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When the
smoke clears

ZACHARY STEEL BA(Hons), MPsychol(Clinical), PhD

There is an increased risk of short- and long-term
mental health impairment following a disaster,
such as the recent Australian bushfires. Timely and
effective reconstruction and practical assistance
have a key role in supporting mental health. GPs
also have a central role in monitoring and providing
long-term care for patients who have been exposed
to bushfire trauma.

he magnitude and extent of the 2019-2020 bushfire

season have affected multiple states and communities

across Australia, with growing concern that this marks

asignificant turning point in climate change-enhanced
bushfire risk and extreme climatic events. The prolonged nature
of the crisis saw large numbers of volunteer firefighters and
communities exposed to extended periods of risk, adversity, loss
and tragedy. Over 2400 homes were destroyed, with the destruc-
tion of vast tracts of rural infrastructure, livestock and native
animals. The bushfires resulted in the tragic deaths of 34 indi-
viduals, including volunteer firefighters working to protect
homes and communities.
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In the wake of the disaster, the Prime Minister announced a
A$76 million funding package for the provision of mental health
support and access to trauma-informed specialist services that
can be immediately provided to firefighters, emergency person-
nel, and individuals and communities affected by the bushfires.
The prioritisation of mental health as the disaster was unfolding
highlights the extent to which concerns for mental health has
risen to prominence in disaster response planning.

Itisimportant that any mental health interventions are guided
by the evidence around disaster management and intervention.
There has been considerable controversy over how to appropri-
ately meet mental health needs in the immediate aftermath of
a natural disaster. A new provision under the Prime Minister’s
funding announcement provides direct access to psychologists,
social workers and occupational therapists, removing previous
requirements for a primary care mental health plan.' This is
intended to improve access to direct care in rural regions funding
telemental health, but may raise the possibility of fragmented
and nonintegrated care. This article outlines some of the key
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issues and clinical conditions that are important to consider
across the postdisaster recovery period. It remains a fundamental
contention that the GP should remain at the centre of physical
and mental health care.

Learning from past mistakes

There has been a long history of delivering mental health and
psychosocial responses following critical incidents and disasters.
Previous attempts to implement community-wide mental health
programs have had mixed results. A key example of this is the
use of critical incident stress debriefing (CISD), an approach to
trauma counselling that attempts to help patients process dis-
tressing events after a crisis through discussing their experiences
and emotional reactions. The theory behind CISD is that early
identification and intervention may mitigate the impact of
psychological trauma and support accelerated recovery. Unfor-
tunately, the outcomes of repeated trials of CISD indicated that
the procedure increased the risk of mental health impairment
for some participants.>* The reasons for this remain unclear but

KEY POINTS

* Psychological distress is common after a disaster and does not
always suggest a mental disorder or require treatment.

¢ Community mental health is best supported by practical
reconstruction initiatives and support for individuals to return
to pre-bushfire levels of personal and financial resources.

« Psychological First Aid provides a framework to combine practical
and psychologically informed responses after a natural disaster.

« People with acute or pre-existing mental health conditions
should be identified and provided with timely access to
specialist care.

« People most severely exposed to critical incidents, those who
have lost a family member or close friend, and those who have
had their home or livelihood destroyed have a higher risk for
developing mental health impairment.

e Conditions with increased frequency after a disaster include
post-traumatic stress disorder (PTSD), depression, prolonged
grief reactions and adjustment disorder, as well as harmful
behavioural responses such as heavy drinking, family conflict
and intimate partner violence.

« The real mental health burden is likely to emerge over the
medium- and longer-term when many emergency services and
additional resources have moved on.

o Trauma-focused psychological interventions are recommended
as the first-line treatment for PTSD. Selective serotonin
reuptake inhibitors and serotonin-norepinephrine reuptake
inhibitors may be helpful if other treatments are not available.

e Children exposed to bushfire risk or living with a parent with
post-traumatic mental health difficulties are at risk of PTSD
and heightened internalising and externalising disorders.

Physical health comorbidities need to be actively monitored.

may relate to the complex processes involved in the consolidation
of fear memories, which become disrupted in some individuals
by pre-emptive efforts at assisted trauma processing.*

Distress or mental disorder?
Emotions, psychological distress and mental health interact in
complex ways during the acute phase of an unfolding emergency.
Symptoms that would raise concern at a later stage of the emer-
gency can be prevalent and part of a normal stress response
during the acute postdisaster period. Mental health screening
studies following acute disasters have identified individuals who
will develop mental health impairment and false-positive
individuals who have transient distress responses.® Assistance
or interventions that pathologise all distress reactions cause
undue alarm and shift the focus away from the delivery of more
important and helpful critical responses.

