Chapter 9

Disaster Relief Mental Health Resources:
Community-Based Interventions

and Implications for the Middle East

Rachel Alvarez and Patricia A. Findley

9.1 Introduction

A key part of recovery, relief, and rebuilding following a disaster is access to relevant
mental health resources. While there is a body of work surrounding evidence-based
best practices, there is often a gap between what is theoretically correct and what is
utilized in practice. In addition, many resources are focused on mainstream recov-
ery and often neglect outreach to vulnerable populations. Many programs, both eco-
nomically and socially/emotionally, are also initiated outside of affected communities
without direct input from those impacted, this can cause the survivors to become
disempowered in the process and become potential bystanders of their own recov-
ery. The purpose of this chapter is trifold to (1) review current disaster relief mental
health practices with reference to the Middle East; (2) explore the theories of critical
consciousness, international disaster relief, and community-based participatory
research; and, (3) apply these three strategies to potential future mental health
actions in the recovery, relief, and rebuilding stages following a disaster.
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9.2 Disaster Relief Mental Health

Disaster relief mental health practice differs from traditional mental health practice
in that emotions are normalized following a crisis in contrast diagnosing and treating
typical pathology (Mclntyre, 2009). Best practices state that following an immediate
crisis, open discussion among peers is encouraged. The sharing of feelings and emo-
tions, incidents that occurred and commiseration of loss, aids in the normalizing of
reaction to the crisis (Farberow & Frederick, 1978). Also, this is seen in working
with children by encouraging expression of feelings through art or writing, trying to
maintain routine, excusing them from some ordinary tasks, addressing both the
child’s and one’s own feelings about the disaster, and encouraging activity
(SAMHSA, 2007). By utilizing schools, childcare centers, and other structures, ser-
vices can be rapidly assessed and delivered to the widest variety of people, including
working with vulnerable populations such as the elderly, people with physical and/
or psychiatric disabilities, children, and people who are homeless or who are refu-
gees, utilizing the already accessed systems is also crucial. Instead of waiting for
people to come to providers, providers need to utilize preexisting system structures.
Mental health resources are considered most beneficial when they are flexible,
empowering, compassionate, and respectful (National Biodefense Science Board
(NBSB), 2008). Services should address both the individual and community needs in
a timely manner. Essential to the implementation of evidence-based practice is the
training of responders in post-traumatic stress management. Focus should be on
increasing resiliency and decreasing vulnerability to promote proficiency in self-
care. While highly trained professionals are crucial to a disaster response, it is equally
necessary to utilize grassroots organizations to mobilize in their communities follow-
ing a disaster as there will not be time or resources to solely rely on mobilizing highly
trained professionals (NBSB, 2008). Creating a dialogue with the community instead
of merely issuing commands is also highly recommended. Through conversation,
practitioners can consistently embrace and work with cultural differences in each
community. Working to educate the community on why certain actions are being
taken is increasingly important to promote empowerment and remain focused
(NBSB, 2008). General consensus among experts in the field is that interventions
may not need to be clinical or have a pathological focus, but do need to involve com-
munity supports. Crucial elements in the relief and rebuilding stages are creating a
sense of safety, calming, sense of self and community efficacy, social support and
connectedness, and hope (Hobfoll et al., 2007; McIntyre & Nelson Goff, 2011).

9.3 Coping Practices in the Middle East

Disaster relief has a different character in the Middle East as it usually focuses more
on terrorism, particularly in the last 15 years when the Al-Agsa Intifada erupted
in September 2000 (Perliger & Pedahzur, 2015). The media contributed to the
extensive and graphic images that were seen in real time and often repeatedly,
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contributing to the shared sense of a significant national crisis (Bleich, Gelkopf,
Melamed, & Solomon, 2006). Furthermore, it has been noted that very little is
known about how to cope with the chronic threat of terrorism (Dickstein et al.,
2012). The little research that has been done, particularly on individuals in the
Middle East exposed to chronic terrorism, shows that some of these individuals
develop post-traumatic stress disorder (PTSD), while others remain resistant with a
low level of stress and/or impairment; also, there is another group that can remain
resilient and carry on with their lives seemingly “bouncing back” with little impact
(Dickstein et al., 2012). Knowing that individuals can be resistant or resilient,
Dickstein et al. (2012) felt it was important to understand the factors that bolster this
type of response to promote the highest levels of coping possible.

To address the issue of coping and the impact on mental health, Dickstein et al.
(2012) gathered data in 2009 on the mental health impacts following conflict, 7
months after the Gaza War of 2008. Structured telephone interviews consisting of 100
questions were conducted of 450 Hebrew- and Russian-speaking residents of Sderot
and Otef Aza (bordering the Gaza Strip), who were 18 years and older. Using explor-
atory factor and moderation analysis, these researchers found that the three coping
factors where being used maladaptively: denial, disengagement, and social support
seeking were detrimental to psychological functioning. To explain the counterintui-
tive result of social support being detrimental, the researchers noted that the inter-
views took place at a point where stressors were still present and, within the context
of ongoing trauma, the respondents did not feel that they could adequately help others
while trying to help themselves (Dickstein et al., 2012). The one factor that they
found that was protective against psychological distress was acceptance and positive
reframing (77.1 % of the sample reported using this strategy). This reframing was also
associated with lower levels of PTSD, depression, anxiety, and stress. All three of the
detrimental factors noted above were associated with increasing these mental health
outcomes. The use of acceptance and positive coping was seen by the researchers as
a reasonable coping strategy in the face of the uncontrollable nature of chronic stress
and terrorism, where problem-focused strategies may be less effective.

It is well documented that risk and resiliency factors impact mental health out-
comes in studies conducted in both US and Israeli populations, but the mechanism
of how they impact is not yet clear (Hobfoll, Canetti-Nisim, & Johnson, 2006). One
theory that has successfully predicted outcomes is the conservation of resources
theory (COR), especially in response to war, terrorism, and disaster (Hobfoll, 2012).
The COR theory suggests that consequence of stress can emerge from either an
actual loss or the threat of loss of physical/material resources or psychosocial
resources such as social support. Ironically, in the face of terrorism, the theory sug-
gests that resiliency and continued maintenance of stress resistance resources are
needed to confront terrorism, yet these are the exact facets that terrorism threatens.
Thus, Hobfoll et al. (2006) argue that because terrorism has a collective nature in
how it impacts communities, this leads to increased social support and coping. In
their study, Hobfoll et al. (2006) found that of the 905 adult Jewish and Arab citi-
zens of Israel exposed to terrorism, those with greater social support were also less
likely to develop depressive symptoms or PTSD. These researchers felt that their
findings pointed to the need for secondary prevention of mental health disorders,
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suggesting that media and public officials should be communicating messages
regarding forms of social support and effective coping that can bolster resiliency
rather than just broadcasting messages of fear.

