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INTRODUCTION 

This Manual has been devised to accompany the 
worker into the field. Its aim is to provide the worker 
with the essential information he will need as he 
works at the task of helping others Who have experi­
enced a large-scale natural disaster. 

The Manual condenses and focuses the material 
contained in the Training Manual for Human Service 
Workers in Major Disasters. It offers key concepts as 
a framework and describes basic procedures for pro­
viding help. 

Resources frequently available to help disaster vic­
tims are listed. Each worker is encouraged to write in 
the additional agencies and sources,he discovers in 
the process of his work. Maintenance of accurate 
records of client contacts and pertinent information is 
essential to an effective program. A suggested form 
for recording this information is included. 

Experience indicates that it is wise to be sure that 
the workers and staff have adequate insurance and 
medical protection. Insurance should cover accidents 
to themselves and others who may be transported in 
vehicles. Medical protection should include obtaining 
tetanus shots or other advisable immunizations for 
staff and workers. In addition, identification stickers, 
wallet size cards, etc., can facilitate the workers' mo­
bility'in the disaster area. Law enforcement authorities 
should be consulted regarding access and identifica­
tion. 
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Key concepts 

1. THE TARGET POPULATION IS PRIMARILY 
NORMAL. 

The recipients of help are generally adequate peo­
ple, temporarily disrupted by a severe stress, but usu­
ally capable of functioning adequately under normal 
circumstances. True, there may be some people who 
were emotionally disturbed before the disaster and for 
whom the present upheaval may precipitate a mental 
illness. However, the task will not be to treat severely 
disturbed individuals directly, but to recognize their 
needs and help them receive professional care. 

Most of the work at first will be to give more con­
crete types of help to normal people under stress, 
such as information about available services, how to 
get insurance benefits or loans, assistance with appli­
cations at Government agencies, health care, baby 
sitting, transportation, etc. Some of the most impor­
tant help may be in simply listening, providing a ready 
ear, and indicating interest and concern. 

People generally do not disintegrate in a dis­
aster. Usually, they are found pitching in and helping 
others. However, as frustrations and disillusionment' 
acciJmulate, more severe emotional reactions may 
surface. 

. People respond to active interest and concern. 
People undergoing great stress and pressure often 
tend to feel isolated, as if they are alone with their 
problems. By expressing interest in them and their 
concerns, by actively involving oneself in their resolu­
tion, one provides an invaluable service and usually 
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forestalls much more severe subsequent emotional 
distress. 

People may reject help because of pride. They 
may feel disgraced because help was needed, or they 
might not want any help from outsiders. Tact and sen­
sitivity are needed in bringing a new program of 
assistance into a community. That is why it is best to 
use as helpers community members who will be seen 
as neighbors and not as strangers. 

2. AVOID MENTAL HEALTH LABELS. 

Many people still tend to think of mental health as 
implying "crazy" or "freakish." Some will refuse if the 
help is identified in any way as mental health. New 
terms should be used, such as "human services," 
"recovery assistance," and "problem resolution." 

3. BE INNOVATIVE IN OFFERING HELP. 

Avoid the traditional mode/. "Human Services 
Workers" must be prepared to work in all sorts of situ­
ations and under all sorts of conditions. Don't wait for 
the client to seek help; instead, go out and find him. 
This may be done in outreach or case-finding activi­
ties involving leaving the office and knocking on doors 
or ringing doorbells. 

4. FIT THE PROGRAM INTO THE 
COMMUNITY. 

Needs will change over time and they will be differ­
ent in different areas for many reasons. Subcultures 
will require special attention in order to meet what 
may be unique demands, determined by language, 
ethnicity, etc. The different stages of the disaster will 
present different problems. 

3 



ETHICS OF INTERVIEWING-CONFIDENTIALITY 
AND PRIVACY 

A helping person is in a privileged position. Helping 
someone in need implies a sharing of problems, con­
cerns, and anxieties-sometimes with intimate de­
tails. This special sharing cannot be done without a 
sense of trust, which is built upon mutual respect and 
which includes the explicit understanding that all dis­
cussions are confidential and private. No cases 
should be discussed elsewhere without the consent of 
the person being helped (except in extreme emer­
gency where it is judged the person will harm himself 
or others). It is only by maintaining the trust and re­
spect of the client that the privilege of helping can 
continue to be exercised. 

PROCEDURES FOR HELPING 

Crisis intervention 

The basic theory underlying the process of helping 
is crisis intervention. This theory generally assumes 
that most people can take care of many problems in 
their lives. However, when equilibrium is upset by 
some stress, any person may temporarily be pushed 
off balance emotionally and show signs of disturb­
ance. He will apply his usual coping mechanisms until 
he succeeds and the distress subsides. When the 
emergency is unique and the strain severe, he may 
not have any effective coping mechanism immediately 
available, so the person remains highly disturbed. 
Help is needed, and the help is most useful if provided 
as soon as possible. 

The procedures used in helping in a crisis are as 
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many and varied as are the people to be helped. How­
ever, it is possible to describe some genera! steps in 
the helping process that apply to just about every 
situation. These do not necessarily follow in sequence, 
and some of the steps may not appear at all in some 
situations. In addition, it is possible that several of the 
steps may be going on at the same time. 