However, not all symptoms in the acute period after a disaster
should be normalised. Severe acute post-traumatic symptoms have
been shown to be predictive of longer-term impairment.
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WHEN THE SMOKE CLEARS continued

1. MAINTAINING A FOCUS ON
HIGH-RISK GROUPS

The burden of mental health following
disaster events is disproportionally
carried by those individuals and
communities that have been most
severely exposed or who have pre-
existing vulnerabilities. This will include:

 individuals who have lost a family
member or close friend

* those who have had their primary
place of residence destroyed or
livelihood significantly interrupted

¢ community members and first
responders who have been exposed
to distressing critical incidents

individuals with pre-existing health
and mental health impairments
impacted by the disaster

Epidemiological data also suggest that one
in five individuals in a disaster zone will
have a pre-existing mental health disorder®
and will require access to ongoing care.
Thereisahigh risk thata disaster event could
lead to clinical deterioration in an existing
mental health condition or the onset of a
new mental health condition. It is also
important to recognise that individuals with
pre-existing vulnerabilities and those in
communities that have been most severely
exposed are considered high risk for mental
distress after a disaster event (Box 1).

A guiding principle is that individuals
who meet the criteria for a mental disorder
following a disaster require timely access
to mental health care. This should be com-
bined with a wait-and-watch approach for
individuals who experience heightened
psychological distress. The greatest concern
documented in past disaster settings is the
low level of identification of enduring men-
tal health conditions that emerge after the
acute crisis has passed.”

The best mental health support
involves practical assistance
and limiting resource loss

The mental health of individuals who have
suffered through a disaster is closely linked
to the degree of resource loss within a
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community. Restoring individual
resources is an important strategy
for limiting mental health impair-
mentin postdisaster studies.® After
the 2009 Black Saturday tragedy in
rural Victoria, stressors in bush-
fire-affected communities, including
loss of accommodation, financial strain
and relationship breakdown, were major
determinants of subsequent risk

of post-traumatic stress disorder (PTSD),
depression and heavy drinking’ Five years
after the disaster, people with reduced
stressors no longer had an elevated mental
health risk compared with those with con-
tinuing resource stress, who showed a con-
tinued increase in risk."® Restoration of
housing in economically vulnerable pop-
ulations resulted in a shorter duration of
mental health impairment with up to five
times the remittance rate of PTSD com-
pared with those without such help." In the
context of the recent bushfires, loss of infra-
structure and displacement, homelessness
and financial stress of those affected may
trigger prolonged spirals of resource loss
that could lead to increased risk for indi-
vidual and community-level mental health
impairment.

The key message is that mental health
care is not an alternative to timely, effec-
tive and targeted post-disaster recon-
struction and financial support. Health
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professionals should be key
advocates for prioritising practical solu-
tions to these problems.

Early intervention to support
community mental health
Psychological First Aid (PFA) has become
the most widely used framework to
support the delivery of psychosocial aid
following a natural disaster or complex
emergency.? This approach should be
distinguished from Mental Health First
Aid, which is a training program address-
ing mental health literacy.”

PFA strives to combine material aid,
service linkage and psychological support
to guide first responders and para-
professionals in providing assistance in
disaster settings. Across most applications,
PFA focuses on:"

« gathering information about the
disaster setting and available services

o contacting disaster survivors

 maintaining and restoring safety

« providing practical assistance
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WHEN THE SMOKE CLEARS continued

« linking people to appropriate
services

« reconnecting people to family,
friends and support

« supporting helpful coping.

Detailed training modules have been
developed by multiple agencies (World
Health Organization, Red Cross USA and
Australia).

PFA is distinguished from trauma
therapy approaches by actively discourag-
ing detailed trauma discussion or the use
of trauma-processing strategies. There has
been limited evaluation of the efficacy of
PFA in supporting better long-term mental
health outcomes.>'¢ The few studies that
have been undertaken provide support
for the use of a structured approach that
focuses on a case brokerage model to link
people to resources and services.!"" There
islittle evidence to support the counselling
element of PFA, with commentators noting
the potential dangers of providing imme-
diate counselling in these settings."”