9.4 Crisis Intervention (Relief and Recovery)

Mental health services following an immediate crisis currently come from a variety
of sources. Among these are international, national, and regional mental health
resources as well as local community organizations (World Health Organization, War
Trauma Foundation and World Vision International, 2011). There are currently no set
of guidelines on how they are coordinated (NBSB, 2008). However, for the World
Health Organization (WHO), emphasis is placed on psychological first aid (PFA)
(World Health Organization, War Trauma Foundation and World Vision International,
2011). For example, within the USA, following the 9/11 attacks, the National Institute
for Mental Health (NIMH) gathered top professionals in the fields of mental health,
trauma, and resiliency to create guidelines on how to most efficiently respond to com-
munities following a disaster (McIntyre & Nelson Goff, 2011). The following opera-
tionalized interventions were noted as being essential in immediate response:
preparation, planning, education, training, and service provision. This follows an
established hierarchy of needs including safety, shelter, food, and medical care; the
acceptance of the interventions should be voluntary. Consensus of evidenced-based
practices among the NIMH participants concluded that early, brief, and focused psy-
chosocial interventions will reduce distress and that cognitive behavioral approaches
will reduce incidence, duration, and severity of PTSD, and depression (NIMH, 2002).

It has been noted that the period of early intervention begins immediately fol-
lowing the disaster and lasts for approximately two weeks (NIMH, 2002). The
goals of early intervention are survival, communication, adjustment, assessment,
and planning. Expected behavior could move from fight or flight, to resilience and
exhaustion, and to grief and narrative. The role of the responder would be to pro-
vide PFA (Macy & Solomon, 1995), starting at rescue and moving toward orienting
and sensitivity. This would include assessing basic physical comfort and needs,
determining immediate, available support systems, and compassionate listening
(Macy & Solomon, 2010). The role of the mental health worker would start at the
orienting phase and continue to subsequent stages. Activities would include con-
ducting a needs and clinical assessment, performing outreach, fostering resiliency,
and being available for consultation, training, and assistance to other agencies or
caregivers. Opportunities would be created for social interaction, education about
stress and coping skills, and providing group and family support while fostering the
natural supports in the community (NIMH, 2002).

Employing PFA reduces painful emotions such as confusion, fear, anger, anxiety,
grief, and loss of confidence in addition to reducing further harm. PFA is an eight-
stage process. The first step is that of contact and engagement in a non-intrusive,
culturally competent manner. Building respectful relationships is the fundamental
basis. Second is the establishment of safety and comfort. This addresses the fight or
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flight reaction people may face following a disaster. Third is to calm and orient sur-
vivors. The goal is not to tell panicked people to calm down, but to be a stable pres-
ence in the community. Fourth is to gather information and tailor services to suit each
individual and community. The fifth step is that of practical assistance. This includes
helping people with decision-making skills and breaking large problems into small,
manageable pieces. Sixth is to provide social support by providing consistent con-
tacts with families and communities. There is evidence that mental health states
improve after a crisis with consistent social support. Seventh is to provide informa-
tion on coping and stress reduction to improve efficacy. The last is to provide linkage
to collaborative services. By providing these links, survivors will know what options
are available for future needs (Macy & Solomon, 2010; McIntyre, 2009).

Furthermore, PFA is a technique that is delivered on a foundation of trust and
respect. Variations based on language, culture, religion/spirituality, and history must
be taken into consideration. Workers should be present in the community from the
beginning to build a foundation of trust. From the beginning, there should be a sense
of pulling together and working as a community. If mental health workers are pres-
ent at this time in the community, they are more likely to be seen as part of this com-
munity (McIntyre, 2009).

In addition to PFA, the second model currently being used for disaster relief
mental health is the Federal Emergency Management Agency’s (FEMA) Crisis
Counseling Program (CCP) (FEMA, 2012). CCP normalizes reactions to disaster
and helps individuals and communities develop coping skills with the goal of return-
ing to pre-disaster mental health status. CCP assesses strengths to bring hope to
communities and aims to assist the return of pre-disaster community conditions.
This happens by assessing the needs of a community and identifying if and where a
breakdown occurs. The goal of CCP is to support infrastructure until it can be once
again maintained by the community. The model utilizes community members of the
affected community to provide services, following the concept that people will be
more apt to talk to someone they know. CCP responders are not necessarily mental
health professionals, but instead, will refer to mental health agencies if a need is
identified. Lastly, responders disseminate educational materials about reactions,
mitigation, where to find help, and what to expect (McIntyre, 2009).

In an effort to better understand how to reach the more vulnerable populations
(e.g., elderly, children, homeless, persons with mental illness), in September 2013,
two focus groups of stakeholders (program directors, employees, and volunteers)
were conducted to assess the impact of Hurricane Sandy, a disastrous rain storm
that hit New York and New Jersey in October 2012, on communities (Findley,
Indart, & Kley, 2015). The focus of the groups was on the vulnerable populations
in Ocean County, New Jersey, a county in New Jersey that was particularly hard hit
by the storm. Observations from those groups included that during this initial
phase following disaster, there was a lack of communication and a disruption of
services for vulnerable populations. There is no statewide electronic medical list
and people who evacuated to shelters may have been left without adequate medica-
tion. Some medical doctors and psychiatrists volunteered at shelters but were hesi-
tant to fill prescriptions for psychotropic medication without adequate information.
Shelters were also unprepared to take in people with various special needs including
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those on respirators, those with phobias, and those on methadone. In addition there
was no information provided about those on Megan’s list (i.e. a list of individuals
convicted of sexually assaulting a child); thus families with children were placed
in a vulnerable safety situation. This reiterates the need for mental health program
planners to be present at disaster planning and implementation meetings on local,
county, state, and federal levels (Focus Group, September 2013). If these plans are
in place ahead of time, it was felt that there would have been a more immediate
assessment, access, and availability of mental health services.

9.5 Rebuilding (Long-Range Goals)

The rebuilding period begins several weeks following a disaster and lasts for 2-10
years depending on the severity of the disaster (Norris et al., 2002). Also, this is the
time period when there may be significant private or governmental funding to orga-
nizations and agencies for mental health resources and programs. Following the
initial recovery and repair, common mental health issues are adjustment and post-
traumatic stress (McIntyre, 2009). Unlike the general consensus achieved by the
experts about the relief phase, there is a lack of consensus on best practices about
this intermediate stage (Hobfoll et al., 2007). Instead of specific recommended
actions, there is a generally recommended framework with the purpose of maintain-
ing flexibility due to the wide range of variables that could come from any disaster
(Hobfoll et al., 2007). Included in these variables is how an event affects a commu-
nity of people. This is illustrated as a line that denotes the difference between a
stressful situation and one of trauma. The definition of this line must take into con-
sideration the pre-disaster situation on a case-by-case basis.

Hobfoll et al. (2007) discuss four ways that differentiate between a stressful situ-
ation and trauma. First are the physical, social, or psychological effects on the com-
munity. This can be as major as seeing bodies floating in the river, people jumping
from a burning building, or watching a town disappear. Second would be the devas-
tation of resources especially on a community or group level that is already resource
insecure. Also, this can be seen in a middle-income town where grant money is
promised to rebuild but has yet to be realized. Third is the loss of attachment bonds,
This loss can be seen through violence, forced relocation, or being relocated to
another town away from friends and community structures and supports. Lastly, is
the assumption of justice, apparent in some cases but, in the absence of such, trau-
matic in others. When a group of people live a certain way their entire life and then
are forced into a situation where they are now dependent on a system that is nonre-
sponsive to their needs, a sense of trauma is created (Hobfoll et al., 2007).

