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5.1.1 Learning objectives
To understand the importance of the following for mental health research 
relevant to health emergency and disaster risk management (Health EDRM):

1. Mental health consequences of disasters;
2. Research methods appropriate for assessing mental health;
3. The importance of partnerships to support mental health research in 

disaster settings;
4. The role of culture in defining the experience and expression of 

distress.

5.1.2 Introduction
The accelerating risk of complex emergencies arising from climate change 
and human conflict will have major implications for mental health, making 
this an important aspect of Health EDRM. Exposure to trauma during 
disasters and conflict, together with the cascading effects of bereavement, 
forced displacement, injury and resource loss has the potential to cause 
long-term psychological distress (1–3). Urbanization often compounds 
disaster risk, particularly in low-resource areas, where population density 
presents significant threats to health, social capital and community 
resilience in humanitarian emergencies (4–5). 

Despite high levels of need, mental health is a relatively neglected area in 
Health EDRM, with little focus on services funding, human resources or 
research in the field (6–7). Consequently, there is tremendous opportunity 
to improve disaster mental health risk reduction through rigorous research 
and informed policy. This chapter presents an overview of methods applied 
in recent research and important considerations for developing rigorous 
protocols in mental health assessment. 
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5.1.3 Psychological responses to trauma
In the face of crisis, people naturally react with fear, horror, sadness and 
grief (8). For most people, this early trauma response resolves over time 
(9–10); and the provision of psychosocial and community support during 
the early stages of recovery will likely reduce the incidence of more severe 
psychological issues (11–13). However, in a sizeable minority of cases, 
psychological distress remains high for months and even years (1, 14). In 
fact, it is typical for PTSD and other forms of psychological distress to 
develop some time after the acute crisis. Despite the definition of mental 
health as a second-wave issue in disasters, its later timing does not lessen 
the severity of need (15). However, the secondary surge in demand for 
health care and other forms of psychosocial support often occurs when 
attention has shifted away from the disaster, and funding for health 
services has already been channelled into the treatment of injuries, 
infectious diseases and pre-existing chronic conditions. Addressing mental 
health in the aftermath of disasters therefore requires careful long-term 
planning and substantial knowledge of the pattern of response across 
affected populations. These issues are similarly important for research 
design: early assessment will illustrate elevated patterns of distress across 
the population, which is likely to diminish over time for the vast majority. 
Thus, targeted and well-timed research is required to reliably demonstrate 
the mental health impacts of disasters.

Exposure to trauma has potential to induce a range of psychological and 
neuropsychiatric disorders. The rates of psychological disorders following 
disasters vary widely (16), but consistent evidence indicates that up to one 
third of survivors develop PTSD, and one quarter report depression (11). 
Substance use disorders are less likely to be caused by trauma, but may be 
exacerbated (17). Less attention has been paid to the rates of anger 
disorders, suicide, psychosis, and traumatic brain injury following disasters 
(18–20). Key risk factors for the cause or maintenance of psychological 
distress among survivors include severity of trauma exposure, female 
gender, pre-existing psychological conditions and the presence of ongoing 
chronic stressors in the post-disaster environment (11, 18). Trauma related to 
interpersonal violence and conflict leads to poorer mental health outcomes 
than natural or technological disasters (16). Research in this field has largely 
focused on the effects of exposure to earthquakes (21), bushfires (1), 
windstorms (22), floods (23), terrorism (24), and war (25). As climate change 
shapes the patterns of disaster risk and conflict globally, a greater focus on 
the consequences of extreme temperatures, water insecurity, trade disputes, 
civil unrest, and the compounding and interacting effects of pre-existing 
vulnerabilities will be needed. 
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5.1.4 Assessing mental health in disaster-affected 
areas
Research methodologies relevant to the assessment of mental health after 
disasters have expanded to include increasingly innovative techniques. 
These approaches can be applied to examine the full spectrum of 
psychological response, including examinations of resilience, subclinical 
mental health issues, acute reactions and long-term psychological distress 
and dysfunction. Research methods are discussed in greater detail in 
Section 4, but the following examples highlight ways in which quantitative 
and qualitative methods can be applied to the investigation of mental 
health issues. 

