiple domains 
of need.
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Annex 11.1: PFA Resources

The following list of PFA manuals is taken from the PFA Anthology of Resources devel-
oped by War Trauma Foundation and World Vision International. The full list of resources, 
including articles, informational materials and guides can be accessed at: www.wartrauma.nl/.

Freeman, C., A. Flitcroft, P. Weeple (2003). Psychological first aid: a replacement for psycho-
logical debriefing. Short-term post trauma responses for individuals and groups. The Cullen-
Rivers Centre for Traumatic Stress, Royal Edinburgh Hospital.

Headington Institute (2007). Trauma and critical incident care for humanitarian aid workers. 
Web-based interactive training material. Available at: www.headington-institute.org.

International Federation of the Red Cross and Red Crescent Societies (2009). Community-
based psychosocial support, a training kit (participant’s book and trainers book). Module 5: 
psychological first aid and supportive communication. Denmark: International Federation 
Reference Centre for Psychosocial Support. Available at: www.ifrc.org/psychosocial.

International Organization for Migration (2008). After the wind, rain and water: community 
level handbook for helping. IOM: Yangon, Myanmar. Available at: www.iom-seasia.org.

National Child Traumatic Stress Network and National Center for PTSD (2006). Psychologi-
cal First Aid: Field Operations Guide, 2nd Edition. Available at: www.nctsn.org and www.
ncptsd.va.gov.

National Institute of Mental Health and Neurosciences, Bangalore (NIMHANS) and CARE 
India (2005). Psychosocial care in disaster management: facilitation manual for trainers of 
trainees in natural disasters. Available at: http://www.nimhans.kar.nic.in/dis_man/train_
nd1.pdf.

Saeed, Khalid (2006). Manual for training primary health care physicians, general practitioners 
and specialists from related disciplines. WHO Eastern Mediterranean Unit.

Schreiber, R., Gurwitch, M. and Wong, M. (2006). Listen, protect, connect. The Advertis-
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Available at: http://www.ready.gov/.

• Psychological first aid (PFA) for students and teachers: listen, protect, connect—model & 
teach;

• Family to family, neighbor to neighbor: PFA for the community helping each other; 

• Model and teach: psychological first aid for students and teachers;

• Psychological first aid for children and parents.
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com/8ysoyp5.
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anthology of resources. Available at: www.interventionjournal.com/ and www.psychosocial-
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com/3pd9deg.

http://tinyurl.com/8ysoyp5
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Annex 11.2 Psychological First Aid Pocket Guide

Providing Psychological First Aid responsibly means:
1 .. Respect.safety,.dignity.and.rights .
2 .. Adapt.what.you.do.to.take.account.of.the.person’s.culture .
3 .. Be.aware.of.other.emergency.response.measures .
4 .. Look.after.yourself .

Prepare •. Learn.about.the.crisis.event .
•. Learn.about.available.services.and.supports .
•. Learn.about.safety.and.security.concerns .

Action Principles of PFA:

Principle Action

LOOK •. Check.for.safety .
•. Check.for.people.with.obvious.urgent.basic.needs .
•. Check.for.people.with.serious.distress.reactions .

LISTEN •. Approach.people.who.may.need.support .
•. Ask.about.people’s.needs.and.concerns .
•. Listen.to.people.and.help.them.to.feel.calm .

LINK •. Help.people.address.basic.needs.and.access.services .
•. Help.people.cope.with.problems .
•. Give.information .
•. Connect.people.with.loved.ones.and.social.support .

Ethics:
Ethical.do’s.and.don’ts.are.offered.as.guidance.to.avoid.causing.further.harm.to.the.person,.to.provide.the.best.
care.possible.and.to.act.only.in.their.best.interest ..Offer.help.in.ways.that.are.most.appropriate.and.comfort-
able.to.the.people.you.are.supporting ..Consider.what.this.ethical.guidance.means.in.terms.of.your.cultural.
context .

Do’s Don’ts

•. Be.honest.and.trustworthy .
•. Respect.people’s.right.to.make.their.own.decisions .
•. Be.aware.of.and.set.aside.your.own.biases.and.

prejudices .
•. Make.it.clear.to.affected.people.that.even.if.they.re-

fuse.help.now,.they.can.still.access.help.in.the.future .
•. Respect.privacy.and.keep.the.person’s.story.confi-

dential,.if.this.is.appropriate .
•. Behave.appropriately.by.considering.the.person’s.

culture,.age.and.gender .

•. Don’t.exploit.your.relationship.as.a.helper .
•. Don’t.ask.the.person.for.any.money.or.favor.for.help-

ing.them .
•. Don’t.make.false.promises.or.give.false.information .
•. Don’t.exaggerate.your.skills .
•. Don’t.force.help.on.people.and.don’t.be.intrusive.or.

pushy .
•. Don’t.pressure.people.to.tell.you.their.story .
•. Don’t.share.the.person’s.story.with.others .
•. Don’t.judge.the.person.for.their.actions.or.feelings .

People who need more than PFA alone:
Some.people.will.need.much.more.than.PFA.alone ..Know.your.limits.and.ask.for.help.from.others.who.can.
provide.medical.or.other.assistance.to.save.lives .

People who need more advanced support immediately:
•. People.with.serious,.life-threatening.injuries.who.need.emergency.medical.care .
•. People.who.are.so.upset.that.they.cannot.care.for.themselves.or.their.children .
•. People.who.may.hurt.themselves .
•. People.who.may.hurt.others .
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Introduction

Planning for mental health issues in emergencies and disasters has emerged as a funda-
mental aspect of how communities, families, and individuals prepare for these situations. Yet 
these considerations often remain implicit and poorly defined. As we shall discuss, behavioral 
and psychosocial problems are expected to occur, given the context of the many challenges 
these extreme events cause. One of the most important loci for intervention is at the com-
munity level, with families and individuals engaging in relatively non-specialized activities, 
aimed at reinforcing a return to normal living conditions.

When communities are insufficiently prepared, their capabilities can be overwhelmed. 
Looking more closely at what makes up effective community-based and self-initiated inter-
ventions will enable better planning for the humane, competent, and compassionate care for 
victims during a disaster and in the aftermath, when recovery is the goal. 

This chapter is about the non-medical and non-specialized interventions that hold great 
potential for preventing adverse mental health outcomes and enhancing healthy adapta-
tion. It will examine some of the people, places, and ways that are likely to provide the best 
basic community- and self-based interventions in disasters. Of course human, geographical, 
organizational, and technical resources vary from one place to another, so the interventions 
discussed need to be framed in the realities of each community and its particular strengths 
and abilities, while understanding the possible pitfalls. 

