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With the World Health Report 2001 (World Health Or-
ganization; WHO, 2001a) devoted to mental health,

international health has never been more attentive to mental
health than now. With this enhanced recognition have also
come increased expectations and responsibilities, including
the development of policy to mitigate the effects of natural
disasters, armed conflict, war, and forced displacements.
Although it is widely accepted that large disasters require a
humanitarian response, decision makers need to know what
kind of response is helpful to address the complex mix of
needs that require attention—devastated communities, social
disruptions, the emotional burden of massive fright and loss,
psychiatric disorders, and disability—in countries with few
mental health resources. However, expert opinion about the
priorities and what should be done varies considerably (Boehn-
lein and Kinzie, 1992; Bracken and Petty, 1998; de Jong,
2002; Dyregrov et al., 2002; Eisenbruch, 1992; Green et al.,
in press; National Institute of Mental Health, 2002; Norris et
al., 2002; Silove et al., 2000; Summerfield, 1999, 2000;
Weine et al. 2002). Many aspects of disaster management are
complex and hypothetical, and this field has been character-
ized as ridden with mythology (de Ville de Goyet, 2000).
Conceptual clarity for mental health policy is required to
address the mental health needs of populations in dire cir-
cumstances. We conducted a qualitative survey to elicit
expert opinions about current approaches to mental health
policy for disaster management in middle and low-income
countries, where most disasters occur and where mental
health resources are scarce (WHO, 2001b). Those surveyed
aimed to identify a range of policy-relevant views and areas
of consensus and controversy.

METHODS
We approached 46 acknowledged international experts

on mental health and disaster management. All experts were
contacted by e-mail or fax, and a letter was sent by post.
Follow-up correspondence was sent to those who did not
respond initially. A total of 17 persons (35%) responded. Out

of 17, 13 respondents (76%) lived in western, industrialized
countries.

Experts were asked to answer open-ended questions
about public health policy for disaster management with
reference to the following topics: (a) nature of disasters for
which specific mental health policy is needed, (b) goals and
approaches to mental health interventions, (c) relevance of
PTSD and the classification of traumatic stress responses, (d)
critique of mental health policy for disaster management,
including the present focus on PTSD, (e) ways by which
efforts to restore the viability of communities may be atten-
tive to local cultural values, and (f) research needs. Two out
of 6 topics covered PTSD, reflecting its dominant place in the
discourse on disaster mental health. A copy of the question-
naire is available upon request.

We analyzed the responses and relevant literature qual-
itatively, making use of the WinMax software program for
prose data (WinMax, 2000). A detailed report was sent to the
respondents for their review and comments. Because our aim
was to identify issues and provide a qualitative account of
areas of consensus and controversy and because of the low
response rate, we did not identify frequencies of responses in
presenting the survey findings.

RESULTS

Nature and Diversity of Disasters
Our question referred to the gamut of natural disasters

and violent human conflicts and asked about the specific
responses that may be required for different kinds of disas-
ters. It was noted that each disaster poses distinctive chal-
lenges for recovery efforts. Even catastrophic events under
the same heading, such as earthquakes, occur in distinctive
settings and have unique features. Human conflicts involve a
moral dimension and may thus require greater attention to
questions of trust, social justice and retribution. Occasionally,
such issues, however, can be a feature of natural disasters as
well. When corruption and fraudulent building practices re-
sult in preventable material destruction, serious injury, and
death, then questions of justice and retribution through social
policy and litigation also arise. Overall, contrary to our
expectations but consistent with the literature (e.g., Norris et
al., 2002), they suggested it was unnecessary to systemati-
cally differentiate between natural and human-made disasters
in formulating a broad approach to mental health policy.
Some respondents, however, emphasized the importance of
distinguishing enduring situations (e.g., ongoing war, ongo-
ing drought), which may require different kinds of interven-
tions than time-limited, acute disasters (e.g., a terrorist attack,
a hurricane), because chronic disasters result in simultaneous
acute and ongoing disaster-related problems. Experts also
emphasized consideration of the destructiveness of the event,
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rather than the type of event, to predict the extent of problems
and to indicate what interventions may be needed.

PTSD and the Classification of Traumatic Stress
Responses

Questions about the value, relevance, and epidemiol-
ogy of PTSD were, as expected, the most controversial.
Several respondents found the current formulation useful but
argued that too much emphasis has been placed on this
disorder to the exclusion of other relevant issues. As one
respondent noted:

f While the concept of PTSD is useful, it has dominated the
study of many disaster and emergency responses. The better
epidemiological literature highlights the need for a range of
diagnostic assessments. Screening should ensure that there is
a recognition of risk, adaptive responses and the common
patterns of psychosocial morbidity and the contribution of
background factors, both experiences and strengths and vul-
nerabilities. Posttraumatic growth should also be considered.

