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The ICD-10 has introduced the cate-
gory of ‘modifications of personality
after an experience of catastrophe’,
emphasizing the marked change of the
whole victim’s personality. 

Collective behaviour is different
from the arithmetic sum of the individ-
ual behaviours which seem to compose
it. It depends on the collective mind of
the people, and eventually on the col-
lective soul of the crowd, and it has its
own psychological characteristics. Col-
lective behaviours can be adjusted or
maladjusted (1). Adjusted behaviours
accomplish learned adaptive actions:
evacuating in order, helping others, etc.
They are characterized by three
aspects: a) group structure is main-
tained, b) leadership is maintained, and
c) mutual help is offered. Maladjusted
behaviours include collective stupor
(people remain without initiative or
evacuate the damaged zone in a slow
centrifugal stuporous exodus), collec-
tive panic (distracted flight, pitilessly
overthrowing and trampling all that
obstructs it) (3), discharge of violence,
identifying scapegoats, and regressive
desire of being perpetually assisted (4).
Maladjusted behaviours are character-
ized by three elements: a) group struc-
ture is destroyed, b) leadership disap-
pears, and c) crowd mentality prevails,
without solidarity.

In the immediate phase (first
hours), the early, immediate, mental
health intervention is a moral obliga-
tion. Experience shows that victims
who receive an early medical/psycho-
logical help have less severe sequelae.
The mental health intervention must
include: a) medical/psychological care
provided by medical specialized teams,
and b) psychological support provided
by psychologists and mental health
personnel (helped by para-profession-
al workers). In France, the official net-
work of the ‘medico-psychological
emergency cells’ provides immediate
intervention on the ground, with
teams (psychiatrists, psychologists and
nurses) integrated into the network of
the medical emergency teams. Their
mission is: a) to give care to mentally
wounded people and to treat the dis-
turbing symptoms of stress, b) to

ensure the triage and the evacuation of
the above people (5). They work in
close collaboration with teams of psy-
chosocial support, who provide help
to the other victims. In this immediate
phase, care includes not only the
administration of anxiolytic or antide-
pressant medication, but mainly listen-
ing to the victims expressing their
stress or trauma experience, and pro-
viding information about the reac-
tions, the symptoms and their evolu-
tion. This early medical/psychological
care and support is called ‘defusing’.

In the post-immediate period, not
only the medical/psychological fol-
low-up of the hospitalized victims
must be assured, but ‘debriefing’ (indi-
vidual or in groups) must be proposed
to victims and rescuers who need it.
Experience shows that debriefing for
rescuers must be conducted according
to cognitive and narrative principles,
while debriefing for victims must be
based on the expression of emotions
(cathartic method) (2).

In the chronic phase, the treatment
of PTSD (complete or incomplete) and
associated pathology (often misdiag-
nosed) must be ensured as soon as
possible, because any delay facilitates
the development of the morbid
process. This treatment must be pro-
vided in a special setting (different
from the ordinary psychiatric settings,
because the victim of disaster does not
consider himself/herself as a psychi-
atric patient), by psychiatrists and clin-
ical psychologists specially trained in
PTSD and disaster psychiatry.

Collective panic is difficult to deal
with, and requires public order meas-
ures taken by the authorities. Other
collective maladjusted behaviours
(collective inhibition, collective
dependence, scapegoating phenome-
na) require the intervention of mental
health personnel. The help of para-
medical personnel and institutions will
be appreciated. 