Recognizing the limits of community-based mental health  
interventions

While community-based interventions play an important role in preventing and reduc-
ing acute mental health reactions, they also help to detect a number of problems requiring 
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intervention. Acquiring the basic ability to be sensitive to and recognize the appearance of 
more severe symptoms is a definite asset at the community level. It is important to have some 
notion of when reactions are excessive and may require medical assessment. Throughout this 
chapter, we will stress this point: the goal is to achieve what is possible, while collaborating 
with the complete system of health care set in motion by the disaster. 

The frequency of mental health problems in emergencies and 
disasters

Each disaster is a distinct entity, difficult to compare to others. This is because the type 
and severity of the hazards vary and differences exist in the level of preparedness, the density 
of the population, the country’s ability to deal with the disaster, and numerous other factors 
(1). Let it be said simply that the severity of mental health problems that arise in the after-
math of any disaster varies from the minimal and transient level to the very severe level of 
distress (2). In a summary article on the topic, Norris et al. emphasized that youth are often 
reported to suffer severe or very severe distress (3). They also note that most problems were 
reported to peak in the first year after the disaster and usually improved over time. 

Looking at the types of problems encountered during disasters and emergencies, one will 
see mainly the following psychosocial problems: fear and distress, psychological disorders 
or psychiatric illnesses, social disorder, violence, and consumption of addictive substances. 
Psychiatric problems are not the most prominent of these.

The World Health Or-
ganization (WHO) has pro-
posed a rough projection for 
12-month prevalence rates of 
various mental health prob-
lems, as shown in Table 12.1 
(4). It should be emphasized 
that observed rates vary with 
the setting (e.g., time elapsed 
since the onset, socio-cultural 
factors in coping, community 
social support, previous and 
current disaster exposure) and 
assessment method, but give 
an approximate indication of 
what WHO expects the extent 
of morbidity and distress to be. 
Despite limitations, the figures 
can help form an idea of pro-
portions and types of problems 
that are likely to occur.
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Table 12.1 WHO projections of psychological distress and mental disorders in adult 
 emergency-affected populations

Type of disorder or distress Before the emergency: 
12-month prevalence

(median.across.countries.and.
across.level.of.exposure.to..

adversity)a

After exposure to the  
emergency:

12-month prevalence 
(median.across.countries.and.

across.level.of.exposure.to..
adversity)

Severe.disorder.(e .g .,.psychosis,.severe.
depression,.severely.disabling.form.of.
anxiety.disorder)

2%–3% 3%–4%b

Mild.or.moderate.mental.disorder.(e .g .,.
mild.and.moderate.forms.of.depression.
and.anxiety.disorders,.including.mild.and.
moderate.PTSD)

10% 15%–20%c

"Normal".distress/other.psychological.
reactions.(no.disorder)

No.estimate Large.percentage.

Source:.World.Health.Organization ..Mental.health.assistance.to.the.populations.affected.by.the.tsunami.in.Asia.[Internet].
2005.[cited.1.June.2010].Available.from:.http://tinyurl .com/7fkc589 .
Notes:.PTSD.indicates.post-traumatic.stress.disorder ..
a ..The.assumed.baseline.rates.are.the.median.rates.across.countries.as.observed.in.the.World.Mental.Health.Survey.2000 ..
b ..This.is.a.best.guess.based.on.the.assumption.that.trauma.and.loss.(a).may.exacerbate.previous.mental.illness.(e .g .,.it.may.
turn.moderate.depression.into.severe.depression),.and.(b).may.cause.a.severe.form.of.trauma-induced.common.mental.
disorder ..
c ..It.is.established.that.trauma.and.loss.increase.the.risk.of.common.mental.disorders.(depression.and.anxiety.disorders,.
including.post-traumatic.stress.disorder) ..

Expected psychological phases of disasters and emergencies

Just as there are psychological phases in our reactions to many events in life, disasters 
also take victims through a series of phases largely determined by the specific realities of the 
disaster. While there is always a risk of aligning expectations too rigidly with a developmen-
tal sequence, having an appreciation of the unfolding psychosocial reactions to disaster is 
valuable in presenting a timeline to follow in the preparation for, the progression of, and the 
aftermath of a disaster, and in the long-term planning for recovery from it. It also provides 
insight into when certain psychological interventions may be more or less useful as individu-
als and the community move through particular phases. 

Following is a description by D.J. DeWolfe of the community-related issues that are 
likely to occur through these phases (5):

“During the week to months following a disaster, formal governmental and volunteer 
assistance may be readily available. Community bonding occurs as a result of sharing the 
catastrophic experience and the giving and receiving of community support. Survivors 
may experience a short-lived sense of optimism that the help they will receive will make 
them whole again.”
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“As disaster assistance agencies and volunteer groups begin to pull out, survivors may feel 
abandoned and resentful. The reality of losses and the limits and terms of the available 
assistance becomes apparent. Survivors calculate the gap between the assistance they have 
received and what they will require to regain their former living conditions and lifestyle. 
Stressors abound—family discord, financial losses, bureaucratic hassles, time constraints, 
home reconstruction, relocation, and lack of recreation or leisure time. Health problems 
and exacerbations of pre-existing conditions emerge due to ongoing, unrelenting stress and 
fatigue” (5, pg. 23).

Community-based and self-help interventions in different  
phases of a disaster

A rationale for community-based mental health interventions

The case for mental health interventions in disasters has been made in other chapters. 
In general clinical practice, early attention to problematic mental health symptoms has been 
shown to offer some advantages. Whether this is also true for problems arising in the context 
of a disaster is more complex and continues to stimulate heated debate. Some authorities 
concur that earlier interventions for mental health problems can speed recovery, prevent 
long-term problems, and foster resiliency (6). Generally, most will agree that early interven-
tion after a disaster is indicated only if it is of the right kind.

The point is that for the most part, the best interventions will be those that do not un-
duly pathologize or ‘psychiatrize’ behavioral problems, but rather which adequately foster ad-
aptations that are meaningful and normative for that community and culture, so long as they 
conform to basic human rights and are aimed at protecting the individuals who are suffering. 

In fact, the notions that humanitarian workers will develop about a culture are often 
based on false representations or interpretations of what they observe, or on general notions 
about the culture in question. This is why effective community-based interventions help the 
community itself regain its capacity to offer the kind of help and support that is appropriate 
to that locality—help which may be quite different from that which the humanitarian work-
er believes to be right (7). Community-based approaches gain in relevance and power if aid 
workers are able to enhance the naturally-occurring psychosocial resources within their com-
munities, tapping into the sensitivity and culture-based knowledge that is suited to the needs 
and circumstances, to the language, to the religious considerations, and to the comfort-level 
of the disaster survivors. Formal or external counseling or support groups may be unwelcome 
within communities attempting to regain a sense of connection. 