There are five aspects crucial to the framework for this stage of traumatic mental
health resources. The first is maintaining a sense of safety. Studies show that those
maintaining or reestablishing a sense of safety have lower rates of long-term stress,
anxiety, separation anxiety, depression, phobias, and sleep disorders (Silver, Holman,
Mclntosh, Poulin, & Gil-Rivas, 2002). To return the sense of safety, there are several
interventions that can be used including exposure therapy to restore the balance of
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normalcy for regular events. Equally to regain a sense of safety, it is crucial to avoid
a pressure-cooker episode where people gather and consistently rehash the traumatic
event and fill in unknown details with rumor (Hobfoll et al., 2007).

The second aspect of the framework is to create and maintain a sense of calm. This
is essential to normalize and validate people’s reactions surrounding the disaster
(Mclntyre, 2009). When people understand their feelings as normal reactions to cri-
sis, they will be able to move forward. While heightened emotional states are normal
behaviors for a week or two following the event, long-lasted heightened emotional
levels can be precursors to PTSD. These heightened emotional states can also lead
one to overestimate the response to disaster in average events. Consensus for creating
a sense of calm is a toolbox approach that includes deep breathing and muscle relax-
ing techniques, coping skills, role playing, problem solving, and positive thinking.
Special attention should be made not to dismiss real worries that follow a traumatic
event around economics, housing, employment, or structures (Hobfoll et al., 2007).
In addition, a key aspect will be to educate people to use problem solving techniques.
These will help break a large problem down into manageable parts (Mclntyre, 2009).

Third is a sense of self and community efficacy or the belief that there will be a
positive outcome to action with a positive reaction from peers. This is important in
several domains including relationships, housing or relocation, employment or
retraining, and community structures or rebuilding (Hobfoll et al., 2007). To main-
tain this efficacy, one must have resources and the purpose and skills to utilize them.
For people to believe in themselves, they must possess the skills and tools to move
forward. This combination will lead to resiliency and the ability to quickly adjust
and handle crisis situations (McIntyre, 2009). Competent communities are those
that promote this type of growth in both the individual and family unit (Hobfoll
et al., 2007). Communities are collectives of families and when families are strong,
communities are strong as well. Competent communities should provide both the
resources and education to encourage this type of efficacy among individuals and
families. By providing these resources, families will feel that through action,
rebuilding is possible (McIntyre, 2009).

Two crucial elements for efficacy are necessary for success. The first is the con-
cept of quick and consistent wins (Hobfoll et al., 2007). This embodies the same
concept used earlier in problem solving. By breaking down the large process into
smaller, tangible sections, the problems seem less looming and overwhelming. This
can also be applied on a community level. By consistently and successfully tackling
small projects, both the individual and communities believe they are moving for-
ward and seeing reward for their actions. Projects will increase in difficulty and
length over time as the community increases their efficacy. Secondarily, and signifi-
cantly harder to amend, is the correlation between efficiency and access to resources.
According to Hobfoll et al. (2007), research has shown that those who lose the most
personal, social, and economic resources during a disaster are apt to be the most
devastated. Equally, those who have access to resources to sustain have the best
ability to recover. Simply stated, economically wealthier individuals and communi-
ties will have an easier time rebuilding than more impoverished neighborhoods and
those with more secure support structures will socially and emotionally rebuild
quicker and stronger than those without stable relationships and social conditions.



132 R. Alvarez and P.A. Findley

This connection between efficacy and economics is where the line blurs between
disaster relief and social service support. Mental health workers should be prepared
to focus a significant portion of their work with individuals, families, and communi-
ties who, due to lacking both economic and social/emotional resources pre-disaster,
find their circumstances exacerbated post-disaster. Hobfoll et al. (2007) recommend
mental health programs collaborate with development initiatives to promote better
living and working conditions to enhance life choices and chances for better resil-
iency and life quality. There must be special care taken not to disempower individu-
als, families, and communities by removing them from the decision-making process.
Crucial to this belief of positive outcome is a sense of control (Taylor, 1983).

To illustrate these points, a focus group was conducted in Sea Bright, New
Jersey —another very impacted area— 8 months after Hurricane Sandy. At this focus
group, community members spoke about how they did not have a clear understand-
ing of the information that was available regarding the rebuilding effort. They
expressed frustration and a feeling of powerlessness. Many community members
were still displaced and spoke of how the town was moving on without them, and
they had little access to information because they did not live in the town at present.
In addition to losing their homes, they also had lost their sense of community. Many
recreational sites had also been destroyed including the recreation building, library,
and many cafés and restaurants. There was no central place to gather and reunite
with friends. There was no central place to get information in the town about rebuild-
ing, zoning, grants, or procedures. One resident said she felt she had been a victim
of the storm and also a victim of false hope and promises. Several community mem-
bers stated that many agencies (community, governmental, and national organiza-
tions) were in Sea Bright immediately following the storm with many promises, but
few have come to fruition. Many groups had written for grants and spoken on behalf
of Sea Bright, but few had asked what the community members wanted. The pro-
cess was not driven by the community but instead by organizations working on
behalf of the community. This created a sense of further disempowerment and loss
of efficacy (Findley, 2013). Although this focus group was held in New Jersey, it
may well apply to many other areas following disaster.

Social support and connectedness is the fourth aspect. This connectedness with
family and community is important for mental health purposes in this stage. There
is evidence that PTSD incidents rise when the family structure is interrupted due to
separation (Mclntyre, 2009). This may occur due to shelter requirements, relocation
in temporary housing, or family members not being geographically present when a
disaster happens. To lower the risk to mental health, special attention should be
made to reunite families and communities as quickly and sustainably as possible
(Mclntyre, 2009). Encouraging connectedness promotes problem solving, sharing
of experiences, coping strategies, and a general sense of efficacy. Delay in this
connectedness is a risk factor for PTSD. Key aspects in fostering social support are
enhancing knowledge of types of social support, identifying sources, and learning
how to build networks (Norris et al., 2002).

It is relevant to note that in building support networks, care should be placed on
promoting individual self-worth. This is necessary to deter dependency on unhealthy
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or negative relationships as well as to protect from complacency and overusing
supports. For those who have limited natural supports to build on, creating and
fostering community supports can also be successful. These can include support
groups, welcoming committees, councils, and recreational activities. Specific atten-
tion should be taken to protect vulnerable populations from being ostracized or
targeted due to lack of resources. Cultural competence is also essential in this
period. Culturally diverse and relevant groups should be accessible for traumatic
reactions and effects since they are interpreted differently. There has been little
systematically examined in relation to vulnerable populations and disaster mental
health even though these groups are at a higher risk because of preexisting condi-
tions and socioeconomic struggles. Disaster mental health is focused on the main-
stream population with interventions targeted for their needs. Recommended action
steps would be to not only train first responders in cultural competence but also to
bring at-risk stakeholders to pre-disaster planning meetings and implementation
sessions (NBSB, 2008). This can be considered a social justice issue to reduce the
level of disproportionality in vulnerable populations in regard to negative outcomes
in disaster mental health.

The last aspect of the framework for traumatic mental health resources is instill-
ing and maintaining hope. Hope is often the first victim following a traumatic event.
There is evidence that shows that those who maintain hope have less occurrence of
PTSD (MclIntyre, 2009). The loss of hope is also accompanied by a “shattered world
view” (Hobfoll et al., 2007, p. 298). This was seen in the Sea Bright focus group
when the belief in the insurance companies and governmental structures was altered
(Focus Group, June 2013). People who have been paying for insurance and flood
insurance for years found that the companies they had faith in were seeking loop-
holes to not pay for rebuilding. Equally, a firm belief in the state and federal govern-
mental system to protect and assist had also been shaken when promises for grant
funding left many people frustrated. People, who had never sought help from the
government, were now asking for help. In addition for having to learn how to navi-
gate through new bureaucracies, they felt embarrassed to ask for help and baffled to
be told there was no help available (Focus Group, 2013).