Prevention can be provided in the
warning phase (giving exact informa-
tion on the upcoming disaster and
instructions on the appropriate reac-
tions), but it is better to ensure long-
term prevention. Long-term preven-

tion, in countries frequently struck by
natural disasters, includes four phases:
a) information (on the risks and dan-
gers), b) moral education (mutual help
and solidarity), c) instructions (about
means of protection and rescue) and
d) training in exercises. Education of
rescuers and leaders must be made
available, dealing not only with the
stress of the victims and its effects, but
also with the stress of rescuers: how to
recognize it and cope with it.
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In the past few years, significant
progress has been made in knowledge
about the psychiatric and psychologi-
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The ICD-10 has introduced the category
of ‘modifications of personality
after an experience of catastrophe’,
emphasizing the marked change of the
whole victim’s personality.
Collective behaviour is different
from the arithmetic sum of the individual
behaviours which seem to compose
it. It depends on the collective mind of
the people, and eventually on the collective
soul of the crowd, and it has its
own psychological characteristics. Collective
behaviours can be adjusted or
maladjusted (1). Adjusted behaviours
accomplish learned adaptive actions:
evacuating in order, helping others, etc.
They are characterized by three
aspects: a) group structure is maintained,
b) leadership is maintained, and
c) mutual help is offered. Maladjusted
behaviours include collective stupor
(people remain without initiative or
evacuate the damaged zone in a slow
centrifugal stuporous exodus), collective
panic (distracted flight, pitilessly
overthrowing and trampling all that
obstructs it) (3), discharge of violence,
identifying scapegoats, and regressive
desire of being perpetually assisted (4).
Maladjusted behaviours are characterized
ensure the triage and the evacuation of
the above people (5). They work in
close collaboration with teams of psychosocial
support, who provide help
to the other victims. In this immediate
phase, care includes not only the
administration of anxiolytic or antidepressant
medication, but mainly listening
to the victims expressing their
stress or trauma experience, and providing
information about the reactions,
the symptoms and their evolution.
This early medical/psychological
care and support is called ‘defusing’.
In the post-immediate period, not
only the medical/psychological follow-
up of the hospitalized victims
must be assured, but ‘debriefing’ (individual
or in groups) must be proposed
to victims and rescuers who need it.
Experience shows that debriefing for
rescuers must be conducted according
to cognitive and narrative principles,
while debriefing for victims must be
based on the expression of emotions
(cathartic method) (2).
In the chronic phase, the treatment
of PTSD (complete or incomplete) and
associated pathology (often misdiagnosed)
must be ensured as soon as
prevention,
in countries frequently struck by
natural disasters, includes four phases:
a) information (on the risks and dangers),
b) moral education (mutual help
and solidarity), c) instructions (about
means of protection and rescue) and
d) training in exercises. Education of
rescuers and leaders must be made
available, dealing not only with the
stress of the victims and its effects, but
also with the stress of rescuers: how to
recognize it and cope with it.
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Maladjusted behaviours are characterized
by three elements: a) group structure
is destroyed, b) leadership disappears,
and c) crowd mentality prevails,
without solidarity.
In the immediate phase (first
hours), the early, immediate, mental
health intervention is a moral obligation.
Experience shows that victims
who receive an early medical/psychological
help have less severe sequelae.
The mental health intervention must
include: a) medical/psychological care
provided by medical specialized teams,
and b) psychological support provided
by psychologists and mental health
personnel (helped by para-professional
workers). In France, the official network
of the ‘medico-psychological
emergency cells’ provides immediate
intervention on the ground, with
teams (psychiatrists, psychologists and
nurses) integrated into the network of
the medical emergency teams. Their
mission is: a) to give care to mentally
wounded people and to treat the disturbing
symptoms of stress, b) to
misdiagnosed)
must be ensured as soon as
possible, because any delay facilitates
the development of the morbid
process. This treatment must be provided
in a special setting (different
from the ordinary psychiatric settings,
because the victim of disaster does not
consider himself/herself as a psychiatric
patient), by psychiatrists and clinical
psychologists specially trained in
PTSD and disaster psychiatry.
Collective panic is difficult to deal
with, and requires public order measures
taken by the authorities. Other
collective maladjusted behaviours
(collective inhibition, collective
dependence, scapegoating phenomena)
require the intervention of mental
health personnel. The help of paramedical
personnel and institutions will
be appreciated.
Prevention can be provided in the
warning phase (giving exact information
on the upcoming disaster and
instructions on the appropriate reactions),
but it is better to ensure longterm
prevention. Long-term prevention,
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cal consequences of disasters. At the
same time, as Raquel Cohen shows us
in her article, the mental health inter-
ventions and services necessary to
meet the specific needs of victims of
disasters have become well known.
The importance of ensuring the provi-
sion of mental health care to victims
of disasters is today largely accepted.
However, the implementation of these
services is a difficult task in many
countries. The development of mental
health services and interventions for
these populations is a particular chal-
lenge in developing countries, where
mental health resources are scarce and
usually concentrated in large institu-
tions, and where responses to disaster
situations face many other obstacles.