Recognising and treating acute
stress disorders

After a major disaster event, some individ-
uals are likely to experience acute mental
health reactions. Acute stress disorder (ASD)
is a mental health condition that has been
documented to occur in the first month
after a critical incident or disaster event.
Over 50% of those identified with ASD are
likely to transition to a chronic mental health
condition, most commonly PTSD and major
depression.”® The Diagnostic and Statis-
tical Manual of Mental Disorders (DSM5)
criteria for diagnosing ASD (Box 2) requires
the presence of a greater number of symp-
toms than PTSD, reflecting the high prev-
alence of these symptoms in the immediate
post-traumatic period.

Earlier conceptions of ASD diagnosis
highlighted the importance of dissociative
symptoms such as derealisation, numbing,
detachment, memory impairment and
absence of emotional responsiveness.
Although these remain common, more
recent research indicates that ASD
presentations are marked by the overall

severity of acute PTSD symptoms. The
provision of psychological intervention
for ASD has been shown to be effective,
with the greatest evidence for trauma-
focused cognitive behavioural therapy
interventions."

Post-traumatic stress disorder
and other traumatic stress
reactions

The Black Saturday Bushfires Study found
that PTSD was one of the most common
mental health outcomes for high fire-
affected regions, with one in five of those
surveyed identified as having PTSD three
to four years after the disaster. The risk for
PTSD is most directly linked to the ‘trauma
dose’, which is characterised by the number
and severity of lifetime trauma events.
Seminal research undertaken among
volunteer firefighters exposed to the 1983
Ash Wednesday tragedy in South Australia
found a direct association between fire
exposure severity and the number of PTSD
symptoms,” a relationship confirmed
many times over since this study.

The provision of evidence-based
trauma-focused psychological intervention
for PTSD is recommended as a first-line
treatment, with the strongest evidence
supporting prolonged exposure therapy,
cognitive processing therapy and eye move-
ment desensitisation and reprocessing
(EMDR).? The Bushfire Medicare Benefits
Schedule items' allowing psychologists and
social workers to provide telemental health
services may assist GPs to link regional
patients to trauma-focused mental health
professionals in areas where these services
are not available locally.

Selective serotonin reuptake inhibitors
(SSRIs) and serotonin-norepinephrine
reuptake inhibitors (SNRIs) may be helpful
as a first-line intervention in managing
comorbid conditions that present with
PTSD, such as depression. SSRIsand SNRIs
may have a small positive benefit on PTSD
symptoms and can be used if other treat-
ments are not available. Current evidence
supports the use of fluoxetine, paroxetine,
sertraline and venlafaxine * The reader’s

2. SUMMARY OF DSM-5 CRITERIA
FOR ASD

ASD requires the presence of nine or
more of the following symptoms after
exposure to PTSD-level trauma.

Intrusion symptoms:

e recurrent, involuntary and intrusive
distressing memories of the traumatic
event(s)

recurrent distressing dreams related
to the events

dissociative reactions (e.g.
flashbacks) in which the individual
feels or acts as if the traumatic events
are recurring

intense or prolonged psychological
distress or marked physiological
reactions in response to internal or
external cues of the traumatic event(s)

Negative mood symptoms:

* persistent inability to experience
positive emotions (e.g. happiness,
satisfaction or loving feelings)

Dissociative symptoms:

* altered sense of the reality of one’s
surroundings or self (e.g. seeing
oneself from another’s perspective,
being in a daze, time slowing)
inability to remember an important
aspect of the traumatic event(s)
(typically due to dissociative amnesia
and not to other factors such as head
injury, alcohol or drugs)

Avoidance symptoms:

» efforts to avoid distressing memories,
thoughts or feelings about or
associated with the traumatic event(s)

» efforts to avoid external reminders
(people, places, conversations,
activities, objects, situations) about
or associated with the traumatic
event(s)

Arousal symptoms:

¢ sleep disturbance (e.g. difficulty falling
or staying asleep, restless sleep)
irritable behaviour and angry outbursts
(with little or no provocation), typically
expressed as verbal or physical
aggression toward people or objects
* hypervigilance

e problems with concentration

* exaggerated startle response

Abbreviations: ASD = acute distress disorder;
DSM-5 = Diagnostic and Statistical Manual of Mental
Disorders; PTSD = post-traumatic stress disorder.
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WHEN THE SMOKE CLEARS continued

attention is drawn to the Medicine Today
article on recognising and managing PTSD,
which provides more detailed information
on assessment, management and treat-
ment.** Attention should also be drawn to
the Australian guidelines for the treatment
of ASD and PTSD, which include a medi-
cations prescribing algorithm for the treat-
ment of PTSD.»