The major steps are: 

1. RAPPORT WHICH CAN BE ESTABLISHED 
THROUGH THE ART OF LISTENING. 

Rapport refers to feelings of understanding, inter­
est, and concern among two or more people. Rapport 
means: 

a. 

b. 

c . 

d. 

e. 

Making sure that each understands what 
the other is saying; 

Having genuine respect and regard for the 
other; 

Being nonjudgmental and accepting of an­
other even if he has different attitudes and 
feelings; 

Establishing trust by promising only what 
you can do, not what you would like to do; 

Listening to an account of the disaster that 
may have been repeated many times, while 
the process of "working through" the feel­
ing occurs; 

f. Recognizing that many times what is actu­
ally said may cover vastly different feelings 
underneath. 
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2. IDENTIFYING, DEFINING, AND 
FOCUSING ON THE PROBLEM. 

A severe crisis often causes disorganization in 
thinking and functioning. One reaction to the many 
problems which have appeared is to feel overwhelmed 
and unable to do anything. It is helpful to select one 
problem, identify it as the most immediate, and focus 
on it first. It should be a problem readily solvable, for 
an immediate success will be important in bringing 
back a sense of control and feeling of confidence. 

3. EVALUATING THE CLIENT AND HIS 
PROBLEM(S). 

The worker has to evaluate the status of the person 
he is working with and the seriousness of the prob­
lem(s). A few of the possible questions are: How seri­
ous are his losses? What are his inner resources? 
Does he show his emotions or sit on them? In this 
way, capabilities and priorities can be established. 

4. EVALUATING RESOURCES AVAILABLE. 

Frequently, a person will have resources available 
to him which are personal and unique. Explore possi­
ble sources of help for the person's problems through 
family, relatives, friends, clergy, physicians, etc. Also, 
you can tell the person about the various relief agen­
cies which have been set up to meet the special needs 
of the disaster-struck community. Some resources 
are listed beginning with page 26 of this Field Manual. 

5. DEVELOPING AND IMPLEMENTING 
A PLAN. 

Aim at working out a plan with the person (s) in­
volved which will help the person back to the pOint 
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where he can resume his own independent function­
ing. Most important, promises should not be made for 
services or materials or solutions which may not be 
available. 

THE ART OF LISTENING 

Listening skills can be increasBd by keeping in 
mind some basic points: 

Look at the person while listening 

This indicates attention to him only. 

Give occasional responses while listening 

This tells the person speaking that what he is say­
ing is understood. Sometimes it helps to paraphrase 
what has been said; it often gives the speaker another 
viewpoint. 

Avoid interrupting 

Let the other person finish his thoughts, unless 
there is real confusion and the details are coming out 
jumbled. 

Be tolerant 

Don't prejudge, don't moralize, and don't condemn. 
Even though there may be times when the client's 
feelings seem inaccurate or inappropriate, the worker 
should not try to tell the other person how he should 
feel. 

Empathize 

Empathy is a learned ability to see and to feel the 
experience of someone else as if it were one's own. It 
is based on sensitivity and the ability to recognize 
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when another person is going through certain feelings 
or emotional states. 

Be cognizant of needs 

Many disasters will cause special problems. How­
ever, the reactions and the needs of the people af­
fected seem general. They are: 

1. CONCERN FOR BASIC SURVIVAL 

2. GRIEF OVER LOSS OF LOVED ONES OR 
LOSS OF PRIZED POSSESSIONS 

3. SEPARATION ANXIETY CENTERED ON 
SELF AND ALSO EXPRESSED AS FEAR 
FOR SAFETY OF SIGNIFICANT OTHERS 

4. REGRESSIVE BEHAVIORS, E.G., REAP­
PEARANCE OF THUMBSUCKING AMONG 
CHILDREN 

5. RELOCATION AND ISOLATION ANXIETIES 

6. NEED TO EXPRESS FEELI NGS ABOUT 
EXPERI ENCES I N THE DISASTER 

7. NEED TO FEEL ONE IS A PART OF THE 
COMMUNITY AND ITS REHABILITATION 
EfFORTS 

8. ALTRUISM AND DESIRE TO HELP 
OTHERS 

PROBLEMS OF LIVING 

The most common types of problems you will en­
counter are problems of living, such as locating a 
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missing loved one, inadequate temporary accommo­
dations, unemployment, transportation, communica­
tion-byphor:1e and mail, lost eyeglasses or lost 
medication, applying for disaster relief loans, getting 
building permits, how to do income tax after a disas­
ter, where to find the temporary city hall, etc. 

You need to be an information and referral source 
as well as someone with a trained ear. You will have 
to distinguish among those problems you can help 
with yourself (transportation, cleanup, help in filling 
out forms, etc.), those people you must refer to social 
services (getting loans, jobs, housing, etc.), and 
those few people you will recognize as needing pro­
fessional services (depressions, immobility, client 
doesn't know who or where he is, etc.). 

HELP AND SEEK-HELP BEHAVIORS 

Following is a list of behaviors you can use as a 
guideline to identify individuals or families whom you 
can probably help and those whose conditions may 
require the help of a professional. Remember, referral 
will require tact and sensitivity. 