Finally, the focus groups also proposed a list of questions that could be used for
a functional assessment of services provided in the first month following a disaster;
and many should be addressed prior to a disaster to have the community ready for a
quick response. The questions proposed by the group are outlined in Fig. 9.1.

9.6 Role of Social Workers and Other Mental Health
Workers in a Disaster

Social workers can be essential in many aspects of a disaster response protocol.
Social workers institute research protocols and data collection to examine and
reduce adverse conditions. They assess mental or physical health problems, identify
high-risk groups, assess immediate health and resource needs, and locate resources.
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Community Questions for Emergency Response Preparation
1. Who is providing mental health services?
2. What types of services are being provided?
3. Who is coordinating the services?
4. Why are services being provided?
5. What are best practices for providing services
6. What types of partnerships should be created?
7. What types of partnerships are created?
8. How long is the crisis period?
9. Where services are best provided?
10.What are the vulnerable populations?
11.How are they being identified?
12.How are their needs being met?
13.Who is talking to providers? To administrators? To community
members?

14.How are we assessing need?

Fig. 9.1 Community assessment questions for emergency response preparation

In addition, social workers can offer a sound management and community response.
This includes creating disaster plans, communication systems, coordinating ser-
vices, and generating resources that cross the disaster care continuum, from prepa-
ration (developing, renewing, and revising a current plan) to the event (supplying
resources and support) through recovery and relief (reconstruction, repairing, and
healing) (Galambos, 2005). Social workers engaged in direct practice will com-
monly see responses of fear, anger, and distress. The type of behavior will vary
depending on the level of exposure to the disaster situations. Levels include pri-
mary (i.e. death of loved one, destruction of property, injured), secondary (i.e. eye-
witnesses, rescue workers, those affected by community loss), and tertiary (i.e.
overload of media) levels (Galambos, 2005).

Those who were displaced as a result of Hurricane Sandy showed twice as high
levels of psychological distress than those who maintained their home (Focus Group,
2013). For those in the focus group, anxiety and panic disorders were more likely
among those who were displaced, while adjustment disorders were highest among
those who were able to remain in their homes. Recommended to reduce levels of
anxiety, panic, and depression among those displaced is to establish a new sense of
community, promote control over one’s life, and stabilize the social environment.
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Three key elements need to be in place prior to a disaster: preparedness of public
health emergency rooms, communication among responders, and educational infor-
mation for the public.

9.7 Community Mental Health

Critical incident stress debriefing (CISD) (Mitchell & Everly, 2001) was developed
in the early 1980s as a psychosocial stress debriefing technique to occur for first
responders within 72 h of a traumatic incident. The technique began to be utilized
as the crisis intervention in communities following a disaster. There was general
criticism of CISD as being nonresponsive to the needs of individuals affected by
traumatic incidents. This critique led to the creation of psychological first aid (Macy
et al., 2004). A further critique of CISD from a community-based perspective is the
lack of increasing community-based capacity. This increased delivery necessitated
the increase of community-based provider capacity. In addition, the WHO recom-
mends local community-based mental health services as a best practice approach
(WHO, 2012).

The Crisis Counselor Program (CCP) attempted to address the need to fill this
capacity following Hurricane Katrina (Pribanic, 2009). There was widespread out-
reach by CCP and free community-based mental health resources; however, vulner-
able populations still seemed to fall through the cracks. Even though many people
returned to their pre-disaster mental health conditions within 2 years, vulnerable
populations seemed to still be lingering in a post-disaster state; 8—10 % of people in
a traumatic situation will develop PTSD-like symptoms (Pribanic, 2009).

The cause for many of these problems can be identified as lack of resources.
Resources can be defined as both governmental and nonprofit organizational social
services or natural community supports. These resources are often lacking due to
loss of community and social structure, optimism, and control over one’s life.
Among those at highest risk are poor people, women, young children, elderly, racial
and ethnic minorities, and single parents. Exposure to constant stressors and com-
petition for resources are strong predictors (Pribanic, 2009).

Since its inception, shortly after 1950, disaster management was tied to main-
taining social order because officials feared a breakdown following a disaster event.
Recent research shows breakdown happens when the crisis period is over and
competition over limited resources increases. During the crisis event, people are
most altruistic (Pribanic, 2009).

Current social theory focuses on social capital and the importance of social net-
works, reciprocity, group strength, and interpersonal trust (Patterson, Weil, & Patel,
2010). This theory leads to the creation a working definition of community.
According to Patterson et al. (2010), when community is only a group of individu-
als based on geographic or superficial commonality, they lack both cohesion and
ability to act together. This lack of cohesion forces the groups to become reliant on
a system to make decisions for them. In contrast, a community structured around
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diverse types of civil societies (clubs, churches, organizations) can act as one entity
for the greater good. The civil society-type community can be more effective than
a removed county, state, or national governing body because these community
structures are local, rapid, flexible, and adaptive. These types of communities are
also the basis for community-based participatory initiatives since they are action
and advocacy oriented and understand the connection and relationship between the
community, organizations, and the government (Patterson et al., 2010).

9.8 Community Models of Resiliency

Community resiliency refers to a community’s ability to support itself through a
crisis. Underserved communities are at a higher risk because of lack of resources
(Wells et al., 2013). Most models for resiliency and engagement are top down, but
disaster requires a 72 h response time that would require a grassroots approach.
This condition requires partnership, communication, and community engagement
that can improve access to resources and recovery. Grassroots community-driven
models emphasize power sharing among participants with knowledge exchange
to support partnerships. An example is the community-partnered participatory
research model used in Los Angeles following major earthquakes (Wells et al.,
2013). This is a three-stage initiative including vision (planning)/valley (imple-
mentation)/victory (dissemination). This model has long-term effects for the
post-disaster community because it can be used to develop a pre-disaster program
of community engagement.

The methodology starts with a community kickoff conference. The conference
includes local volunteer agencies active in a disaster relief (VOAD), emergency
response (ER) agencies, local government, community organizations, aca-
demic institutions, and community members. During the conference, three ques-
tions are asked:

(a) What is your organization doing now to build community disaster resilience?
(b) What challenges do you see in increasing this?
(c) What would make your community more resilient?

The information gathered at the conference is utilized to form three working
groups: information and communication, partnerships and social preparedness, and
vulnerable populations. Each group would meet bimonthly for 6 months to discuss
and develop recommendations for community resiliency interventions. These
groups would follow critical consciousness guidelines. A discussion of the use of
critical consciousness will be included later in this chapter. Typical ideas discussed
in these meetings would be unfamiliarity with emergency protocol, lack of transpar-
ency, and leadership responses.