Recognising delayed onset and
preventing delayed treatment
Animportant feature of PTSD is the capac-
ity for the condition to be associated with
a delayed onset, a common feature in first
responders.”** PTSD is often associated
with a chronic course with over 50% of cases
found to persist at 14 years after onset.?®
Onlya minority of those with PTSD appear
to get access to evidence-based trauma-
focused psychological treatments.? This
highlights the critical role for the GP in
undertaking long-term monitoring of
patients and being aware of important times
such as anniversary events or the impact of
new threats that could trigger a delayed
onset.

There have been two recent clinical
developments that are important to be
aware of in managing and understanding
traumatic stress conditions: complex
PTSD and moral injury.

Complex PTSD

A new diagnosis of complex PTSD (cPTSD)
has been incorporated into the Interna-
tional Classification of Diseases 11th Revi-
sion (ICD-11) diagnostic system. This
diagnosis includes all the standard PTSD
symptoms but also includes additional
symptoms associated with affect dysreg-
ulation, negative self-concept and distur-
bances in relationships. At this time there
is no clear evidence that cPTSD requires
adifferent approach to treatment, although
recommendations have been made to sup-
port the value of combining traditional
treatments for PTSD with other strategies
to support the deficits associated with
cPTSD in distress tolerance, self-concept
and interpersonal effectiveness.®

16 MedicineToday | MARCH 2020, VOL 21, NO. 3

Moral injury

Another development that may have some
importance is the issue of moral injury.
This is a notion that has emerged within
veteran and military health settings but
seems to have a strong resonance with the
experience of many first responders. Moral
injury refers to the impact that results from
settings where an individual ‘perpetrates,
fails to prevent, bears witness to, or learns
about acts that transgress deeply held moral

beliefs and expectations.™ In military vet-
erans, exposure to morally injurious events
is linked to the onset of PTSD and other
post-traumatic reactions dominated by
feelings of guilt, shame, anger or embitter-
ment related to the nature of the moral
injury encountered.” The work of first
responders in disaster zones, where difficult
decisions have to be made that may have
far-reaching consequences, places them at
particular risk for moral injury.
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Maijor depression

The multiple stressors and losses associated
with natural disasters are also associated
with elevated rates of depression. In the
Beyond Bushfires study, rates of major
depression three to four years after the event
were found to be around one in eight in the
high-fire-impact zones, which were twice
that compared with low-impact zones. As
with PTSD, depression onset and mainte-
nance were closely linked to the number of

post evidence-based trauma-focused psy-
chological intervention disaster life stress-
ors." Depression can also increase symptoms
of PTSD prospectively in disaster settings,
highlighting the importance of providing
timely intervention where possible.”” Key
strategies for assessing and managing
depression, mood disorders in primary care
and advice on managing treatment-resistant
presentations are available in recently pub-
lished articles.* ¢

Adjustment disorder following
disaster events
Although not as disabling as depression, it
is important to be aware of the risk of
adjustment disorder after exposure to mul-
tiple losses arising from a disaster. Adjust-
ment disorder provides a diagnostic
description to identify individuals whose
exposure to a psychosocial stressor leads
to prolonged impairment and disability.
Although the population prevalence of
adjustment disorders is low, at around 1 to
2%, adjustment disorders have been found
to be particularly high following exposure
to traumatic or high adversity events.”
Adjustment disorders after traumatic
incidents can often be misdiagnosed as
PTSD, leading to inappropriate treatment
and referrals. There is growing evidence that
adjustment disorder responds to low-inten-
sity psychological interventions and is
amenable to e-mental health application.®
The Skills for Life Adjustment and Resilience
(SOLAR) program is one approach devel-
oped in Australia for survivors of disasters
experiencing ongoing distress and adjust-
ment difficulties.”