What can be done to meet this chal-
lenge? The Pan American Health
Organization (PAHO) has dedicated
significant efforts toward disaster
relief for more than 20 years in Latin
America and the Caribbean, and
recently has been systematically inte-
grating a mental health component in
these efforts.  PAHO’s experience
shows that, even in countries with
very few resources, the development
of mental health services for victims of
disasters and the preparation of coun-
tries for disaster situations can be sig-
nificantly improved by the use of par-
ticular strategies. The strategy most
commonly employed in the past has
been the dispatchment of internation-
al mental health teams to the locale of
the disaster. While this strategy has
proved useful in meeting the immedi-
ate needs of the country, especially
when well integrated in the larger
relief plan, it has not helped the coun-
tries prepare fully for future disasters.
To attain this latter objective, addi-
tional strategies are needed.

The first is the formulation of a
national plan to address mental health
in the context of disasters, or the inte-
gration of a specific disaster response
component in the national mental
health plan. This plan should clearly
define: a) the agency responsible, in a
disaster situation, for developing a
rapid assessment of the psychosocial
needs of the affected population,

defining priorities and coordinating
actions; b) the roles of non-specialized
personnel (primary care professionals,
school teachers, community agents,
among others) in providing psychoso-
cial care to the victims of disasters,
and the mechanisms to ensure their
participation; c) the services (psychi-
atric hospitals, general hospitals, com-
munity-based services, emergency
teams, non-governmental organiza-
tions) responsible for providing direct
psychiatric treatment to affected per-
sons and how these services are inte-
grated into the general response plan;
d) the mechanisms to provide inten-
sive mental health training to profes-
sionals and community agents in dis-
aster situations; e) the mechanisms to
educate the community and promote
its participation in the process of
social recovery.

Another important factor in the
development of mental health services
for victims of disasters is the existence
of a strong mental health unit in the
Ministry of Health. This unit must
have the technical resources and the
political support needed to formulate
and implement mental health plans,
and to coordinate activities developed
jointly with other sectors. 

Training and education are funda-
mental strategies in preparing coun-
tries to provide psychosocial care in
disaster situations. Disaster response
strategies should be integrated into
training curricula for psychiatrists,
psychologists and other mental health
professionals, and training materials
for professionals and other partici-
pants that can assist with psychosocial
interventions in disaster situations
should be produced. 

International cooperation is partic-
ularly important in this area. In the
Region of the Americas, PAHO spon-
sored a recently published manual on
mental health for victims of disasters
and guidelines for trainers (1,2).
PAHO in 2001 organized two work-
shops on mental health interventions
in natural disasters and situations of
war and is finalizing guidelines on this
issue. These initiatives integrate the
new strategies with the old: training of

experts that can intervene in emer-
gency interventions in the future, and
dissemination of knowledge and
building capacity at the country level.

Research remains a priority in this
field. Since the reviews of research on
the epidemiology of psychiatric and
psychological consequences of disas-
ters were done by Kohn and Levav in
1990 (3) and by Bromet and Dew in
1995 (4), significant advances were
made in this area. However, still there
is a lot to be done in the future. In col-
laboration with Brown University,
PAHO has supported research on the
mental health consequences of Mitch
hurricane, in Honduras. This project
is a prospective study of the psychi-
atric and psychological disorders in a
large community-based sample, which
has survived a life-threatening natural
disaster. There is a well-defined con-
trol group, and modifying and predis-
posing factors are examined. Prelimi-
nary results confirm that the state of
disaster seriously affected the mental
health of the population (22.1% of the
population were identified as psychi-
atric cases, 18.3% had major depres-
sion and 11.1% post-traumatic stress
disorder). They also show that factors
such as the level of exposure, socioe-
conomic status, and previous mental
disorders are significantly associated
with the level of psychological dis-
tress.          