The next step for the community-partnered participatory research model, utilized
in Los Angeles, is a community response conference. This conference would take
place 6 months after the first and provide an overview of goals, summary of findings,
presentations, and open discussions. This leads to a community resiliency plan that
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would include proposed action plans, ways of acquiring financial support through
possible mini-grants, how to gain staff buy-in for community agencies, where to
find resources, how to conduct trainings, and potential ways to outreach. A pilot
program toolkit for participating community organizations to implement the com-
munity resiliency plan should focus on individuals and families. The last step of the
model would be to convene for a final workshop that would review how the plan is
working in action (Wells et al., 2013).

Smit and Wandel (2006) created a model to identify risk and vulnerability in a
community. In the model, community engagement is highlighted and it is culturally
adaptable for present and future conditions. Capacity will be evaluated in collective
adaptability, coping capacity and resiliency. The model starts with the cause or cur-
rent exposures and sensitivities. It then identifies the current adaptive strategies. The
next step involves analyzing future needs. These future needs will include both
future exposures and sensitivities and future adaptive strategies. The model ends
with the adaptation of needs (Smit & Wandel, 2006).

9.8.1 Recommendations for a Community Toolkit

Toolkits are useful to address the key issues described above (Image 3 about here).
Among the major resources of a toolkit are:

—_

. Individual and family disaster plan, supplies, communication, and next steps

. Vulnerable populations: how to prepare for kids, animals, disabled, seniors,
mental health, and language barriers

. Community response teams: roles and responsibilities

. Neighbors: mapping local resources

. Nonprofits/faith-based/small businesses: disaster planning and survival guide

. Donating and volunteering: how and to whom to donate and where to volunteer

[\
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Training components may include:

. Psychological first aid: listen, protect, and connect

. Community mapping: identify strengths and risks and respond to emergencies
. Engagement strategies

. Develop leadership

. Train-the-train modules for responders and community staff

[ OSSR

Potential evaluation questions when considering what to include in the kit include
(Wells et al., 2013):

What are the benefits?

What are the processes?

What are the barriers?

What components are most effective?

What are the costs?

How do strength and risk factors shape the evaluation?

A
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9.8.2 Disaster Mental Health Utilizing a Critical
Consciousness Modality

While there are many types of models currently being used for disaster relief
mental health, the vast majority still reflect a top-down approach. Disaster
response models teach how to work in the community, how to identify early signs
of PTSD, and how to maintain self-care, but the current pedagogy does not focus
on context of situation, socioeconomic relevance, or cultural competence (West-
Olatunji & Goodman, 2011).

Mental health professionals often lack both disaster preparedness skills and cul-
tural competence training, which limit their effectiveness in responding to a disaster
(West-Olatunji & Goodman, 2011). Cultural competence is necessary for a macro
understanding of the crisis situation, whether it is a natural or a man-made disaster.
By utilizing a critical consciousness framework, counselors are able to incorporate
this broader understanding and build more authentic relationships (West-Olatunji &
Goodman, 2011).

Critical consciousness is a praxis-based philosophy that draws on reflection and
action. It requires the trainer to take a co-facilitating role with the student to create
a teacher-teacher modality (Freire, 1994). While critical consciousness has primar-
ily been used in education, the same concepts can be applied to social work and
mental health practice following a disaster. Freire’s problem-posing structure can
also be described as a cyclical process of listening, dialogue, and action which can
be used in therapeutic group work. Through this praxis of reflection and action,
group members are able to see connections between their personal problems and
those of others which create a sense of shared purpose and unity (Carroll & Minkler,
2000). What is different in Freire’s approach is the removal of practitioner as leader.
Instead the practitioner fills the role of co-facilitator on the same teacher-teacher
level as everyone else. Freire’s model differs from conventional group work in that
instead of focusing on the pathology of behaviors and helping people fit into the
structures of society, critical consciousness seeks to change the structures of society
to fit the people (Carroll & Minkler, 2000).

By following the pedagogy of critical consciousness, the first responder will
enter a community not as an outside force that further disempowers the already
victimized community, but instead as one who both has trust from the community
and trust in the community to build a program that will best suit the needs of the
community (Freire, 1994). With training in critical consciousness, the worker is
able to gain awareness of the ramifications of potential actions in particular com-
munities. They are able to shed their own preconceived notions of the best programs
to create built on biases about the individual communities. Mental health becomes
a social justice issue that is enhanced with cultural competence. By engaging in
critical thinking, practitioners will be able to significantly collaborate with commu-
nity members and other practitioners (Goodman & West-Olatunji, 2009).

A proposed seven-step disaster relief critical consciousness model mirrors the
previously discussed in the community-based participatory action research model
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used in Los Angeles to encourage community response for pre-disaster protocols
(Wells et al., 2013). Step one must address the practitioners’ biases. This would be
considered an awareness stage (Goodman & West-Olatunji, 2009). This stage also
pertains to acquiring an understanding of cultural competency. It is necessary to
understand one’s own cultural biases and the dominant universal biases that shape
our cultural perspective before understanding of another’s culture can take place
(McGoldrick, Giordano, & Garcia-Preto, 2005). Having a strong sense of cultural
competence is important in disaster relief as practitioners will be going into cultur-
ally diverse areas and spending significant time with vulnerable populations. A lack
of cultural awareness may aggravate problems due to the ignorance of the commu-
nity’s cultural norms and potential mistrust based on political and socioeconomic
historical problems (West-Olatunji & Goodman, 2011).

The second step is respect and value of the community members’ knowledge
(Goodman & West-Olatunji, 2009). This is shown in the mutual trust that the prac-
titioner and the community have in each other. The community must trust the prac-
titioner and buy-in to the program. But at the same time, it is absolutely necessary
for the practitioner to trust that the community has the competence and worth to
become a partner in the process (Freire, 1994). If the practitioner comes with a sav-
ior mentality (i.e. believing he or she is there to save the community single-
handedly), the process will not be successful because the community members will
still be objects in the disaster instead of subjects in their recovery.

Context, specifically of socioeconomic standards, is the next step in the critical
consciousness framework (Goodman & West-Olatunji, 2009). It is this step that is
often forgotten in post-disaster program planning. Often there is a rush to bring
services, including mental health services to a disaster site, and the context of the
community is lost. There needs to be time to understand the nature of the disaster, if
there had been other disasters in the community before, the demographic make-up
of the community, the vulnerable populations, community strengths, and risk fac-
tors (Goodman & West-Olatunji, 2009).

The understanding of context will be used in the fourth step. Integration is how
knowledge is transformed in guided action (Goodman & West-Olatunji, 2009). The
goal is to empower by creating a dialogue with the community to guide them in
problem solving. The solution can only be reached with problem solving questions
and not through dictating types of practice (Freire, 1994). The community should
drive the needs and wants of the types of culturally competent mental health inter-
ventions needed for success.

Empowerment is the natural consequence and the next step of this type of inter-
vention (Goodman & West-Olatunji, 2009). By partnering with the community,
engaging in dialogue, and understanding the wider socioeconomic implications, the
community members are able to move from objects to subjects and masters of their
own situation (Freire, 1994). The sixth step is praxis, reflection and action together
(Goodman & West-Olatunji, 2009). It is here where the community members are
now empowered and has the tools to move forward with their own recovery.

The final step is transformation (Goodman & West-Olatunji, 2009). The com-
munity members are able to recover and now possesses the tools to help others in
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their recovery as well as face future disasters. The World Bank (n.d.) defines a disaster
as a serious disruption in the function of the community, where the community can-
not recover with its own resources. This type of critical consciousness process may
mitigate the reoccurrence of disaster situations by strengthening communities.