Prolonged grief reactions

Prolonged grief reactions following
traumatic bereavement can occur with rea-
sonable frequency. The description of pro-
longed grief disorder outlined in ICD-11
provides a useful evidence-based framework
for identifying grief reactions. These are
described as a “pervasive grief response
characterised by longing for the deceased
or persistent preoccupation with the
deceased accompanied by intense emotional
pain (e.g. sadness, guilt, anger, denial, blame,
difficulty accepting the death, feeling one
has lost a part of one’s self, an inability to
experience positive mood, emotional numb-
ness, difficulty in engaging with social or
other activities). The grief response has per-
sisted for an atypically long period of time
following the loss (more than 6 months ata
minimum) and clearly exceeds expected
social, cultural or religious norms for the
individual’s culture and context”,” noting
that this disturbance should also be

MedicineToday | MARCH 2020, voL 21,N0.3 17

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2020.



WHEN THE SMOKE CLEARS continued

associated with significant personal, family,
social, educational and occupational impair-
ment. Approximately one in 10 bereaved
individuals will experience a prolonged
griefreaction, a rate that is higher for trau-
matic bereavements.*>*!

Traditional bereavement services do not
appear to result in significant improvement
for prolonged grief disorders.** There is
growing evidence that targeted inter-
ventions designed specifically for prolonged
grief are effective and associated with
significant improvement.** At present these
are only available at specialist services.

Emergence of harmful
behavioural patterns

Alcohol

Mental health monitoring of communities
affected by the Black Saturday fire tragedy
found a pattern of higher levels of heavy
drinking among the highest affected
regions.”” Although this was evident for both
men and women, the highest levels of heavy
drinking were among men, a pattern con-
sistent with epidemiological data.* Heavy
drinking also showed one of the lowest
levels of change at subsequent waves of
assessment, underscoring the intractable
nature of potentially harmful levels of
alcohol consumption.

There is often high comorbidity among
mental health and substance use disorders.
Research that has sequenced the onset of
drinking problems after traumatic exposure
found problematic drinking patterns often
follow the onset of post-traumatic symp-
toms.*” Many GPs may feel some reluctance
to engage in discussions with patients over
alcohol consumption levels. There are useful
evidence-based strategies available to assist
with this.*

Family conflict and intimate
partner violence
The impact of disasters on interpersonal
and family functioning should also be
noted. Separation during a fire event is a
common occurrence that is associated with
longer-term psychological problems.
Although the family will be the main
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source of support, post-traumatic reactions
and ongoing adversity can lead to increased
levels of family conflict. High levels of
irritable distress documented at eight and
26 months after the Ash Wednesday fires
had a prolonged adverse effect on families.*”
In the communities affected by the Black
Saturday fire, anger reactions were docu-
mented as a major post-traumatic outcome
and impacted on ongoing impairment
levels.*

Increased risk for intimate partner
violence as families come under enormous
pressure has also been documented in the
aftermath of disaster settings.* Useful
support guides are available to support
the GP in identifying and responding to
women and men presenting with exposure
to intimate partner violence.***

Physical health outcomes
There is growing evidence across the
spectrum of mental disorders of an
increased association with poor physical
health, risk of disease and reduced access
to physical health care.” The range of health
disparities that people with a mental disor-
der face appear to largely be a consequence
of the accumulation of modifiable health-
related behaviours.”® GPs have a key role in
maintaining a focus on the emergence of
physical health impairments for patients
affected by mental health disorders.
Working with patients to address key
risk factors such as increased sedentary
behaviour, reduction in psychical activity
and poor diet, not only address health
disparities, but have been shown to have
positive benefits on a range of mental dis-
orders.” This can be greatly assisted by
linking with allied health professionals
such as exercise physiologists, physio-
therapists and dietitians, many of whom
increasingly have specialist experience
working with individuals affected by
mental disorder.

Older person needs

Demographic trends in Australia show an
increased tendency for retirees to relocate
from capital cities to regional areas. This,
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combined with an ageing population and
lower immigration to rural settings, results
in large numbers of older people living in
high bushfire threat zones. Older adults
have an increased risk of developing mental
health difficulties following natural
disasters than younger cohorts,** and are
more likely to have lower disaster prepar-
edness, less likely to receive advance warn-
ings, and are at greater risk of exposure,
injury and fatality.®>* Older people may
also be more vulnerable to the longer-term
impact of disasters including impacts on
livelihood, reflecting a greater difficulty in
re-establishing income and savings. This is
combined with a higher level of chronic
physical impairment and multimorbidity,
resulting in higher levels of functional dis-
ability, social isolation, healthcare utilisation
and reduced psychological wellbeing.*

