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planning the development of networks
of concerned people to assure the
needs of our patients and communities
are met in times of disaster.
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Mental health services for the vic-
tims. What was most appreciated by
the victims was the support for their
daily life rather than professional psy-
chiatric services. Some groups of psy-
chiatrists set up disaster mental
health care clinics at shelters but
almost no clients came. Victims
talked of their experiences to volun-
teers who helped them. Local mental
health workers prepared simple
guidelines for volunteers on how to
listen, encourage and keep confiden-
tiality. Most severely affected victims
stayed at shelters for several weeks
and exchanged their experiences.
This provided an invaluable opportu-
nity for debriefing (2).

Each phase has different mental
health problems. The first reaction to
the disaster was a kind of emotional
numbness, the loss of the sense of
reality, an abnormal sense of time.
Within a few days, this phase was fol-
lowed by the phase of anxiety and fear
of aftershock. Many victims became
talkative and restless. Battlefield
friendship prevailed. Stress related
somatic symptoms, such as hyperten-
sion and stress ulcer, were observed.
Within a week, anxiety and sleep dis-
turbances became manifest among
residents of shelters. Depression and
depressive symptoms appeared a few
weeks later, when people came to face
the loss of family members, housing,
money and communities. This phase
continued for several months and
sometimes for years. After a year, the
dominant problems of victims became
of social nature. Aged victims lost the
hope to live. Many started drink alco-
hol to forget the difficult reality (3).
More than 230 victims died unattend-
ed at temporary houses. It was hard to
provide support to the victims at tem-
porary houses due to the lack of man-
power and financial resources. The
establishment of communal space and
self-help groups among victims living
at temporary houses were very useful
to prevent solitary death.

Post-traumatic stress disorder
(PTSD). The prevalence of PTSD after
the Hanshin Awaji earthquake varied
greatly. Several factors, such as diag-
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In the early morning of 17 January
1995, Kobe city (1.5 million inhabi-
tants) and surrounding urban areas
were devastated by the Hanshin Awaji
earthquake, which killed more than
5,500 people immediately and made
more than 350,000 people homeless.
Soon after the earthquake, almost 1.5
million volunteers from all over Japan
and from abroad came to visit the
Kobe area and helped victims to
recover from the damage. The memo-
ry of the disaster is still vivid among
Kobe residents and survivors, includ-
ing myself. The event was very tragic.
However, we have learned many les-
sons through this experience.

Organization of manpower on the
site. The Hanshin Awaji earthquake
was not at all expected in Japan. Cen-
tral as well as local government, hos-
pitals, communities and families had
made no preparation for a big earth-
quake in the Kobe area. When the
earthquake struck, there were no
coordination and directions. The vic-
tims behaved based on common
sense. They tried to rescue other fami-

ly members by themselves, moved to
shelters (mostly to nearby schools),
lined up for food and water, shared
their experiences with other victims at
shelters. Almost no cases of looting
and violence were reported. The
arrival of professional rescue team was
very late, due to the delayed decision
and congestion of roads by private
cars. This teaches us the importance
of disaster preparedness for the whole
population (1).

Contribution by volunteers. It was
reported that more than 1.5 million
volunteers, mostly University and col-
lege students from all over Japan and
housewives from nearby areas, visited
Kobe areas and stayed for several days
to provide supports to the victims.
They helped the victims (many of them
were old) to carry their belongings, to
get the food, to bring water, to clean
their shelters and to fill in official
papers. Also, they listened to stories by
victims who, sometimes, lost their fam-
ily members and close friends. Volun-
teers were very helpful to the victims,
as they could feel that they were not
abandoned and isolated. However,
there was a total lack of coordination.
Some shelters close to the main roads
had many volunteers and some isolat-
ed shelters had no volunteers.
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nostic criteria, sites of collection of
samples, timing of the survey, con-
tributed to the different results. PTSD
should be considered as part of the
variety of mental health problems
among victims of the disaster. Anxiety,
sleep problems, depression, chronic
self-destruction including alcohol
abuse, were common among victims
of the Hanshin Awaji earthquake.
PTSD did not carry the stigma usually
attached to mental problems: the con-
cept was widely used and accepted by
Japanese mass media and was used as
a synonym for the whole range of psy-
chological problems after the disaster
in Kobe. One can even say that the
concept of PTSD has contributed to
decrease the stigma attached to men-
tal health problems and psychiatrists
after the Hanshin Awaji earthquake in
Japan.