9.9 International Approach

International disaster relief utilizes social capital to rebuild after a disaster to
enhance capacity and ensure social development (Mathbor, 2007). The level of
social capital is measured by the level of solidarity, social cohesion, social interac-
tions, and social networks. This practice focuses on community comprehension,
participation, organization, and control. The basis is to build trusting relationships,
mutual understanding, and shared actions to bring individuals, communities, and
institutions together for the purpose of generating opportunities and resources in
the community following a disaster (Mathbor, 2007). International experience has
shown that disaster trauma effects are first felt and responded to by the community.
Responses are most effective when enacted by community. Investment in
community-based preparedness measures saves lives and property. Local commu-
nities know their own strengths and weaknesses and will have the most relevant
information. Community focus facilitates the knowledge of vulnerable populations
(The World Bank, n.d.).

According to the World Bank, disasters are unresolved problems in develop-
ment. Disaster Risk Management (DRM) is a systematic approach of using deci-
sions, organization, operational skills, and capacity to institute policies, strategies,
and coping skills to lessen the impact of natural or technological disaster. In the risk
reduction period, hazards can be managed and reduced by building community
resiliency. During the response period, DRM determines what kind of relief is
needed and how it is administered. Lastly, in recovery, communities are linked to
development agencies with the goal of understanding the pre-disaster struggles.
DRM is closely linked with community-driven development (CDD) to transfer the
control of development from outside agencies into the hands of the affected com-
munities (The World Bank, n.d.).

The United Nation’s (UN) International Strategy for Disaster Reduction (ISDR)
is a best practice for developing countries (UNDP, 2004). ISDR is based on the
concept that disaster reduction must be a national, institutional policy, have an early
warning system, increase safety and resiliency through education, reduce risk fac-
tors, and strengthen the ability to respond. The UN’s approach calls for local com-
munities to drive the program (UNDP, 2004). Communities must define problems,
decide solutions, implement strategies and evaluate results, build linkages between
communities and governments, run environmental analysis and scan, incorporate
the needs and views of the vulnerable, focus on livelihood security, provide infor-
mation, education, and communication, and have an accountability system in place.
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The World Bank recognizes that top-down practices are insufficient to meet the
disaster-related needs of poor and vulnerable people because they are less able to
identify community dynamics, perspectives, and needs (The World Bank, n.d.).

World Bank-supported programs have a three-step process to build social capital
in underdeveloped communities in all stages of disaster planning and preparation,
response, recovery, and relief (Mathbor, 2007). Programs are first designed to bond
with communities. This includes using social integration, cohesion, communica-
tion, collaboration, fostering leadership qualities, aiding members through recre-
ation, religious and spiritual gatherings, political and institutional affiliation,
economic interests, and psychological and social supports. The second step is to
build bridges between and among communities by engaging in coalition building.
And, the third step is to link communities with financial and public institutions. This
is accomplished by assisting in mitigating consequences following a disaster and
mobilizing community resources, expertise, professionals, and volunteers.

Crucial to each of these stages is education, transparency, and access to infor-
mation. The World Bank recommends training volunteers all year to generate lead-
ership and management skills and build solidarity. This helps build trust and to
understand all resources in a community. Utilizing local media aids in the com-
munity’s engagement in public awareness. International social workers are well
connected to their community, are familiar with resources, encourage leadership
potential, and are well versed on ideas on a micro, mezzo, and macro level
(Mathbor, 2007).

The WHO has several core principles for international disaster response
(IASC, 2007). These include human rights, community participation, a do-no-
harm philosophy, building on available resources, and integrating social systems.
Their programs facilitate a four-tiered multilayered support system. This system
has a base of basic services and security, followed by community and family sup-
ports. Nonspecialized, institutional-based supports follow, with specialized ser-
vices as the final tier. The vulnerable populations they consider at highest risk are
women, children, elderly, extremely poor, refugees, people with past trauma,
those with mental illness or with developmental disabilities, who are institutional-
ized, those with social stigma, and those who might be susceptible to human
rights violations.

The goal is to apply this international framework to a domestic disaster response.
This can be accomplished by building a community Mental Health and Psychosocial
Support (MHPSS) unit of local stakeholders. This unit will coordinate assessment,
collect and analyze key information, and make ethical and participatory assess-
ments. These assessments will include those with mental illness, assurance of ade-
quate supply of psychotropic drugs in emergency, use and training of PFA,
dissemination of information about available mental health services, ability to work
with existing structures, and the involvement in interagency meetings. The MHPSS
team will be able to identify resources in local community, engage in community
partnership participatory action, support community initiatives, support efforts for
those at great risks, provide training, and use advocacy techniques.
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9.10 Community Efforts

Keeping the community resilient takes effort on the part of the community as well
as participation from the individuals. Advocacy efforts have been discussed as one
strategy to bolster community resiliency. Braun-Lewensohn and Sagy (2014) report
that there is a variance in how rural versus urban communities cope in times of vio-
lence, and in this case, missile strikes in Israel. They found that those living in rural
communities were more resilient than those in urban environments, based on the
theory of connectedness among individuals and communal resources in smaller
environments; these connections and resources helped to reduce anxiety.

Norris, Stevens, Pfefferbaum, Wyche, and Pfefferbaum (2008) state that com-
munities can demonstrate effective functioning and adaptation following disasters.
This coping relies on “stress reactions, adaptation, wellness, and resources dynam-
ics” (Norris et al., 2008, p. 127). An example of a way to promote community resil-
iency is evidenced through a project that brought together researchers and
community members from Israel and the United States to develop what psychoso-
cial educational materials could be distributed as both a preventive measure prior to
disaster or traumatic events or after the fact to help support recovery. Two of these
documents are provided as appendices to this chapter (Appendices 9.1 and 9.2). The
complete set of the materials are available in English, Arabic, Hebrew, and Russian
at http://www.newpaltz.edu/idmh/resources-/usaid.html. These materials were
developed by researchers and clinicians from the State University at New Paltz, Ben
Gurion University, and Rutgers University through a grant funded by the United
States Agency for International Development West Bank/Gaza to work with part-
ners in the Middle East to develop a series of psychoeducational materials to help
residents of Gaza, the West Bank, and Israel to cope with traumatic experiences.

9.11 Conclusion

The natural progression of disaster relief mental health services, over time, moves
from a top-down rigid approach to a grassroots community participatory plan for
sustainability. Any protocol should encompass a theoretical framework of empower-
ment as a comprehensive and multidimensional approach. Empowerment theory
“promotes social justice and advocacy, addresses the role of social power, normal-
izes difference and occurs on personal, interpersonal and political levels that encom-
pass power relation” (Garcia, 2009, p. 87). It is an approach to use with immigrants
and other disenfranchised people for several reasons. It takes into consideration the
social, economic, and political forces that were at play in the choice to immigrate, as
well as life in the new environment (Reznik & Isralowitz, 2016). Historical perspec-
tives, race, class, and gender are key. It is an approach based on social justice and
advocacy (Garcia, 2009) that is concerned with collective action, political engage-
ment, and creating new ways to help people care for each other (Taylor, 1999).
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Action is essential for true empowerment. When people are educated using
critical consciousness, they move forward to increase their personal or community
power in a way that uplifts themselves and their communities. This includes col-
lective areas of concern, experience, and preference. Group consciousness is the
understanding of status and power within the group and within the group’s place in
society. Self and collective efficacy is the belief that a person or community has the
ability to effect change in their lives (Gutierrez, 1995).