“After the tsunami that hit Aceh in Indonesia on December 26th 2004, community 
workers from other parts of the country were trained to bring their expertise to Aceh. But 
even though they were from the same country, they were perceived with mistrust and a 
sense that they could not understand the particular situation in Aceh, where strong senti-
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ment against the central Indonesian government had long existed and had led to recent 
clashes. It became evident that it was more appropriate and acceptable to train local com-
munity workers, or at least to involve them prominently in the training to permit taking 
into account the specific cultural and political issues in planning interventions” (M.L. 
personal communication).

Such considerations beg the question of how to make mental health and psychosocial 
support interventions as widely accessible as possible. Clearly, much psychosocial support 
accrues from informal channels of help and from non-specialized health care settings, where 
a more integrative approach is offered. WHO recommends this type of non-specialized, 
wide-based approach as a general way of organizing mental health services (Figure 12.1). The 
bottom of the organizational pyramid represents the services most needed, which include the 
two types of care this chapter discusses (8). A similar pyramid (Figure 12.2) depicts the rec-
ommended types of psychosocial interventions that should be available in emergencies and 
disasters, again with the bottom of the pyramid representing the most important services (9).

Strengthening community and family support, usually an informal and implicit form of 
care, constitutes a basic level of care. WHO recommends taking a comprehensive approach 
to health, integrating informal and community-based care with more formal primary health 

Figure 12.1 Self-care pyramid: WHO model of organization for an  
optimal mix of mental health services

Source:.WHO,.Integrating.mental.health.into.primary.care:.A.global.perspective,.2008 ..p ..16 .
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Figure 12.1 Self-care pyramid: WHO model of organization for an  
optimal mix of mental health services

Source:.Inter-Agency.Standing.Committee.(IASC) ..IASC.guidelines.on.mental.health.and.psychosocial.support.in.emergency.
settings:.what.should.humanitarian.health.actors.know?.Geneva:.IASC,.2010;.pg ..3 .

care services, and including promotion of mental health and ad-hoc preventive measures (8). 
Of course, specialized care also comes into the picture, but only for a small proportion of 
problems, and in a focused manner, as the resources are usually not available and often not 
necessary. 

In community-based work, methodologies relying on group work are recommended in 
the interest of making interventions available to as many people as possible. In approach-
ing children, the use of child-child and child-adult strategies (using games, sports, and other 
forms of expression) are seen as fundamental tools for the rehabilitation and ongoing devel-
opment of children and adolescents.

Paradoxically, disasters may have the effect of reducing the stigma and invisible barriers 
that would otherwise exist to accessing mental health services. This is probably true because 
people feel justified in using such services when the suffering is so evident and widespread. 
This was the case in the aftermath of the 2010 Haiti earthquake. However, most people do 
not see their needs as related to ‘mental health problems’ and often do not consult mental 
health services (10). Indeed, others may be averse to seeking mental health services. 

The question of “at-risk groups”

Chapter 9 discusses groups that are at high-risk for developing mental health difficulties 
in disasters. However, it is important to remember that the hardest hit populations often are 
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among the poorest and are already more vulnerable even before a disaster strikes. Poverty has 
been identified as being predictive of a worse outcome in cases of natural disasters. Of the 
more than 6,000 natural disasters recorded between 1970 and 2002, a reported three-fourths 
of the events and 99% of the people affected were in developing countries (11). On average, 
more than 2% of the population is affected each year and disasters cause more than one-half 
of 1% of GDP in damage. Both figures are about 10 times greater than in advanced econo-
mies. Unfortunately, it is also true that in these countries, the burden of illness from mental 
health problems is very high, as is the mental health care gap (12). But even within popula-
tions hit by a natural disaster, certain subgroups at relatively greater risk may require specially 
adapted interventions.

Ideally, all groups would be equally and fully prepared for a disaster, and would not 
require a distinct approach. However, it is advised to plan and prepare appropriately to avoid 
that all, even the most vulnerable, suffer the negative outcomes that are associated with a 
disaster. 

In reality, those who were already marginalized before the onset of a crisis receive scant 
attention, as they are less visible, often less vocal and frequently remain unsupported both 
during and after the crisis. Humanitarian aid workers must advocate within the community 
and beyond on behalf of marginalized and at-risk persons and approach their work by link-
ing it to social justice principles. Among the groups who are likely to be at higher risk for 
mental health complications in disasters and emergencies, are the following: the young, older 
and frail persons, pregnant women, single mothers, cultural and ethnic minority groups, 
persons lacking caregivers or local social support, low socioeconomic status groups, people 
living in group facilities, people with serious or persistent mental illness or with other dis-
abilities (intellectual disabilities, cognitive impairment, sensory impairments, poor physical 
health, complex medical illness), and human service and disaster relief workers (1). We will 
introduce some community-based and self-help approaches more specifically indicated for 
vulnerable groups; interventions for these groups are also covered in Chapter 9.

Interventions through the phases of a disaster

Following is a discussion of three phases of a disaster: preparedness, response and re-
covery. The ISDR glossary of Terminology on disaster risk reduction defines each phase as 
follows: 

 Preparedness action aims to build the capacities needed to efficiently manage all types 
of emergencies and achieve orderly transitions from response through to sustained 
recovery. Preparedness is based on a sound analysis of disaster risks and good linkages 
with early warning systems, and includes such activities as contingency planning, 
stockpiling of equipment and supplies, the development of arrangements for coordi-
nation, evacuation and public information, and associated training and field exercises. 
These must be supported by formal institutional, legal and budgetary capacities. The 
related term ‘readiness’ describes the ability to quickly and appropriately respond 
when required.
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 The response phase includes the provision of emergency services and public assistance 
during or immediately after a disaster in order to save lives, reduces health impacts, 
ensure public safety and meet the basic subsistence needs of the people affected. It is 
predominantly focused on immediate and short-term needs and is sometimes called 
‘disaster relief.’ The division between this response stage and the subsequent recovery 
stage is not clear-cut. Some response actions, such as the supply of temporary housing 
and water supplies, may extend well into the recovery stage.

 The recovery task of rehabilitation and reconstruction begins soon after the emer-
gency phase has ended, and should be based on pre-existing strategies and policies 
that facilitate clear institutional responsibilities for recovery action and enable public 
participation. Recovery programmes, coupled with the heightened public awareness 
and engagement after a disaster, afford a valuable opportunity to develop and imple-
ment disaster risk reduction measures and to apply the ‘build back better’ principle.

