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Evidence and Recommendations

Best Practice Mental Health Interventions to Deploy
Following Disasters

In recent years, a large number of Australians have been impacted by disasters, including the drought, bushfires
and floods. Severe psychological distress is common after these types of catastrophic natural disasters.! In the
immediate aftermath of a disaster, many people will experience intense reactions, however, for most these
reactions will decline over time.2 A consistent finding from multiple studies of previous disasters is that while the
majority of impacted individuals are resilient and able to recover, there will be a significant minority will develop
long-term mental health problems.3-6

The following summary provided presents the best available evidence in terms of what can be anticipated after a
large-scale disaster and the specific mental health interventions that are needed in both the short and long term.
As outlined in detail below, for those at higher risk, social and community support, outreach programs, as well as
psychological interventions with an emphasis on problem-solving skills and resilience-training are recommended.
Longer-term strategies include integrating mental health care into disaster planning, GP training, community
activism and support for emergency responders.

Expected Mental Health Consequences Following Disasters

* Inthe immediate aftermath of a disaster, it is normal for many people to experience intense stress reactions.
These reactions are not necessarily pathological. Research on disaster survivors has consistently
demonstrated that most people recover without professional intervention within a number of months, and
maintain a healthy level of functioning over time.”2

*  While most people eventually recover over time, a sizeable proportion will experience mental health problems
in the months or even years after the initial event. The most common mental health conditions reported
across a range of disaster events are post-traumatic stress disorder (PTSD), depression, anxiety, substance
abuse, and complicated grief. Some may also experience heightened suicidal risk, intense negative affect,
acute stress, physical health or somatic concerns, and poor sleep quality.59.10

*  Women, children, those with greater exposure to the disaster, and those with low or negative social support,
and prior mental health conditions have been found to be at higher risk of post-disaster mental health
problems.2® Ongoing post-disaster stressors, such as rebuilding challenges as well as social and economic
disruption, can also contribute to mental health problems.*

» Despite a range of effective treatments readily accessible, most people with mental health conditions are
reluctant to seek help. There is some evidence that men, young people, the elderly, as well as individuals with
low educational status are least likely to seek treatment.1?

» The psychological impacts of major disasters can be long lasting and widespread. Long term studies after the
Ash Wednesday bushfires in South Australia showed that the mental health impact could still be detected in
the children of affected families twenty years after the fires.'?2 There was also evidence of increased domestic
violence after the Black Saturday bushfires in Victoria.13
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Recommended Immediate Phase
Strategies

1. Avoid psychological debriefing

In the past, it was commonly believed that providing psychological debriefing to victims of disasters or traumatic
events within 48 hours of the event could help prevent psychopathology. However, there is now ample evidence
that psychological debriefing is not helpful and may even cause more harm than good.*4 Multiple studies have
found that early debriefing may impair the natural recovery process and risks retraumatizing the individual.®
Therefore, psychological debriefing is no longer recommended in the immediate aftermath of disasters or
traumatic events.

2. Offer practical support and good quality information

Acute stress reactions within the first few weeks should not necessarily be regarded as pathological or in need of
professional intervention. Most affected individuals are likely to simply need support and resources in the early
phases post-event, rather than clinical treatment. Prioritizing practical support and provision of resources (food,
shelter, money, communication) is recommended to re-establish psychological comfort and safety.1° Other forms
of practical support include emotional reassurance, assistance with daily living tasks, and information on how to
access much needed resources. It is vital that good quality evidence about normal responses to trauma and
pathways to recovery is made readily available and that a sense of hope and both self and collective efficacy is
promoted.16

3. Strengthen social support networks

There is overwhelming evidence that social support is a major protective factor after disasters and can act as a
buffer against psychological distress.1”18 Sources of support can include kin, friends, neighbours, co-workers and
the wider community. Supportive and well-resourced communities are ideally placed to assist those in need,
disseminate essential information and advocate for external aid following disasters.1® Affected communities need
to be provided with resources and support to unite in ways that best fit their existing context, culture and history.
Further support should also be provided to those currently isolated to help them engage and broaden their
community networks.
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Recommended Intermediate Phase
Strategies

Once the initial post-disaster period comes to an end, priorities should shift to identifying and supporting those at-
risk of developing mental health problems. Unfortunately, one of the most significant barriers to mental health care
is that most people in need of help are reluctant to seek help. Following the Black Saturday bushfires, more than a
third of those with the most severe levels of mental health symptoms did not receive any formal assistance
despite considerable efforts being put into developing and promoting local mental health supports.* There are
several promising strategies that have been shown to address some of the most important barriers to care.

1. Establish outreach programs

A coordinated and systematic outreach response to ‘screen and treat’ those most directly affected by the disaster
can help identify those in need of care. This approach, which was used successfully following 2005 London
bombings, is able to assist people with trauma-related disorders access help in an easy and timely manner.2°
Outreach programs could also be provided to service providers and primary health networks to help them support
affected individuals and communities.?* Any type of screening or identification program should only be provided
once there are appropriate services available in the affected regions to provide care.