The empowerment and structural approach does not omit the importance of the
interaction between the person and the environment as the psychodynamic and sys-
tems approach often do. The psychodynamic and systems framework focus heavily
on the individual and how that individual can adjust and cope with their world.
Cultural competence in these approaches is used as a basis of understanding the
individual and how they interact with their surroundings, but in a way of acculturat-
ing the individual into mainstream society. The empowerment approach meets the
individual where he or she is and works with individual strengths to not necessarily
change them, but to aid in the understanding of perception; how individuals per-
ceive and how they are perceived. They can then move forward with a new under-
standing of the society of which they are a part. It is important to note that personal
responsibility is not removed in the empowerment theory, but instead encouraged.

The final piece of the community-level intervention is the concept of self and
collective efficacy (Gutierrez, 1995). This can be compared to Bisman’s concept of
belief bonding, where the social worker must believe in the inherent worth of the
person and their ability to succeed (Bisman, 1994). Self and collective efficacy
though is the person and communities’ belief in their ability to affect the desired
change (Gutierrez, 1995). It again is the difference between the psychodynamic or
systems approach and the empowerment approach, where in the former the change
agent must believe in the change and in the latter the person must believe themselves
capable of facilitating change. This will begin with the awareness of group identity
and continue through small victories of change.

9.12 Future Directions

With a look toward the Middle East, it is important to end this chapter with findings
noted by several researchers. Bleich et al. (2006) observed that following 19 months
of constant exposure to terrorism, they found indicators in their study of 902
households; extreme levels of psychological disorder did not develop in the major-
ity of those households, which may be related to adaptation and accommodation.
However, Bleich et al. 2006 found that after 4 years of constant terrorism, there
have been mixed levels of coping, with some groups being disproportionately
impacted over others. For example, those with fewer resources, such as the Arab
population in their study, those less educated, and immigrants, all demonstrated
higher levels of distress. Resilience to stress is an ability of some, yet it is the con-
stant stress, particularly for those with fewer resources that should attract attention
for future work.
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Appendix 9.1: Coping with Traumatic Experiences

Stressful events are part of life for everyone, but sometimes experiences are so dif-
ficult that they cause strong emotional reactions that can take time to recover from.
This is true for everybody, no matter how strong they are, so people should not feel
ashamed or embarrassed if they’re having trouble coping with a bad event. The
good news is that most people do feel better as time passes, and there is a lot you
can do to help yourself and those you care about to recover more quickly.

Some traumatic experiences happen one time and then they are over. Still,
because they are so frightening personally or they cause such serious losses (e.g.,
loss of a loved one or a home), it is common and natural for people to have intense
negative feelings that can last for some time.

Many people in some communities are also exposed to repeated threats or losses
and to ongoing uncertainty or fear about when the next event will happen. It is even
harder to start to recover when you do not really feel safe—but again, there are steps
you can take to help cope with your emotions in a healthy way.

Typical Reactions to Stress and Trauma

Whether you’re dealing with a single event or with chronic stress, the following are
some common responses people often experience after trauma. Often we do not
realize these bad feelings are understandable reactions to the stressful event, so
being aware of why we feel the way we do now can reassure us that we will not
always feel like this.

Emotional reactions Behavioral reactions

e Sadness * Avoiding reminders of the event
e Fear ¢ Sleeping too much or too little

¢ Guilt or shame ¢ Eating too much or too little

¢ Numb e Inability to relax

¢ Anger or resentment ¢ [solating yourself

¢ Overwhelmed e Increased conflict with others

e [rritable ¢ Working too much

Cognitive reactions Physical reactions

¢ Forgetfulness ¢ Jumpiness, easily startled

e Poor concentration ¢ Too much caffeine, nicotine, alcohol
¢ Disbelief * Breathlessness, lightheadedness
¢ Preoccupied ¢ Stomach upset

¢ Poor problem solving e Muscle tension or pain

* Blaming yourself or others e Headache

Spiritual reactions
¢ Increase or questioning of faith

¢ Change in religious practices

¢ Struggle with questions about meaning, justice, fairness
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All of these reactions can make you and those around you feel terrible. People
who have been through a traumatic experience often are afraid they will feel this
way forever, but that is usually not the case.

What Can You Do When Stressful Things Happen?

Sometimes we have the ability to change the source of the stress, but often we do
not. Still, even if we do not have much power to change the situation, we do have
power over what we can do to make ourselves feel better.

Think about what you have done in the past to help yourself during difficult
times and whether those actions could help now. Many people find the following to
be helpful, but what is most important is to choose actions that work for you
personally. Remember that if you make suggestions to friends and family, what
works for them may be very different than what works for you. Consider:

e Turning to family or friends for support and comfort

e Praying or following spiritual practices

e Taking care of your health by eating well and getting enough sleep and exercise
e Listening to music or doing other calming activities you enjoy

* Getting physical activity

* Helping others in your family or community who experienced the traumatic event

Some actions might make people feel better at first but have a negative effect
later on. Try to avoid:

e Eating or smoking too much

* Using alcohol or drugs to dull your feelings

 Isolating yourself from others

e Watching too much television

e Sleeping too much or too little

e Bullying people around you

e Blaming or scapegoating people or groups who were not really responsible for
the event

Where Can You Get More Help?

As time passes after a traumatic experience, people usually start to feel better,
especially if they are using good coping practices. Still, this can take longer than
we expect, especially if the stress is ongoing, and sometimes it is useful to seek out
more information or to talk to a trained helper who can provide more support.
These materials are made possible by the American people through the United
States Agency for International Development (USAID). The contents of these
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materials are the sole responsibility of the Institute for Disaster Mental Health at
SUNY New Paltz and do not necessarily reflect the views of USAID or the US
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Appendix 9.2: Help for the Helpers, Caring for Yourself When
Assisting Others

Helping members of your community who have been through a traumatic experi-
ence can be very rewarding, but it also can take a toll on you both personally and
professionally.

While it is important to recognize the occupational hazards of assisting others
(especially regarding working with patents who are trauma survivors), it is also
important to remember that through regular self-care practices, the benefits of
trauma work can outweigh the potential risks.

How well do you take care of yourself? You can only be a competent helper if
you are not stressed out personally, so your commitment to self-care and wellness
is actually an ethical and professional responsibility. The following are some ways
to make sure you are taking care of yourself so you can continue to take care of
others.
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Rewards and Risks of Helping

Each helper experiences a unique combination of rewards from this kind of work.
These rewards are part of the inner positive factors that motivate us to practice in
one of the helping occupations. Among the positive feelings a helper can experience
following his/her work are personal growth and self-awareness, a sense of emo-
tional connection with survivors and the community, and pride in overcoming
difficult challenges during times of crisis and chaos. What is it that keeps YOU
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motivated to help those in need? One source of self-care is to be aware of the
rewards and satisfactions you receive from this work —and to be conscious of signs
that the costs of caring are starting to outweigh those rewards.

Two main occupational hazard helpers should be aware of:

. The first one is burnout or compassion fatigue (a term more specific to the

helping professions in the field of trauma survivors). Workers continuously over-
extend their capacity to aid others and become emotionally exhausted by the
work. This can limit their ability to be effective helpers, but it can usually be
cured by taking a break and practicing effective coping methods like those
described below.