Recommendations for disaster response
initiatives for older Australians are broadly
the same as for other populations, noting
the needs of high-risk groups.*®* Individ-
uals with cognitive decline or physical-
related impairment face particular difficul-
ties during evacuation events, as do those
involved in their care.”® The Seniors With-
out Families Triage tool (SWIFT) has been
developed as a screening instrument during
the acute phases of a disaster response to
identify vulnerable older adults and struc-
ture the intensity of service required from
high need, involving medical and/or social
work support and placement, to case man-
agement and brokerage support, to referral
to a community volunteers.*
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Needs of children

There has been extensive research into

the mental health impact of disasters on

children and young people. As with adult

populations, a dose-response relationship

between the level of disaster exposure and

the development of PTSD is clearly appar-

ent. Factors that confer an increased risk

to PTSD among children include:*>¢*

o female gender

o olderage

o bereavement

o higher disaster fatalities

o greater proximity to the disaster

o perceived threat

o separation during the disaster event

o level of distress at the time of the
disaster.

Abroadly similar set of risk factors have
been associated with postdisaster levels of
depression in adolescents.® Among younger
children, disaster exposure is associated with
increased internalising (worry, depression,
anxiety) and externalising disorders (aggres-
sion, disruptive behaviour and conduct
problems). Externalising disorders manifest
more often after the first year following the
disaster, a time when many of the major
disaster response programs have ceased,*
and this response could be misunderstood
asisolated behavioural issues by schoolsand
parents. A strong association between chil-
dren’s mental health and the severity of the
parents’ mental health responses following
disasters has been documented.*® It is
therefore important that GPs consider the
mental health of children when identifying
mental health impairment among parents.
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There is evidence of
reduced academic outcomes
for highly exposed children.
Children aged 9 to 12 years
attending primary school in high fire-
affected areas two to four years after the
2009 Black Saturday tragedy had lower than
expected gains in numeracy and literacy
compared with children attending schools
with lower levels of bushfire impact. A sim-
ilar finding was documented by the Ash
Wednesday Child Wellbeing study, with
high-exposure children having poorer edu-
cational outcomes than a control group, a
finding still evident 20 years following the
disaster.” These findings underscore the
need for a public health response to address
the needs of children affected by mass
disasters.

A substantial body of research has
demonstrated the effectiveness of mental
health interventions for symptoms of PTSD,
depression and distress in children.”*7
Access to specialist child psychological
services for children affected by the bush
fire is accessible through the recent govern-
ment Mental Health Services for Bushfire
Response.! Referrals can also be made to
Headspace centres for young people between
aged 12 and 25 years including telemental
health support services.” Teacher-assisted
interventions can have a positive impact on
children’s mental health and academic
performance.”*
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Caring for first responders
There has been concern regarding the
impact of the bushfire crisis on the many
thousands of volunteer firefighters who have
been directly exposed to the fire event. As
with other first responder groups, the risk
associated with volunteer fire fighting relates
to the cumulative impact of exposure to
critical incidents and their severity>7® There
is a clear ongoing need for the State Volun-
teer Fire Services to develop and maintain
surveillance systems that link volunteers,
professional firefighters and other first
responders to care when needed.

A major challenge is the long delay
between the onset of disabling symptoms
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and access to evidence-based care. Clinical

experience indicates that many first
responders do not recognise the develop-
ment of PTSD symptoms and research
suggests that they may attempt to manage
the early onset of PTSD symptoms by
increasing commitment to work and
disengaging from other life activities.”” GPs
should be aware that individuals who were
directly involved in volunteering during the
bushfire crisis may be at risk of developing
PTSD and should be monitored. Detailed
treatment recommendations are outlined
within the Australian guidelines for diag-
nosisand treatment of PTSD in Emergency
Service Workers.?

Conclusion

Bushfires and other natural disasters will
continue to be a part of the Australian
experience. This article has focused on the
importance of responding to the mental
health needs of communities and individ-
uals affected by a disaster. It isimportant to
note that this needs to be balanced against
abody of research that also shows that times
of adversitylike this also forge many positive
outcomes, including community connec-
tionsand bonds following the event that are
deeply protective. In supporting those
affected, the most immediate need will be
material and financial assistance in the acute
phase with a small number of individuals
requiring urgent mental health care. The
real mental health burden emerges over the
medium and longer-term when many of the
emergency services and additional resources
have moved on. GPs have an important role
inidentifyingand managing the key mental
health needs of the community in thelonger-
term. MT
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