Alertness and awareness 

YOU CAN PROBABLY HANDLE THE 
SITUATION IF THE CLIENT: 

1. Is aware of who he is, where he is, and what 
has happened; 

2. Is only slightly confused or dazed, or shows 
slight difficulty in thinking clearly or concentrat­
ing on a subject. 
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CONSIDER REFERRAL TO A MENTAL 
HEALTH AGENCY IF THE CLIENT: 

1. Is unable to give own name or names of people 
with whom he Is living; 

2. Cannot give date, state where he Is, or teil what 
he does; 

3. Cannot recail events of past 24 hours; 
4. Complains of memory gaps. 

Actions 

YOU CAN HANDLE IF THE CLIENT: 

1. Wrings . his hands, appears stiff and rigid, 
clenches his fists; , 

2. Is restless, mildly agitated, and excited; 
3. Has sleep difficulty; 
4. Has rapid or halting speech. 

CONSIDER REFERRAL IF THE CLIENT: 

1. Shows agitation, restlessness, pacing; 
2. Is apathetic, immobile, unable to arouse self to 

movement; 
3. Is incontinent; 
4. Mutilates self; 
5. Excessively uses alcohol or drugs; 
6. Is unable to care for self, e.g., doesn't eat, 

drink, bathe, change clothes; 
7. Repeats ritualistic acts. 

Speech 

YOU CAN HANDLE IF THE CLIENT: 

1. Has appropriate feelings of depression, despair, 
discouragement; 

2. Has doubts of his ability to recover; 
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3. Is overly concerned with small things, neglect­
ing more pressing problems; 

4. Denies problems; states he can take care of 
everything himself; 

5. Blames his problems on others; is vague in his 
planning; Is bitter in his feeling of anger that he 
is a victim. 

CONSIDER REFERRAL IF THE CLIENT: 

1. Hears voices, sees visions, or has unverified 
bodily sensatiol1s; 

2. States his body feels unreal and he fears he is 
losing his mind; 

3. Is excessively preoccupied with one idea or 
thought; 

4; Has the delusion that someone or something is 
out to get him and his family; 

5. Is afraid he will kill self or another; 
6. Is unable to make simple decisions or carry out 

everyday functions; 
7. Shows extreme pressure of speech; talk over­

flows. 

Emotions 

YOU CAN HANDLE IF THE CLIENT: 

1. Is crying, weeping, with continuous retelling of 
disaster; 

2. Has blunted emotions, little reaction to what is 
going on around him; 

3. Shows excessive laughter, high spirits; 
4. Is easily irritated and angered over trifles. 

CONSIDER REFERRAL IF THE CLIENT: 

1. Is excessively flat, unable to be aroused, or 
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completely withdrawn; 
2. Is excessively emotional, shows inappropriate 

emotional reactions. 

TYPES OF MENTAL HEALTH PROBLEMS 
FOLLOWING DISASTERS 

The more severe symptoms indicate the victim is 
no'ionger able to function appropriately in the situa­
tion. He should be referred for professional assIst­
ance when any of the following symptoms appear: 

Psychosomatic 

-vomiting, diarrhea, insomnia, loss of appetite, 
headaches, allergies, ulcers, bladder problems, ex­
treme tiredness, weakness, and rashes. A physician 
should determine that symptoms are not of physical 
origin. 

Loss 

-bereavement (loss of loved ones); separation 
from loved ones (especially children); loss of limbs 
due to trauma; loss of familiar objects, possessions, 
lifestyle; loss of independence; loss of home or farm­
lands, livelihood, etc. 

Social stresses 

-divorce, separation, delinquency, alcoholism, 
drugs, family discord. These reactions most often 
appear in later periods after the disaster. 

Sequelae of physical trauma 

-broken bones, burns, pain, toxicity, changes in 
body image caused by disfigurement and invalidism, 
loss of memory. 
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Psychological 

-nightmares, unreasonable anticipation of another 
disaster; difficulty in concentrating, severe depres­
sion, extended dazed feeling, nervousness, crying 
spells, hopeless feelings, irritability. More formal 
classifications are: 

DEPRESSION 

-severe sadness, feels hopeless, can't get out of 
bed, won't eat, cries, apathetic, unable to engage in 
usual activities, sleep disturbance, feelings of help­
lessness, unshakable feelings of worthlessness and 
inadequacy, withdrawal from others, does not respond 
to others. 

DISORI ENTATION 

-confusion; doesn't know where he is, what's 
happening, what time it is, unaware of surroundings, 
memory loss, dazed. 

HYSTERIA 

-uncontrollable crying and upset, screaming, 
can't be left unattended, agitated, may show paralysis 
or numbness of parts of the body. 

PSYCHOSiS 

-marked personality change, irrational thinking 
and highly unusual behavior, may report sensations 
for which there is no determined cause, and may have 
delusions of grandeur or persecution. 

When the conclusion is reached that the person 
needs consultation with a professional, encourage 
the person and offer assistance, if needed, in locating 
help. Enlist the assistance of family, physician, clergy-
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man, psychologist; or friends in persuading the person 
to accept treatment, if necessary. 

SPECIAL RISK GROUPS 

The special risk sUbgroups represent some of those 
more frequently encountered when providing services 
in disaster areas. The list is not meant to be complete. 
Some communities will have a unique or unusual 
composition with a subgroup not Identified below. 