1. Interventions through the phases of a disaster—Preparedness 

Some actions will help buttress people’s sense of mastery in chaotic situations and 
promote recovery. Preparing for disaster, educating the population about normal responses 
to such events, providing training on what to do to help psychological recovery, setting up 
information centers and offering ongoing information feedback to affected communities all 
help people’s mastery and recovery. For these reasons, WHO recommendations prominently 
include community-based and primary health care-based interventions in the preparedness 
phase, as well as during and after the disaster (1).

National disaster preparedness plans must be drawn up well ahead of emergencies and 
involve not only a system of coordination between focal points within relevant agencies, but 
also, and prominently, a detailed plan for adequate social and mental health response within 
communities (see Chapter 3 on this topic). In this way, most mental health and psychosocial 
care and interventions will take place not only within primary health care settings, but also 
and especially within communities themselves, enhancing the care afforded by families and 
by available resources. As is the case with disaster preparedness plans, preparing community 
resources to be available in emergencies should be undertaken beforehand.

2. Interventions through the phases of a disaster—Response

Public education and information messages can play a central role in minimizing psycho-
social complications in the victims. However, much of this information will need to be taken 
up and adapted within each community. Information about the disaster, helping victims ori-
ent themselves as to what to expect and where to find water, food, shelter, safety, and medi-
cal attention, and about where to locate family and community members are most urgently 
needed in the early response phase. Messages are most meaningful if they respond to specific 
community needs—such as where to find shelter and water.

Only after the response phase will it become useful to inform people about the psycho-
logical reactions they can expect and provide information about ways to handle the stress 
with which they are dealing. Public information about normal reactions, education about 
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ways to handle them, and early attention to symptoms that are problematic can speed recov-
ery and prevent long-term problems (9). Sources of information on the topic include IASC, 
WHO, and SAMHSA documents (9, 12, 13, 14).

The Response Phase—types of mental health assistance

In the immediate aftermath of a disaster, practical assistance and interventions that are 
commensurate with people’s immediate needs can easily become part of ‘psychosocial’ inter-
ventions, as they constitute supportive responses that are targeted at diminishing worsening 
psychological distress (5). 

“An aid worker was helping someone look for lost belongings among the debris of her 
collapsed home after a strong hurricane. The victim spontaneously spoke of being concerned 
about her older parents who lived in a distant province and she had not been able to call 
since the events. The aid worker immediately arranged for her to use the phone of her aid 
organization. There was great relief in the parents when they heard the victim’s voice, as they 
thought she might have died in the storm” (M.L. personal communication).

In parallel to these practical considerations, relief from stress, the ability to talk about 
the experience even informally, and the passage of time usually lead to the reestablishment 
of psychological equilibrium (10). Of course, this does not exclude the fact that the types of 
mental health and psychosocial support that will be required will run the full gamut of needs 
and interventions, and will occur at different times during and after the disaster. 

The Inter-Agency Standing Committee Guidelines (13) highlight the importance of 
facilitating conditions for community mobilization, ownership, and control of emergency 
response in all sectors, community self-help and social support, and appropriate communal, 
cultural, spiritual and religious healing practices. The guidelines underscore the principles of 
preventing separation and facilitating support for young children (0–8 years) and their care-
givers, and strengthening access to safe and supportive education. Interestingly, for persons 
who are unable to return to their own communities, it is recommended that social consid-
erations such as safe, dignified, culturally and socially appropriate assistance in site planning 
and shelter provision, and in the provision of water and sanitation are taken into account.

The response phase—locus of assistance

Primary health care and emergency care settings

A person’s behavioral problems can fail to improve even with appropriate help from the 
community’s resources, and it is very important for community-based agents to identify 
when this is the case. In these circumstances, part of the community’s role is to facilitate a 
person’s access to medical care. Of course, the ubiquity, centrality, and sometimes preponder-
ance of mental health issues in disaster situations can quickly overwhelm medical systems and 
emergency departments, so accessing the medical system should be practiced with circum-
spection. 

General primary health care (PHC) settings offer the first point of contact for most 
surgical and medical problems. Because physical and mental health problems frequently co-
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occur, especially among survivors of emergencies, persons with behavioral, psychosocial, and 
mental health problems may be recognized here. Indeed emergency medical settings should 
endeavor to properly identify mental health needs and make judicious use of adequately 
identified resources, including community-based resources. It is highly recommended that at 
least one member of each primary health care team have some capacity to deal with psycho-
logical issues and understand the available resources in the community, while maintaining a 
useful level of contact with these resources. The same intense overlap between physical and 
mental issues is encountered in treating the health consequences of human rights violations 
such as torture and rape. 

During the response phase, community workers can provide effective mental health as-
sistance, even while helping survivors with concrete tasks. For example, a community health 
worker can use skilled but unobtrusive interviewing techniques to help a survivor in sorting 
out demands and setting priorities while they are sifting through rubble together (10). Some 
forms of psychological support (i.e., very basic psychological first aid) for people in acute 
psychological distress do not require advanced knowledge and can easily be taught to workers 
who have no previous training in mental health, whether they are working in communities or 
within a PHC setting (see Chapter 11 on PFA).

The way in which health care is provided in these settings often affects the psychosocial 
well-being of people living through an emergency. Compassionate, emotionally supportive 
care, in keeping with the cultural norms, protects the well being of survivors; disrespectful 
treatment or poor communication threatens dignity, deters people from seeking health care, 
and undermines adherence to treatment regimes. 

Ideally, mental health care should be available in most, if not all settings. However, opti-
mal use should be made of non-specialized community resources, and when referral is neces-
sary, PHC services should be the first line. From there, specialized mental health services can 
be accessed if necessary. Heavily solicited PHC and first-line health services and personnel 
must be able to recognize the severity of presenting problems and have clear lines of refer-
ral to easily accessed, specialized psychiatric services. However, in most cases, PHC services 
will do well to coordinate their work closely with community-based resources having less of 
a focus on acute care, thus alleviating less severe mental health problems arising in the early 
phases of the disaster. From this perspective, PHC becomes a coordinator of care for both less 
and more specialized services, and must be able to differentiate the needs of persons present-
ing for help.

Humanitarian aid workers can relieve help-seekers by assisting them to navigate the 
bureaucracy of humanitarian organizations, directing them to appropriate resources, working 
as liaisons between individuals and aid agencies, and advocating for appropriate services (15, 
16). 