2. Provide problem-solving and resilience focused interventions

Psychological interventions based on problem-solving skills and resilience can provide affected individuals with
coping skills to manage post-disaster stressors.??22 This approach is consistent with a strong body of evidence
indicating that brief problem-solving programs delivered to people affected by adversity can markedly reduce
anxiety and depression and is endorsed by the World Health Organisation.?* While it may be difficult for a swift
mental health response in the immediate aftermath of large-scale disasters, particularly in the event of
infrastructure damage, research suggests that psychological interventions can be effective in the months to years
following the disaster, especially when used in combination with some form of screening for those at-risk.” The
Black Dog Institute and its partners have developed and tested a range of these types of programs, which can be
made available at scale if needed.?>28

3. Offer technology-enabled mental health services

Technology-enabled mental health services such as mobile apps, telehealth, and online treatment is an efficient
and practical means of delivering treatment to affected individuals and communities. These services have the
added advantage of being able to overcome much of the stigma that can impede traditional help-seeking. These
measures have shown some promise in reaching more people as well as reducing distress in individuals affected
by disasters and mass violence.2%3! eMHprac is a resource guide for practitioners that provides an overview of
various Australian online and teleweb programs. The Black Dog Institute’s Online Clinic
(https://onlineclinic.blackdoginstitute.org.au/) , is a free resource that allows any individual to gain a mental health
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report and a tailored mental health plan based on their individual symptoms, including links to evidence-based
online and app based treatment programs and an optional report for their GP. Community networks should be
informed of available online resources that can help address issues of access and availability in regional and
remote areas. After major disasters it is often useful to have a single website that members of the public can
access both information and evidence-based interventions.
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Recommended Long-Term Strategies

1. Integrate mental health care into disaster planning

Disasters and hazards will continue to test Australians in various ways over the coming years. To better prepare
for these events, the mental health response needs to be adequately funded and planned to be in place over
many years. Mental health care needs to be integrated into future disaster planning, and provision of services
needs to be strengthened for communities at higher risk.3> Community networks should be targeted and
supported to assist in future disaster planning and dissemination of information and resources. A national
framework should be established to guide national and state responses for mental health services to be
implemented in the wake of a disaster. The absence of such a framework will result in reactive strategies that may
not adhere to best practices. This framework will ensure evidence-based policies and practices can be
implemented at the correct staging of a disaster and post-disaster response.

2. Provide GP training for mental health care

GPs are often the first point of contact for patients with mental health conditions and are the most common
providers of mental health services. Typically, in the aftermath of a disasters there will be an increased demand in
this type of service. Some GPs may be insufficiently equipped with adequate resources and skills to meet this
demand. GPs in affected areas should be provided with additional training in post-trauma mental health, so they
can be better equipped to detect and manage those with emerging symptoms. The Black Dog Institute delivers a
range of accredited training programs for GPs to expand their knowledge and skills in the area of mental health,
including Dealing with Depression in Rural Australia and Advanced Training in Suicide Prevention. Phoenix
Australia also provide a range of evidence-based training for GPs and other health professionals, including
Psychological First Aid, Trauma-focused Therapy and Trauma Informed Care.

3. Ensure mental health support and funding is long-term

Studies of communities impacted by previous disasters, such as the Black Saturday bushfires and Hurricane
Katrina show that rates of mental illness will continue to rise for at least the first twelve months after an incident.533
This means that it is vital that any additional mental health support is provided over a long term period. Additional
support will need to be provided both to the primary care and to more specialised mental health teams within
affected areas.

4. Encourage community activism

While national goodwill towards communities affected by disasters are heightened in the immediate aftermath,
this effect eventually ceases overtime. Affected individuals and communities are often left feeling isolated and
overwhelmed in dealing with the long-term consequences of a community permanently changed by the disaster.
However, constructive community activism can help facilitate partnership and collaborative efforts with
government and industry that may lead to social and economic enhancement.” Additionally, community

/

Creating a mentally healthier world J Blagk Dog
Institute



participation can empower those affected to rebuild their future and foster communal resilience to better prepare
for future disasters.

5. Provide support systems for emergency responders

Special consideration needs to be given to the emergency responders who risk their lives to protect and help
communities affected by disasters. With the exposure to considerable and cumulative trauma, emergency
responders will require ongoing focused support.3*3> Appropriate systems need to be in place to effectively
monitor their mental health and well-being and ensure that they get the best available help when needed. Disaster
planning strategies should include evidence-based approaches to better prepare emergency responders for the
psychological effects of their work as well as provide resources that are adapted specifically for this distinct
occupation group. Following previous large-scale disasters, such as the 9/11 terrorist attacks in New York and the
2005 London Bombings, comprehensive monitoring programs were been established for emergency responders
to ensure that their mental health was closely monitored and that they were linked to good quality treatment and
support if needed.2236:37 Given the large numbers of volunteer emergency responders involved in Australia’s
recent bushfire events, this type of national monitoring and support program is urgently needed.
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