Age groups 

Some age groups appear to be vllinerable in unique 
ways to the stresses of disaster. Problems will vary 
also depending upon the phase of the post-disaster 
period, with some of the problems appearing immedi­
ately and others appearing months later. 

In general, children of all ages will show as their 
most frequent symptoms: sleep disturbances and 
night terrors, persistent fears about natural events, 
fears of future disasters, loss of interest in school, 
and a loss of personal responsibility with regressive 
symptoms (behaviors typical of a child much younger 
in age than the victim). 

The most common symptoms to appear in adults 
are those of anxiety, depression, hostility, resentment, 
loss of ambition, sleep disturbances, and psychoso­
matic symptoms. Marital discord may appear, espe­
cially regarding money, caring for children, and 
responsibility for housework. There may be increas­
ing neglect of self and, in extreme cases, suicidal pre­
occupation, thoughts, and acts. 

The following tables indicate where these symp­
. toms and others appear amC'.lg various special groups 

14 



-. 

and suggest some responses to them. 

PRE-SCHOOL THROUGH ADOLESCENCE 

Table 1 summarizes the regressive, body, and 
emotional symptoms for four age-groups (birth-18 
years), suggests treatment options; and illustrates the 
overlap among the age-groups both in symptoms and 
treatment responses. For all ages, body or somatic 
symptoms should be referred for rT)edical care. Pro­
fessional mental health treatment should be sought 
when efforts of parents and nonprofessional helpers 
do not seem to help emotional problems. 

MIDDLE AGE 

Most emotional problems tend to appear later on 
rather than in the immediate post-disaster period. 
They may appear as psychosomatic problems, rela­
tionship difficulties, occupational dissatisfactions, 
and others. Table 2 lists some of the symptoms and 
treatment options. 

OLDER ADULTS 

Elderly citizens of concern here are non institution­
alized persons whose life sphere has become circum­
scribed primarily due to aging rather than to specific 
multiple disabilities. Older persons typically do not 
have highly active schedules during the d:-\y; they 
spend their time mostly with others of similar age and 
circumstances in daily routines which have become 
comfortable_ Others are confined to house or apart­
ment, frequently alone. When their familiar routines 
are disrupted by the disaster, and particularly when 
f.esidential loss and relocation occur, symptoms ap­
pear. Not only may there be grief over lost loved ones, 
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Table 1. Summary table of behavior symptoms and treatment options: Age groups-1·18 

Ages 

1-5 

5-11 

Reg .... s"'. 
Resumption 01 bed-werJng. 

thumb!luc~ing. lear 01 dark­
ness 

Increased competition wIth 

younger si~lings for parents 
allention 

Behavior symptoms 

Body 

loss of appeille 
Indigestion 
Vomillng 
Bowel or bladder problems. c.g., 

diarrhea, constipation,loss 01 
sphincter control 

Sleep o1sorders 

HeadaChes 
Complaints 01 visual or hearmg 

problems 
PersislenlllChing and SClDtd'!· 

lng 
Sleep disorders 

EmoUons 

Nervousness 
Imtabllity 
Disobedience 
Inrractltllllly 
lIes (mUSCle spasms) 
Speech dlfficullle5t, II,g., 8l?pea,. 

anee of sruttorlng 
Relu~1 to 'eave proximity 01 

parents 

School phCbia 
Wilhdrawal from pla," ~roup and 

'nands 
WilMrawallrom family co.nlaels 
Unusual social behavKlr. e.g .• 

lighting wilh close friends or 
SIblings 

loss 01 inlerest In prlNiously 
prelerred activities _ 

Inaolhly 10 concentrate a"1i drop 
in level 0' school actuevement 

Possible treatment options 

Give .sdlUonaI verbal aSSllrance 
and ampls physlcall:OfT1fort. 
e.g ... holding and caressing. 

Provide warm milk and comtor1~ 
ing bedtime routlnes~ 

Permit Child 10 sleep In parents" 
mom temporarily if fUtcessary: 
It symPtoms persist. reter to 
prohrsskJnaJ. 

Provide Opportunity and encour­
agement for upras3ion 01 
ermt!ons through pier activt­
Ii", •. g •• linger painting. clay 
mod.lng, physleal reenact· 
mentof disaster. 

Give additional aHenlion and 
conslderarion, 

Be gentle but linn while insisting 
0:1 rel~tively more responsibil­
ity than would be ezpected 
ffont youngltt c:hild. 

Temporarily krnen reQuirements 
loropllmum performanee in 
SChool and I10me actnulies. 

Encourage verbal ".pression of 
tflOugnl$ and IHlIngs aboul 
lhedisaster. 

Prevido oC)Corrunity lorstruc· 
lured but not demanding 
chores and reslXlnsibilities al 

hom". 

Rehearse safely measures to ~ 
taken In luture disasters 
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Table 1. Summary table of behavior symptoms and treatment options: Age groups-1·18 (cont'd.) 
Ages 

11·14 

, .... 18 

R~''''I'''. 
Competing wlln younger Siblings 

for parental alrenlion 
Failure to carry out chOre!. prINt. 