5.1.5 Quantitative research 
Quantitative research designs seek to answer questions related to the 
prevalence of mental health problems, their correlates, symptom course, 
and effects of intervention. The vast majority of disaster mental health 
studies have used cross-sectional survey designs, employed to report the 
rate of mental health issues evident in affected populations; however, a 
growing number of longitudinal and cohort studies have shed light on the 
trajectory of psychological response to disasters and the risk and 
protective factors associated with outcomes (Chapter 4.4) (13, 26-27).  
For example, the English National Study of Flooding and Health, the 
Queensland Flood Study in Australia, and Project Ice Storm in Canada, 
have established important findings on the long-term consequences of 
disaster exposure across the lifespan, including the longitudinal effects of 
prenatal disaster stress (28-30).  Cohort studies are less common in 
conflict and post-conflict settings, although the Longitudinal Study of 
War-Affected Youth has illustrated the specific risk and protective factors 
associated with mental health trajectories for youth in Sierra Leone (9). 
More recently, a range of innovative analytic techniques has emerged in 
the field. For example, various statistical methods have been employed in 
disaster mental health research (see also Chapters 4.2 and 4.4), including 
the use of time series data analysis to assess psychiatric hospital 
admissions associated with hot temperatures (31-32), multilevel 
longitudinal analysis to determine the mental health effects of group 
involvement following bushfires (26), latent class analyses to assess the 
psychological factors associated with urban evacuation preparedness (33), 
and geospatial patterning of vulnerabilities after hurricanes (34).

5.1.6 Disaster mental health services research
Understanding the likely and locally presenting mental health impacts of 
disasters is crucial to the design of strategies to reduce mental health risks 
and inform the delivery of effective support measures and services that 
optimally facilitate recovery (35). As our scientific knowledge base 
regarding the mental health consequences of disasters consolidates, 
disaster mental health service research can play a vital role in furthering its 
effective translation into quality disaster mental health response and 
support services (36–37). In this context, disaster mental health service 
research has been instrumental in monitoring ongoing mental health care 
needs, service demand and equitable service access of disaster-affected 
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populations (38), whilst capturing important intervention outcomes (39-40) 
and key lessons to enhance the quality and organization of future disaster 
responses (41). Evidence-based elements for effective disaster mental 
health response include: the effective coordination of multiple disaster 
response agencies and support services across varying sectors and 
jurisdictions (42); the integration of enhanced disaster mental health 
services within existing support structures, such as primary care (43); 
facilitation of ready access to care (44-45) and creation of pathways 
between different levels of care (46); targeted capacity building for disaster 
responders in evidence-informed and scalable interventions (47); as well  
as timely and transparent communication among all involved stakeholders 
and the wider community. Importantly, data from additional sectors, 
including schools (48-49), non-profit organizations (50), and community 
groups (51-52) will augment services data to highlight the short- and long-
term community needs and treatment outcomes. However, not all sectors 
or settings will have capacity for data collection and record keeping, 
particularly in the context of extensive damage to infrastructure and loss of 
human resources (Chapter 2.4). In such cases, it may be more appropriate 
to implement alternative techniques of inquiry, such as mixed methods 
research (Chapter 4.13). 

The integration of health service research and evaluation into disaster 
preparedness and response is essential to develop the evidence base for 
effective interventions and critical to ensuring that the supports put in 
place are well-coordinated and are reaching those most affected. While 
each disaster context is unique, and there are psychosocial disaster 
response guidelines that can be tailored to local circumstances, 
comparative disaster mental health services research is now starting to 
elevate our understanding beyond the locally unique and allow the 
incorporation of what works well both within and across contexts (42, 
53-54), thereby establishing the key elements for more effective disaster 
mental health responses and proactive risk reduction efforts in future.