Specialized medical (non-PHC) settings

Of course, things do not always happen as described above, so all health and community 
workers should have at least a basic understanding of mental health and psychosocial needs 
during and after disasters. 
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“In Port-au-Prince, after the 2010 earthquake, many of the PHC settings were not func-
tioning, and specialized surgical team members or post-op teams often identified people 
in need of mental health interventions. One surgical unit in the neighboring Dominican 
Republic encountered strong emotional reactions to their operations or to being distanced 
from their loved ones, or still to the harrowing experience of phantom limb symptoms. 

“The coordinator of one post-operative-care setting in Fond Parisien was quick to observe 
that survivors’ complex emotional and psychological reactions were playing a major role 
in delaying the discharge of patients otherwise stabilized. Many were afraid to go home to 
the expected devastation that had hit their families” (M.L. personal communication).

It is very important to keep in mind those people with mental health conditions prior to 
the disaster who needed specialized care (see Chapter 9). It is true that there are examples of 
persons who were successfully discharged from specialized psychiatric institutional settings 
following a disaster, or of persons who had received regular out-patient care prior to a disaster 
and were able to adopt a more community-based approach after the disaster. However, many 
people with mental health conditions will require continued—and sometimes increased—
care after a disaster.

During disasters, it may be necessary to return persons with mental illness to their com-
munities. Ensuring follow-up in these situations requires creative solutions and cooperation. 
Families, community members, and community-based emergency workers are often called 
upon to help follow through with the therapeutic interventions recommended by the treating 
teams or to ensure continued treatment with medications in order to maximize clinical stabil-
ity and follow-up.

“A mental health institution was considered structurally unsafe after an earthquake. The 
overcrowded hospital had to be emptied, and so concerned families who came to see their 
hospitalized family members were asked to take their ill family member back home, and 
to periodically help them back for follow-up appointments. This method was effective in 
maintaining the stability of some otherwise quite unstable persons until more regular 
services could be ensured again” (M.L. personal communication).

It is very important to keep in mind those people with mental health conditions prior to 
the disaster who needed specialized care (see Chapter 9). It is true that there are examples of 
persons who were successfully discharged from specialized psychiatric institutional settings 
following a disaster, or of persons who had received regular out-patient care prior to a disaster 
and were able to adopt a more community-based approach after the disaster. However, many 
people with mental health conditions will require continued—and sometimes increased—
care after a disaster.

During disasters, it may be necessary to return persons with mental illness to their com-
munities. Ensuring follow-up in these situations requires creative solutions and cooperation. 
Families, community members, and community-based emergency workers are often called 
upon to help follow through with the therapeutic interventions recommended by the treating 
teams or to ensure continued treatment with medications in order to maximize clinical stabil-
ity and follow-up.
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“A mental health institution was considered structurally unsafe after an earthquake. The 
overcrowded hospital had to be emptied, and so concerned families who came to see their 
hospitalized family members were asked to take their ill family member back home, and 
to periodically help them back for follow-up appointments. This method was effective in 
maintaining the stability of some otherwise quite unstable persons until more regular 
services could be ensured again” (M.L. personal communication).

3. Recovery phase

From the long-term perspective, the bulk of the mental health and psychosocial work 
takes place in the recovery phase, following exposure to severe stressors. Recovery and the 
return to a level of normalcy in living circumstances will become the main focus of the 
majority of the affected population. In this phase, the medium- and long-term development 
of community-based services and social interventions will need to be deployed to its full 
potential.

As acute medical and surgical interventions gradually recede, community organizing can 
take on a longer-term role, with the goal of ensuring the long-term psychosocial well being 
of its members. Having stated this, readers will find that most of the approaches described 
below can apply in response as well as recovery phases if they can be organized. 

Community organization

This is the process of bringing together community members to help them define and 
work toward solving their own problems (17, 18). Issues may run the gamut from practical 
relocation to social policy for disaster preparedness and reconstruction at the neighborhood 
level, to other issues of neighborhood concern.

Approaches to effective community organization

People will generally find it difficult, if not impossible, to heal from the effects of indi-
vidual distress while the community around them remains in shreds and a supportive com-
munity setting does not exist (19). Thus, mental health interventions such as outreach, case 
finding, support groups, job groups, or advocacy groups, must be re-established in a more 
or less formal manner in order to assist in re-establishing linkages between individuals and 
groups (10, 20). These activities are described in more detail below.

This section emphasizes what can be done when communities are not able to quickly and 
effectively reorganize after a disaster. Many factors may contribute to this difficulty, includ-
ing, the physical loss of established meeting places or respected community leaders. In these 
circumstances, it is essential that aid workers help to re-establish the fabric of the community 
they are working in, using a variety of means.

Key informants

Humanitarian workers aiming to strengthen local resources in communities they are 
serving will want to identify social groups or mechanisms that functioned prior to the emer-
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gency and that can be revived to help meet immediate needs. These may include collective 
work groups, self-help groups, rotating savings and credit groups, burial societies, and youth 
and women’s groups. Community members who are familiar with community needs can 
serve as ‘key informants.’ These informants may part of key agencies and groups in affected 
neighborhoods (health, social services, churches, schools, day-care providers, community 
groups, police, fire department, etc.), in places where people congregate (restaurants or coffee 
shops, bars, grocery or liquor stores, etc.), in services familiar with the neighborhood (mail 
delivery personnel, public utility workers, building inspectors), or in businesses or offices that 
survivors frequent during their recovery (thrift shops, lumber yards, hardware stores, building 
permit departments). 

Aid workers will almost always gain from requesting an interview with key informants 
to ask about their perception of the type and intensity of difficulties and ways of coping in 
their neighborhood. They should listen to whether there are specific concerns about practical 
issues, specific individuals or certain families. 

Identifying human resources in the local community is another important step. These 
resources may be found among significant elders, community leaders (including local govern-
ment leaders), traditional healers, religious leaders/groups, teachers, health and mental health 
workers, social workers, youth and women’s groups, neighborhood groups, union leaders 
and business leaders, political leaders, volunteer mental health practitioners, primary health 
personnel (such as nurses, doctors), social workers, occupational therapists, pharmacists, and 
those previously receiving care. 

Mapping local resources 

Similarly, the IASC Guidelines call for mapping local resources by asking community 
members about the people they turn to for support at times of crisis (13; see action sheet 
2.1). Particular names or groups of people are likely to be reported repeatedly, indicating 
potential helpers within the affected population.