OtlSl)' completed .... 'thoul com. 
clarnt 

School Dhabia 
Reappearance o! earber speeCh 

and behavior hablls 

Resumption 01 eallier oonal/lars 
and alhluaes 

DeCline in previous responSible 
behavior 

O~dme in emanCIpator, 5lrug· 
gles over parental control 

Decline In heterosexual interests 
and activities 

BehavkJr symptoms 

.... , 
Heada~ 

Complaints of vague ac."les and 
gam 

Loss 01 acoell!e 
Bowel oroDtems 
Sudden aopearance 01 skin d.,· 

oraet's 
Sleeo disorders 

Bo .... ef.and blaooer comOla,"I' 
HeadaChes 
Siun rash 
Sleep diSOrders 
Disorder'" 01 d,geshon 

Emollons 

Lon 01 inlerlt51 In peer soc!.al 
aCtlVllles 

loss Of inlerest '" t!otlbles and 
recreations 

'ncreasea dllllCUlly in relaling 
Wilt! Sibs and patenlS 

~raro mcrease in rl!$isllng 
::u:rel1ttl Of sChool 8uthonlY 

~2rkeo Increase or decline an 
phYSical aC!IVI!Y level 

freQuent ellareSSlon of feelmt;s 
otm;lCleQuacy and helpless· 
ness 

Increased dltficullies Ut coneen­
Italion on planned actiVIties 

Possible treatment opUons 

Give additional allentio" and 
consldefallon. 

Temcorar,ly Io ..... er expectallons 
01 performance al school and -.. 

Encourage verbal expfession 01 
fee.ngs. 

Provide slrucluled but unde­
manding responSIbilities and 
lehabilitahOn aC/Nilies. 

Encourage and DSsist child 10 
beoome involved with same-
age group activitles. 

Aeflearse salety measures lor 
fuluredis8Sters. 

Encourage diSCUSSIOn of elsas. 
ler experiences with peers and 
ellla.lamily SigflllitaR1 other!!!. 

,II aaolescent Chooses to di!!lcuss 
disaster fears wi:tun lamily 
sel1ln9. SUCh ellpcession is 10 
be encouraged bu~ nolinsislad 
upon. 

Reduce expectations lor level 01 
sctlool and gen~aJ perlOtl11-
ance temporarily: 

provide OpporfUMy lorinvotve­
menl in ronab planning and 
participation 10 fullest ellenl 
possible. 

Encourage and assist In beaJm.., 
Ing fully Invotved in peer- social 
saNities. 

Rehearse salety meast,lres for 
future cisaslers. 
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Table 2. Feeling and behavior symptoms and 
treatment options of middle-age group 

Feeling and behavior 
symptoms 

Psychosomatic problems, ul­
cers, diabetes, heart trouble 

Withdrawal, anger, suspicion, 
Irritability, apathy 

Loss 01 appetite, sleep prob­
lems, loss 01 interest in 
everyday activities 

Treatment options 

Provide medical care forphysi­
cal symptoms. 

Persuade talking with .family 
physician, clergyman, 
friends or professional help. 

Help find medical and financial 
assistance. 

Keep channels of communica­
tion open with members of 
the family. 

Help family to recognize physi­
cal signs of depression and 
need for professional coun­
seling. 

there may be despair accompanying loss of property 
and objects, which is a loss of ties with the past. Table 
3 lists treatment options for various symptoms. 

Socioeconomic classes 

Socioeconomic circumstances influence attitudes 
and reactions of people in stress situations, especially 
the readiness with which individuals will seek or ac­
cept help voluntarily for emotional distress. For exam­
ple, persons in lower-economic circumstances are 
generally more Inclined to seek medical rather than 
psychological treatment. By contrast, people in inter­
mediate- and upper-income levels are more aware of 
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Table 3. Feeling and behavior sympioms and 
treatment options of elderly citizens 

Feeling and behavior 
symptoms 

Depression withdrawal 

Apathy 

Agitation, anger 

Irritability, suspicion 

Disorientation 

Confusion 

Memory loss 

Accelerated physical decline 

Increase In number of somatic 
complaints 

Treatment options 

Provide strong and continuous 
verbal reassurance. 

Assist with recovery of physical 
possessions; make frequent 
home visits, and arrange for 
companIons. 

Give special attention to suita­
ble residential relocations, 
e.g., familiar surroundings 
and acquaintances. 

Help In'reestabllshlng familial 
and social contacts. 

Assist In obtaining medical and 
financial assistance . 

Reestablish medication regime. 

Provide escort and transporta­
tion services. 

and less likely to resist accepting all kinds of help 
when needed. These social groups would also be ex­
pected to be more likely to understand the possibili­
ties of longer-range benefits from early use of the 
services offered, i.e., heading off future problems by 
dealing with them now. Upper-income people might 
be less inclined, however, to welcome outreach and 
free services as compared with lower- and middle­
income groups. 

Disaster losses are also felt differently by people 
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who have less insurance, precarious job situations 
and skills, less knowledge about available help, and 
less confidence in Government (or others outside 
their own family or in-group) to help. 

