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Common Problems and Challenges in Common Problems and Challenges in 
Disaster Intervention FieldDisaster Intervention Field

Early intervention research implemented after disasters 
typically takes place in rushed and chaotic conditions
Even without intervention, the majority of individuals 
experience a decline in symptoms over time following 
exposure to a traumatic event
Logistic and research difficulties render tightly controlled 
RCTs (randomized clinical trials) extremely difficult to 
undertake following disasters

Experimental and quasi-experimental designs may be more 
feasible alternatives
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Review of Literature:Review of Literature:
1967 1967 –– 2005, 2005, PsycINFOPsycINFO & PILOTS& PILOTS

The Agency of Healthcare Research and Quality’s 
Levels of Evidence 

(AHRQ, via Foe et al. 2000)

Level A: Evidence is based upon randomized, well-controlled 
clinical trials for individuals with PTSD 
Level B: Evidence is based upon well-designed clinical studies, 
without randomization or placebo comparison for individuals with
PTSD
Level C: Evidence is based on service and naturalistic clinical 
studies, combined with clinical observations that are sufficiently 
compelling to warrant use of the treatment technique or follow 
the specific recommendation



5

Review of Literature:Review of Literature:
1967 1967 –– 2005, 2005, PsycINFOPsycINFO & PILOTS& PILOTS

Gold Standards for Clinical Research 
(via Foa & Meadows, 1997)

Clearly defined target symptoms
Reliable and valid measures
Blind evaluators
Assessor training
Manualized, replicable, specific treatment programs
Unbiased (random) assignment to treatment
Treatment adherence measures 
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Early Interventions for Traumatic StressEarly Interventions for Traumatic Stress
(within the first month after the event)(within the first month after the event)

Psychological Debriefing
The “standard of care” for disaster response in the 1980s & 
1990s
It is a semi-structured intervention in an individual or a group 
format designed to facilitate emotional processing and promote 
normal recovery among first responders. 
It is a review of a traumatic event or “critical incident”
The majority of interventions in the first month post-trauma are 
routinely classified as “debriefing” interventions
Most debriefing starts at least one week posttrauma

Yet there have been studies conducted within the first 48 hours of 
an incident



7

Psychological Debriefing:Psychological Debriefing:
Evidence for Efficacy?Evidence for Efficacy?

Psychological debriefing is inadequate in terms 
of preventing long-term psychological sequelae, 
and that it is potentially detrimental in terms of 
psychological recovery from trauma
Although the debriefing literature indicates that 
individuals seem to regard these interventions 
positively, they appear to be ineffective in terms 
of preventing significant psychological sequelae
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Early Interventions for Traumatic StressEarly Interventions for Traumatic Stress
(within the first month after the event)(within the first month after the event)

Cognitive-behavioral therapy (CBT)
Studies of CBT generally contain the common 
elements of psychoeducation, anxiety management 
techniques, exposure techniques, and cognitive 
restructuring
CBT is usually introduced within the first month after a 
trauma
Studies evaluating CBT tend to be more 
methodologically sound than studies of debriefing
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CognitiveCognitive--Behavioral Therapy:Behavioral Therapy:
Evidence for Efficacy?Evidence for Efficacy?

Research supports the superiority of the CBT group in 
reducing PTSD symptomatology compared to a control 
group
The studies by Richard Bryant and colleagues of 
individuals with acute stress disorder (ASD) indicated 
that a structured CBT intervention administered 
approximately 2 weeks after serious trauma reduces the 
likelihood that participants will develop PTSD
Need for studies of CBT in the acute aftermath of 
disasters
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Example of a CBT-PTSD study: Bryant et al. (1998).Treatment of 
acute stress disorder: A comparison of cognitive-behavioral therapy 
and supportive counseling. Journal of Consulting and Clinical 
Psychology, 66, 862–866.