All the above-mentioned measures
are critical in strengthening the capac-
ity of countries to provide mental
health care to the populations in disas-
ter situations. However, to ensure sus-
tainable capacity, they must be part of
a national strategy aimed at the devel-
opment of community-based mental
health services. In fact, the existence of
a network of community services is the
best guarantee that in a disaster situa-
tion a rapid and effective intervention
will be implemented to meet the men-
tal health needs of the population.

The development of mental health
services for victims of disasters in
developing countries is, therefore, a
stimulating challenge, demanding the
participation of several sectors at the
country level and the contribution of
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international cooperation. At the
same time, as has been demonstrated
in several countries, it is a great oppor-
tunity to raise awareness of the impor-
tance of mental health and to improve
nation-wide mental health services.
The public discussion of mental
health and the mobilization of mental
health resources in the aftermath of
September 11, 2001 events provides
the most high-profile example, but
other recent disasters in Latin Ameri-
ca, e.g. the earthquake in El Salvador
in 2001,  and the fire in Lima, Peru in
2002, had the same effect of creating
new interest for mental health and
new opportunities for initiatives in
this field. Let us build on these experi-

ences to minimize future tragedies and
maximize mental health services
potential in developing countries.
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tain them in the community. In large-
scale disasters, the loss of one’s med-
ications and even the place where
they were obtained can lead to both
immediate and long-term increase in
psychiatric illness.  Finally, the mental
health needs of the wider population
who now fear either a second event or
a new previous unsought-of terrorist
attack (4), or still rising river or threat-
ening tornado or toxic spill must be
considered. Anticipation of exposure
to a trauma can have a powerful effect
on behavior, cognition and feelings
and in itself can aid in predicting
future psychiatric needs. The media
can be and will, even if not planned,
be part of the public education plan
for recovery, directing expectations
and informing on the process.

The needs of rescue and disaster
workers as well as their spouses and
significant others (5) is an important
part of all disaster planning. These
dedicated first responders work with
survivors and victims, recover the dead
and may suffer the loss of their col-
leagues in their often dangerous work.
Identification with the dead (‘It could
have been me’) may increase risk for
PTSD in disaster workers (6). Planning
for the care of rescue and disaster
workers is best done prior to a disaster. 

While spouses of those who died are
often considered for mental health
intervention, less often are provisions
for care made for the parents of an adult
victim who suffer the loss of their life’s
plan with the loss of their adult child. 

Working with primary health care
providers is an important part of
reaching those who are injured. This
group has high rates of psychiatric ill-
ness and requires a proactive psychi-
atric evaluation and assessment plan
rather than relying on referral for
care. In addition, the opportunity to
educate primary care providers in
recognition of bereavement, depres-
sion, PTSD and substance abuse can
assist in the early identification for
treatment and intervention. 

Psychiatric care, including crisis
counseling, psychotherapy, medication
and education of health care providers
and community leaders, requires pre-
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Raquel Cohen’s paper provides all
psychiatrists and mental health care
providers with the opportunity to
update their disaster psychiatry skills.
Since September 11, 2001 and the
World Trade Center terrorist attack,
the import of the article by Cohen is
all the more. Disasters, human made
and natural, as well as war and terror-
ism, which are of course another type
of human made disaster, affect the
lives of millions throughout the
world. Natural and human made dis-
asters disproportionately impact the
most vulnerable of our populations,
who are often housed and work in
vulnerable areas near rivers, in earth-
quake prone areas and near factories
and industrial plants. Following a dis-
aster, appropriate mental health inter-
ventions may be forgotten or priori-
tized last due in the rush to respond.
Support services and restoration of

safety and physical health needs are
always the first psychiatric interven-
tions for the direct victims of a disas-
ter. These are the elements of initiat-
ing the recovery and providing hope
for the future (1).