5.1.7 Qualitative research
Qualitative research presents an opportunity to gather in-depth or 
exploratory data on topics not always assessable via quantitative methods. 
As discussed in Chapter 4.12, qualitative research may be used to 
investigate sensitive or taboo topics related to mental health and to 
broaden inclusivity to populations not often included in the evidence base 
(55). Often characterized by the use of smaller, purposive samples and 
collection of narrative data, qualitative research enables a deep exploration 
of meaning and relationships. Although a variety of approaches and 
analytic techniques are available, qualitative methods are usually focused 
on describing, exploring and interpreting the participants’ frame of 
reference and worldview (56-57). These methods are particularly relevant 
to disaster research. Recent applications have included the rapid 
assessment of needs following exposure to trauma (58-59), social network 
analysis in communities preparing for hazards (60), and the exploration of 
mental health symptoms among cultural groups rarely represented in the 
literature (55, 61–62). 
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5.1.8 Participatory action research
Participatory action research (PAR) engages study participants in active 
co-researcher roles to broaden the scope of research with novel 
perspectives, disrupt dominant paradigms, and champion inclusive 
approaches (see examples in Chapters 3.1 and 4.15) (63). Working within a 
co-design framework fosters ownership of the process and findings within 
the community, and supports innovative, meaningful outcomes. By 
disrupting the power imbalance between researcher and participant, PAR 
fosters a sense of agency among community members. PAR with children 
and adolescents affected by disasters has sought to dispel the perception 
of children as passive and vulnerable, instead recognizing their right to 
contribute to the decisions affecting their lives (64). Similarly, PAR has been 
used to develop more inclusive policies and practices for marginalized 
groups and minorities across a range of disaster settings (65–66). An 
example of PAR for mental health research is given in Case Study 5.1.1.

5.1
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Case Study 5.1.1  
Working with communities to assess the effects of disasters (67) 

A participatory approach can add value to disaster research in many ways, 
including unique insights from community members and shared ownership 
of outcomes – but there are also many ways it can go wrong. The post 
disaster environment is chaotic, communication and social networks are 
often fractured, and the social bonding that can occur in response to a 
shared disaster experience can also deteriorate over time into 
disagreements and conflict. The ethical and academic implications for 
researchers are fraught, and need to be managed with care.

The Beyond Bushfires: Community Resilience and Recovery study was 
conducted in Victoria, Australia following the February 2009 bushfires, 
commonly referred to as the ‘Black Saturday’ bushfires because the worst 
of the fires occurred on Saturday 7 February (68). The six-year study 
involved a cross-disciplinary team of academic investigators who valued 
cross-sectoral input and so invited a range of government, emergency, and 
health sector partners to attend all investigator/partner study meetings for 
shared decision making. Community expertise was also considered 
essential, and the lead investigators from the University of Melbourne 
began with a series of community visits to seek advice on the study 
methodology, recruitment locations and contextual differences. Twenty-five 
rural communities accepted the invitation to become study sites 
representing high, medium and low impact communities. It very quickly 
became clear to the investigators that there were so many diverse and 
sometimes conflicting views within and across those communities that it 
would be unhelpful and offensive to simply have a few community 
spokespersons join the investigator/partner study meetings held in the city 
to contribute to decision making. Instead, the lead investigators committed 
to ongoing community visits throughout the study, calling and visiting 
people for chats, attending local meetings and presenting emerging 
findings at local seminars. They maintained connections with a wide range 
of individual and organizational contacts and channelled the feedback and 
insights provided to the investigator/partner meetings to ensure community 
influence on study decision making occurred at all stages of the research 
process and that it was sufficiently nuanced to reflect the complexity of 
individual and community level experiences. This approach resulted in 
continuing adjustments to the study, including the study name, adjustment 
to the recruitment boundaries, the sampling strategy, communication 
methods, survey questions, focus of data analyses, interpretation of 
findings, study output and dissemination strategies. These continual 
responses to feedback demonstrated the investigator commitment to a 
participatory approach and greatly enhanced the relevance and impact of 
the findings (67). As one community member noted about the Beyond 
Bushfires study “Most importantly, it has provided a safe, supportive 
environment for us to explore the lived experience of bushfire recovery” 
(67). This shows the value of a participatory approach for those involved but 
also the potential for harm if the participatory efforts are merely tokenistic. 
A participatory approach requires genuine commitment on the part of the 
investigators to adapt to the realities of a post-disaster environment. If that 
can be achieved, the research quality and the study impacts are likely to 
exceed a traditional approach to research.
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5.1.9 Considerations for working with disaster-
affected populations
Conducting research with traumatized populations
Mental health research often requires engaging with people who are 
actively experiencing distress or are required to remember difficult times. 
Accordingly, participating in research has the potential to exacerbate 
stress, irritation or fatigue, but is still valued by participants and, if carefully 
managed, is unlikely to contribute to further trauma (69). Investigators 
working with disaster survivors must be mindful of the way they conduct 
their research to ensure that participants are protected from distressing or 
ethically compromised protocols. Possible means to address this concern 
might include: 