Social network analysis 

A more formal analysis of the 
social network examines the inter-
relationships of individuals and 
groups in a community concerning 
exchange of resources, informa-
tion, social obligations, economic 
resources, and kinship ties. A 
thorough assessment of community 
needs and resource can be con-
ducted to gain an understanding of 
the extent to which existing social 
networks fulfill these needs, and 
what is required to fill the gaps. 
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This analysis will identify problem areas and vulnerable high-risk groups, as well as 
permit the creation of a directory of available and appropriate resources and services. For ex-
ample, social network analysis may show that a neighborhood or social group attends church 
frequently. In this case, mental health staff could use the clergy, church social groups, and 
church bulletins for distributing information about common reactions to disaster and about 
mental health resources.

Volunteer community support

Where local support systems are incomplete or too weak to achieve particular goals, it 
becomes useful and necessary to train not only community workers but also volunteers to 
perform tasks such as identifying and responding to the special needs of community mem-
bers, developing support in a culturally appropriate way, and providing basic support (for 
example psychological first aid) where needed (13, action sheet 6.1).

Recruiting volunteers from the community should take certain characteristics and 
processes into consideration. Considerations of who recruit will yield better results by asking 
who the important community members are. Community workers should develop a clear 
notion of what they do in order to be able to train volunteers in specific tasks for limited 
periods of time and to offer ongoing supervision and support.

Volunteers will likely require a brief training (less than one day) to understand normal 
and abnormal reactions to disasters and emergencies, how to perform active listening, and 
how to refer to more specialized services when there is concern about someone. Humanitar-
ian workers should have ongoing meetings for supervision and support of volunteers. 

Specific community-based and self-help approaches
Community outreach 

As the term suggests, community outreach actively reaches persons in need of help and 
support who may not otherwise seek out help within their natural community setting. 

The goals of this outreach are to provide ongoing, detailed information on available re-
sources, to reassure community members that most stress reactions are normal, and to make 
people aware of ways to cope with the stress they are experiencing. They also need to know 
whether what they are experiencing is normal and what help may be available if required. 
Mental health information, education, consultation, and even clinical interventions are usu-
ally well received when presented as ‘normal’ events that are familiar and non-threatening to 
the community. 

Making use of information media is an effective strategy to reach out to the community. 
These may include radio and television announcements, articles in newspapers and commu-
nity newsletters, public announcements at local events or community fairs, Internet websites, 
or through video programs for training and education. Posters, brochures and fliers, books, 
and booths can also be effective. 

For community workers, knowledge of where community members gather can provide 
a direct means of hearing about expressed needs and helping people to access to appropriate 



123

Chapter 12

Community-Based and Self-Help Psychosocial Interventions during Different Phases of Disasters

care. However, the worker will require strong cultural competencies to do this adequately 
(see Chapter 6 on this topic). Making regular visits to places where survivors may congregate, 
such as senior centers, recreation halls, food kitchens, or a favorite pub are good ways to meet 
survivors, and to inform and hear about resources and needs. The frequency of such visits 
must be gauged depending on an understanding of the situation and of the needs.

Outreach staff will be most effective if they are comfortable working in community-
based, non-institutional roles. They must be able to adapt to changing situations, make inde-
pendent decisions, and work without close supervision (20). They should be action-oriented 
and able to do what will be needed. Staff should be comfortable working being outside and 
in the elements. Workers must be comfortable and adept at striking up conversations with 
people they have not met before and have not come to them seeking help. It is helpful if 
workers live in the community, as they will have common knowledge, concerns, and topics 
of conversation. They must project interest and empathy. It is helpful if workers wear com-
fortable clothes that blend into the community. In a farming area, for example, boots and 
jeans might be the appropriate attire. Clothing should be appropriate to the weather, to the 
hazards, and to the job to be done. 

An understanding of ways to help relieve stress, a level of comfort with resolving specific 
problems, knowledge of ‘psychological first aid,’ the ability to talk about the experience if 
needed, and the ability to refrain from intervention when it is not required, are all useful at-
tributes. 

Community meetings

While the topic of community meetings need not be directly related to mental health 
issues, the process should be tailored to help disaster recovery in several ways:

 Help people deal with concrete problems of concern to them.

 Re-establish feelings of control, competence, self-confidence, and effectiveness that 
were weakened by the disaster.

 Establish, re-establish, or strengthen social bonds and support networks that may 
have been fragmented by disaster.

As stated in the IASC Guidelines (13), “all communities contain effective, naturally 
occurring psychosocial supports and sources of coping and resilience. Nearly all groups 
of people affected by an emergency include helpers to whom people turn for psychosocial 
support in times of need. In families and communities, steps should be taken at the earliest 
opportunity to activate and strengthen local supports and to encourage a spirit of community 
self-help.”

As such, a community-based self-help approach is vital, because having a measure of 
control over some aspects of their lives promotes people’s mental health and psychosocial well 
being following overwhelming experiences. Affected groups of people typically have formal 
and informal structures through which they organize themselves to meet collective needs. 
Even if these structures have been disrupted, they can be reactivated and supported as part of 
the process of enabling an effective emergency response. Strengthening and building on exist-
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ing local support systems and structures will enable locally owned, sustainable, and culturally 
appropriate community responses. 

In this type of approach, the role of outside agencies is less to provide direct services 
than to facilitate psychosocial support that builds the capacities of locally-available resources. 
Facilitating community social support and self-help requires sensitivity and critical thinking. 
Communities often include diverse and competing sub-groups with different agendas and 
levels of power. It is essential to avoid strengthening one particular sub-group while marginal-
izing another, and to promote the inclusion of people who are usually invisible or left out of 
group activities.

Community organization can also profit from a wider approach at a macro level of 
outreach. For example, communities can organize and bring together local residents to deal 
with problems of recovery specific to the locality, increasing the community’s sense of resolv-
ing its problems and helping to establish or repair social bonds and support networks among 
affected citizens.

The IASC Action sheet 5.2 entitled “Facilitate community self-help and social support” 
gives a series of recommendations for such interventions (13).

Activity groups

Group activities offer many advantages in disaster situations. Besides the obvious ef-
ficiency of having many persons participate in activities at once, there are also therapeutic 
advantages. One of the goals of group-based community interventions is to break isola-
tion. Another is to experience, through others, a wider range of ways to solve problems. Yet 
another is the possibility that through group activities, communities can be revived or new 
communities can be built. Furthermore, groups can be organized and run by specialized per-
sonnel, but they can also very efficiently be run by non-specialized persons or by the affected 
members themselves.

Most commonly, a community organization exercise will result in a series of activities 
and support groups. Activities typically include recreation, singing, exercise, and large-muscle 
activities appropriate to age and health. These exercises can help to reduce stress and improve 
the spirit in the community and reestablish a sense of control and purpose. Particularly in 
temporary shelters, involving residents in shelter tasks (serving meals, reading to children and 
telling them stories, serving coffee, providing language translation, putting together a skit for 
entertainment, etc.) is usually more helpful than expected. Residents may help with practi-
cal activities that provide concrete help as well as opening the door to informal ‘therapeutic’ 
conversations. 