Acute stress disorder (ASD) is a precursor of chronic posttraumatic stress 
disorder (PTSD)
Twenty four participants with ASD following civilian trauma were given 5 
sessions of either cognitive behavioral therapy (CBT) or supportive 
counseling (SC) within 2 weeks of their trauma
Fewer participants in CBT (8%) than in SC (83%) met criteria for PTSD at 
posttreatment
There were also fewer cases of PTSD in the CBT condition (17%) than in 
the SC condition (67%) 6 months posttrauma
There were greater statistically and clinically significant reductions in 
intrusive, avoidance, and depressive symptomatology among the CBT
participants than among the SC participants
This study represents the 1st demonstration of successful treatment of ASD 
with CBT and its efficacy in preventing chronic PTSD [based on Authors Abstract]
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Example of a study comparing CBT to supportive counseling:
Bryant et al. (1999). Treating acute stress disorder: An evaluation of 
cognitive behavior therapy and supportive counseling techniques.
American Journal of Psychiatry, 156, 1780–1786.

This study assessed the relative efficacy of prolonged exposure and anxiety 
management in the treatment of ASD
45 trauma survivors with ASD (aged 18-60 yrs) were given 5 sessions of 
prolonged exposure (N=14), combined prolonged exposure and anxiety 
management (N=15), or supportive counseling (N= 16) within 2 wks of 
trauma 

Ss were assessed pretreatment, posttreatment, and at 6-mo follow-up 
Fewer Ss with prolonged exposure (14%, N=2) and prolonged exposure 
plus anxiety management (20%, N=3) than supportive counseling (56%, 
N=9) met the criteria for PTSD after initial treatment

15% in the prolonged exposure group and 23% in the prolonged exposure plus 
anxiety management group had PTSD at 6-mo follow-up, compared with 67% in 
the supportive counseling group

Findings suggest that PTSD can be effectively prevented with an early 
provision of cognitive behavior therapy and that prolonged exposure may be 
the most critical component in the treatment of ASD [based on Authors Abstract]
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Example of a study indexing long-term benefits of early CBT: 
Bryant et al. (2003). Cognitive behaviour therapy of acute stress 
disorder: A four-year follow-up. Behaviour Research and Therapy, 41,
489–494.

The aim of this study was to index the long-term benefits of early provision 
of cognitive behavior therapy to trauma survivors with acute stress disorder 
Civilian trauma survivors (n=80) with acute stress disorder were randomly 
allocated to either cognitive behavior therapy (CBT) or supportive 
counseling (SC)

69 completed treatment, and 41 were assessed four years post-treatment for 
post-traumatic stress disorder (PTSD) with the Clinician Administered PTSD 
Scale 

Two CBT patients (8%) and four SC patients (25%) met PTSD criteria at 
four-year follow-up

Patients who received CBT reported less intense PTSD symptoms, and 
particularly less frequent and less avoidance symptoms, than patients who 
received SC

These findings suggest that early provision of CBT in the initial month after 
trauma has long-term benefits for people who are at risk of developing 
PTSD [based on Authors Abstract]
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Early Interventions for Traumatic StressEarly Interventions for Traumatic Stress
(within the first month after the event)(within the first month after the event)

Pharmacotherapy
A handful of studies suggest that early 
pharmacological intervention might have a 
preventative effect on the development of 
posttraumatic symptomatology
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Early Interventions for Traumatic StressEarly Interventions for Traumatic Stress
(within the first month after the event)(within the first month after the event)

Interventions for children and adolescents
Dearth of RCTs of acute interventions for children or 
adolescents
Example of a good effort:

On October 21, 1988, the Jupiter cruise ship carrying some 
500 children at the beginning of an eight day cruise, was 
rammed by a tanker outside the Greek harbor of Piraeus

One child and three adults died in the crash 
Yule (1992) conducted a naturalistic comparison of children 
from two different schools who had been involved in “Jupiter”
shipping disaster
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Example of an intervention study with children:
Yule, W. (1992). Post-traumatic stress disorder in child survivors of 
shipping disasters: The sinking of the ‘Jupiter.’ Psychotherapy and 
Psychosomatics, 57, 200–205.

Surveyed 334 children (aged 11-18 yrs) who survived the sinking of the 
cruise ship, Jupiter, when they were on an educational cruise
Measures included a modified Fear Survey Schedule for Children, the 
Revised Children's Manifest Anxiety Scale, and a revised Impact of Events 
Scale
Compared with age- and sex-matched controls,  vicyoms showed 
significantly higher scores on depression and anxiety
They also reported more fears, particularly of stimuli related to the trauma
Follow-up studies a year after the accident revealed that nearly half of them 
met criteria for posttraumatic stress disorder (PTSD)
Evidence is presented for the efficacy of early intervention in schools. 