 – ensuring comprehensive training is provided for the research team, 
with a focus on research ethics, confidentiality, sensitivity, risk 
assessment and building rapport;

 – developing a referral network prior to the commencement of research, 
so that higher risk cases may be referred to specialist care; 

 – engaging community stakeholders to guide research design and data 
collection. 

 – speaking with participants about their social support networks and 
ways that they can access further information and assistance. 

Mental health stigma
The stigma associated with mental illness calls for thoughtful planning for 
conducting research and disseminating findings. The use of scientific 
evidence presents an important opportunity to reduce stigma around 
psychological responses to trauma, if done well. Discussions of mental 
illness that inadvertently reinforce community concerns (such as 
associations between psychological symptoms and weakness or danger) 
can reinforce stigma (70). Challenging stereotypes through positive 
messages of change, associating help-seeking with strength, and 
normalizing trauma reactions has significant potential to mitigate stigma 
among survivors (71) and first responders (72). 

Cultural expressions of distress
Culture plays an important role in the expression of distress. Cultural 
expectations and socialization processes shape the norms for 
psychological and behavioural phenomena, which are dynamic and vary 
with time (for further detail, see Case Study 5.1.2). Using qualitative 
research to explore common descriptions of stress, mood and behaviour 
change may illuminate meaningful symptom clusters and idioms of distress 
(73-74). In addition, adoption of a ‘cultural lens’ is required to effectively 
interpret the influence of gender, family composition, coping, social 
determinants, and developmental stages in the expression and experience 
of psychological distress (75). Using culturally and (where suitable) 
developmentally appropriate terms to describe psychological expressions 
will significantly improve the validity of the research. Without careful 
consideration of culture, our research paradigms, sampling strategies, 
methods of data collection and interpretation of findings will be 
significantly flawed (75). 
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Case Study 5.1.2  
Expressions of distress among disaster-affected adolescents in 
China and Nepal (74)

China and Nepal have recently experienced devastating earthquakes. 
Both nations have large adolescent populations, for whom traumatic 
stress has potential for significant effects on mental and physical health, 
development and education (59). To address these issues, it is vital that 
we understand the specific experiences of young people affected by 
disasters. 

The Study on Adolescent Resilience after Disasters sought to investigate 
the range of expressions of psychological distress and any behavioural 
changes arising from exposure to natural disasters (74). Ethnographic 
research in Nepal has illustrated a multifaceted model of psychological 
trauma, with particular emphasis on interpersonal relationships, social 
identity and loss (61, 76). In China, mental health is conceptualized within 
a holistic systems approach with greater integration of the concepts of 
mind and body (77). However, diversity in the conceptualizations of 
psychological distress in both countries, and a lack of attention to child 
and adolescent experiences warranted in-depth assessment (74). 

Key informant interviews and focus group discussions were conducted 
with adolescents, caregivers, teachers and experts in disaster-affected 
districts of Yunnan Province, China (n=79), and Kathmandu Valley, Nepal 
(n=62). A thematic analysis revealed that key indicators of distress 
emerged across four domains: anxiety and stress, mood difficulties, 
somatic complaints, and changes in behaviour. Young people frequently 
described fear of the earthquake recurring, anxiety triggered by trauma 
reminders, nightmares and hypervigilance. An adolescent participant 
from Nepal said “They say the sound of people shouting when the houses 
collapsed haunts them… I have not seen, but my friends say they are 
afraid to go anywhere in the dark, the sound of people shouting is heard” 
(74). The magnitude of the Nepal earthquakes was associated with a 
sense of existential worry among adolescents who were forced to 
examine their future in light of new and worsened hardships. 
Concurrently, post-traumatic growth and strengthened connections 
between adolescents and their families were described in both settings. A 
number of participants described a sense of coping, mastery and self-
efficacy arising from their experience (74). 