Support groups 

Support groups can serve useful functions in a shelter. Survivors who attend these groups 
find reassurance that their problems are not unique, and more importantly, that their experi-
ences are not idiosyncratic and isolating. Hearing others’ experiences and tribulations can 
provide useful practical ideas and resolution to particular problems. Groups provide a place 
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to which health staff may refer 
people who could benefit from 
some regular contact with their 
community. 

The creation of self-help sup-
port networks consists of citizens 
gathering in a series of neighbor-
hood meetings to focus on is-
sues such as communal healing 
practices (see13, action sheet 5.3), 
activities that promote non-violent 
handling of conflict (for example, 
discussions, drama and songs, joint 
activities). Other roles that groups 
can tackle include organizing access to information about what is happening, services, miss-
ing persons, security, etc. (see13, action sheet 8.1), or organizing access to shelter and basic 
services (see13, action sheets 9.1, 10.1, and 11.1).

Importantly, community structures and actions can be expected to be useful in the lon-
ger-term, well after the immediacy of the disaster has passed. Discussing a longer-term vision, 
the IASC guidelines recommend facilitating the process of community identification of pri-
ority actions through participatory appraisal and other methods (13). This can sometimes be 
complicated by a disaster that has disrupted known social networks and coping mechanisms, 
as was the case in Haiti in 2010 in the areas around Port-au-Prince. This exercise requires 
promoting a collective process of reflection about people’s past, present, and future, thereby 
enabling planning. By taking stock of supports that were present in the past, but which have 
been disrupted in the emergency, people can choose to reactivate or recreate useful means 
of supports. By reflecting on where they want to be in several years’ time, they can envision 
their future and take steps to achieve this vision. 

Constructive approaches revolve around supporting community initiatives, actively 
encouraging those that promote family and community support for all emergency-affected 
community members, including people at greatest risk, determining what members of the af-
fected population are already doing to help themselves and each other, and looking for ways 
to reinforce their efforts. For example, if local people are organizing educational activities but 
need basic resources such as paper and writing instruments, one may support their activities 
by providing these materials (while recognizing the possible problem of creating dependen-
cy). Ask regularly what can be done to support local efforts.

Topics of discussion for community groups may also include the following: helping at-
risk groups needing protection and support (see 13, action sheet 2.1); setting up community 
child protection committees to identify at-risk children and to monitor risks, intervene when 
possible, and refer cases to protection authorities or community services (13, action sheet 
3.2). It may be relevant, for example, to organize structured and monitored foster care for 
separated children (13, action sheet 3.2).
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Beyond this, community-constituted groups become potentially powerful agents of 
change through advocacy. Mental health issues in particular are often difficult for individuals 
or even families to bring up, as in many communities, the stigma remains of being identified 
with mental health issues.

Safe spaces: child-friendly spaces

The term ‘safe spaces’ is understood as a means of providing people of all ages with a 
place and time to regain a sense of security and predictability and where activities can be or-
ganized for various community-based functions. Such safe spaces are of particular importance 
for children and families, and can be set up to respond to their routines, short-term, and 
longer-term needs, including educational ones (see 13, action sheets 5.1 and 7.1). 

In these spaces, activities can be organized according to a child’s age/stage of develop-
ment: 0–12/18 months (pre-verbal, not ambulatory); 12/18 months to three years; and 
3–6 years (include an area for caregiver/child play and interaction in all services for younger 
children, such as therapeutic feeding programs, hospitals, and clinics, as well as in areas for 
distribution of food and non-food items); and more education-oriented activities for the 
6–8-year-olds. 

Support groups can be organized for parents/mothers to talk about their own issues. It 
is important to organize meetings at which caregivers of young children can discuss the past, 
present and future, share problem-solving ideas, and support one another in caring effec-
tively for their children. During small group activities for families and their young children, 
parents also can learn from the interactions of others with their children. For example, after a 
disaster, many parents are afraid to leave a child alone or have other fears they may be unable 
to acknowledge. At the same time, parents are often more able to seek help on their children’s 
behalf or may, in fact, use their children’s problems as a way of asking for help for themselves 
and other family members.

It becomes possible, in safe settings, to envisage training parents, siblings, grandparents, 
and youth to work with available staff, and also to take learning home to their families about 
the healthy development of young children. Consider engaging trusted older women and 
female youth as volunteers in safe spaces. Include children with special needs in such activi-
ties, games, and supportive environments. (For more detailed information on child-friendly 
spaces see reference21.)

Schools

In an effort to reestablish as many routine activities as possible, schools may be reopened 
or reactivated in specially conceived shelters. Teachers play a central role in helping children 
integrate the disaster and go on with their normal lives, sometimes through art and play 
activities, or even by encouraging group discussions in the classroom and informational 
presentations about the disaster. Consulting with specialists on how to best help in the class-
room may be indicated. Detecting problematic behavior will often happen in this setting, so 
teachers also must have some understanding of mental health issues.
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“In Aceh, Indonesia, where a major tsunami struck in 2004, many religious groups 
trusted by their communities and NGOs were able to establish schools for children with 
local volunteer persons ensuring the maintenance of these normalizing activities. Children 
felt less alone, were involved in useful activity, and families had some extra time to attend 
to issues relating to their own post-disaster losses and needs” (M.L. personal communica-
tion).

Self-initiated and self-help interventions

In this section, comments are limited to issues relating specifically to community and 
self-help interventions for vulnerable groups. See Chapter 9 for more detailed discussion on 
these topics.

Families: parents, caregivers and children

Disaster workers within communities can help to educate families about age-appropriate 
responses to disaster and help parents understand unusual behaviors that may arise in their 
children (for example, a child may cling more, have nightmares, or an adolescent may be-
come more argumentative). It can have a soothing effect and improve parent-child relations 
if one explains that behavior, such as heightened fear of others and withdrawal, or increased 
fighting with other children, are common reactions to stress and reflect no failure on the 
caregiver’s part. 

But most importantly, family units should meet—and can be helped to do so—in order 
to decide what to do in case of future disasters and how to protect themselves. It is also vitally 
important to be honest with children about what happened and the process of recovery.

Surprisingly, families and communities often do not realize the importance of empower-
ing children, particularly adolescents, to participate in the recovery process and to help with 
clean up and rebuilding. For example, after the 2010 earthquake in Haiti, the ‘cash-for-work’ 
program gave teens opportunities to become involved while earning income for their families 
and for themselves. It also provided a way for them to participate and take ownership of the 
effort to rebuild their communities (28).