Cultural and racial differences 

Cultural differences, especially of races and lan­
guage, may be important. For these groups it is es­
sential that outreach efforts be channeled through 
representatives or facilities within the subculture area. 
Differences of language and custom, if ignored, will 
lead to frustration by those attempting to offer serv­
ices. Some behavior symptoms which may be ob­
served among culturally different groups are listed in 
table 4. I 

Table 4. Feeling and behavior symptoms and 
treatment options of culturally unique groups 

Feeling and behavior 
symptoms 

Depression 

Apathy 

Feelings of helplessness and 
hopelessness 

Resignation (to God's will) 

SuspiCion of help offered by 
"outsiders" 

Ignoring or rejecting available 
sources of outside help 

Tendency to close ranks and 
accept assistance only from 
family and close friends 
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Treatment options 

Channel all assistance through 
local religious and commu­
nity sources. 

Emphasize Informational and 
educational assistance. 

Outreach all services with ex­
ception of those requiring 
special facilities such as 
hospitals and clinics. 
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Institutionalized persons 

Individuals who are in institutions during a disaster 
are susceptible to frustration, anxiety, and panic as a 
consequence of their limited mobility and helpless de­
pendence on their keepers or caretakers. The circum­
stances will vary widely depending on type of institu­
tion and inmate, but there are some common reac­
tions which might be expected to occur in general 
medical hospitals, mental hospitals, adult and juve­
nile correctional agencies, and convalescent facili­
ties. Symptoms and treatment options are offered in 
table 5. 

Table 5. Feeling and behavior symptoms and 
treatment options of institutionalized persons 

Feeling and behavior 
symptoms 

Fear 

Frustration 

Anxiety 

Helplessness 

Anger 

Panic 

"Escape" 

Treatment options 

Assist in relocation to sound 
physical structures. 

Give reassurance and Informa­
tion regarding disaster 
status. 

Assist in making contact with 
loved ones and acquaint­
ances. 
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Encourage Involvement In 
housekeeping and rehabili­
tation duties. 

Provide opportunities for group 
discussion of fears and anxi­
ety. 
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People requiring emergency medical care 

Those who are in need of immediate medical and 
surgical treatment, in addition to suffering from physi­
cal shock, may also experience severe anxiety due to 
separation from loved ones or a lack of information 
about the extent of damage to home, place of busi­
ness, or the community itself. The degree of anxiety 
experienced by the injured person may aggravate hisl 
her physical state and response to medical treatment. 
Having mental health services available, if possible, 
at medical treatment facilities during and following 
the disaster has been found useful. 

Disaster relief workers' "burn-out" syndrome 

Workers in all phases of disaster relief expose 
themselves to unprecedented personal demands in 
their desire to help meet the needs of the victims. 
Many workers devote all of their time to the disaster­
created tasks, at least in the immediate post-impact 
period. Then, as order returns, some of the workers, 
especially volunteers, return to their regular jobs and 
at the same time attempt to continue with their disas­
ter work. The result of the overwork is the "burn-out" 
syndrome-a state of exhaustion, irritability, and 
fatigue which markedly decreases the worker's effec­
tiveness and capability. The best way to forestall the 
"burn-out" syndrome is to expect it, to be alert to its 
early signs, and In act authoritatively in relieving the 
stress. Four areas of symptomatology have been 
identified: 

SYMPTOMS 

Thinking: Mental confusion, slowness of 
thought, inability to make judgments and decisions, 
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loss of ability to conceptualize alternatives or to prior­
itize tasks, loss of objectivity in evaluating own func­
tioning, ets. 

Psychological: Depression, irritability, anxiety, 
hyperexcitability, excessive rage reactions, etc. 

Somatic: Physical exhaustion, loss of energy, 
gastrointestinal distress, appetite disturbances, hypo­
chondria, sleep disorders, tremors, etc. 

Behavioral: Hyperactivity, excessive fatigue, 
inability to express self verbally or in writing, etc. 

MANAGEMENT 

The first step is to be aware of, to be alert for, and 
to recognize the symptoms when they begin to ap­
pear. The earlier they are recognized the better. All 
personnel need to be aware of the early symptoms so 
they may recognize them not only in themselves but 
also in their fellow workers. Any such observations, 
either about themselves or about others, should be 
reported to supervisors. The latter also need to be 
alert to any early symptoms in their staff so that they 
can inteivene. 

The supervisor should ta!k to the individual and try 
to get him to recognize the symptoms in himself. The 
supervisor should relieve the person from his duties 
for a short period of time. Guilt over leaving the activ­
ity is relieved by giving "official" permission to stop 
and by pointing out how the worker is no longer help­
ing because of tho loss of his effectiveness. He can 
be reassured that he can return and that he will have 
improved greatly as a result of his short recuperation. 
The supervisor should at first attempt to persuade the 
helper to take the time off, but, if necessary, he should 
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order it. The syndrome may appear early or well into 
the post-disaster period, from 2 weeks to a year. On 
the average it seems to take about 4 to 6 weeks for 
most of the symptoms to appear. 

Disaster response programs 

The worker should be familiar with "fade-out," the 
phenomenon of loss of enthusiasm, energy, and in­
vestment occurring In disaster relief programs (espe­
cially the emergent groups) in the post-disaster 
periods. This phenomenon seems most likely to occur 
during the disillusionment phase in which the prob­
lems are chronic, frustrating, and depressing. The 
agency reflects this in drop of volunteers, loss of 
sense of usefulness, and growing sense of confusion 
about the purposefulness of the agency. 