Other respondents, however, considered the concept of
PTSD to be culture-bound and irrelevant to the experiences of
people outside western cultures. As one respondent stated
“PTSD is a western notion of some validity when we have a
‘western’ notion of self and agency. Not elsewhere.” Some
argued that attaching a clinical diagnosis of a psychiatric
disorder for all those who either needed or might benefit from
clinical attention is stigmatizing. Some respondents also ar-
gued that frequent comorbidity reflects inappropriate over-
inclusiveness and inadequate specificity.

Some respondents who were critical of the concept
argued that the diagnosis of PTSD does not represent a proper
disorder but should instead be considered a normal response
when coping with extreme stressors—notwithstanding how
distressed the disaster survivor may be. Others argued for an
even broader critique, questioning whether a professional
emphasis on psychiatric disorder may actually interfere with
the agenda of community-based mental health programs that
are concerned with a much broader spectrum of mental health
problems. They argued that attention to any psychopathology
apart from pre-existing disorders was inappropriate and coun-
terproductive.

Other viewpoints were also elaborated. A few respon-
dents found the concept of PTSD to be a useful formulation
for the problems that many people may experience. These
proponents of PTSD distinguished a normal, distressing re-
sponse to disaster from the psychological impact of events
that are beyond the capacities of individuals to cope with,
thereby constituting disorder. As one respondent explained,
although most people remain active and effective in the face
of continuing hardship and threat, others do not. As another
proponent explained: “Criticism of this concept fails to un-
derstand the purpose of a syndrome, that is, to have a more or

less similar language for professionals to treat their patients.
It does not deny their suffering or the human dimension of
their difficulties.” Another proponent declared: “It is a valid
core construct, but it should be seen as scaffolding upon
which the psychiatric healer constructs a multilayered picture
upon the individual, the family, and the culture at large.” One
respondent who was critical of the concept on clinical
grounds, however, acknowledged its positive political im-
pact: Widespread acceptance of PTSD may have helped
increase the international study of human rights violations,
such as torture.

Goals and Approaches for Mental Health
Policy

Respondents were asked to consider two complemen-
tary goals for the mental health component of disaster recov-
ery: (a) attention to individuals requiring support or treatment
and (b) attention to social revitalization and community
reconstruction. Respondents emphasizing clinical priorities
argued that help-seekers who come to them for treatment
rarely articulate direct concerns about rebuilding communi-
ties or “social worlds,” but they do have symptoms for which
they want clinical treatment. Other respondents, however,
argued that clinical categories are often irrelevant to the
emotional suffering of these patients, that mental health
problems identified from psychiatric screening for cases in
relief settings are often not disabling, and that such problems
of these patients do not differ substantially from the experi-
ence of the general population.

Respondents who discussed the needs of communities
stressed the importance of (a) assessing the local sociocul-
tural setting, (b) relating this context to the local formulation
of problems, and (c) identifying features of the culture and
community that suggest local ways of coping. These compo-
nents of community assessment should guide the mental
health component of relief efforts. Respondents also recog-
nized the needs of particular vulnerable groups. These in-
clude not only psychiatric patients in treatment of pre-exist-
ing disorders and for whom services had been disrupted, but
also other groups with particular needs, including women,
children, and the elderly who may lack family support.

The rationale for early clinical interventions was based
not only on the aim to relieve current suffering, but also on
the assumption that early treatment prevents subsequent psy-
chopathology. Psychological debriefing immediately after di-
saster (an intervention involving a systematic review of the
experience of the event) was valued by some, referring to a
one-off early intervention that was advocated vigorously in
the past. Most respondents, on the other hand, were very
critical of this approach, dismissing it as either useless or
potentially harmful. One expert, reflecting on the plight of
people in the unstable period immediately following disaster,
explained, “There is nothing more inappropriate than mental
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health experts trying to talk about feelings when they [the
people surviving the disaster] are just trying to find out what
happened to their family, children, or their homes.” Several
respondents advocated ‘psychological first aid’, an interven-
tion that aims to establish safety, emotional and social sup-
port and to ensure that basic needs are met (National Institute
of Mental Health, 2002).