. The second main hazard, referred to as vicarious traumatization or secondary

traumatic stress, can be far more serious. In this case, intense or repeated expo-
sure to clients’ stories of traumatic experiences can impact the helper as if he or
she suffered the traumatic event personally. This can take a serious emotional
toll, changing one’s beliefs about fairness, justice, or good and evil in the world.
Fortunately good self-care can help prevent this reaction from occurring.

Main risk factors in the helping professions are:

A large amount of exposure to trauma and bereavement

The trauma experienced by patents (e.g., injuries, death, or grotesque images or
sounds) that are passed on to the helpers

Working with children who are trauma survivors

The many chronic (ongoing) stressors at the agency or private level

Helpers having their own unresolved trauma or grief reactions from current or
past losses

Feeling helpless to assist others or an inability to acknowledge successful inter-
ventions (they can be major or minor ones)

In the event of large-scale disasters, or in cases of ongoing exposure to terror

attacks, helpers often need to tolerate a great deal of ambiguity and uncertainty. In
many cases, you may not know the long-term outcome of contact with those you are
trying to help. This can add to professional stress. In such events, try to remember
the phrase from Jewish tradition:

You are not responsible for finishing up the work,
and you are not free to evade it as well. (Avot, b, 18)

Warning signs for occupational hazards:

Emotional Health (somatic) Behaviors Workplace

* Anxiety * Headaches ¢ Sleep changes * Avoidance

* Powerlessness | ¢ GI distress e Irritability e Tardiness

e Sadness e Fatigue or exhaustion |* Hypervigilance * Absenteeism

e Helplessness |* Susceptibility to e Appetite changes |* Lack of motivation
illness or imitative

e Depression * Muscle aches ¢ Substance abuse

Mood swings

(continued)
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Relationships Thoughts Spirituality
e Withdrawal/isolation | Disorientation * Loss of purpose
e Decreased intimacy |e Perfectionism e Anger with your God
*  Mistrust ¢ Problems concentrating e Loss of faith
* Misplaced anger e Thoughts of harm * Questioning meaning/
purpose of life and beliefs
e Overprotectiveness | * Rigidity e Loss of belief in
¢ Regression to rigid, maladaptive humanity

thinking, and behaving patterns
from your past

* In addition to the signs listed above, other warning signs include a loss of sense
of humor, being unable to balance your personal life and work, and/or thinking
you cannot be replaced.

e It is often harder to spot these signs in ourselves than it is for other people to
recognize them. Therefore, be sure to listen to colleagues or loved ones who sug-
gest you seem upset and stressed or are not acting like yourself.

Self-Care and Effective Stress Management

Early preparedness can promote your ability to be competent and efficient during
emergency situations. It is much more difficult to start using new coping strategies
during a disaster or a stressful event, the same way it’s very difficult to start learning
how to swim when you’re drowning. Hence, effective stress management skills
should be developed during routine work situations; this will help and guide
you when you encounter emergency situations. The more profound and compre-
hensive your preparation is, the easier it will be for you to use it when needed.
Moreover, in cases of political instability, there is usually a period of tension buildup.
This period is the time for pulling out the emergency preparedness contingency
plan. Additionally, identifying effective strategies for self-care will help you quickly
overcome the negative effects of being a caregiver in an emergency situation.
Below are a few coping practices that may help during emergency situations:

1. Composing personal encouragement and relaxation mantras (written or by heart)
such as “I am a member of a varied and well-founded team that shares responsi-
bility among all the caregivers; I do not carry the whole responsibility by myself.”

2. Early preparation of family arrangements while you are away —who brings the
children home from school/kindergarten, who takes care of the pets, etc. It is
preferable to engage all family members in planning these arrangements, for two
reasons. First, it will help them be more prepared for emergencies and less
stressed during the events. Second, knowing the situation at home is being
cared for will lower your stress during the emergency. It will help you to have
more inner strength and energy to help others in crisis. Another suggestion is to



9 Disaster Relief Mental Health Resources: Community-Based Interventions... 149

draw a simple flow chart of activities for emergency events and to provide copies
to family members.

3. Practice self-relaxation techniques—due to the high levels of stress generated in
emergency situations, it is crucial to develop techniques for personal stress
relief and relaxation beforehand. The following link is one option for a guided
relaxation and guided imagination technique: http://www.youtube.com/watch?v
=fONc8339rY0&feature=related.

4. Try to think of (or even to write to) a list of colleagues or friends you can
approach in order to share the difficulties of coping in an emergency event. Try
to think of people living in different cites/regions so that during emergency situ-
ations, they may be able to assist you.

One fundamental component in self-care is effective stress management that
requires continuous attention. Good stress management activities improve the
way you feel and allow you to function more effectively. Ineffective activities
(like eating/smoking too much or bullying people around you) might make you feel
better temporarily, but they do not help you function well in the long run.

Effective stress reductone activities should be a part of your daily routine, not
something you practice once in a while or postpone until you really need it. This
means practicing good self-care activities every day —realistic ones that you can meet.

Your first step should be to examine your current coping mechanisms and deter-
mine which ones are effective, which are not, and what you might do to further
develop the helpful ones.

The following are some strategies that are often recommended, but the most
important point is to develop practices you will actually use. Know what works for
you, and when you are stressed, remember to do it.

e Get sufficient sleep * Take the time off that you are given

¢ Take regular breaks ¢ Balance giving and receiving support

* Exercise * Draw upon your personal self-care plan

e Eat a balanced diet e Pay attention to the early warning signs
of stress

¢ Connect with others * Take into consideration worried

remarks from your colleagues,
regarding your condition

¢ Have some time alone * Balance work, play, and rest
e Limit TV and internet exposure

e Pray or follow your other usual spiritual
practices

¢ Take time to contact family members, even
if your kids have already grown up and
aren’t dependent on you

Some of the strategies listed may not be realistic during an emergency; however,
they may be later on. Other strategies might be used from the start. For example, at
the very beginning of a response, you should not go home after working and watch
television covering the event. You need a break!


http://www.youtube.com/watch?v=f0Nc8339rY0&feature=related
http://www.youtube.com/watch?v=f0Nc8339rY0&feature=related
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While functioning under an emergency condition, feelings of professional isolation
can rise due to your deployment far from your organic team or due to the interrup-
tion of routine team work. Try to plan in advance ways to share your daily experi-
ences with colleagues. For example —arrange a staff meeting with the team you’ve
been working with throughout the day or find the time to call one of your colleagues
from home. This will allow you to give and receive support while increasing your
sense of cohesion with your colleagues.

Self-Care Barriers

There are many barriers to self-care and many helpers tend to neglect their own
needs while helping others. In emergency situations, there may be a lack of
resources, time, or adequate supervision. The needs of clients can seem so great that
your needs may seem small by comparison, and if others are suffering, you may feel
guilty if you attend to your own needs. It is essential that you accept your own limi-
tations and do not see yourself as unable to be replaced in the relief operation since
that can quickly lead to burnout.

Remember: Caring for yourself while helping others does not make you selfish
or needy.

The care that helpers provide others can only be as good as the care they
provide themselves.

Take care of yourself—You never know when the world will need you. (Rabbi Hillel)
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