The mental health needs after a dis-
aster vary both by the impact and
exposure and by preexisting vulnera-
bilities (2). There are those who have
had no previous mental health prob-
lems and now suffer from post-trau-
matic stress disorder (PTSD). Approx-
imately 34% of people exposed to the
Oklahoma City bombing developed
PTSD 6 months after the disaster (3);
of them, nearly 44% had never had
any prior psychiatric diagnosis. On
the other hand, there are those who
will experience a reactivation of a pre-
vious episode of psychiatric illness
such as PTSD, depression or sub-
stance abuse. In addition, those who
may have been able to manage before
a disaster, using resources from the
community to sustain themselves by
getting to work on a transit system
and having assistance with family
needs, may now find that their sup-
port is less and not enough to main-
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Raquel Cohen’s paper provides all
psychiatrists and mental health care
providers with the opportunity to
update their disaster psychiatry skills.
Since September 11, 2001 and the
World Trade Center terrorist attack,
the import of the article by Cohen is
all the more. Disasters, human made
and natural, as well as war and terrorism,
which are of course another type
of human made disaster, affect the
lives of millions throughout the
world. Natural and human made disasters
disproportionately impact the
most vulnerable of our populations,
who are often housed and work in
vulnerable areas near rivers, in earthquake
prone areas and near factories
and industrial plants. Following a disaster,
appropriate mental health interventions
may be forgotten or prioritized
last due in the rush to respond.
Support services and restoration of
safety and physical health needs are
always the first psychiatric interventions
for the direct victims of a disaster.
These are the elements of initiating
the recovery and providing hope
for the future (1).
The mental health needs after a disaster
vary both by the impact and
exposure and by preexisting vulnerabilities
(2). There are those who have
had no previous mental health problems
and now suffer from post-traumatic
stress disorder (PTSD). Approximately
34% of people exposed to the
Oklahoma City bombing developed
PTSD 6 months after the disaster (3);
of them, nearly 44% had never had
any prior psychiatric diagnosis. On
the other hand, there are those who
will experience a reactivation of a previous
episode of psychiatric illness
such as PTSD, depression or substance
abuse. In addition, those who
may have been able to manage before
a disaster, using resources from the
community to sustain themselves by
getting to work on a transit system
and having assistance with family
needs, may now find that their support
is less and not enough to main-
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tain them in the community. In largescale
disasters, the loss of one’s medications
and even the place where
they were obtained can lead to both
immediate and long-term increase in
psychiatric illness. Finally, the mental
health needs of the wider population
who now fear either a second event or
a new previous unsought-of terrorist
attack (4), or still rising river or threatening
tornado or toxic spill must be
considered. Anticipation of exposure
to a trauma can have a powerful effect
on behavior, cognition and feelings
and in itself can aid in predicting
future psychiatric needs. The media
can be and will, even if not planned,
be part of the public education plan
for recovery, directing expectations
and informing on the process.
The needs of rescue and disaster
workers as well as their spouses and
significant others (5) is an important
part of all disaster planning. These
dedicated first responders work with
survivors and victims, recover the dead
and may suffer the loss of their colleagues
in their often dangerous work.
Identification with the dead (‘It could
have been me’) may increase risk for
PTSD in disaster workers (6). Planning
for the care of rescue and disaster
workers is best done prior to a disaster.
While spouses of those who died are
often considered for mental health
intervention, less often are provisions
for care made for the parents of an adult
victim who suffer the loss of their life’s
plan with the loss of their adult child.
Working with primary health care
providers is an important part of
reaching those who are injured. This
group has high rates of psychiatric illness
and requires a proactive psychiatric
evaluation and assessment plan
rather than relying on referral for
care. In addition, the opportunity to
educate primary care providers in
recognition of bereavement, depression,
PTSD and substance abuse can
assist in the early identification for
treatment and intervention.
Psychiatric care, including crisis
counseling, psychotherapy, medication
and education of health care providers
and community leaders, requires pre-