Some respondents were critical of efforts in the after-
math of disaster to apply counseling and psychotherapeutic
approaches that have been developed for treating the psycho-
pathology of western individuals in the normal course of their
lives. Such arguments were based on a cultural critique and a
disaster setting-specific critique. At one end of the spectrum
of clinical versus social orientations, some respondents dis-
counted the value of any clinical intervention, arguing instead
that interventions that support efforts to achieve social justice
would ultimately be more useful to relieve the disaster-related
suffering of the population than clinical treatment of trauma-
tized individuals.

Who should provide help? Several respondents criti-
cized an overemphasis and reliance on outsider European and
North American clinicians. Those who were skeptical of the
value of transplanted expertise questioned its relevance
across cultures and its high cost. They also suggested that a
lack of experience in the local setting may complicate efforts
to restore the viability of local institutions. Overall, the
experts communicated caution, suggesting that outsiders
must remain vigilant to the various and subtle ways in which
they may impose their own values on communities, and
thereby undermine efforts to restore the self-confidence of
these communities and make them functional.

The sustainability of relief efforts was also a matter of
concern. Respondents were wary of short-term programs and
emphasized the importance of sustaining services beyond the
acute phase, after the interest of donors and agencies has
waned and many foreign assistance workers have returned
home. From experience in East Africa one respondent em-
phasized the importance of developing a mental health infra-
structure in advance and having it in place. Prior planning and
development of a mental health services capacity, it was
argued, would reduce vulnerability to the impact of disasters.

The importance of recruiting relief workers from the
affected communities themselves was emphasized. Capable
local personnel should be identified and recognized as com-
munity resources, including health care practitioners, tradi-
tional healers, and locally respected leaders. Although re-
spondents identified such persons as an important resource,
one respondent cautioned that in the face of major disasters,
healers and leaders may be as seriously and adversely af-
fected as anyone else and that it is not just their skills, but also
their needs that must be considered, so that expectations of
them may be reasonable. Several respondents emphasized the
complexity of the social structures and interpersonal dynam-

ics of community leadership. Competition and factional con-
flicts may be problematic. One respondent pointed out that it
was not enough to give “lip service from Northern agencies
and NGOs” to the local context and local cultural values.
Accordingly, ensuring that these values find their way into
policy and action should be priority.

Keeping communities informed about the current status
of the disaster and relief efforts was a high priority among
social interventions identified by several respondents. People
need access to all available information about their relatives
and friends. In short, all respondents acknowledged, in one
way or another, the importance of rebuilding social institu-
tions and restoring the viability of communities. For some it
was the social domains and for others the clinical services
that took precedence.

Needed Research
Four broad areas of needed research were highlighted

among the responses. First, clinical and psychiatric epidemi-
ological field-based studies were advocated to characterize the
nature, course, determinants, and distribution of disorders and
associated disability. Several respondents encouraged research
to identify determinants of resilience. Concerns about the quality
of epidemiological field studies were discussed with reference to
the need for culturally-validated instruments.

Second, in addition to psychiatric epidemiological
study of psychiatric disorders, several respondents argued for
complementary epidemiological study of the mental health
problems affecting people in the community, which may be
configured similarly or differently from professional concepts
of disorder. Such research is advocated to clarify the local
formulation of mental health problems with reference to their
nature, meaning, and distribution in disaster-affected commu-
nities (i.e., a cultural epidemiology; Weiss, 2001). Specified
research needs also included fieldwork to determine “how the
community is coping” and to identify local options and
determinants of help seeking.

Third, studies were recommended to examine the effec-
tiveness of specific interventions, especially those developed
with reference to particular ideologies that may potentially limit
their relevance across cultures. Respondents suggested that in-
tervention studies should be complemented by evaluating alter-
native models of clinical and community services, assessing
consumers’ views about services and interventions.

Fourth, research was suggested to study the impact of
broad-based social and political interventions. Some respon-
dents indicated the need for innovative and sensitive ap-
proaches to determine the impact of war crimes tribunals and
other features of social policy.

DISCUSSION
Although our survey queried a small, selected sample

of 17 experts, responses provided a qualitative account of the
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relevant issues and a range of views indicating areas of
consensus and controversy. The identified issues merit the
attention of policymakers for disaster management in low and
middle-income countries. Their views reflect a range of
ideological orientations and a wealth of field experience. The
fact that only 24% of our respondents live in low- or middle-
income countries is a limitation of the survey and a symptom
of the undesirable situation that, in general, mental health
discourse tends to be dominated by individuals living in
high-income Western European and North American coun-
tries (Patel et al., 2001; Saxena et al., 2003).