The worker who is alert to this phenomenon may 
help avert it, in either his own or in other agencies he 
comes in contact with, by helping the agency to 
evolve into other activities and to develop new objec­
tives. 
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SOURCES OF HELP 

Following are listed various governmental and non­
governmental relief agencies which may provide serv­
ices after a disaster. Workers are encouraged: (1) to 
use the space provided to add the resources they dis­
cover in the process of their work with the victims and 
in the community; (2) to delete those agencies that 
are not providing services in this disaster; and (3) to 
add the names of individuals within the agencies who 
have been contacted and who may provide useful 
information and personalized assistance. 
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Governmental and Nongovernmental Disaster Relief Agencies 

\I you need ••• 

Foog 

Clothing 

Housing or 
home furnishings 

Medical care 

Emergency funds 

Legal assistance 

You can get ••• 

Emergency meals at shellers Of mass feeding stations 
Food packages or emergency food orders 
Face-stamps 
Emergency food money 

Clothing or an order for clothing which any slore will till 
loans 10 replace clothing 
Emergency clothil'lQ 

A place 10 sleeD unlil hoosing can be lound 
Temporary housing 
Household furnishings 

Emergency medical care and health service 
Help in getfing medical care 
Emergency medical assistance 

Pay while jobless because 01 disaster 
Social SecUrity 
Velerans benellts 
Emergencyassls1ar.ce 

legal advice in soMng disaster-caused problems 

From~ t. 

Red Cross. Salvation Army 
Red Cross 
USDA Food and NUtrition Service 
Office of Economic Opportunity 
Community Action Agency-

'Ae>;] Cross. Salvation Army 
Small Business Admlnistrauon 
Communilv A,Uon Agenc'i 

Red Cr:oss. Salvation Army 
OePt~o\1 Housing and Urban Development 
RedCrol5 

PUblic Health Service. Veterans Administration 
Red Cross. local health agenci~s 
Office 01 Economic Opportunity 
Community Acrion Agency 

5 lale employment security office 
Social Security Administration 
Velerans Administral:on 
Red Crass. Oltice at Economic Opportunity 
Community Aelion A9~ncy 

Federal Disaster ASSistance Adminislralion (for relerra!) 
Office of Economic Opportunity 
CommuOItv Action Agency 



Governmental and Nongovernmental Disaster Relief Agencies (cont'd.) 

II you need ••• You can get ••• From ••• 

Employment Job help State Employment Commission 
advice OUice of Economic Opportunity 

Community Action Agency 

Income tax Tax help for disaster victims I "ternal RevenUe Service 

assistance 

Property cleanup Help 10 clear away disaster debris from your prooerty State and focal oflicia!s 
Debris clearance from farm or other rural propefJV Agnt;Ullural Stabilization and Conservation Service 

Home repair or Loans to rebuild or repair your home and replace your Small Business Administration 

N reconstruction furniture Veterans Administralion 

~ Insurance; or a mortgage to fix up your home Federal Housing Administration 
Supplementary lunds for repairing your home RedC(oss 
Help to repair your hnrT.e Mennonite DisasterService 

Business repair or Loans to repair or replace your business Small Business Administration 

maintenance Loans to help you keep your business going Small Business Administration 

Farm repair or Loans to repair or raplace your tarm.home and build" Farmers Home Administration 

maintenance iogs. fencing. equipment and Iivestoc·l~ 
Emergency conservation measures Agricultural Siabill.tation and Conservation Service 
Help in getting feed for your livestock Agricultural Stabilization and Conservation Service 

Moving assistance Trucks and labor National Guard 

Olflclallnformatlon General public Information and assistance Federal Disaster Assistance Administration 



Agency Involvement in Disaster 
Assistance (partial list) 

FEDERAL 

Department of Health, Education, and Welfare 
(CHEW) 

Public health and welfare functions 0 

National Institute of Mental Health (NIMH) 

Carries out crisis counseling and training activities 
in Presidentially declared disasters 

Department of Housing and Urban Development 
(HUD) 

Temporary housing 

Federal Disaster Assistance Administration 
(FDAA). Coordinates all Federal services in 
Presidentially declared disasters 

Department of Labor 

Unemployment insurance 

Department of Agriculture 

Food stamps-food commodities 
Farmers Home Administration (FHA)-disaster 

loans 

Department of Defense 

Defense Civil Preparedness Agency (DCPA) 
Assistance to communities on public property 

losses and damages 
Works with local Civil Defense 
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Small Business Administration (SBA) 

Disaster loan program for homes and businesses 

STATE 

Department of Vocational Rehabilitation 

Medical care and retraining for injured persons 

Department of Public Assistance 

Assistance to welfare clients (Federal assistance 
program) 

Department of Health 

Immunization 
Preventive health n;Jeasures as necessary 

Department of Mental Health 

(Referral of disaster victims with mental health 
needs) 

National Guard-except when called into Federal 
service 

Civil Defense 

Assistance to communities on damage to public 
facilities. (Some States have separate disaster 
preparedness agency) 

LOCAL CITY/COUNTY GOVERNMENT 

The local/county level counterparts of State govern­
ment provide the following services: 

City/County Government 

Declaration by public proclamation of emergency 
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when situation cannot be handled by existing 
relief agencies, private and governmental, oper­
ating in the normal manner 