One school had offered an early group intervention (termed “debriefing”), but the 
other school had offered no early intervention
Children who had received the intervention showed fewer intrusive PTSD 
symptoms and fear symptoms 5–9 months after the disaster [based on Authors 
Abstract]
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LaterLater--Stage Interventions for Traumatic Stress:Stage Interventions for Traumatic Stress:
CognitiveCognitive--Behavioral TherapyBehavioral Therapy

Most of the RCTs on CBT have compared 
component parts of CBT with each other, with 
waiting-list control conditions, and with 
supportive counseling conditions

Many of these studies are of high methodological 
quality and generally support CBT’s effectiveness

CBT components producing largest effects in the 
treatment of PTSD are cognitive restructuring 
(CR) and exposure therapy
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Example of a RTC of CBT: Başoğlu et al. (2005). Single-session 
behavioral treatment of earthquake-related posttraumatic stress 
disorder: A randomized waitlist controlled trial. Journal of Traumatic 
Stress, 18, 1-12.

Randomly assigned 59 earthquake survivors in Turkey to either a 
single-session behavioral treatment or a waitlist control condition

Marmara earthquake. On August 17, 1999, a 7.8 Richter scale 
earthquake hit the Sea of Marmara, off the coast of Turkey near the 
town of Gölcük. 
Tsunamis, secondary to the earthquakes, hit the coast of Turkey 
resulting in extensive flooding. 
More than 17,000 people died in the earthquakes

The intervention (one-session treatment) was offered approximately 
3 years after the earthquake

Follow-up assessments were conducted at weeks 6, 12, 24, and 1-2 
years post-treatment 

Improvements were significant at all time points on all outcome 
measures [based on Authors Abstract]
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LaterLater--Stage Interventions for Traumatic Stress:Stage Interventions for Traumatic Stress:
Eye Movement Desensitization and ReprocessingEye Movement Desensitization and Reprocessing

Several RCTs suggest that EMDR is effective in 
reducing PTSD symptoms

These studies have not been of the same 
methodological quality as the RCTs of CBT

Common problems: lack of blind raters and lack of strict 
treatment adherence measures

RCTs comparing EMDR and CBT showed that 
both treatments were efficacious in reducing 
PTSD symptoms and found minimal differences 
in treatment outcome between the treatments
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LaterLater--stage interventions for traumatic stress:stage interventions for traumatic stress:
PharmacotherapyPharmacotherapy

Selective serotonin reuptake inhibitors 
(SSRIs), sertraline and paroxetine, are 
now considered as the first line 
medications in the treatment of PTSD 
Other psychopharmacological agents also 
have shown promise 
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LaterLater--stage interventions for traumatic stress:stage interventions for traumatic stress:
Interventions for Children and Adolescents with PTSDInterventions for Children and Adolescents with PTSD

Again, research on treatment of chronic 
PTSD among youth is quite limited
Nonetheless, a variety of different types of 
interventions for traumatized children and 
adolescents have shown promising results 
in recent RCTs
Replication are needed before any 
particular intervention can be 
recommended



21

Example of an intervention study with children:
Chemtob et al. (2002). Brief treatment for elementary school children 
with disaster-related posttraumatic stress disorder: A field study. 
Journal of Clinical Psychology, 58, 99–112.

This controlled study evaluated the effectiveness of a brief intervention for 
hurricane-related PTSD
At one-year follow-up of a prior intervention for disaster-related symptoms, 
some previously treated children were still suffering significant trauma 
symptoms
Using a randomized lagged-groups design, three sessions of Eye 
Movement Desensitization and Reprocessing (EMDR) treatment was 
provided to 32 of these children who met clinical criteria for PTSD
The Children's Reaction Inventory (CRI) was the primary measure of the 
treatment's effect on PTSD symptoms. Associated symptoms were 
measured using the Revised Children's Manifest Anxiety Scale (RCMAS) 
and the Children's Depression Inventory (CDI)
Treatment resulted in substantial reductions in both groups' CRI scores and 
in significant, though more modest, reductions in RCMAS and CDI scores.