From victims to survivors. The
Hanshin Awaji earthquake brought a
tremendous damage to Kobe city and
its residents. The city lost about
100,000 population after the disaster,
as many had to leave the city due to
the closure of factories and work-
places. However, the population grad-
ually recovered and has returned to
the same level before the earthquake
after five years. Kobe city built several
memorials. Several United Nations
and governmental agencies for disas-
ter prevention were set up in the Kobe
area. Kobe University, with the sup-
port of the government, opened the
Research Center for Urban Safety, and
our medical school, heavily affected
by the disaster, built new hospital
buildings with a renewed department
of disaster medicine. An international
training course on comprehensive
medical care for disaster victims was
started, with the support of the Japan
International Cooperation Agency,
aiming to transfer our experiences and
technologies for disaster management
to experts from various developing
countries. This transfer of experiences
constitutes a continuous process in
our recovery from the Hanshin Awaji
earthquake. One could say that shar-
ing is the source of our recovery from
the disaster (2).
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The comprehensive review by
Raquel Cohen puts forward a system-
atic approach to mental health services
for disaster survivors. Mental health
workers are nowadays increasingly
aware of the necessity to be equipped
with the abilities required in effective
disaster work, since the world is
becoming more insecure in terms of
traumatic life events. People are
struck with either man-made disas-
ters, such as terrorist attacks affecting
thousands of people, industrial acci-
dents and war, or natural disasters,
such as earthquakes, floods or torna-
does. In natural disasters, one can
also clearly see that the impact of
human-made errors, such as unsafe
construction of buildings or lack of
environmental policies, increases the
likelihood of losses. 

The literature on disaster psychia-
try emphasizes the features of popula-
tions at risk, in order to support the
affected populations according to
their mental health priorities (1,2).
The classification in Cohen’s paper,
indicating the post-disaster need dif-
ferences, gives a shortcut for major
differences of exposure to the effects
of disaster. The ‘primary survivors’,
who have experienced the maximum
exposure to the effects of the disaster,
are obviously the group that should
have the highest priority for medical
and mental health interventions. The
other groups, with a descending order
of exposure to the traumatic event,
have their own unique needs for med-

ical care, community aid and psycho-
logical support. 

Disasters, having a global impact on
a community, are different from other
traumatic events such as an airplane
crash, traffic accident or assault. They
undermine the material and moral
resources of the whole community,
affecting the social structure, leaving
the survivors under a greater risk for
potential psychiatric morbidity (3).
Mental health services should be
planned in advance for the post-disas-
ter period, since available resources
can better be allocated before the dis-
aster strikes the community.

August 17, 1999 was a date of col-
lapse, grief and great personal and
material loss for the population of the
Marmara (North-Western) Region of
Turkey. An earthquake (7.4 on the
Richter scale) caused the death of
18,000 people according to official
records, injured around 50,000 people
and left thousands of people homeless.
The epicenter was in the Marmara
Region, which is the area in Turkey
with the highest population density. It
is estimated that 20 million people
were exposed to one of the most dev-
astating earthquakes of the 20th cen-
tury. On the other hand, a remarkable
support was provided by the interna-
tional community by disaster aid, res-
cue efforts, financial resources, and
medical and mental health services.

The ‘post-disaster time frames’
indicated by Cohen were experi-
enced step by step in the 1999 earth-
quake. Psychiatrists, under the
umbrella of the Turkish Medical
Association and the Psychiatric
Association of Turkey, the Turkish
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The comprehensive review by
Raquel Cohen puts forward a systematic
approach to mental health services
for disaster survivors. Mental health
workers are nowadays increasingly
aware of the necessity to be equipped
with the abilities required in effective
disaster work, since the world is
becoming more insecure in terms of
traumatic life events. People are
struck with either man-made disasters,
such as terrorist attacks affecting
thousands of people, industrial accidents
and war, or natural disasters,
such as earthquakes, floods or tornadoes.
In natural disasters, one can
also clearly see that the impact of
human-made errors, such as unsafe
construction of buildings or lack of
environmental policies, increases the
likelihood of losses.
The literature on disaster psychiatry
emphasizes the features of populations
at risk, in order to support the
affected populations according to
their mental health priorities (1,2).
The classification in Cohen’s paper,
indicating the post-disaster need differences,
gives a shortcut for major
differences of exposure to the effects
of disaster. The ‘primary survivors’,
who have experienced the maximum
exposure to the effects of the disaster,
are obviously the group that should
have the highest priority for medical
and mental health interventions. The
other groups, with a descending order
of exposure to the traumatic event,
have their own unique needs for medical
care, community aid and psychological
support.
Disasters, having a global impact on
a community, are different from other
traumatic events such as an airplane
crash, traffic accident or assault. They
undermine the material and moral
resources of the whole community,
affecting the social structure, leaving
the survivors under a greater risk for
potential psychiatric morbidity (3).
Mental health services should be
planned in advance for the post-disaster
period, since available resources
can better be allocated before the disaster
strikes the community.
August 17, 1999 was a date of collapse,
grief and great personal and
material loss for the population of the
Marmara (North-Western) Region of
Turkey. An earthquake (7.4 on the
Richter scale) caused the death of
18,000 people according to official
records, injured around 50,000 people
and left thousands of people homeless.
The epicenter was in the Marmara
Region, which is the area in Turkey
with the highest population density. It
is estimated that 20 million people
were exposed to one of the most devastating
earthquakes of the 20th century.
On the other hand, a remarkable
support was provided by the international
community by disaster aid, rescue
efforts, financial resources, and
medical and mental health services.
The ‘post-disaster time frames’
indicated by Cohen were experienced
step by step in the 1999 earthquake.
Psychiatrists, under the
umbrella of the Turkish Medical
Association and the Psychiatric
Association of Turkey, the Turkish