Civil Defense 

1. "To prepare comprehensive plans and programs 
for the civil defense in both enemy caused and 
natural emergencies .... " 

2. Establishes Control Center 
3. Coordinates all efforts 

Police Department 

1. Suppresses criminal activity 
2. Disperses crowds 
3. Controls traffic 
4. Organizes and controls within the damaged area 
5. Alerts through telegraph section 

Fire Department 

1. Aierts through telegraph section 
2. Minimizes or prevents fire 
3. Assists with water supply, street clearance, and 

demolition 

Associated General Contractors 

1. Rescue and engineering services 
a. Clears streets 
b. Repairs bridges 

2. Bulldozer operations 

Department of Health and Hospitals 

Medical services, including emergency first aid, 
ambulance ·service,etc. 
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Health Division 

1. Sanitation 
2. Immunization 
3. Vital statistics 
4. Public health nursing 

Coroner's OHice 

Collection, identification, and burial of dead 

Department of Streets 

1. Clear and maintain the streets for traffic 
2. Formulate and enforce emergency traffic regu­

lations in cooperation with police 
3. Collect and dispose garbage/rubbish 

Department of Public Utilities 

1. Rehabilitate and maintain water supply, lighting, 
heating, and power 

2. Coordinate activities of privately owned utilities 

Bi-State Transit 

1. Provide vehicles, fuel, etc. 
2. Provide drivers 

Civil Air Control 

1. Reconnaissance 
2. Movement of key personnel arid light equipment 

Telephone 

Communications 

Radio Amateur Civil Emergency Services (RACES) 

Short-wave radio 
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RadlofTV Networks 

Communications 

Human Relations Commission 

Volunteer committee responsible for protection of 
citizens. Subcommittee includes churches. 

Department of Welfare 

Responsible for all emergency welfare services, in­
cluding feeding, housing, and financial assist­
ance. Augmented by ARC and private social 
welfare agencies. -

VOLUNTARY AGENCIES (~ARTIAL LIST) 

American National Red Cross (ARC) 

1. In addition to emergency assistance, provides 
food, clothing, rent, transportation, temporary 
home repairs, medical and health needs, fur­
nishings, personal occupational supplies and 
equipment, and other essentials. 

2. Refers fami"lies to Government disaster pro­
grams, provides additional assistance to fam­
ilies with major needs for whom such Govern­
ment programs are not available. 

Catholic Charities 

Wide variety of services which differ from one dio­
cese to another 

Christian Reform World Relief Committee 

Building advisors-builders, interviewers 
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Church of the Brethren 

Cleanup, building 

Mennonite Disasier Service 

1. Cleanup, building 
2. Some feeding and child care 

Salvation Army 

1. Feeding 
2. Shelters 
3. Counseling 
4. Household furniture, etc. 

Seventh Day Adventists 

1. New and used bedding 
2. Clothing and comfort kits, diapers (ware­

house-Lansing, Michigan) 

Society of St. Vincent de Paul 

1. Food 
2. Clothing 
3 .. Assistance to aged and infirm, poor, children 

Volunteers of America 

1. Feeding 
2. Sheltering-differs from place to place 

Church of the Latter Day Saints (Mormon) 

1. Food 
2. Clothing 
3. Shelter 
4. Cleanup, rebuilding, household furniture 
5. Mental health counseling 
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CLIENT INFORMATION FORM 

A Client Information Form should be filled out for 
each client. The sample format InclUded In this Manu­
al may be used or modified to meet the needs for a 
particular program. Forms should be kept cUrrent with 
all information and actions in reference to the client. 
By this means the service project office will be able to 
assess the kinds of services needed and utilized dur­
ing different phases of the post-disaster period and 
the problems encountered in getting these services. 

CLIENT INFORMATION FORM 

Worker's name: _______ _ 

Name of client: ________________ _ 

Permanent address: ______________ _ 

Temporary address: 

Current phone no.: Ethnlclty: ____ _ 

Age group (circle one): 0-19,20-39,40-59,60+ Sex: M_ F_ 

Language preference (If other than English), ______ _ 

Name and address of closest rela~!ve to contact In case of emer­

gency: 
__________ Phone no.: ________ _ 

Complete all Items as fully and accurately as possible: 

(1,2) Give the date of contact and amount of time spent directly 
with the client In hours and fractions thereof, e.g., Y2 hour, 
1 Y2 houl's, etc. 

(3) Describe the most pressing problem presented as it ap­
pears to you, e.g., grief over loss of loved one, depression 
about loss of property or Income, general emotional distress 
related to disaster Itself or Its effects, apparent pre-existing 
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disturbance aggravated by disaster, etc. List In table below. 

(4) Give your estimate of severity of the problem for the client 
as mild, moderate or severe. 

(5) Indicate disposition of problem, e.g., gave direct assistance 
In the form of transportation: verbal support for emotional 
distress; referred to: Red Cross Housing Authority, medical 
care, professional psychological assistance, etb. 

(1 ) 

Date 

(2) 
Length of 
contact 

Contacts 

(3) 
Presenting 
problem 
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(4) 
Se­

verity 

(5) 

Disposition 

* U. S. Government Printing Office: 1987 - 181-350 (73902) 