Many of the symptoms described by adolescents and their families reflect 
diagnostic criteria for PTSD, depression and anxiety, perhaps due to an 
increasingly globalized communication of mental health (74). However, the 
nuanced descriptions of psychological distress highlight a significant 
need for psychological and community services that promote evidence-
based interventions tailored to culturally specific understandings of 
mental health and the unique capabilities of adolescents.
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5.1.10 Establishing research partnerships
Identifying and engaging local partners is crucial to conducting field-based 
research. International studies should always be conducted in partnership 
with local organizations, service providers, government advisors, and/or 
community representatives. Such partnerships are also advisable when 
working in the researcher’s home setting, where there may be opportunities 
to establish working relationships prior to the onset of a disaster. Local 
research partners play a vital role at multiple levels of the research 
process, from advising on study feasibility and acceptability, developing 
methodology, recruitment and sampling, obtaining ethics approvals, data 
collection, managing risk, interpreting results and disseminating findings 
within and beyond the community. Whether working in high-, middle- or 
low-income nations, building capacity in the mental health workforce 
(across both clinical and non-clinical settings) should be incorporated in 
the planning. 

Successful partnerships are dependent on open communication, 
inquisitiveness, trust, humility and follow-through on decisions (78). Regular 
team meetings and agreements regarding data ownership, respective roles 
in data collection and paper authorship facilitate this process (79). 
Furthermore, an understanding of the political, economic, social, 
environmental and technical realities that shape interactions will foster 
stronger relationships (80). Research partnerships are most successful 
when teams agree on a strong research plan, have respect  
for each other’s capacities, engage in transparent and effective 
communication, clearly delegate roles and responsibilities, and develop  
a shared vision for the project (79). Without collaboration, research 
conducted in disaster-affected settings is at risk of duplicating processes, 
drawing false conclusions, or failing to have a meaningful impact on policy 
and practice. 

5.1.11 Dissemination and impact
The uptake of results and sustainability of new mental health initiatives are 
dependent upon the early engagement of partners and community 
members. An early process of joint decision making aiming to achieve 
multiple research project outcomes to meet the needs of all partners will 
support community engagement and research validity. In addition, it is 
important to foster progressive development of a knowledge translation 
plan to ensure wide dissemination of the findings and outputs tailored to 
different audiences and contexts. Scientific manuscripts and academic 
products can be complemented by community seminars and workshops, 
promotion through social and traditional media, and creating opportunities 
for partners to present findings in community forums. As funding bodies 
and individual donors become more interested in the efficiency of 
resources, providing reliable evidence on the level of need and effectiveness 
of humanitarian interventions will become increasingly valuable.
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5.1.12 Conclusions 
Mental health research plays a critical role in determining the health 
needs, trajectories of adjustment and treatment outcomes for disaster-
affected populations. It has an important part to play in Health EDRM. Both 
clinical and non-clinical supportive services in the acute recovery phase 
have potential to support population-level improvements for adult and  
child mental health (12). Rigorous research that pays careful attention to 
inclusive sampling, ethical processes, social determinants of risk and 
cultural considerations has the potential to expand the evidence base  
and highlight important areas for service development. Collaborative 
partnerships are vital: where possible, mental health researchers should 
seek to work in partnership with other agencies and local community 
members to guide the research and build capacity in the settings in which 
they work. The tremendous potential for research to inform and prevent 
mental health difficulties and deliver timely, evidence-based intervention 
will support the long-term resilience of disaster-affected communities. 

5.1.13 Key messages
 o  Rigorous mental health research is needed to determine the 

specific needs of disaster-affected populations and 
effectiveness of interventions in the months following a disaster.

 o  Consideration of the timeframe for psychological adjustment, 
sample characteristics and cultural expressions of distress will 
inform the research design. 

 o  Partnerships with local community stakeholders, agencies and 
research collaborators are vital for valid research, capacity 
building and long-term uptake of results in Health EDRM.
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