Gains were maintained at six-month follow-up
Health visits to the school nurse were significantly reduced following treatment
[based on Authors Abstract]
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Another intervention study with children: Chemtob et al.(2002). 
Psychosocial intervention for postdisaster trauma symptoms in 
elementary school children: A controlled community field study. 
Archives of Pediatric and Adolescent Medicine, 156, 211–216.

Evaluated the efficacy of a public health-inspired intervention combining school-
based screening and psychosocial treatment to identify and treat children with 
persistent disaster-related trauma symptoms
Children with the highest levels of trauma-related symptoms were randomly assigned 
to 1 of 3 consecutively treated cohorts. Children in the cohorts awaiting treatment 
served as wait-list controls 
All 10 public elementary schools on the island of Kauai (one of the Hawaiian Islands) 
2 years after Hurricane Iniki

All 4258 children in 2 through 6 grade were screened
The 248 children with the highest levels of psychological trauma symptoms were selected for treatment. 
Children were randomly assigned to either individual or group treatment provided by specially trained school-
based counselors. Treatment comprised 4 sessions – combination of structured play therapy and cognitive 
intervention

After treatment, children reported significant reductions in self-reported trauma-
related symptoms. This symptom reduction was maintained at the 1-year follow-up. 
Clinical interviews also indicated that treated children had fewer trauma symptoms 
compared with untreated children
School-based community-wide screening followed by psychosocial intervention 
seems to effectively identify and reduce children's disaster-related trauma symptoms 
and may facilitate psychological recovery
While group and individual treatments did not differ in efficacy, fewer children 
dropped out of the group treatment [based on Authors Abstract]
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Example of RCT of a school-based intervention:
Stein et al. (2003). A mental health intervention for school children 
exposed to violence: A randomized controlled trial. Journal of the 
American Medical Association, 290, 603-611.

Randomized controlled trial examined the effectiveness of a school-based cognitive-
behavioral therapy (CBT) group intervention to reduce symptoms of PTSD and 
depression, and to improve psychosocial functioning and classroom behavior, in 
middle school students who have witnessed violence (in LA) 
The intervention was a 10-session CBT group called the Cognitive-Behavioral 
Intervention for Trauma in Schools (CBITS) 
Data from students, parents, and teachers were collected at baseline, 3 and 6 
months

Students were randomly assigned to an early intervention CBITS group or to a delayed 
intervention group for comparison

At 3 months early intervention students had lower PTSD, depression, and 
psychosocial dysfunction symptom scores

No differences between the 2 groups for classroom problems in acting out at 3 months 
At 6 mo, there were no significant differences between the early and delayed 
intervention for PTSD scores, depression scores, psychosocial function ratings, or 
classroom behaviors
The CBITS intervention may be a promising model for community-based programs 
for children who experience or witness violence [based on Authors Abstract]
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Remaining  Issues and QuestionsRemaining  Issues and Questions
Not many treatment outcome studies have actually 
utilized disaster survivors
Is CBT a workable early intervention after disaster in 
terms of the availability of appropriately trained 
therapists?

Need for “just-in-time” training programs
Are internet applications of CBT protocols feasible?
Is treating ASD (acute stress disorder) a most 
appropriate course of action in the early aftermath of 
disasters?

Let’s not forget that therapy is low on the hierarchy of needs for 
many survivors
Which survivors should be targeted for early treatment, when 
such treatment should be offered, in what format (e.g., individual, 
group, Internet-based)?
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Remaining  Issues and QuestionsRemaining  Issues and Questions
Which of the active components of interventions are most effective?
Future studies should examine outcomes other than PTSD

E.g., depression, substance abuse, panic disorder
Little is known about how to best handle the needs of individuals 
who suffer traumatic bereavement. 
How to best address the needs of children and adolescents who 
survive disasters?
How to make services most accessible and acceptable to an 
international body of potential consumers?
How to best minimize the stigma of seeking mental health services?
How to best disseminate services to large numbers of people?
Need to empirically examine the impact of survivor education and
support.

Self-help or psychoeducational materials are widely disseminated after 
disasters but do these efforts produce noticeable effects?
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