Facilitating play, nurturing care and social support for at-risk groups is not always simple 
to organize. Much of what has been said about community-based interventions can be ap-
plied to children and teens. Among the activities that should be privileged are parent educa-
tion, home visits, shared child care and communal play groups, ‘safe spaces,’ toy libraries, and 
informal parent gatherings in safe spaces (see reference 13, action sheet 5.1). These may help 
to mitigate the negative psychosocial impact of crisis situations.

To minimize their distress, children require a sense of routine and participation in nor-
malizing activities, which should reflect their usual daily activities. 

Older persons

Findings vary in terms of the vulnerability of older persons in disasters compared with 
other age groups (22, 23, 24). But this should not distract from the obvious: persons who 
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are less mobile, more medically unstable, and more isolated are likely to be at higher risk for 
complications after a disaster. This is reason enough to take steps to prepare this group for the 
possibility of a disaster (25). Of course, any characteristics compatible with increased resil-
ience (e.g., self-perceptions of health, etc,) will be an asset, especially in the recovery phases 
(24). Just as is true for other groups, older persons will have an advantage by participating 
as actively as they can in community events and by integrating into the available resources. 
Families are advised to remain involved with their older members in general, but the rewards 
for preventing suffering after a disaster are invaluable. Conversely, older persons who have 
experienced disasters in the past may have developed resiliency, which can be helpful to their 
families (19). See Chapter 9 for more discussion on the vulnerability of older persons in 
disaster situations. 

The poor and persons with a lower socio-economic status

Low-income individuals generally have fewer resources or greater pre-existing vulner-
abilities, realities that complicate their ability to reestablish a healthy lifestyle after a disaster. 
In this group, the extra stressors of losing one’s work or home can lead to a profound change 
in the precarious balance they may have maintained prior to the disaster. 

Participation in job groups and involvement in community rebuilding may afford these 
families a renewed place in their communities and help turn adversity into an opportunity 
for change in their lives. After the acute phase of a disaster, advocacy for better social condi-
tions and better job stability can have a salutary effect. 

Affluent and middle- to upper-middle class persons are not immune to suffering pro-
found consequences after a disaster. People who may have been used to planning and con-
trolling their lives can experience an increased sense of shock, anger, or self-blame after the 
disaster. 

Displaced populations

Persons displaced because of a disaster will be much more disoriented in their new set-
tings and will feel isolated from the host community unless the community can adapt its sup-
port and encourage them to take part in integration. 

There are central aspects to building a supportive environment for this group and provid-
ing them with a sense of stability and safety. Among these are: taking an active role in helping 
the community understand the cultural and educational background of displaced persons; 
being proactive in understanding where they came from and why; and gathering information 
about the status of their families and indigenous communities. 

Persons with previous mental illness

Evidence suggesting that people with prior mental illnesses perform worse during a 
disaster is weak. However, depending on the symptoms, different types of assistance may be 
needed. If they require medication, it is essential that access to a continued supply is secured 
in a reasonable timeframe. 
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Here again, assistance should be largely practical in nature with additional emphasis on 
helping individuals to link with appropriate mental health services, hospitals, pharmacies, or 
other centers distributing medications during the emergency to maintain continuity of care. 
These individuals can benefit from the same supportive interventions described in the section 
on individual interventions. See Chapter 9 for more information.

Humanitarian workers: self care

The reader of this manual is likely to be a person working in some aspect of the field of 
disaster preparedness, response or management. Despite an understanding of many aspects 
of disasters, these professionals (including yourself ) are considered to be at risk for mental 
health problems. This is because they are more likely to be overworked, fatigued, driven to 
help even if they are exhausted, and spending less time with their own families. They often 
worry and think about the tasks at hand more than they notice their own psychological 
strain. They can be emotionally affected by the plight of the victims and also prone to feeling 
guilty for being better off than some victims they are helping.

As a group, they (and you) are more likely to have prepared for a disaster. This prepara-
tion can alleviate much unneeded stress and worry. Steps include the following:

1. Develop a plan, including an evacuation plan for your family, up date family contacts, 
and become familiar with organizational structure/procedures and policies in order to 
understand your role prior to deployment.

2. During the disaster, manage your work and rest time (consider 12 hour shifts with 
12 hours off, with a full 24 hours off every 7–10 days if possible; regular breaks every 
2–4 hours; try to rotate high and low-stress job activities).

3. Use time off to eat, sleep, exercise, spend time with family/friends, and engage in 
usual leisure/spiritual activities.

4. During the crisis, avoid alcohol, drugs, excess caffeine, and cigarettes.

5. Consider implementing a “buddy system” (formally or informally), pairing inexperi-
enced and experienced field workers for assignments or to provide back-up replace-
ment if needed (for example, due to sudden illness, too large a caseload, or simply a 
need for rest).

Humanitarian workers: supportive interventions

The same principles used for community interventions can apply, in a general way, to 
this at-risk population. Some ways of identifying difficulties include informal ‘roaming’ 
through workplaces, chatting with people and taking the ‘emotional’ pulse of a place. It is 
important to follow-up with individuals by making an appointment for a quick break, a cup 
of coffee, or a game of cards.

The ‘over-a-cup-of-coffee’ style of intervention may be vital. It is quick and is usually a 
comfortable way of meeting. Stress management staff should simply interact in a supportive 
and therapeutic manner with personnel. It has been shown repeatedly that emergency-orient-



Mental Health and Psychosocial Support in Disaster Situations in the Caribbean

Core Knowledge for Emergency Preparedness and Response

130

ed staff responds best to an informal structure, engaging in interactions with stress manage-
ment or mental health staff. 

Interventions will usually focus on the immediate, and may include the following (10, 
26, 27):

1. Ask about what is happening now and what could help right now.

2. Listen to the person’s feelings and reassure him/her that these are normal under the 
circumstances.

3. Inform the worker that a break will help them return to work soon by providing 
needed rest.

4. Stress management strategies may be appropriate including: deep breathing, progres-
sive relaxation, gentle muscle stretching exercises or ‘self-talk.’

5. Diversionary activities such as playing cards or reading a magazine for a short while 
may help.

6. Food and beverages should be suggested if the worker has not eaten for a while.

7. After a chat, the mental health worker should allow him/her some ‘breathing space.’ 
When checking back, it can probably be determined more easily whether the worker 
is ready and able to return to work.

8. If the worker seems particularly tired or overwhelmed, it is appropriate to offer practi-
cal assistance in finding a replacement, obtaining transportation home, directing the 
worker to a rest area, or helping coordinate support (family, friends or follow-up if 
needed).
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