Respondents disagreed about the validity and useful-
ness of the PTSD concept; they also disagreed about the
relative priority of trauma-focused clinical services and what
these could reasonably be expected to achieve. Overall, quite
a few respondents recognized the problems that have troubled
vigorous critics of the PTSD concept (Bracken & Petty, 1998;
Summerfield, 1999, 2000), but the diversity of responses also
modulate or reject that critique.

Respondents agreed about many issues. Although they
differed in the relative priority they attached to social inter-
ventions, almost all agreed on their importance. Among other
areas of consensus, they agreed about the importance of
careful community needs assessments, carefully examining
the sociocultural contexts before commencing interventions,
the importance of recruiting local relief workers and using
appropriate local expertise, the importance of sustaining men-
tal health interventions over time, the need to provide clinical
care for pre-existing disorders; and the need for research and
evaluation of various approaches and relief efforts. On the
basis of this survey, we discuss several implications for
mental health policy.

Sociocultural and Community Context
Interventions ought to be guided by careful preparation

that includes assessment and consideration of the local so-
ciocultural setting in which disaster occurs, including com-
munity resources, local perceptions of needs and problems,
perceived causes of these problems, and ways of coping. Al-
though one of our respondents advised, “Well, this is obvious:
ask and look first,” mental health professionals are typically
trained to assess disorders, rather than a local formulation of
needs with reference to community settings. Those who make
such assessments need to consider their findings with reference
to the frameworks of both social science and public health, and
how these relate to mental health.

Balancing Clinical and Community
Interventions

The mental health agenda for disaster relief must in-
clude complementary components that address both individ-
ual clinical needs and broader needs of community revital-
ization. Practical matters—such as access to information—

must have a high priority. Clinical services and community
interventions should be complementary, but may become
antagonistic if limited resources require sacrificing one for
the other. Awareness of this danger should be considered in
requesting and allocating resources for relief to avoid an
unacceptable compromise.

The social component of interventions should make
appropriate use of local resources and promote active com-
munity participation, recognizing both local capacities and
their limitations. Because most activities and resources are
currently focused on clinical services, rather than community
action, more attention to the latter to correct the imbalance
may be required. Community-based supports should make
use of group interactions to build or restore social networks,
to help communities rebuild institutions and infrastructures,
and to enable people to return to previous activities or
develop acceptable alternatives.

Insofar as the social institutions and structures are in a
disordered state, acknowledgment of that provides a refer-
ence point to orient evaluation of the condition of individuals.
Although clinical and other supportive services can be helpful
for distressed individuals in disordered communities, ac-
knowledging the status of the community brings required
perspective to questions of priorities. Mental health services
can be and should be incorporated into primary health care
and other general health services, whether or not the com-
munity is affected by or anticipates disaster (WHO, 2001a).
Separate services for distinct groups of trauma survivors
should be avoided. Health professionals should identify those
in need of clinical services, especially among particularly
vulnerable groups, such as patients previously in treatment of
psychiatric disorders and those who have been functionally
incapacitated by their experience of the disaster. Yet, aid
programs should refrain from applying blanket trauma-fo-
cused clinical interventions to a large proportion of a popu-
lation, solely because the community as a whole has been
exposed to disaster.

Mental Health Problems and Psychiatric
Disorders

Clinical and social interventions should aim to address
a wide range of mental health problems and disorders, rather
than becoming preoccupied solely with PTSD. Exclusive
consideration of PTSD and the requirement that only a
diagnosis of disorder may justify the attention of mental
health professionals unnecessarily restricts potentially useful
assistance. To facilitate clinical interventions in the absence
of diagnosed psychopathology, a role for V codes in the DSM
or Z codes in the ICD diagnostic systems could be considered
(Blank, 1993). Identifying immediate problems and helping
to cope with them may effectively provide worthwhile assis-
tance.
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Research
The 4 areas of research discussed by our expert respon-

dents should be pursued. An integrated approach to commu-
nity needs assessment should recognize the importance of
both psychiatric and cultural epidemiological approaches.
Although methods for the latter are less well-known, experi-
ence is now available that may be adapted to meet research
needs (M. Weiss, 2001, W. Weiss et al., 2000, Wilk and
Bolton, 2002). Research to document the impact of clinical
and social interventions is important. Such experience and
documentation should guide and prepare mental health sys-
tems to respond more effectively to new challenges that will
regrettably and inevitably arise.
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